Mentorship for Addiction Problems (MAP):
A New Behavioral Intervention to Assist in the
Treatment of Substance Use Disorders

KATHLENE TRACY, pi.p.,%* LEAH WACHTEL, M.A., EMILY GOLDMANN, Mm.p.H, PH.D.,> JOSEPH NISSENFELD, M.D.,¢
MARK BURTON, m.4.,* MARC GALANTER, m.p.,¢ & SAMUEL A. BALL, pr.p.4

aPsychosocial Division, Addiction Institute Mount Sinai (AIMS), Laboratory of Psychosocial Processes in Addiction, Icahn School of
Medicine at Mount Sinai, Department of Psychiatry, New York, New York

bCollege of Global Public Health, New York University, New York, New York
¢Division of Alcoholism and Drug Abuse, New York University School of Medicine, Department of Psychiatry, New York, New York
Yale University School of Medicine, Department of Psychiatry, New Haven, Connecticut

ABSTRACT. Objective: Mentorship for Addiction Problems (MAP)
is a new behavioral treatment formalizing client-to-client mentorship
relationships as an adjunct to standard outpatient substance use disor-
der treatment. We tested the preliminary efficacy of MAP in reducing
substance use and associated barriers to successful treatment outcomes.
Method: A total of 65 participants (17 later recovery participants
[LRPs] and 48 early recovery participants [ERPs]) with substance use
disorders were randomized to MAP + Treatment as Usual (TAU) or
TAU alone. Within MAP, for each cohort, a pool of 4-5 mentors (LRPs)
was formed and engaged in mentoring activities for 24 weeks until
12-13 mentees (ERPs), newly admitted, had participated in MAP for 12
weeks. Behavioral and biological measures were conducted at baseline,
weekly, monthly, and termination for all participants and during the 12-
week follow-up for ERPs. Results: Substance use declined across both

conditions for ERPs (N = 48) during treatment, Weeks 0-12 (p =.001);
however, on average, ERPs in the MAP intervention used significantly
fewer days than controls during Treatment Weeks 1-12 (p = .013) and
during Follow-Up Weeks 13-24 (p = .043). Addiction Severity Index
alcohol and drug use scores increased in TAU and decreased in MAP
during Follow-Up Weeks 13-24 for ERPs, alcohol: b =-0.08, SE = 0.03,
#47)=-2.97, p=.005; drug use: b =-0.02, SE = 0.01, #(47) =-2.36,p =
.023. In addition, there was high patient interest in MAP and good fidel-
ity to delivery of treatment. Conclusions: MAP shows promise assisting
in the reduction of substance use early in treatment when vulnerability
and risk for relapse is high and has a positive impact on serious problems
undercutting addiction treatment efficacy. (J. Stud. Alcohol Drugs, 81,
664-672, 2020)

UBSTANCE USE DISORDERS and their consequences

present a significant and ongoing public health burden
within the United States. Alcohol and tobacco are the lead-
ing causes of preventable death in our nation (Centers for
Disease Control and Prevention [CDC], 2012; Kochanek
et al., 2019). In addition, illicit substance use is a signifi-
cant contributor to the opioid overdose and HIV epidemics
(CDC, 2012; De Cock et al., 2012; Substance Abuse and
Mental Health Services Administration [SAMHSA], 2019).
Further, the economic costs associated with alcohol, illicit/
nonmedical drug use, and tobacco are estimated to be more
than $700 billion annually, including costs associated with
criminal activity, issues in work productivity, and medical
expenses excluding substance use treatments (National In-
stitute on Drug Abuse, 2016). Yet, despite this astounding
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figure, only 10% of the more than 20 million adult Ameri-
cans who have alcohol or drug use disorders are receiving
treatment (Center for Behavioral Health Statistics and Qual-
ity, 2014; SAMSHA, 2019).

