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Adolescent and young-adult drug and alcohol use rates continue
to hold steady and the research on effective long-term treatment
models is sparse. During the past 40 years, a recovery commu-
nity for adolescents and young adults has formed in Houston, TX,
that provides comprehensive treatment services for families strug-
gling with this issue. The purpose of this article is to describe the
history and model of the adolescent peer group, its place in the
recovery-oriented systems of care (Kaplan, 2008) as a chronic-care
approach, and implications for future research in social influence,
recovery capital, and long-term treatment for recovering youth.

KEYWORDS adolescents, young adults, recovery, outpatient,
model

Adolescent brains are more vulnerable than are mature adult brains to the
effects of alcohol and drug abuse (Brown et al., 2009). Those who delay
use until age 21 or older are 6.5 times less likely to develop a substance use
disorder (National Center on Addiction and Substance Abuse at Columbia
University, 2011; U.S. Department of Health and Human Services, 2007).
Unfortunately, the rates of adolescent and young-adult drug and alcohol
use have held steady in recent years with the use of some substances such
as marijuana increasing (Centers for Disease Control and Prevention, 2010;
Johnston, O’Malley, Bachman, & Schulenberg, 2011). According to a 2010
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Alternative Peer Group: A Model for Youth Recovery 41

survey completed by the Substance Abuse and Mental Health Services Ad-
ministration (SAMHSA), of the 2.6 million U.S. citizens who received special-
ized treatment for a substance abuse problem, an estimated 676,000 were
aged 12 to 24 years old (National Institute on Drug Abuse, 2010). For these
reasons, treating and preventing further youth alcohol and substance use is
of vital importance.

However, many current treatment methods for youth are based on modi-
fied adult models despite significant differences between the adolescent and
adult populations (Dasinger, Shane, & Martinovich, 2004; Sussman, 2011).
Compared with adult substance users, adolescent substance users are less
likely to present for treatment, are more likely to have a co-occurring mental
illness, and relapse more quickly after treatment (Sussman, Skara, & Ames,
2008). Further, Ramo and Brown (2008) documented that adolescents were
far more likely to relapse when experiencing social pressure compared with
adults, at rates of 70% and 46%, respectively. Potential reasons for these
differences might lie in the differential development of certain brain regions
that govern reward and cognitive control systems during adolescence (Casey,
Jones, & Somerville, 2011). Casey et al. (2011) suggest that the subcortical
brain regions controlling sensation and reward-seeking behavior mature dur-
ing adolescence, while the prefrontal cortical regions that regulate inhibition
and cognitive processes lag behind and reach full development in adulthood.
In addition, adolescent risk taking is far more likely than risk taking of adults
to occur in groups due to neurobiological changes that lead to an increase
in the salience of peer relations during adolescence (Steinberg, 2008).

KEY FACTORS FOR EFFECTIVE ADOLESCENT TREATMENT

The aforementioned differences have been the impetus for much inves-
tigation regarding how specifically to tailor treatment for youth. Previous
researchers have discovered certain elements or key factors that should be
included for effective treatment of alcohol or substance use problems that
are specific to adolescent populations (Brannigan, Schackman, Falco, & Mill-
man, 2004; Godley, Godley, Dennis, Funk, & Passetti, 2002; Kelly, Myers, &
Brown, 2005; SAMHSA, 2010a). Moreover, Brannigan et al. (2004) identified
nine key elements of effective adolescent substance abuse treatment pro-
grams. Highlighted among these are longer lengths of stay, parental involve-
ment, aftercare participation, and positive social support within a climate of
trust. These findings are consistent with other research indicating increases
in effectiveness with the use of comprehensive approaches that deal with all
aspects of a youth’s life (Godley et al., 2002; Sussman et al., 2008). In addi-
tion, Godley et al. (2002) recommended that adolescent treatment episodes
include sufficient intensity and duration, provide problem-solving skills train-
ing, focus on relapse prevention, and increase prosocial leisure activities.
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42 C. Collier et al.

Another significant factor in adolescent and young-adult treatment
is that of social influence. The benefit of affirmative social influence is
evidenced by the increased positive substance abuse outcomes for youth
who participate in 12-step groups of youth of similar ages (Kelly et al.,
2005). However, adolescent attendance at 12-step meetings is often low and
drops off significantly within a brief period of time following discharge from
treatment (Chi, Kaskutas, Sterling, Campbell, & Weisner, 2009; Kelly & Myers,
2007; Kelly et al., 2005). This might be due to the fact that the average age of
people in Alcoholics Anonymous (AA), for example, is 49 years old and that
youth are not finding connections with others of a similar age (Alcoholics
Anonymous World Services, 2012). This demonstrates the importance of uti-
lizing the social influence of similar-aged peer support to increase positive
outcomes for youth in recovery.

