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RESEARCH BRIEF

The First 90–180 Days: Why the
Continuum of Care Cannot End at
Discharge
A review of the clinical and health-services evidence on relapse risk after primary
treatment, and how the Aftercare Wellness Recovery Toolbox is built to answer it.

Substance use disorder is treated by every major U.S. health authority as a chronic, relapsing condition — not a

single event that ends when a client walks out of a treatment facility. Yet in practice, most discharge plans end

exactly there: a printed handout, a list of phone numbers, and a hope that the next 90 to 180 days — the period

clinical research consistently identifies as the highest-risk window for relapse and return to use — will somehow

take care of themselves.

This brief lays out, in plain terms, what the government research, peer-reviewed clinical trials, and

health-services data actually say about that gap — and shows precisely how the Aftercare Wellness Recovery

Toolbox and its Case Management Kickoff were engineered around that evidence, not around guesswork.

40–60%
Relapse rate for substance use

disorders — statistically the same
range as hypertension and asthma

(JAMA, 2000)

90 Days
Minimum time NIDA research shows is

needed in structured
treatment/continuing care to

meaningfully reduce or stop drug use

4×
More likely to start and sustain

treatment when quarterly recovery
check-ups replace a one-time

discharge (RCT, Chestnut Health
Systems)
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1. Addiction Is a Chronic Disease — and the Data Treats It That
Way
The National Institute on Drug Abuse (NIDA), part of the National Institutes of Health, states plainly that relapse

is an expected feature of a chronic illness, not evidence that treatment “failed.” NIDA directly compares relapse

rates for substance use disorders to those of other chronic diseases that require ongoing management:

“Relapse rates for people treated for substance use disorders are compared with those for people

treated for high blood pressure and asthma. Relapse is common and similar across these

illnesses. Therefore, substance use disorders should be treated like any other chronic illness.”

— National Institute on Drug Abuse (NIH), Drugs, Brains, and Behavior: The Science of Addiction, citing McLellan et al.,
JAMA, 284:1689–1695, 2000

That comparison matters because no one would discharge a hypertension or asthma patient with a single

handout and no follow-up plan. Chronic diseases are managed through ongoing monitoring, check-ins, and

adjustment — and NIDA's own data says substance use disorder deserves exactly the same standard of care.

This is not a dated finding. A 2020 peer-reviewed study of veterans completing residential alcohol use disorder

treatment — published two decades after the JAMA comparison above — found that 69% relapsed within six

months of finishing treatment, consistent with the broader clinical literature showing at least 60% of people

treated for alcohol use disorder relapse in that same six-month window. The number has not moved in twenty

years because the underlying gap in care has not been closed.

2. The First 90–180 Days Are the Window That Determines the
Outcome
NIDA's own Principles of Drug Addiction Treatment: A Research-Based Guide identifies duration of care as one

of the most predictive factors in recovery outcomes — and sets the floor at approximately 90 days, with better

outcomes tied directly to longer, continued engagement:

“Research indicates that most addicted individuals need at least 3 months in treatment to

significantly reduce or stop their drug use and that the best outcomes occur with longer durations

of treatment… For many patients, a continuing care approach provides the best results, with the

treatment intensity varying according to a person's changing needs.”

— National Institute on Drug Abuse (NIH), Principles of Drug Addiction Treatment (3rd ed.), Principle 5

Primary treatment episodes — detox, residential, IOP — are frequently measured in days or a few weeks. That

leaves a substantial gap between when formal treatment typically ends and the 90-to-180-day mark NIDA

identifies as the threshold for durable change. That gap is precisely the period a structured aftercare and

case-management plan is designed to fill.
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3. Structured Continuing Care Isn’t a Theory — It’s a Measured,
Replicated Result
The strongest evidence for what actually closes the post-discharge gap comes from a series of randomized

controlled trials on “Recovery Management Checkups” (RMC) conducted by Chestnut Health Systems — a

structured model of quarterly check-ins, a dedicated “linkage manager,” warm hand-offs, and proactive

re-engagement when someone starts to disengage. The design is functionally identical to a peer-led case

management model layered on top of a self-directed toolkit.