Creating treatments that not only reduce substance use but
have appeal to individuals with substance use disorders and
can be adopted or translated into practice in diverse settings
could never be more critical. When individuals can relate to
or identify with those who may provide an intervention be-
cause of shared life experiences, they are more likely to seek
and engage in treatment (Kelly et al., 2019; Naslund et al.,
2016). In addition, treatments that draw from elements that
occur naturally within environments may also increase the
likelihood of adoption and appeal. Mentorship is one such
naturally occurring exchange in which individuals desire
to seek guidance or deliver guidance that also joins people
based on shared experiences (Birtel et al., 2017; Darling et
al., 2002; DuBois & Silverthorn, 2005; Heaney & Israel,
2002). Mentoring as a concept can be traced back to ancient
Greece (Freedman, 1991); however, the formal investigation
of mentorship to treat substance use disorders has only been
relatively recent.

Because of its appeal and high patient acceptance, mentor-
ship has been a key component of several existing treatment
and recovery approaches such as Therapeutic Communities
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(TCs) (Galanter et al., 1998; Guida et al., 2002; Kazdin,
2019), Twelve Step—oriented treatments (Huselid et al., 1991;
Project MATCH Research Group, 1997), and the Community
Reinforcement Approach (Azrin, 1976; Campbell et al., 2015;
Higgins et al., 2000; Kazdin, 2019; Meyers & Miller, 2001;
Meyers et al., 2002; Miller et al., 1999a, 1999b; Silverman
et al., 2001; Stitzer et al., 1986).

Although Twelve Step programs and TCs have shown
comparable results to other forms of behavioral treat-
ments for substance use disorders (Hai et al., 2019; Project
MATCH Research Group, 1997; Westreich et al., 1996), the
sponsorship or mentorship components of these treatments
have not been standardized for implementation or specifi-
cally designed to be managed by professional treatment per-
sonnel. In addition, alternatives to Twelve Step approaches
are needed to more closely integrate peer mentorship with
treatment and to provide an option to the religious nature of
Twelve Step approaches, which can be a deterrent to certain
participants and providers (Hai et al., 2019; Harris et al.,
2003; Tonigan et al., 2002; Walters, 2002).

Recently, there has been a dramatic rise in the adoption
of alternative forms of peer mentorship programs to assist
recovery from substance use disorders because of the poten-
tial benefits offered to patients (Helseth et al., 2018; Kazdin,
2019). Although these programs provide access to treatment
and nonusing peers, often the roles are not clearly defined,
with limited research to support efficacy and sustained ab-
stinence for individuals (Mericle et al., 2015; White, 2004,
20006). This has led to a lack in clarity in roles and outcome
(Jenkins, 2015; Rebeiro Gruhl et al., 2015; White et al.,
2014).

To address these needs, within Stage Ia and Stage Ib
behavioral therapies development projects (Tracy et al.,
2010, 2012, 2018), we developed an innovative intervention,
Mentorship for Addiction Problems (MAP). MAP aims to
reduce substance use through the novel application of peer-
driven Goal Attainment Scaling specific to each individual’s
needs, creating high appeal while being administered starting
during the critical first month of treatment when relapse and
attrition are high, and support is needed most.

Within our previously published Stage Ia project, there
were significant reductions in both drug and alcohol use
from baseline to Week 12 associated with the MAP treat-
ment (Tracy et al., 2010,2012). Participants also reported
high satisfaction with MAP, and treatment staff reported
that it helped in allowing their patients to meet goals with-
out interfering with clinic operations or their own treatment
goals for the patient (Tracy et al., 2010, 2012). In addition,
the Stage Ia pilot/feasibility study also demonstrated high
rates of patient retention, good mentor adherence to MAP
treatment delivery guidelines, and significant reductions in
HIV/ID risk behavior (Tracy et al., 2010, 2012).

Following the Stage Model of Behavior Therapy De-
velopment, these promising results led to the next step in

treatment development, a small-scale Stage Ib randomized
pilot study (Rounsaville et al., 2001). The Stage Ib study
focused on continued testing of MAP to further expand our
understanding of its feasibility, applicability, and initial/
preliminary efficacy to determine power for a future large
scope Stage II efficacy trial (Rounsaville et al., 2001).