THE ALTERNATIVE PEER GROUP MODEL

The alternative peer group (APG) model utilizes social influence and incor-
porates key factors for developmentally appropriate and effective adolescent
treatment (Cates & Cummings, 2003; Meehan, 1984; Rochat et al., 2011).
What follows is a description of the model, its theoretical underpinnings,
and details regarding how the key elements of effective adolescent treat-
ment are integrated into the model. A discussion regarding how the model
fits into the existing recovery support services (RSSs) is provided followed
by an account of the model’s history. The rich history of this model outlines
the replication and growth of the APGs in Houston, TX. This account might
serve as an example of how to build a recovery community tailored to the
adolescent and young-adult population, thereby providing an opportunity
for increasing positive outcomes in youth recovering from substance abuse.

An APG offers an adolescent a new group of friends that provide al-
ternative attitudes, values, judgments, processes, and behavior that support
the change necessary to recover from substance abuse disorders (Binarium
Productions, 2011). The APG model of substance abuse recovery services
has been used with adolescents and young adults. It includes 12-step meet-
ings, counseling (individual, family, and group), multifamily group, and psy-
chosocial education for youth and parents. Most importantly, the foundation
of the APG is the social component (Cates & Cummings, 2003; Meehan,
1984). Namely, social functions include afterschool hangouts, sober social
weekend activities, and retreats. The hallmark of this model is the basic
assumption that peer relationships, much like the ones that initiate and sup-
port drug and alcohol use, are necessary to facilitate recovery (Morrison &
Bailey, 2011; Rochat et al., 2011). Figure 1 graphically depicts the elements
that comprise an APG program.

As is the case for other programs with peer-led interactive components,
a potential limitation of the APG model is unanticipated iatrogenic effects
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Alternative Peer Group: A Model for Youth Recovery 43

FIGURE 1 Diagram of Alternative Peer Group Depicting the Alternative Peer Group Elements
(color figure available online).

(Valente et al., 2007). Programs that utilize the social influence of peers run
the risk for exposure to negative as well as positive influences. However,
the strong effect that friends have on adolescent risk behaviors serves as a
persuasive argument in favor of APGs that focus on developing positive peer
pressure (Maxwell, 2002). Valente et al. (2007) note that “social interaction
is safe when norms favor non-use of illicit substances, but must be carefully
tailored and monitored when norms favor use of illicit substances” (p. 1813).
The APG model includes youth staff members who shape sober norms by fa-
cilitating peer-led groups and activities as well as professional staff members
who carefully monitor individual behavior and group structure. The effects
of this combination and other outcomes warrant future empirical exploration
of the APG model.

To date, APG participants have been the focus of only one study con-
ducted by the physician assistant program at Baylor College of Medicine
(Rochat et al., 2011). These researchers evaluated the perceived attachment
to parents of 114 adolescents enrolled in an APG compared with 127 students
from a local high school. Results from this study suggest that adolescents en-
rolled in an APG perceive greater attachment to and experience improved
communication and trust with their parents compared with control group
participants. Parents of adolescents enrolled in APGs were surveyed during
this study and reported that the program helped improve their relationships
with their children and other family members. In addition, these parents re-
ported that the programs taught them how to set effective boundaries and
support their adolescents in recovery.
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44 C. Collier et al.

THEORETICAL UNDERPINNINGS

The theoretical framework upon which the APG model was built includes:
(a) 12-step principles, (b) social influence, and (c) recovery capital (AA,
2001; Cloud & Granfield, 2008; Kelman, 1958). Bob Meehan, the founder
of the original APG Palmer Drug Abuse Program (PDAP) in Houston, TX,
was a recovering alcoholic, addict, and ex-convict who based his adolescent
program on the 12 steps (Meehan, 1984). He received permission from the
World Service Organization of Alcoholics Anonymous to alter the wording of
the steps to be “more suitable to people dependent on mind-changing chem-
icals in general, not just alcohol” (Meehan, 1984, pp. 121–122; see also PDAP,
n.d.). Adding more inclusive language to the 12 steps enabled adolescents
to relate to and connect with others regardless of which substances they had
used. As an RSS, 12-step meetings have been documented to be effective,
and youth who attend these meetings have significantly better substance use
outcomes (Davidson et al., 2010; Kelly et al., 2005; Passetti & White, 2007;
SAMSHA, 2010b). Thus, the 12-step model is an essential construct without
which abstinence outcomes would be significantly lower (Chi et al., 2009;
Kelly et al., 2005; Morral, McCaffrey, & Ridgeway, 2004). However, Meehan
knew that making the steps more appealing was not what was changing the
hearts and the minds of the youth he counseled. Although he might have
not been aware of it then, he was utilizing the principles of social influence
theory, which holds that attitude and behavior change can occur through
the influence of other people (Kelman, 1958).

