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Abstract

This paper describes an application of social exchange and social role theories in the development of socio-
behavioral strategies for treatment of addiction. Socio-behavioral modalities include social empowerment,
resocialization, effective referral and linkage to social resources, and the therapeutic relationship. The model
incorporates these socio-behavioral strategies with behavioral self-management, medication-assisted
treatment, and psychoeducation to create a comprehensive approach. The framework addresses bio-psycho-
social-spiritual dimensions as well as the micro and macro practice arenas in the treatment of addiction.

Keywords: social exchange; social role theory; social empowerment; social connectedness, advocacy; recovery
capital

Introduction

This paper will discuss a new socio-behavioral model for social work practice in the field of addiction. The key
concepts of social empowerment, social connectedness, client self-advocacy, referral and linkage to social resources, and
resocialization will be of particular interest. Also, the focus will be on micro- (individual, family, small group), meso-
(neighborhood and voluntary associations such as church and school), and macro- (community, state, national policies)
levels of recovery (White, 2008, 20). Social exchange and social role theories will be used to develop key concepts
(McDonell, 2006; Dulin, 2007).

Eatly socio-behavioral formulations sought to apply behavioral theory in concert with the incorporation of
knowledge from social systems and role theories. The goal was the application of theories of organization,
socialization, and deviance, with a focus, not only upon the individual but concern for intervening with family,
organizational, and community as well (Thomas, 1967, 17).

Edwin Thomas was among the first social work theorists to apply behavioral techniques to social work
practice. He edited a monograph in which behavioral approaches within a variety of social work settings (social
casework, group work, administrative practice, and community organization) were discussed (Thomas, 1967). Richard
Stuart, another socio-behavioral social work pioneer, edited a publication with multiple authors whose chapters
addressed behavioral self-management as the overall strategy for change (Stuart, 1977). He also applied social
exchange theory to couples therapy through behavioral exchange therapy (Stuart, 2003, 237-251).

The BE-SMART Model: An Integrative Socio-Behavioral Approach

This article will present information regarding the BE-SMART Model, a new socio-behavioral approach for
social work treatment of addiction. The model incorporates traditional techniques (behavioral self-management,
medication-assisted treatment, and psychoeducation) with socio-behavioral modalities (social empowerment; social
connectedness, client self-advocacy, referral and linkage, and resocialization). It is designed to treat addiction as a
chronic disorder (Saitz, 2008).
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B: Behavioral Self-Management

Self-management is the use of behavioral techniques to change one’s own behavior (Sarafino, 2010, 4). The
approach has been used in various settings, including chronic disorders (Grady & Gough, 2014), mental health (Druss
et al., 2010), and addiction (Dive, 2003). Common techniques are self-reward, self-monitoring, relaxation techniques,
and assertiveness training.

Self-management techniques have been focused upon abstinence through relapse prevention (Haack et al.,
2005; Marlatt & Witkiewitz, 2005. These techniques also have been directed toward controlled drinking (Koerkel,
2006, 35-49). Self-management techniques have been applied to couples therapy and family therapy as well (Fals-
Steward et al., 2004, 30-41; Ryan & Sawin, 2009, 217-225).

Self-management techniques enhance personal strengths (e.g., distress tolerance, self-confidence, and rational
thinking) and challenge relapse risks (inadequate coping skills, drug craving, and addictive thinking). Cognitive
restructuring, relaxation techniques, mental rehearsal for relapse prevention, and assertiveness training to resist peer
pressure are common strategies.

Self-Management and Recovery Training (SMART Recovery) is a primary social resource for the BE-SMART
Model. SMART Recovery includes clinical materials available for in-session and extra-session practice (SMART

Recovery, 2018). Other self-management resources include technology such as smartphone apps (Luxton et al., 2011;
Scott, Dennis,&Gustafson, 2017, 374).