The current report presents our promising primary out-
come of substance use and treatment delivery results from
our Stage Ib initial efficacy testing of MAP in a randomized
pilot study that evaluated the following hypothesis: Early
recovery participants (ERPs)/mentees in MAP+Treatment As
Usual (TAU) will show a greater reduction in drug and alco-
hol use than ERPs in TAU alone during active treatment and
also the follow-up phase. The primary outcome presented
augments our recently reported positive secondary Stage
Ib outcomes, where MAP was associated with significant
improvements in psychiatric symptoms, quality of life, and
global clinical functioning (Tracy et al., 2018).

Method

This study received full approval from both the af-
filiated academic institution, New York University School of
Medicine (112-03054 CRS5), and hospital, Bellevue Hospital
Center (12-03054), Institutional Review Boards for Human
Subject Safety. All human subject safety guidelines were
followed.

Both ERPs and later recovery participants (LRPs)
were recruited from Bellevue Hospital Center’s Chemical
Dependency Clinic by clinician referral and self-referral.
LRPs met lifetime diagnosis for a substance use disorder
and were at least 6 months abstinent from drugs/alcohol.
ERPs met current diagnosis for a substance use disorder
and were actively using substances. Those LRPs assigned
to MAP acted as mentors, working with ERPs assigned
to MAP as the mentees. Interested participants who ap-
peared to meet preliminary eligibility criteria were invited
to participate in the study by the research assistants. In-
dividuals who agreed to participate and signed informed
consent were screened for entry into the study with the
Structured Clinical Interview (SCID-I/P) for the Diagnostic
and Statistical Manual of Mental Disorders (DSM-IV-TR),
Axis I diagnoses (First et al., 2002); Substance Use Report
(Robinson et al., 2014); clinician verification of abstinence
or use; and biological verification of use/abstinence using
urine toxicology and breathalyzer tests.

Sixty-five eligible participants (17 LRPs and 48 ERPs)
were randomized to MAP+TAU or TAU using a computer-
ized Urn Randomization Program, which balanced on the
following characteristics: primary substance drug versus
alcohol, gender, and presence of court-ordered treatment.
ERPs were randomized during the first 30 days of treat-
ment when vulnerability to relapse and attrition are high
and continued their participation for the 24-week study
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period. Within MAP, for each cohort, a pool of 4-5 men-
tors (LRPs who were randomly assigned to MAP) was
formed and engaged in mentoring activities for 24 weeks
until 12-13 mentees (ERPs who were randomly assigned
to MAP) who were newly admitted participated in MAP
for 12 weeks.

Measures

Reliable and valid behavioral/biological measures were
conducted at screen, baseline, weekly, monthly, and termina-
tion for all participants and during the 12-week follow-up for
ERPs. The following measures were included:

Substance use—diagnostic and primary outcome mea-
sures. The Structured Clinical Interview (SCID-I/P) for the
DSM-IV-TR, Axis I diagnoses (First et al., 2002), is a semis-
tructured interview used to establish diagnoses of psychiatric
and substance use disorders for participants. The reliability
and validity of the SCID diagnoses exceed those obtained
from a clinical interview (First et al., 2015), and inter-rater
reliability has been reported with ks ranging from .70 to 1.00
(Lobbestael et al., 2011; Segal et al., 1994).

The Substance Use Report (Robinson et al., 2014) pro-
vides a daily record of substance use by patient self-report.
It assesses for the following substances: alcohol, amphet-
amines, barbiturates, benzodiazepines, cocaine, marijuana
(cannabis), methadone, methamphetamines, heroin, and
PCP. Using a 7-Day Timeline Followback styled format, the
Substance Use Report tracks the use of each substance for
the preceding week.

The Urine Toxicology Drug Test used screening of a
Triage Panel of Drugs of Abuse (Model TDOA-1144A3;
Drug Tests in Bulk, 2012). The detection of the following
agents of abuse was of interest: cocaine, amphetamines,
barbiturates, benzodiazepines, THC, methadone, heroin, and
PCP. Agreement between objective Urine Toxicology Tests
and the Substance Use Report was above 90%. As a result,
Substance Use Report data were used as a reliable and more
comprehensive assessment of participant use.