The social influence of adolescent peers can have a strong effect on the
reduction of a variety of risk behaviors (Maxwell, 2002). Programs specifi-
cally geared toward adolescent recovery often utilize social influence theory,
which demonstrates significant efficacy in preventing substance abuse by
giving youth an alternative, abstinence-focused peer group (Boisvert, Martin,
Grosek, & Clarie, 2008; Davidson et al., 2010; Engle, Macgowen, Wagner, &
Amrhein, 2010; Morral et al., 2004). Within an APG, group facilitators and staff
encourage and reinforce abstinence from substances and recovery-oriented
behaviors. At first, these changes might occur out of compliance. As the
youth becomes involved in the group, opportunities to identify with others
increase and potentially lead to internalization. Kelman (1958) describes in-
ternalization as a process resulting in intrinsically rewarding behavior change
that aligns with the individual’s existing value system. Youth with more time
in the APG who have achieved such change model healthy, sober behav-
iors and exert positive peer pressure on newcomers who might eventually
become new leaders who repeat the process.

A valuable social network develops as these recovering youth build re-
lationships within the APG and ultimately venture outside the peer group
and participate in RSSs within the greater recovery community. As their re-
covery community grows, so too does their recovery capital (Davidson et al.,
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Alternative Peer Group: A Model for Youth Recovery 45

2010). Much of a youth’s ability to stop misusing substances relates to the
environmental context in which they are situated including what personal
characteristics and resources are available to them (Cloud & Granfield, 2008).
Recovery capital is defined as “the quantity and quality of internal and ex-
ternal resources to initiate and maintain recovery” (Davidson et al., 2010,
p. 391). In other words, recovery capital refers to the host of factors that
range anywhere from a person’s internal motivation for recovery to exter-
nal elements, such as parental, educational, or peer support. For many youth
who live in families struggling with divorce, addiction, and relationship prob-
lems, recovery capital grows in the form of a sense of belonging as the youth
engages in new, supportive relationships. During a life stage, when rates of
substance use among same-aged peers increase and abstainers are difficult to
find, this recovery capital strengthens and extends the benefits of treatment
for youth within this new recovery support system (Kelly, Dow, Yeterian, &
Kahler, 2010).

THE ROLE OF THE APG MODEL IN RECOVERY-ORIENTED
SYSTEMS OF CARE

An APG is an RSS specifically tailored for adolescents that aligns with the
values and principles of a recovery-oriented system. SAMHSA and the Center
for Substance Abuse Treatment have led the treatment field in a movement
from an acute care model to a chronic care approach known as recovery-
oriented systems of care or (ROSC; Kaplan, 2008; White, 2002). Within an
ROSC, RSSs seek to increase a person’s recovery capital by providing a
full range of human services to individuals prior to, in conjunction with,
and after treatment (Davidson et al., 2010). As an RSS, the APG adheres
to the following ROSC values and principles: (a) accessible services that
engage and retain people seeking recovery, (b) a continuum of services
rather than crisis-oriented care, (c) age-appropriate and culturally competent
care, and (d) care in the person’s community using natural supports (Kaplan,
2008).

The APG model also offers a continuum of care that specifically meets
the chronic care needs of youth substance misusers. Spear and Skala (1995)
observed that 42% of adolescents and young adults relapse within 30 days
of discharging from treatment. Other researchers have found that 64% of
adolescents return to using within 3 months, 70% within 6 months, and 77%
by 1 year following their discharge from treatment (Brown, Vik, & Creamer,
1989; Winters, Stinchfield, Opland, Weller, & Latimer, 2000). These outcomes
highlight a fundamental need to connect youth to long-term aftercare op-
tions such as an APG that can support recovery maintenance. Furthermore,
the APG model provides age-appropriate care that heavily integrates and
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46 C. Collier et al.

utilizes natural supports available in the person’s community, such as recov-
ery schools, community agencies, and where appropriate, recovery-oriented
faith communities (Rochat et al., 2011).