Just as in the case of other chronic conditions such as hypertension and bipolar disorder, recovery check-ups
are a necessity (Dennis, 2009; Dennis, Scott, & Funk, 2003). These periodic reassessments would be scheduled at
progressively lengthened intervals up to annual check-ups after discharge. Part of these periodic evaluations would
include a review of behavioral self-management techniques in need of updating for purposes of relapse prevention (or
management if substance use has resumed).

The concept of "behavioral" self-management has evolved to include non-behavioral techniques. Usually
described only as "self-management," the broader concept includes lifestyle decisions (nutrition and exercise) and
spirituality.

Spirituality in self-management includes more than religious practices (Harvey & Cook, 2010). Spirituality is a
multidimensional concept, with one dimension involving transcendence and another dimension related to the purpose
and meaning of life. Transcendence refers to a belief in something or someone that is greater than oneself.

Transcendence may be related to institutional religion (God, Higher Power) or secular, based upon national
or political identity, ethnic identity, or nature(Van der Veer, 2011; Wallach, H., 2015; Fischer, 2011). Harvey (2005;
2009) described spirituality as a coping mechanism for older adults. The inclusion of spirituality in treatment has been
described as essential in addiction recovery (Allen et al., 2014).

Common spiritual techniques or practices in addiction recovery include prayer, meditation, surrender,
confession, mindfulness, yoga, gratitude, journaling, and personal inventory. These methods aid in coping with stress,
finding meaning in one's life, managing chronic pain, and gaining the courage to resist craving through a Higher
Power.

E: Effective Referral/Linkage and Social Role/Exchange Theoties

Referral of clients for services from community resources is a core responsibility of social work (NASW,
2004). From a sociological perspective, the client is expected to perform a social role at the referral location. Role
theory describes expectations that guide the client before and during participation at the referral resource. Clients with
a severe substance use disorder often are referred to other agencies for services unavailable at the treatment facility.
Common referrals are directed at medical care offices, vocational rehabilitation, literacy centers, and schools. Role
theory suggests that clarity of role expectations and obligations will improve role performance. Therefore, if the client
is well-informed about what he/she is expected to do at the referral agency, the obligations that he/she will incur, and
the value of participation, the referral and linkage process will be more successful. Also, such clear communication
will avoid confusion at the referral agency.
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Also, evidence-based practice guidelines require written patient instructions to clearly define expected role
behavior (SAMSHA, 2015; King & Hoppe, 2013, 385-393; Lingle, 2013). In addition to discharge instructions,
written referral instructions should be provided to the client (and family, if appropriate) to facilitate contact with the
receiving agency. Referral instructions should include the following: (1) An explanation of the reason for the referral,
(2) The services that the referral resource will offer, (3) Instructions for preparation before initial contact, (4) The
expected benefits of involvement with the resource, and (5) Costs involved, including fees, travel time, and time
commitment of services, (6) Answers to client questions should be written down as well as clearly discussed.

Also, case managers and peer support specialists can enhance linkage by transporting clients to the initial
appointments (Center for Substance Abuse Treatment, 1998). This can address not only transportation needs but
social support if the client has anxiety about contact with the referral agency. Motivational interviewing by the
referring agency to facilitate the client’s compliance has been found to be effective (Carroll et al., 2001; Rapp et al.,
2008; Freeman, 2012 ). Motivational interviewing also would be advisable when the client arrives to strengthen
retention at the new agency.

Contingency management is an established strategy for rewarding client behavior such as abstinence during
treatment (Bartholomew et al., 2005). The approach awards vouchers redeemable for goods when a client exhibits
negative urinalysis results or other recovery-oriented behavior. Contingency management has been found to be useful
for maintaining abstinence during treatment (Pendergast et al., 2006). This approach provides a technique to reward
client compliance with attendance and retention at an agency to which the client was referred. This exchange of
vouchers (goods) for acceptable behavior (service/attendance) is an example of planned interpersonal resource
exchange.