The Addiction Severity Index (ASI; McLellan et al.,
1985) is a standardized semistructured clinical interview
that provides problem severity profiles in six domains com-
monly affected in those who abuse substances. The domains
covered within this article are alcohol and drug chemical
abuse. Composite scores for each problem domain are de-
rived mathematically by summing the questions within the
domain. ASI alcohol and drug composite scores have good
internal reliability consistency (alcohol: Cronbach’s o = .76,
drug: Cronbach’s o = .89). Higher composite scores indicate
greater substance use severity.

Treatment delivery measures. The Program and Client
Cost—Substance Abuse Treatment (Jofre-Bonet et al., 2004)
assesses program and client costs of drug/alcohol abuse
treatments. The scale obtains information on the total num-

ber of times/sessions that the participant received substance
abuse and psychological services as well as indicates what
was covered in the sessions.

The Medication Adherence Scale (Wu et al., 2008) asks
the participant to list current medications for mental health
and drug/alcohol use disorder treatment. The participants
indicate how regularly they have been taking their medica-
tion as prescribed in the last week using a 5-point Likert
scale from 1 (rarely or never) to 5 (always). These ratings
are done separately for both mental health and drug/alcohol
use disorder medication.

The Mentorship Adherence and Competence Scale (Tracy
et al., 2000, 2012, 2018) is used to rate the adherence and
competence of the mentor’s delivery of MAP during the au-
dio-recorded Introductory Mentorship Pair Meetings. There
are 14 items in the scale resulting from the rating of 7 items
for both adherence and competence of the mentor’s delivery
of the MAP treatment using a Likert scale from 1 (not at all)
to 5 (extensively). We conducted Cronbach’s alpha reliability
coefficients for the scale in a pilot which indicated good in-
ternal consistency of the items. The coefficient o for the full
scale of 14 items is .98, 7 adherence items alone .96, and 7
competence items .95.

Treatment conditions

Mentorship for Addiction Problems. MAP had 4 key
components:

(A) MENTORSHIP TRAINING: Mentors participated in a 4-week
training that met for 1 hour two times per week before pro-
viding mentorship. At each session, a urine toxicology drug
screen was conducted to ensure abstinence.

The following topics were covered in the 4-week training
period: (1) overview of MAP, (2) understanding policy and
procedures (e.g., interacting with system), (3) your role as a
mentor, (e.g., boundaries), (4) helping your mentee maintain
sobriety/modified Goal Attainment Scaling, (5) maintaining
your own sobriety in the process, (6) what to do in a crisis
(e.g., suicidal ideation, homicidal ideation), (7) managing
mental health issues, (8) HIV/ID risk reduction (e.g., learn-
ing and teaching mentee risk-reduction skills), and (9) being
sensitive to diversity.

(B) INDIvIDUAL PAIR CONTACT: Mentors provided mentorship
to the mentee outside of group for approximately 1-4 hours
per week either in person or by phone/text.

Individual pair contact was scheduled by the mentor—
mentee pairs directly to meet each of their preferences and
availability. The focus of the mentoring is the development
of a relationship based on abstinence and the mentor helping
the mentee to develop and achieve abstinence goals using
harm-reduction strategies that are monitored through modi-
fied Goal Attainment Scaling. Abstinence goals may include
a wide range of goals (e.g., reduction in substance use,
changing social networks, resolving housing issues) seen as
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contributing to the mentee’s ability to remain abstinent, and
achievements/setbacks are recognized incrementally cor-
responding to the Goal Attainment Scaling ratings.

(c) MEentorsHIP GrouP: Mentors, mentees, and the super-
visory clinician participated in a weekly 1-hour group.