HISTORY OF THE ALTERNATIVE PEER GROUP MODEL

The ROSC values and principles expressed in this article are reflected in the
APG model, in that the APG model has grown and multiplied in the Houston,
TX, community and has therefore allowed for increased accessibility. During
the past 40 years, a recovery community for adolescents and young adults
has formed in Houston that provides comprehensive RSSs for families who
struggle with youth alcohol and drug problems. The community consists of
a network of peer and professional RSSs including agencies, organizations,
faith-based communities, and recovery schools working collaboratively to
provide struggling young people with opportunities for recovery. Figure 2
represents the APG in relation to the local recovery community. It began
in 1971 when a group of young people struggling with alcohol and drug

FIGURE 2 Diagram of Alternative Peer Group Recovery Community Depicting the Alternative
Peer Group in Relation to the Recovery Community (color figure available online).
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Alternative Peer Group: A Model for Youth Recovery 47

problems formed at Palmer Memorial Episcopal Church in Houston (Palmer
Memorial Episcopal Church, 2012). Named the Palmer Drug Abuse Program
(PDAP, n.d.), it was the first youth outpatient treatment model to combine
sober social activities with 12-step meetings. This model became known
as the APG and was replicated in different locations all over the city. Soon
thereafter, PDAP opened satellites across the United States. Eventually, PDAP
staff members began branching off to open their own versions of the APG
model. Currently, there are five APGs in the greater Houston area for ado-
lescents and young adults (APG, 2012; Cornerstone Recovery, 2009; Lifeway
International, 2011; PDAP, n.d.; Teen and Family Services, 2012).

As the APGs grew, they began forming collaborative relationships with
other adolescent and young-adult recovery agencies and organizations. Cen-
tral figures among them include two recovery high schools established in
2003 and 2004 (Archway Academy, 2011; Lifeway International, 2011). One
of these schools, Archway Academy, is located in Palmer Memorial Episco-
pal Church where PDAP obtained its start. Archway Academy is an official
member of the Association of Recovery Schools (Association of Recovery
Schools, 2006). To gain admission to Archway, a student must be an active
member in one of the five local APGs. Sometimes students are referred to a
recovery school after being admitted into an APG, and other times, students
seek these services simultaneously.

Other agencies and organizations in the community began actively in-
cluding APGs within their services or incorporating them into client aftercare
plans. One such example is a local inpatient treatment center, which offers
residential treatment services to adolescents and coordinates with the local
APGs to organize on-site 12-step meetings for their clients (Memorial Her-
man Prevention & Recovery Center, 2005–2011). Introduction to the 12 steps
through an APG allows sober social networking to begin prior to discharge
from treatment and increases the youth’s chances of connecting to the re-
covery community. Another example of a supporting organization is a local
nonprofit agency that provides meeting space to two of the APGs and hosts
social events and dances for APGs and the recovery schools (The Council
on Alcohol and Drugs Houston, 2012). In conjunction with the local APGs,
this agency hosts symposia, continuing education, and training for APG staff
members and clinicians who work with APG clients.

Included in the Houston recovery community are a number of churches
that support APGs in a variety of ways. Many offer meeting space to APGs
from low to no cost. Some provide recovery services to the same population.
For example, one local church provides APG meeting space and is well
known in the community for offering religious services tailored for people in
recovery (Chapelwood United Methodist Church, 2012). The extent of church
involvement in the philosophy and administration of APGs depends upon
the specific values and beliefs of each individual APG. For some, a Christian
influence is explicit, whereas others embrace individual spiritual beliefs.

D
ow

nl
oa

de
d 

by
 [

99
.1

2.
22

0.
11

1]
 a

t 1
7:

11
 0

8 
Ju

ne
 2

01
4 



48 C. Collier et al.

All APGs, whether or not directly connected to a local church, encourage
members to incorporate some type of spiritual practice into their lives. The
original APG, the PDAP, promotes the use of the word God in their edited
version of the 12 steps: “sought through prayer and meditation to improve
our conscious contact with our Higher Power, that we have chosen to call
God, praying only for knowledge of His Will for us and courage to carry
that out” (Meehan, 1984, p. 134). Other APGs choose to utilize the original
12 steps and emphasize the discovery of a higher power of one’s own
understanding.