S: Social Empowerment

“Empowerment is understood as an intentional process that includes the initiative and action of persons in gaining
power, taking over control in their lives and gaining greater access to social resources with the aim of achieving
personal and collective goals® (Radovic, 2008, 215). Thus, the source of empowerment rests in client strengths and
social resources. This evokes the concept of “recovery capital,” a concept derived from the application of “social
capital” to addiction.

Recovery Capital

“Social capitahs the sum of the resources, actual or virtual, that accrue to an individual or a group by virtue of
possessing a durable network of more or less institutionalized relationships of mutual acquaintance and recognition”
(Bourdieu, P. & Loic J., D. Wacquant. 1992). The concept has relevant to general social work (Overcamp-Martini,
2007; Hawkins & Maurer, 2012). One indication of the importance of social capital for the addiction field is reflected
in a national study that found an inverse relationship between social capital and drug overdose rates ( Zoorob &
Salemi, 2017).

Granfield and Cloud (1999) applied the concept of social capital to addiction recovery. Grandfield and Cloud
defined recovery capital as the "the breadth and depth of internal and external resoutces that can be drawn upon to
initiate and sustain recovery from AOD J[alcohol and another drug] problems." The concept of recovery capital has
been widely applied in the substance use disorder field within the past 15 years.

Personal resources (client strengths) are the client’s skills, knowledge, and beliefs that support recovery.
Enhanced personal resources allow the client to change. “Individual change becomes a bridge to community
connectedness and social change” (Wilson, 1996). Traditional psychotherapy has addressed improvement in client
strengths. The socio-behavioral approach views the goal of individual change as a vehicle for social change at micro-,
meso-, and macro- levels. Social resources are people, groups, organizations, community attitudes, policies, and laws
that support and promote the client’s recovery.

Personal Resources (Client Strengths)

Physical Capacity:Adequate physical condition; Motivation: Agreement with treatment goals/plan
(Commitment to treatment); Intellectual: Average or above intelligence; Normal cognitive functioning; Knowledge
Capacity:Educational attainment at a High School Diploma or higher; Average or above knowledge of current
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events; Adequate knowledge of relevant mental illness(es) (substance use disorder; depression, etc.); Emotional
Capacity:Adequate distress management skills; Adequate control of Impulsivity; Adequate self-management of
psychiatric symptoms; Spiritual Capacity:Positive sense of purpose in life; Positive sense of meaning in life;
Internalized beliefs and values derived from a Higher Power; Social Competence Capacity:Ability to show
empathy; Assertiveness; Vocational Capacity:Adequate job skills; Ability to accept supervision.

Social Resources

Agency Social Resources:Strong therapeutic alliance between client and therapist; Flexible appointment
schedule to accommodate working clients; Use of clinical practice guidelines and measurement-based care; Availability
of Medication-Assisted Treatment; Skilled professional and administrative support staff; Adequate security
procedures; Intimate Interpersonal Resources: Supportive, safe family members; supportive, safe, close friends;
Sponsor or other mentor; Spiritual Social Resources: Community religious organizations (e.g. church, synagogue,
temple; mosque); faith-based peer support groups (e.g. Celebrate Recovery), Twelve-Step fellowships (e,g, AA, NA),
National and international religious organizations, Faith-based social welfare organizations; a Higher Power (as
individually or socially constructed); Community Social Resources: Peer support meetings; Safe neighborhood;
Adequate employment opportunities; Affordable housing; Adequate public transportation; Adequate child care;
Adequate police protection; Affordable health care; Societal Social Resources: Federal and State social welfare
benefits; Laws and regulations that benefit recovery; Insurance policies that support treatment; Public support for
recovery and efforts to reduce stigma; National and State consumer advocacy organizations; Professional
organizations that advocate for prevention and treatment services.