The groups are designed to provide a framework for the
mentors and mentees to further work on issues outside of
group in the Individual Mentorship Contact. Entailed in the
group are discussions of development of Goal Attainment
Scaling recovery plans, monthly formal mentee presenta-
tions of the progress on these plans, and weekly discussions
to receive guidance and support from mentors and the other
members of the group to achieve goals of these plans. These
groups are facilitated by the supervisory clinician and men-
tors and provide an additional venue for mentors to offer
support to mentees as well as another structure for the su-
pervisory clinician to oversee the mentorship process, which
is provided directly by the mentors.

(p) Supervision: Supervision was provided by the supervi-
sory clinician on an ongoing basis during the weekly Mentor
Supervision Group, which was 1 hour before the Mentorship
Group and ad hoc if needed.

The groups are designed to provide an additional venue
for mentors and the supervisory clinician to discuss any
issues surrounding the mentorship relationship, mentor, or
mentee that may require guidance. The supervisory clinician
reviews the contact logs to understand the types of activities
that are occurring during the individual mentoring contacts
and oversees the mentorship relationship during these group
meetings to address any areas to improve on.

Treatment as Usual (TAU). We used Mohr and col-
leagues’ (2009) recommendations for selection and design
of control conditions in randomized trials of psychological
interventions. MAP is not designed to replace treatment,
but to augment treatment. As a result, we compared TAU
to MAP+TAU to see if the addition of MAP improves
treatment outcomes. The Bellevue Chemical Dependency
Clinic, where the pilot was conducted, offers both intensive
treatment (4 or more hours per day 5 days per week) and
less intensive treatment (4 or more hours per day 1-3 days
per week), as is common in other substance use disorder
outpatient clinics across the United States. Patients may
upgrade or downgrade to more or less intensive treat-
ment based on their functioning including relapse to use
or sustained abstinence. Patients in similar stages of their
recovery receive similar daily treatment. Analogous to the
preliminary studies and common across substance use dis-
order clinics, a full range of treatments are offered at the
clinic including individual counseling, group counseling,
and pharmacotherapy.

To show that TAU was comparable in both treatment
conditions, we ran statistical analyses and controlled for any
differences (e.g., number of onsite groups attended) should
they have arisen in the analyses.

Statistical analysis

This study used intent-to-treat (ITT) analysis. Cat-
egorical variables were described using frequencies and
percentages, continuous variables using means and stan-
dard deviations. Baseline characteristics, including demo-
graphic/clinical characteristics and days of drug or alcohol
use in the 30 days before the intervention, were compared
between treatment conditions using chi-square or Fisher
exact tests for categorical variables and 7 tests or Wilcoxon
rank sum test for continuous variables, depending on their
distribution. Mixed-effects models were used to assess the
difference in substance use and ASI alcohol and drug com-
posite scores over time and between conditions. Substance
use was also compared between LRP treatment conditions
using mixed-effects models adjusting for age, given the
difference in mean age noted between these conditions.
However, this analysis was exploratory because of the
anticipated limited use by LRPs as a result of their later
stage in recovery and smaller sample size (n = 17). In addi-
tion, overall days of substance use during the study period
(Weeks 1-12) and follow-up period (Weeks 13-24) were
compared between conditions using Wilcoxon rank sum
tests. Standardized mean differences between treatment
conditions were calculated and presented as Glass’s delta,
to account for heterogeneity in variance estimates between
treatment conditions. All analyses used SAS Version 9.4
(SAS Institute Inc., Cary, NC), and significance was indi-
cated where p <.05.

Results
Demographics

Among ERPs and LRPs combined (n» = 65), mean age
was 47.0 years (SD = 13.0). The majority were male 48
(73.9%); 21 (32.3%) were Black non-Hispanic, 19 (29.2%)
were White non-Hispanic, 18 (27.7%) were Hispanic, and 7
(10.8%) were non-Hispanic other race. There was a broad
range of substance use disorders in the overall sample: 53
(81.5%) had alcohol use disorder, 33 (50.8%) cannabis, 27
(41.5%) cocaine, and 16 (24.6%) opioid use disorder. See
Table 1 for baseline characteristics among LRPs (n = 17)
and ERPs (n = 48) by treatment condition. The distribution
of these characteristics, including days of substance use in
the month preceding intervention, was similar between con-
ditions for both LRPs and ERPs, with the exception of age
among LRPs (MAP intervention: M =45.1, SD = 12.3; TAU
(control condition): M = 57.6, SD = 6.8, p = .023).