KEY FACTORS PRESENT IN THE APG MODEL

The APG model tailors treatment for youth from a chronic care approach
that encompasses the values and principles of a recovery-oriented system.
Building on the research of Brannigan et al. (2004), we have sought to iden-
tify which key elements of effective adolescent substance abuse treatment
are present in the APG model. Brannigan et al. identified nine key elements
in the effective treatment of adolescents and young adults with substance
abuse. These key elements are present in the APG model despite often
being incorporated through trial and error or intuition, rather than through
systematic adoption based on research. Nonetheless, the current trends in
research offer validation that these elements are critical constructs in the
replication, growth, and sustainability of the APG model. These elements
include assessment and treatment matching, a comprehensive integrated
treatment approach, family involvement in treatment, developmentally
appropriate programming, engagement and retention of adolescents and
young adults in treatment, qualified staff, gender and cultural competence,
continuing care, and treatment outcomes. In addition to these elements,
Godley et al. (2002) outlined key components of successful posttreatment
programming for adolescents who were also present in the APG model.
These elements included increasing prosocial leisure habits, offering
sufficient intensity and duration of contact, focusing on relapse prevention,
and providing problem-solving skills training.

In addition, the APG model is well suited for collaborating with RSSs
within the greater recovery community such as recovery schools. The Hous-
ton APG community provides an excellent example of how APGs can con-
nect youth to recovery by increasing accessibility and attendance in recovery
schools. Recovery high schools have become a growing part of the move-
ment to support sustainability in adolescent recovery (Finch, 2007; Finch &
White, 2006). Approximately 22 years ago, the first recovery high schools be-
gan in the United States (Vogel, 2009). After a decade, 6 recovery schools had
been established, and today, it is estimated that close to 35 recovery schools
exist throughout the country (Vogel, 2009). In a 2007 study, Moberg and
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Alternative Peer Group: A Model for Youth Recovery 49

Finch reported that attendance in recovery high schools reduces students’
substance abuse and mental health symptoms. In addition to recovery high
schools, collegiate recovery programs have become a growing component in
the young-adult recovery movement since the advent of the first on-campus
recovery support in 1977 at Rutgers University (Finch, 2007; Finch & White,
2006; Harris, Baker, Kimball, & Shumway, 2007). Currently, the Association
of Recovery Schools lists 26 recovery high schools and 17 universities in the
United States hosting collegiate recovery programs (Association of Recov-
ery Schools, 2006). APGs serve as a bridge to these programs encouraging
students to attend recovery high schools and continue maintaining their so-
briety by gaining admission into a college that offers programs to support
their recovery.

CONCLUSION

Although several treatment modalities exist for adolescent substance abuse
and dependence, many are modified versions of adult models and fail to
include long-term aftercare components (Dasinger et al., 2004; Sussman,
2011). There is a paucity of research regarding models for adolescent and
young-adult substance abuse treatment and aftercare. The current article is
the first to describe an adolescent and young-adult recovery community
that encompasses the APG treatment model designed specifically to address
long-term care for adolescent and young-adult substance users.

In Houston, the APG model grew out of a grassroots, highly localized,
community movement that, over time, remained open to the incorporation
of new elements of holistic RSSs. The APG model started with the cultivation
of age-specific and developmentally appropriate 12-step interventions and
quickly grew to include family support, professional counseling, faith-based
communities, and other local support agencies and organizations. PDAP,
in 1971, preceded the inception of any other known APG and was geared
specifically to support youth recovery. However, the evolution of the current
model has taken the last 40 years to develop into the comprehensive system
it is now.

Today, the APGs remain a central tenet in the supportive structure of the
youth recovery community in Houston. The APG provides sufficient intensity
and duration of aftercare outpatient treatment, significant family education
and involvement, positive peer relationships, prosocial leisure activities, and
a multitude of additional supportive factors (Rochat et al., 2011). The infor-
mation presented in this article suggests the APG model has played a key
role in the formation, growth, and maintenance of the adolescent and young-
adult recovery community in Houston, TX. However, to date, no study has
examined the factors that contributed to the growth and sustainability of
this community, and only one study has attempted to investigate the factors
relating to local APG outcomes (Rochat et al., 2011).
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50 C. Collier et al.