A client’s empowerment then is partially derived from the possession of personal resources (strengths) such
as distress tolerance, assertiveness, and advocacy skills which allow the client to advocate for personal or collective
rights if they are threatened. Secondly, clients derive power from social connectedness with social resources such as
family, peer support groups, and advocacy organizations. The client can share the empowerment of social resources
(family, friends, sponsor, peer support group, or advocacy organization) and use self-advocacy when rights are denied
to increase personal empowerment and promote recovery. Reciprocally, the client provides his/her resources
(affection, approval of other members, money, or service) to these social resources in exchange. The higher the
recovery capital, the higher the probability of sustained recovery (Laudet & White, 2008; Moos & Moos, 2007).

Social empowerment, therefore, involves access to and connection with personal and social resources as well
as efforts to expand resources through personal and group action. Some primary mechanisms that fuel empowerment
are: Social connectedness and advocacy. Social connectedness addresses available resources, while advocacy responds
to the need for additional resources.

Social Connectedness and Social Exchange Theory

Social connectedness is critical to addiction recovery as it is a protective factor in physical and mental health
as well as abstinence (Seppala, 2014; Bathish et al., 2017, pg. 3). Unfortunately, social connectedness has declined in
modern society, and subsequent polatization has increased (Hawkins et al., 2018; Putnam, 2000; Hortulanus et al.,
2009). This has led to a weakening of the social fabric, increasing risk factors for physical health, mental health, and
substance use disorders. The power of mutual social support has been a critical component of addiction recovery (White, 2009). Both
face-to-face and online social connectedness have been described as an essential ingredient for recovery.

However, social networking (e.g., peer support meetings and online recovery communities) provides both resources
and threats (Reardon, 2010). There are benefits to reducing social isolation. For example, clients experiencing social
anxiety may be more comfortable initially participating in online meetings. However, progression to face-to-face contact
would be a necessary next step. Risks of social networking include misinformation; exploitation, and privacy concerns.
Fortunately, credible websites are available (e.g., http://aa-intergroup. org/directory.php;http://nachat.yolasite.com;and
https://www.smartrecovery.org /community). Social connectedness has no universal definition. However, measures tend
to describe subjective experiences rather than behaviors associated with social connectedness (Lee & Robbins, 1995;
Zavaleta, 2017; Malone et al., 2012; (Russel, 2010). The socio-behavioral approach offers another mode of definition and

measurement.
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This paper will apply social exchange theory to the definition of social connectedness to obtain a behavioral,
objective definition. Recovery capital will be integrated with Foa and Foa’s (1974) work in social exchange theory to
discuss social connectedness. Foa and Foa organized the personal and social resources that people can exchange into six
categories: affection, status (approval), service (labor), information, goods, and money.

The first three in the list are exchanged more selectively. They are selective in that one is particular with
whom one exchanges affection, approval, and service (labotr/physical activity). The remaining three categoties ate
neutral, i.e., people are generally not particular about with whom they exchange information, goods, and money. While
the exchanges of affection, approval, and service more often occur in intimate relationships, exchanges of neutral
resources are found more often in formal situations such as commerce, social media, and education.

Whether such an exchange involves selective, neutral, or a combination of these categories of resources, there
is a reciprocity of giving and receiving in the connections between the client and others. For example, a client's
affection/empathy (listening attentively and being non-judgmental) can be exchanged for the other person's approval
("You are a very kind").

If the client is to continue to receive the desired resources from family members, close friends, and
acquaintances, reciprocity of desired resources and access to them is essential. If the client fails to provide
interpersonal resources desired by others or behaves in a manner that withholds or withdraws resources from others,
the client will be perceived as a social burden (costs outweigh benefits to others) rather than as socially profitable
(benefits exceed costs to others). Examples of withholding/withdrawing resoutces include hostility rather than
affection, disrespect rather than approval, forcing labor from others rather than providing services, or theft rather
than providing goods or money owed to others.

Therefore, it is essential to help clients plan their interpersonal exchanges to maintain social profitability in
their relationships. The social worker can help the client to learn which resources other people want and those that
the client can give. This is especially important in intimate relationships. It also applies to all social situations (e.g.,
work, school, voluntary associations, and religious or spiritual involvement). Client attention to resource exchange
meaningful to both the client and others will sustain social connectedness. Thus, social connectedness not only
benefits clients but also strengthens the social fabric of the couple, family, peer support group, neighborhood, and
community.