Participant flow/interest

Interest in MAP was high. Seventy-five patients were ap-
proached to participate in the MAP program, and 65 (87%)
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TaBLE 1. Baseline characteristics of mentors and mentees compared across conditions
All All MAP TAU All MAP TAU
participants mentors intervention (control) mentees intervention (control)

Characteristic (n=65) (n=17) n=9) (n=29) Y (n=48) (n=24) (n=24) PP
Age in years, M (SD) 47.0 (13.0) 51.0 (11.7) 45.1 (12.3) 57.6 (6.8) .023 45.6 (13.3) 48.5 (12.1) 427 (14.0) 129
Male sex, n (%) 48 (73.9%) 13 (76.5%) 7(77.8%) 6 (75.0%) 1.000 35 (72.9%) 18 (75.0%) 17 (70.8%)  .745
Race/ethnicity, n (%)

White non-Hispanic 19 (29.2%) 6 (35.3%) 3(33.3%) 3(37.5%) 1.000 13 (27.1%) 6 (25.0%) 7(292%)  .624

Black non-Hispanic 21 (32.3%) 5(29.4%) 2(22.2%) 3(37.5%) 16 (33.3%) 10 (41.7%) 6 (25.0%)

Hispanic 18 (27.7%) 5(29.4%) 3(33.3%) 2 (25.0%) 13 (27.1%) 5(20.8%) 8 (33.3%)

Other non-Hispanic 7 (10.8%) 1 (5.9%) 1 (11.1%) 0 (0.0%) 6 (12.5%) 3 (12.5%) 3 (12.5%)
Education, n (%)

High school graduate or less 31 (47.7%) 8 (47.1%) 6 (66.7%) 2 (25.0%) 153 23 (47.9%) 10 (41.7%) 13 (54.2%) 386

More than high school 34 (52.3%) 9 (52.9%) 3(33.3%) 6 (75.0%) 25 (52.1%) 14 (58.3%) 11 (45.8%)
Currently homeless, n (%) 22 (33.9%) 3 (17.7%) 1 (11.1%) 2 (25.0%) 577 19 (39.6%) 11 (45.8%) 8(33.3%) 376
Psychiatric disorder, n (%)“

Mood 25(39.1%) 7 (43.8%) 3(37.5%) 4 (50.0%) 1.000 18 (37.5%) 10 (41.7%) 8(33.3%) 551

Anxiety 29 (44.6%) 13 (76.5%) 7(77.8%) 6 (75.0%) 1.000 16 (33.3%) 10 (41.7%) 6(25.0%) 221
Substance use disorder, 7 (%)*

Alcohol 53 (81.5%) 13 (76.5%) 7(77.8%) 6 (75.0%) 1.000 40 (83.3%) 21 (87.5%) 19(79.2%)  .701

Cannabis 33 (50.8%) 6 (35.3%) 3(33.3%) 3(37.5%) 1.000 27 (56.3%) 12 (50.0%) 15(62.5%) 383

Opioids 16 (24.6%) 4(23.5%) 3(33.3%) 1(12.5%) 571 12 (25.0%) 5(20.8%) 7(29.2%)  .505

Cocaine 27 (41.5%) 6 (35.3%) 3(33.3%) 3(37.5%) 1.000 21 (43.8%) 9 (37.5%) 12 (50.0%)  .383
Days of drug or alcohol use,

30 days before intervention,

M (SD) 3.5(5.5) 0.1(0.2) 0.1(0.3) 0(0) 1.000 4.8 (6.0) 4.3 (4.6) 5.3(7.1) 871

Notes: MAP = Mentorship for Alcohol Problems; TAU = Treatment As Usual (control). Values are represented as N (%), unless noted otherwise. Percentage
calculations do not include missing observations. “Does not add to 100% because groups are not mutually exclusive. One observation missing for mood
disorder among mentors. *P value for difference between MAP intervention and control; chi-square or Fisher Exact tests for categorical variables, ¢ tests for
difference in age, Wilcoxon rank sum tests for difference in days of drug or alcohol use in the month preceding intervention.

signed informed consent. Of the patients excluded from the
study, 5 (7%) were lost to follow-up, 2 (3%) did not meet the
required length of time of sobriety, 2 (3%) had conflicting
medical conditions, and 1 (1%) displayed historic episodes
of violence.