The APG model has important implications for clinicians, treatment
providers, educators, and communities seeking to assist their youth in re-
covering from substance abuse and warrants further study. Future research
should include studies of outcomes for youth involved in the APG model,
which would allow for comparison of the APG model against that of cur-
rent standard adolescent treatments. Specifically of interest will be under-
standing the effects of social influence on youth in an APG as well as
the effects of long-term, comprehensive care that emphasizes strengthen-
ing of recovery capital. Based on the findings from outcome data regard-
ing efficacy of the APG model, there are implications for the replication
of this chronic-care approach for recovering youth in other cities (Rochat
et al., 2011). Due to the highly localized, grassroots nature of the APG
model in Houston, others seeking to replicate this model would be wise
to organize key stakeholders in the community to take part in the for-
mation of an APG. These key stakeholders might include educators, clin-
icians, community leaders, helping professionals, community agencies, and
faith-based communities that could work collaboratively to create an APG
within a recovery-oriented system of care for youth and their families seeking
recovery.

REFERENCES

Alcoholics Anonymous. (2001). Alcoholics Anonymous (4th ed.). New York, NY: AA
World Services.

Alcoholics Anonymous World Services. (2012). 2011 membership survey (Pamphlet
P-48). Retrieved from http://www.aa.org

Alternative Peer Group. (2012). Alternative peer group late teen and twenty-
something counseling. Retrieved from http://www.alternativepeergroup.
org

Archway Academy. (2011). About Archway Academy. Retrieved from http://
www.archwayacademy.org

Association of Recovery Schools. (2006). Recovery schools. Retrieved from
http:1111I12//www.recoveryschools.org

Binarium Productions. (2011, January 26). Alternative peer group [Video file]. Re-
trieved from http://www.youtube.com/watch?v=ohsXpXRD3cs

Boisvert, R. A., Martin, L. M., Grosek, M., & Clarie, A. J. (2008). Effectiveness of
a peer-support community in addiction recovery: Participation as intervention.
Occupational Therapy International, 15, 205–220. doi:10.1002/oti.257

Brannigan, R., Schackman, B. R., Falco, M., & Millman, R. B. (2004). The qual-
ity of highly regarded adolescent substance abuse treatment programs: Results
of an in-depth national survey. Archives of Pediatrics & Adolescent Medicine,
158, 904–909. Retrieved from http://archpedi.ama-assn.org/cgi/reprint/
158/9/904.pdf

Brown, S. A., McGue, M., Maggs, J., Schulenberg, J., Hingson, R., Swartzwelder, S., . . .
Chung, T. (2009). Underage alcohol use summary of developmental processes
and mechanisms: Ages 16–20. Alcohol Research & Health, 32, 41–52.

D
ow

nl
oa

de
d 

by
 [

99
.1

2.
22

0.
11

1]
 a

t 1
7:

11
 0

8 
Ju

ne
 2

01
4 



Alternative Peer Group: A Model for Youth Recovery 51

Brown, S. A., Vik, P. W., & Creamer, V. A. (1989). Characteristics of relapse follow-
ing adolescent substance abuse treatment. Addictive Behaviors, 14, 291–300.
doi:10.1016/0306-4603(89)90060-9

Casey, B. J., Jones, R. M., & Somerville, L. H. (2011). Braking and accelerat-
ing of the adolescent brain. Journal of Research on Adolescence, 21, 21–33.
doi:10.1111/j.1532-7795.2010.00712x

Cates, J. C., & Cummings, J. (2003). Recovering our children: A handbook for parents
of young people in early recovery. Lincoln, NE: Writers Club.

Centers for Disease Control and Prevention. (2010). Youth risk behavior surveillance-
United States, 2009 (Surveillance Summaries). Morbidity and Mortality Weekly
Report, 59, SS–5. Retrieved from http://www.cdc.gov/mmwr/pdf/ss/ss5905.pdf

Chapelwood United Methodist Church. (2012). Mercy Street. Retrieved from
http://www.chapelwood.org

Chi, F. W., Kaskutas, L. A., Sterling, S., Campbell, C. I., & Weisner, C. (2009). Twelve-
step affiliation and 3-year substance use outcomes among adolescents: Social
support and religious service attendance as potential mediators. Addiction, 104,
927–939. doi:10.111/j.1360-0443.2009.02524.x

Cloud, W., & Granfield, R. (2008). Conceptualizing recovery capital: Expan-
sion of a theoretical construct. Substance Use & Misuse, 43, 1971–1986.
doi:10.10802037I12/10826080802289762

Cornerstone Recovery. (2009). About us. Retrieved from http://www.cornerstonere-
covery.org

The Council on Alcohol and Drugs Houston. (2012). About us. Retrieved from
http://www.council-houston.org

Dasinger, K. L., Shane, P., & Martinovich, Z. (2004). Assessing the effectiveness of
community-based substance abuse treatment for adolescents. Journal of Psy-
choactive Drugs, 36, 27–33.