Volunteer work is an example of a multi-level intervention. The client provides service, while the volunteer
agency provides approval, and indirectly, the betterment of the social environment in which the client lives. Such
volunteer activities include neighborhood improvement projects, homeless shelters, hospitals, animal shelters, or
advocacy organizations. Also, volunteer work is a productive activity. This is important because the productive activity
has been found to be a protective factor for recovery (Zapata et al., 2007; White, 2010; SMART Recovery, 2013;
SAMSHA, 2018). Volunteer activities are especially important for the unemployed, disabled, or retired. Volunteerism
also reduces social stigma. Many community members view persons with severe substance use disorders as "taking
mote from the community than they contribute, i.e., "social burdens." They are perceived as living a deviant social
role (Stephens, 1991). Another aspect of social connectedness is the issue of civility.

Most Americans believe that there has been a decline in civility (Weber Shandwick and Powell Tate, in
partnership with KRC Research, 2018; Spector, 2017). Sociologically, civility has been connected to behavior which
expresses the worth (approval) of the other person (Masztal, 2001). Social work values, therefore, encourage civility by
an emphasis upon dignity and respect for the individual. From an interpersonal resource exchange perspective, it may
be helpful to use the metaphor of temperature to describe the resource categories.

Metaphorically, selective resources (affection, approval, service) may be thought of as "warm," while the
neutral resources (information, goods, money) may be considered "cool" in tone. The injection of selective resources
into social interaction will enhance civility within one's family, voluntary associations, and formal settings such as
shopping. For example, expressing appreciation (approval) for the partner after he/she has mowed the lawn (setvice),
increases civility in intimate relationships. Addressing store clerks as Sir or Ma'am (when appropriate) or "Thank you"
to the clerk for bagging one's groceties (a service) promotes civility. Behaviors that withhold respect, promote hatred,
and harm others are examples of incivility.
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Metaphorically, civility provides “warmth” to the social environment, healing the social fabric and individuals
within it. Therefore, treatment materials focused upon civility training are included social connectedness and
resocialization training.

Client Advocacy and Social Role Theory

Clients are socialized into a new social role of self-advocate, involving expectations, norms, and behaviors.
Advocacy seeks to increase control of social resources that have been withdrawn or withheld unjustly. Indeed, it has
been suggested that recovery involves addressing discrimination and transcending shame and stigma (Sheedy &
Whitter, 2009). It is also essential that clinicians trust in clients' insight and judgment to use the skills wisely (Rose,
1990).

The inclusion of self-advocacy training within treatment programs has been an innovation during the past
decade (de Miranda&, 2008). The BE-SMART approach assists clients in learning self-advocacy skills and
opportunities within the recovery movement (White, 2016; de Maranda, 2008 ). The social worker facilitates clients
learning these skills by role play, mental rehearsal, and assertiveness training and provides information about New
Recovery organizations such as Faces & Voices of Recovery ( https://facesandvoicesofrecovery.org/about/mission-
history.html).

National, state, and local advocacy organizations for severe substance use disorder prevention and recovery are
available to clients for involvement in a collective activity. Faces & Voices of Recovery (www.facesandvoicesofrecovery.org),
Facing Addiction with NCADD (www.facingaddiction.org), Shatterproof (www.shatterproof.org), and the National Alliance
for Medication-Assisted Recovery (http://www.methadone.org) are some examples.

Clients are encouraged to explore the above advocacy organizations and consider donations, volunteer work,
and recruitment of additional persons (other recovering persons and family members) to support the organizations.
Information about local issues and efforts to confront them are integrated into group sessions about problem-solving
skills and discrimination as a relapse trigger.

M: Medication-Assisted Treatment

Medication-Assisted Treatment (MAT) has been a controversial issue due to the use of addictive medications
such as methadone and buprenorphine to treat addiction (SAMSHA, 2014, Narcotics Anonymous, 2018). However,
the Federal government passed the Comprehensive Addiction and Recovery Act of 2016 which provided increased
access to MAT in response to increased opioid use disorder (Littrell, 2016).