Attrition

Of the 65 participants who entered the study, only 9
dropped out, resulting in an overall retention rate of 86.2%,
which is noteworthy because of the typically high rates of at-
trition in substance use disorder treatment. No LRPs dropped
out of the study. If in active treatment as a mentor and re-
lapse occurred, mentors were removed from mentoring and
were given the opportunity to participate at mentee status.
However, if this occurred, their relapse was still considered
as a mentor relapse within the statistical analyses to be con-
sistent with how they entered the study.

TAU similarity

The standard treatment (TAU) was comparable in both
conditions. There were no significant differences between
conditions on the Program and Client Cost—Substance
Abuse Treatment (Jofre-Bonet et al., 2004) or on the Medi-
cation Adherence Scale (Wu et al., 2008) to confound the
outcomes.

MAP fidelity

The Mentorship Adherence and Competence Scale (Tracy
et al., 2000, 2012, 2018) was used to rate the adherence
and competence of the mentor’s delivery of MAP during
the audio recorded Introductory Mentorship Pair Meetings.
Mentors adhered to the delivery of the MAP treatment. On
a Likert scale rating adherence and competence from 1 (not
at all) to 5 (extensively), overall mean was M = 4.15, SD =
0.78, for adherence M = 4.06, SD = 0.75, and for compe-
tence M = 4.24, SD = 0.83.

Primary outcome: Substance use

Early recovery participants. The primary outcome of
weekly substance use (heroin, cocaine, or alcohol) declined
across both conditions for ERPs (n = 48) over the 0- to 12-
week study period, b = -0.06, SE =0.02, #(413) =-3.42,p =
.001. However, the difference in mean days weekly substance
use was statistically significant during the 0- to 12-week
study period, with significantly less weekly substance use on
average among ERPs in the MAP+TAU intervention versus
TAU, b =-0.88, SE = 0.41, #(425) = -2.11, p = .035. Looking
more critically at days of substance use during Treatment
Weeks 1-12, we found that MAP participants used 4.1 (SD =
7.3) days versus the TAU/control condition 16.6 (SD = 21.0)
days, Z(1) = 2.50, p = .013; Glass’s A = .6. This was also
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Days of use

4.0 -

2.0 -

0.0 - Z
Weeks 1-12

TAU

B MAP Intervention

Weeks 13-24

FiGure 1. MAP = Mentorship for Alcohol Problems; TAU = Treatment As Usual. Mean days of substance use
during treatment (Weeks 1-12) and follow-up (Weeks 13—24) among mentees (N = 48). During treatment Weeks
1-12, MAP participants used 4.1 (SD = 7.4) days versus the TAU (control) condition 16.6 (SD = 21.0) days (p =
.013). This was also sustained during Follow-Up Weeks 13-24. MAP participants used significantly less; 1.9 (SD
= 4.8) days versus 5.6 (SD = 7.6) days among TAUs (control) (p = .043).

sustained during Follow-Up Weeks 13—24; MAP participants
used significantly less compared with control participants,
1.9 (SD = 4.8) days versus 5.6 (SD = 7.4) days, Z(1) =-2.03,
p =.043; Glass’s A = .5. See Figure 1 for significant differ-
ences in mean days substance use during the study period
and follow up period for ERPs.