Davidson, L., White, W., Sells, D., Schmutte, T., O’Connell, M., Bellamy, C., &
Rowe, M. (2010). Enabling or engaging? The role of recovery support ser-
vices in addiction recovery. Alcoholism Treatment Quarterly, 28, 391–416.
doi:10.10802593I12/07347324.2010.511057

Engle, B., Macgowan, M. J., Wagner, E. F., & Amrhein, P. C. (2010). Markers
of marijuana use outcomes within adolescent substance abuse group treat-
ment. Research on Social Work Practice, 20, 271–282. doi:10.1177/1049731509-
347855

Finch, A. J. (2007). Rationale for including recovery as part of the educa-
tional agenda. Journal of Groups in Addiction & Recovery, 2(2–4), 1–15.
doi:10.1080/15560350802080704

Finch, A. J., & White, W. L. (2006). The recovery school movement: Its history and
future. Counselor, the Magazine for Addiction Professionals, 7, 54–57.

Godley, M. D., Godley, S. H., Dennis, M. L., Funk, R., & Passetti, L. L. (2002). Prelim-
inary outcomes from the assertive continuing care experiment for adolescents
discharged from residential treatment. Journal of Substance Abuse Treatment,
23, 21–32.

Harris, K. S., Baker, A. K., Kimball, T. G., & Shumway, S. T. (2007). Achieving
systems-based sustained recovery: A comprehensive model for collegiate re-
covery communities. Journal of Groups in Addiction & Recovery, 2, (2–4),
220–237.

D
ow

nl
oa

de
d 

by
 [

99
.1

2.
22

0.
11

1]
 a

t 1
7:

11
 0

8 
Ju

ne
 2

01
4 



52 C. Collier et al.

Johnston, L. D., O’Malley, P. M., Bachman, J. G., & Schulenberg, J. E. (2011). Monitor-
ing the future national results on adolescent drug use: Overview of key findings,
2010. Bethesda, MD: National Institute on Drug Abuse.

Kaplan, L. (2008). The role of recovery support services in recovery-oriented systems
of care (White paper DHHS Publication No. [SMA] 08-4315). Retrieved from
http:2037I12//www.samhsa.gov

Kelly, J. F., & Myers, M. G. (2007, September). Adolescents’ participation in Al-
coholics Anonymous and Narcotics Anonymous: Review, implications and
future directions. Journal of Psychoactive Drugs, 39, 259–269. doi:10.1080/
02791072.2007.10400612

Kelly, J. F., Dow, S. J., Yeterian, J. D., & Kahler, C. W. (2010). Can 12-step
group participation strengthen and extend the benefits of adolescent addiction
treatment? A prospective analysis. Drug & Alcohol Dependence, 110, 117–125.
doi:10.1016/j.drugalcdep.2010.02.019

Kelly, J. F., Myers, M. G., & Brown, S. A. (2005). The effects of age compo-
sition of 12-step groups on adolescent 12-step participation and substance
use outcome. Journal of Child & Adolescent Substance Abuse, 15(1), 63–72.
doi:10.1300/J029v15n01_05

Kelman, H. (1958). Compliance, identification, and internalization: Three processes
of attitude change. Journal of Conflict Resolution, 21, 51–60. doi:10.1177/
002200275800200106

Lifeway International. (2011). Home. Retrieved from http://www.lifewayinternatio-
nal.org

Maxwell, K. A. (2002). Friends: The role of peer influence across adolescent
risk behaviors. Journal of Youth & Adolescence, 31, 267–277. doi:10.1023/
A:1015493316865

Meehan, B. (1984). Beyond the yellow brick road: Our children and drugs. Kersey,
CO: Meek.

Memorial Herman Prevention & Recovery Center. (2005–2011). Our rehab programs.
Retrieved from http://parc.memorialhermann.org

Moberg, D. P., & Finch, A. (2007). Recovery high schools: A descriptive study of
school programs and students. Journal of Groups in Addiction & Recovery,
2(2–4), 128–161.