Social workers were found to be more favorable toward evidence-based treatment and MAT than other
mental health clinicians and addiction counselors in one study (Bride et al., 2013). Social work literature also has
promoted MAT as an evidence-based treatment (Reardon, 2014; Getz, 2018). It is important to note that the MAT
addresses the biological aspect of addiction, but addiction creates psycho-social-spiritual issues that must be addressed
as well. Other BE-SMART components complement MAT by enhancing personal and social resources that reduce
threats such as distress intolerance, social isolation, and spiritual emptiness.

A: Addiction and Co-Occurring Disorders Client and Family Psychoeducation

Client and family education about the nature of addiction/severe substance use disorder and recovery is an
essential component of treatment. An adequate understanding of the bio-psycho-social-spiritual nature of addiction is
essential. Also, an awareness of addiction as a chronic disorder can help clients and significant others to understand
relapse risk, and that recovery efforts and support must be on-going to achieve stability. Hazelton published a valuable
psychoeducation curriculum, Living in Balance, containing a core package (12 sessions), 25 recovery management
sessions, and ten co-occurring disorders sessions (Hazelton, 2015). The curriculum is adaptable to different levels of
care and client populations. It uses a reflective learning approach, providing not only instructional content but also
exercises for clients to reflect upon their experiences with various topics (e.g. withdrawal symptoms, emotional
distress, peer pressure, and seeking meaning and purpose in life).
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Also, Hazelton published a family approach that complements the Living in Balance program (Jay, 2014).
Family members learn about client and family relapse warning signs, family peer support, and ways that family
members can be positive influences (social resources) rather than negative influences (social threats).

R: Resocialization and Social Role Theory

The resocialization process has been described as initially desocialization, i.e., withdrawing from social roles
that are no longer functional and then resocialization, i.c., adopting new social roles that are functional in the social
environment (Bar-Yosef, 1968). A client may have performed these social roles in the past but had adopted the
dysfunctional social roles due to addiction, or the client may be performing the new, effective social roles for the first
time. Therefore, the essence of resocialization is “role change” (Fein, 1990, pg. 12).

For example, a client with a severe substance use disorder may have developed an addiction after a successful
life but then adopted new social roles (e.g., deal dealer to support legal use) while failing to perform social roles such
spouse, parent, or employee. However, other clients may have been raised in families immersed in the drug culture.
Resocialization for the former cases is a return to previous role performance, while for the latter cases, initial
socialization.

Resocialization also has a history within the socio-behavioral practice. For example, Thomas described an
example of resocialization regarding the transition of former British World War II prisoners of war from a war-time
prison camp subculture to the civilian culture to which they had returned (Thomas, 1967, 7-8). Civil Resettlement
Units were located in different parts of Great Britain. The British resocialization program viewed the problem as
desocialization, "consisting of failure to take proper social roles, to sustain social relationships, and most importantly,
to assimilate the culture of one's surroundings." (Thomas, 1967). Civil Resettlement Units were deemed successful,
and valuable lessons were learned and applied to the care of civilian refugees (Wilson et al., 1990).

Resocialization has become an important concept for addiction recovery. For example, a change in social
identity toward a feeling of belonging to the recovering community has been found to be significant for rehabilitation
(Dingle et al., 2015).