4×
More likely to start and sustain

substance use treatment with quarterly
recovery check-ups vs. standard

discharge

54 vs 27
Average days of treatment attended

over 12 months, with vs. without
structured check-ups

173 vs 140
Average days abstinent from all

substances over 12 months, with vs.
without structured check-ups

These findings have been replicated across multiple published, peer-reviewed randomized trials over more than

a decade, including four-year follow-up data showing the effect persists well beyond the initial intervention

window (see References, items 3–5).

4. Peer-Delivered Support Specifically Improves Recovery
Outcomes
A systematic review published in the Journal of Substance Abuse Treatment examined the peer-delivered

recovery support model specifically — the same model underlying Certified Peer Recovery Specialist

(CPRS)-led case management. Across the studies meeting rigorous inclusion criteria, peer-delivered support

was associated with measurable improvements in substance use outcomes, housing stability, and reduced

re-hospitalization, with the strongest-designed studies showing the clearest effects.

“Peer interventions generally yielded positive impacts on substance use and recovery outcomes…

significant improvements were observed in substance use behaviors and recovery-related

outcomes, such as housing stability and re-hospitalization rates.”

— Bassuk, Hanson, Greene, Richard & Laudet, Journal of Substance Abuse Treatment, 63:1–9, 2016
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5. The Gap Has a Cost — to the Person and to the System
Health-plan claims data reported by behavioral-health analytics firms consistently shows substance use

disorder carries one of the highest behavioral-health readmission rates of any diagnosis category — commonly

cited around 22% within 30 days, compared to roughly 13% for other behavioral health conditions — driven in

large part by exactly the discharge-to-nothing gap this brief describes. Every relapse-driven readmission

represents both a personal setback in someone's recovery and an avoidable cost to the healthcare system that

a structured, low-cost aftercare bridge is designed to prevent.

The pattern across every source above is the same: recovery outcomes are determined less by
what happens during the treatment episode itself, and more by whether structured support
continues through the 90-180 days after it ends.

6. How the Aftercare Wellness Recovery Toolbox Was Built to
Answer This Evidence
The Toolbox was not designed as a generic wellness handout. Each structural decision maps directly to a

specific finding above.

The Evidence
Substance use disorder must be managed like a
chronic disease with ongoing monitoring, not a single
treatment event (NIDA/NIH).

The Toolbox Response
A structured 5-pillar system (Strengths, Mental Health,
Coping Skills, Purpose, Nutrition) with 37 tools
designed for continued, repeated use — not a one-time
discharge packet.

The Evidence
Positive outcomes require at least ~90 days of
structured engagement, with the best results tied to
longer continued care (NIDA Principle 5).

The Toolbox Response
A built-in pacing guide extends structured engagement
across Weeks 1–2, Weeks 3–4, Month 2, and Month 3+
— deliberately spanning the full evidence-based
window.

The Evidence
Quarterly check-ups and a dedicated linkage manager
nearly quadrupled treatment engagement and
increased days abstinent in randomized trials (Chestnut
Health Systems).

The Toolbox Response
The Case Management Kickoff adds 3 structured peer
navigator sessions across the first 30 days — a warm
hand-off, a mid-point check-in, and a 30-day review —
mirroring the exact checkup cadence shown to work.

The Evidence
Peer-delivered recovery support is independently
associated with better substance use, housing, and
re-hospitalization outcomes (Bassuk et al., 2016).

The Toolbox Response
Every tier is built and delivered by Certified Peer
Recovery Specialists with lived experience — the same
intervention type evaluated in the peer-support
literature above.
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The Evidence
The discharge-to-nothing gap drives avoidable relapse
and one of the highest behavioral-health readmission
rates of any diagnosis category.

The Toolbox Response
A low-cost bridge ($27–$297) positioned as a formal
discharge-planning step, giving clinical teams a
concrete, accountable next stop instead of a printed
handout.

Bottom line: the research does not merely suggest that aftercare helps — it identifies, with specific numbers,

exactly what closes the gap: structured re-engagement, a defined minimum duration, and peer-delivered

support. That is precisely what the Aftercare Wellness Recovery Toolbox and Case Management Kickoff were

built to deliver.
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