Morral, A. R., McCaffrey, D. F., & Ridgeway, G. (2004). Effectiveness of community-
based treatment for substance-abusing adolescents: 12-month outcomes of
youths entering Phoenix Academy or alternative probation dispositions. Psy-
chology of Addictive Behaviors, 18, 257–268. doi:10.1037/0893-164X.18.3.257

Morrison, C., & Bailey, C. (2011, March). The alternative peer group: A recovery
model for teens and young adults. Recovery Today. Retrieved from http://
www. recoverytoday. net/ articles/ 286- the- alternative- peer- group- a- recovery-
model-for-teens-and-young-adults

National Center on Addiction and Substance Abuse at Columbia University. (2011).
Adolescent substance use: America’s #1 public health problem. Retrieved
from http://www.casacolumbia.org/upload/2011/20110629adolescentsubstanc-
euse.pdf

National Institute on Drug Abuse. (2010, January). NIDA info facts: Treat-
ment statistics (Fact Sheet). Retrieved from http://drugabuse.gov/pdf/infofacts/
HSYouthTrends09.pdf

D
ow

nl
oa

de
d 

by
 [

99
.1

2.
22

0.
11

1]
 a

t 1
7:

11
 0

8 
Ju

ne
 2

01
4 



Alternative Peer Group: A Model for Youth Recovery 53

Palmer Drug Abuse Program. (n.d.). Historically speaking. . . . Retrieved from
http://www.pdap.com/aboutus.htm

Palmer Memorial Episcopal Church. (2012). Retrieved from http://palmerchurch.org
Passetti, L. L., & White, W. L. (2007). Recovery support meetings for youths: Con-

siderations when referring young people to 12-step and alternative groups.
Journal of Groups in Addiction & Recovery, 2(2–4), 97–121. doi:10.1080/
15560350802081280

Ramo, D. E., & Brown, S. A. (2008). Classes of substance abuse relapse situations:
A comparison of adolescents and adults. Psychology of Addictive Behaviors, 22,
372–379. doi:10.1037/0893-164X.22.3.372

Rochat, R., Rossiter, A., Nunley, E., Bahavar, S., Ferraro, K, MacPherson, C., &
Basinger, S. (2011). Alternative peer groups: Are they effective? Manuscript in
preparation.

Spear, S. F., & Skala, S. Y. (1995). Posttreatment services of chemically dependent
adolescents. In E. Rahdert & D. Czechowicz (Eds.), Adolescent drug abuse: Clin-
ical assessment and therapeutic interventions (NIDA Research Monograph 156;
pp. 341–364). Rockville, MD: U.S. Department of Health and Human Services,
National Institute on Drug Abuse.

Steinberg, L. (2008). A social neuroscience perspective on adolescent risk-taking.
Developmental Review, 28, 78–106. doi:10.1016/j.dr.2007.08.002

Substance Abuse and Mental Health Services Administration. (2010a). 2010 national
survey on drug use and health. Rockville, MD: Author.

Substance Abuse and Mental Health Services Administration. (2010b, October 14).
The N-SSATS report: Clinical or therapeutic approaches used by substance abuse
treatment facilities (Annual Report). Rockville, MD: Author. Retrieved from
http://oas.samhsa.gov/2k10/238/238ClinicalAp2k10.htm

Sussman, S. (2011, April). Preventing and treating substance abuse among adoles-
cents. The Prevention Researcher, 18(2), 3–7.

Sussman, S., Skara, S., & Ames, S. L. (2008). Substance abuse among adolescents.
Substance Use & Misuse, 43, 1802–1828. doi:10.1080/10826080802297302

Teen and Family Services. (2012). Program services. Retrieved from http://www.
teenandfamilyservices.org

U.S. Department of Health and Human Services. (2007). The Surgeon General’s
call to action to prevent and reduce underage drinking. Retrieved from http://
www.surgeongeneral.gov/topics/underagedrinking/calltoaction.pdf

Valente, T. W., Ritt-Olson, A., Stacy, A., Unger, J. B., Okamoto, J., & Sussman, S.
(2007). Peer acceleration: Effects of a social network tailored substance abuse
prevention program among high-risk adolescents. Addiction, 102, 1804–1815.
doi:10.111/j.1360-0443.2007.01992.x

Vogel, C. (2009). Recovery high schools. District Administration, 45(7), 37–40.
White, W. (2002). Alcoholism/addiction as a chronic disease: From rhetoric to

clinical reality. Alcoholism Treatment Quarterly, 20(3/4), 107. doi:10.1300/
J020v20n03_06

Winters, K. C., Stinchfield, R. D., Opland, E., Weller, C., & Latimer, W. W. (2000). The
effectiveness of the Minnesota model approach in the treatment of adolescent
drug abusers. Addiction, 95, 601–612. doi:10.1046/j.1360-0443.2000.95460111.x

D
ow

nl
oa

de
d 

by
 [

99
.1

2.
22

0.
11

1]
 a

t 1
7:

11
 0

8 
Ju

ne
 2

01
4 