In addition, ASI alcohol and drug use severity was ex-
amined as a primary outcome during active treatment and
follow-up. Both the ASI alcohol use composite scores and
drug use composite scores had different rates of change be-
tween treatment conditions during Follow-Up Weeks 13-24
(for interaction term between treatment condition and time;
alcohol: » =-0.08, SE = 0.03, #47) = -2.97, p = .005; drug
use: b =-0.02, SE = 0.01, #(47) = -2.36, p = .023), with al-
cohol and drug use composite scores increasing in the TAU
condition and decreasing in the MAP intervention condition
for ERPs during that period.

Later recovery participants. Given the relatively small
sample size of LRPs due to the nature of the treatment, LRP
analyses were only exploratory. There was no significant
difference in substance use between LRP treatment condi-
tions. However, mean weekly substance use was lower in
the LRP MAP versus TAU condition during Study Weeks
0-12, b = -0.44, SE = 0.38, #(175) = -1.17, p = .245, and
during Follow-Up Weeks 13-24, b = -0.44, SE = 0.42, #(155)
= -1.05, p = .293, adjusting for age. The former reported

substance use 0.3 (SD = 0.5) days versus the TAU condition
use of 4.4 (SD = 10.4) days, Z(1) = 0.51, p = .609; Glass’s
A = 4, during Weeks 1-12 and 0.3 (SD = 0.5) days versus
5.0 (SD = 10.7) days, Z(1) = 0.28, p = .782; Glass’s A = 4,
during Weeks 13-24.

Discussion

Substance use disorders and their consequences remain
a significant problem within our society, yet only a small
percentage of those with substance use disorders seek treat-
ment. Developing addiction treatments that are relatable for
patients through identifiable shared experiences from those
delivering the intervention that also build on natural occur-
rences in relationships, as in mentorship interventions, offers
unique advantages to overcoming barriers to care.

Mentorship for Addiction Problems (MAP) is a recently
developed intervention that aims to reduce substance use
through the novel application of peer-driven Goal Attain-
ment Scaling specific to each individual’s needs, creating
high appeal by starting during the critical first month of
treatment when relapse and attrition are high, and support is
needed most. This article presented our primary outcomes
related to substance use for our Stage Ib pilot study. MAP
was found not only to be associated with significantly less
substance use compared with standard treatment as usual
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alone, but also to have a positive impact on patient interest
and retention, known to be serious problems undercutting
addiction treatment efficacy. Patient interest and retention are
necessities for Stage Ib successful treatment development, in
addition to the high acceptance for its delivery and integra-
tion within the clinic from staff, which was consistent with
our promising Stage Ia results previously published (Tracy
et al., 2012). Also similar to our Stage la results, there were
high levels of treatment fidelity in delivering MAP.

LRPs are uniquely qualified to enhance recovery through
the provided social support and connections. The shared
life experiences make them valuable resources for those
starting the recovery journey (Bassuk et al., 2016; Resnick
& Rosenheck, 2008; Tracy & Wallace, 2016). Mentorship
training provides skills enabling mentors to feel comfortable
and knowledgeable on troubleshooting possible psychiatric
symptoms, substance use, and other issues in recovery,
with added benefit of techniques learned through similar
experiences.

MAP is an innovative approach drawing on natural expe-
riences of relationship building and social support to achieve
positive outcomes. The manualized treatment is accessible
and easily implemented within a wide variety of treatment
settings. The training elements allow for mentorship delivery
with little modification applicable to most established treat-
ment programs through its flexibility to engage patients at all
levels of recovery and a focus on achieving individually de-
signed goals. In addition, MAP has promising advantages for
treating drug and alcohol use disorders whereby support may
be provided by mentors who are not paid but participating as
a way to sustain their own recovery by helping others, which
is relatively cost efficient and requires minimal involvement
from supervisory staff.

Similar to other Stage I studies, there are inherent limi-
tations because of sample size, which may affect ability to
detect statistically significant differences between groups.
Additional studies can also be beneficial in understanding
the impact of MAP as compared with other adjunctive treat-
ments, as the presence of other interventions may similarly
improve treatment outcomes. Based on our promising re-
sults, future sufficiently powered Stage II efficacy studies are
recommended to substantiate these findings.
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