Resocialization is illustrated by William White, who described a culture of addiction and culture of recovery in
his book, Pathways: From a Culture of Addiction to a Culture of Recovery (White, 1997). White described the culture
of addiction in the following way: “The culture of addiction is an informed social network in which group norms
(prescribed patterns of perceiving, thinking, feeling, and behaving) promote excessive drug use.“ The two cultures
are:

The Culture of Addiction: Lifestyle is dominated by drug use; relationships are superficial and manipulative;
language includes angry vulgarity, incivility, and degrading of others' efforts to abstain; immediate gratification is
emphasized, and social networks include high-risk persons. White (1996, 182) observed that the rehabilitation system
is not designed to treat those clients who are enmeshed in the culture of addiction. He noted that traditional
outpatient and intensive outpatient treatment are not effective with clients who have been immersed in the
relationships, ethics and values, and other characteristics of the culture of addiction due to family background or since
adolescence. These risk factors also challenge the BE-SMART model, because such culturally enmeshed clients
continue to identify with a deviant social role and social identity. Criminal records and a low educational level also
hinder employment.

The Culture of Recovery: Lifestyle is focused upon positive physical and mental health; relationships involve
honest communication and fulfillment of social roles; language is calm and respectful of others; gratification is deferred;
social networks are diverse, including recovering persons and others from different backgrounds. Some clients have not
been immersed in a culture of addiction but still require resocialization to return to social roles that have been neglected
during active addiction. Such cases are similar to prisoners released to the community or military service members who
return from extended, multiple deployments (Junger, 2016). These clients will still need assistance in reestablishing
themselves in social roles such as spouses, partners, parents, and employees. Role theory can assist whenever there is
role ambiguity between the client and significant others. For example, spouses may be reluctant to give up some of the
important activities such as budgeting that the client sees as his/her role upon returning home.
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T: Therapeutic Alliance and Social Exchange Theory

Multiple studies have demonstrated the necessity of a therapeutic alliance between the therapist and the client
(Lambert & Barley, 2001; Horvath & Greenberg, 1994; Henriques, 2014).; Horvath & Symonds, 1991, ). However,
what does this mean concerning social exchange theory? A therapeutic alliance, as is true of all relationships, involves
interpersonal resource exchange. What are the interpersonal resources exchanged between the client with a severe
substance use disorder and social worker who is treating addiction?

The relationship may be seen as a simple commercial transaction involving the social worker providing
service and information (helping the client learn relapse prevention techniques and making referrals to social
resources) in exchange for payment of a fee to the social worker who is in private practice. Fach participant,
therefore, has equal control over their resources. The client will withhold the fee due to a perception that costs exceed
benefits from the service provided.

Of course, there are other interpersonal personal resources exchanged that are integral to a therapeutic
alliance. It is important for the social worker/therapist to offer one's personal resources (affection and approval)
through empathy, expression of respect, confidence, and a non-judgment attitude toward the client.

If the social worker is agency-based, and the client is not in private pay status (paying entirely out-of-pocket),
a "third party" is in control of some resources. For example, insurance companies control which level of care will be
covered and the amount provided. Also, as an agency employee, the social worker does not have control of the
duration of contact with the client. The agency may reassign the client to another staff member due to a staff
shortage. If an authority (e.g., drug court) mandates that the client attend treatment or more severe charges or
incarceration will result, the therapeutic relationship will be more complicated. The third party in control of specific
resources may be a court, probation/parole office, child protection agency, or the client's social worker who affects
organizational decisions due to reports to courts. The client may perceive the social worker as an extension of
authority and thus an agent of social control.

The social worker as a social control agent can influence the withdrawal or restriction of social resources
available to the client. If the social worket’s reports to authority are negative about client participation, the client may
lose custody of a child, or the client may be incarcerated and therefore denied access to many resources. Thus, a
power differential between client and social worker results in instability in the relationship (Barstow, 2015; Urbanoski,
2010). The social worket, in reality, has another "client" in this situation, i.c., a "shadow client," who may be the child
under state protection, the family member in need of protection from domestic violence, or the community in need of
protection from the client's violence or property crime.

This places the social worker in the role of a social control agent. Some social workers will be uncomfortable
with this reality because it seems to contradict the social work values of client self-determination and empowerment.
The social worker, therefore, occupies a social role requiring the protection of others in the community as well as the
client's interest. It is more useful to be candid that there is another person,/group/community ("shadow client")
whose interest is sometimes primary (whether that is a child protection case, abused family, or the community).
Limitations upon the client's control of resoutces will continue until the welfare of the "shadow client" is secute.
Failure to cooperate with treatment will diminish the social profitability of both the client and, collectively, the
recovering community. This will reduce the community's willingness to invest in recovery tresoutces, reducing
opportunities for continued and future treatment programs, residence in homeless shelters, and opportunities for
vocational training for the entire recovering community. The effect will be fewer opportunities, stigma, and
discrimination for all.

There is a risk that the priority upon the "shadow client" may be obscured by the traditional focus upon the
individual in treatment. Unlike certain other cultures, Americans tend to think less about the common welfare, while
individualism is dominant (Goa, 2015). This can blind the social worker from the primacy of the "shadow client's"
interests at certain points in treatment when they are vulnerable. Social workers' recommendations to courts will
influence decisions regarding regaining child custody, client permission to return home, or a return to jail.
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Social exchange theory can clarify the power differential between the therapist and the client with a severe
substance use disorder. It is helpful to consider the source of power. Power is based upon access to and control of
social resources. The client comes to the therapeutic relationship with fewer relevant personal resources needed to
cope with addiction. The therapist is a social resource controlling access to methods that will restore or establish the
needed personal resources (strengths). These enhanced personal resources include craving management, adequate
coping skills, assertiveness, and self-esteem.

Discussion and Conclusion

In efforts to apply this model in outpatient and intensive outpatient settings, some limitations of this model
have emerged. First, implementation of the BE-SMART integrative model is complicated because many clients receive
other treatment approaches at homeless shelters, sober living residences, faith-based facilities, and peer support
meetings. Twelve Step attendance also has been frequent, creating a barrier to acceptance of medication-assisted
treatment. Also, some clients remain in settings such as households and gangs that discouraged treatment and
maintained a culture of addiction environment.

The socio-behavioral model is more compatible with social work's mission than other behavioral models. It
intervenes with the "person-in-environment" (micro-, meso-, and macro- systems): the client, the family, the
neighborhood, and the community as well). Indeed, Best and Gilman (2010, 10-11) have suggested that recovery
capital grows beyond the individual to the family, neighborhood, community, and societal levels. As members of the
recovering community increase their recovery capital through positive contributions such as civility, volunteerism, and
challenging stigma, their families, neighborhoods, and communities gain in collective social capital.

The BE-SMART socio-behavioral model also provides a bridge between micro and macro social work practice.
This long-standing divide has been divisive for the social work profession (Austin et al., 2016; Austin et al., 2005;
Hennig, 2016; Rothman & Mizrahi, 2014). The BE-SMART approach encourages the client to be a change agent to
improve the social environment. The client's behavior, therefore, benefits the neighborhood and community (e.g., by
improving a neighborhood park, donating to an advocacy group, voting, political activities, or volunteering). The BE-
SMART model is inclusive of bio-psycho-social-spiritual dimensions of addiction: biological (MAT), psychological
(behavioral self-management and psychoeducation), social (effective referral and linkage to social resources, social
empowerment, resocialization, and therapeutic alliance), and spiritual (personal and social resources: belief in the
purpose and meaning of life; Higher Power, religious institutions, spiritual groups).

Collaboration between social work and sociology in the addiction field has provided invaluable assistance
through the recovery capital concept (detived from the sociological concept of "social capital"). Further collaboration
in the addiction field would assist both micro and macro social work practices (Offer, 1999, 170). This would counter
the increasing emphasis on individually-oriented methods (Levin, Haldar & Picot, 2015). Social workers would benefit
from the further development of this work and other socio-behavioral practices.

Greater focus on the topics of social empowerment (social connectedness, client self-advocacy, and
spirituality), effective referral and linkage strategies, resocialization, and client-therapist interpersonal exchange would
better distinguish the social work role from other mental health providers' roles in the field of addiction treatment.
This would clarify the value of social work involvement in the treatment team or group involved in advocacy or
macro-level issues.
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