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• History: Lessons from the past

• Research on effective outcomes 

• Research on medication
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• Recommendations/Discussion
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Overview



Bayer Heroin 1895



Coca Cola 1900 



Cigarettes 1947



Mother’s Little Helper: Valium 1966
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History 1980

NEJM, 1980



8

History

A 1989 monograph for the National Institutes of Health, which asked readers to 
"consider the work" of Porter and Jick. 

A 1990 article in Scientific American, where it was called "an extensive study" 
A 1995 article in Canadian Family Physician, where it was called "persuasive" 
A 2001 Time magazine feature, which said that it was a "landmark study" 

demonstrating that the " exaggerated fear that patients would become addicted" 
to opiates was "basically unwarranted" 

A 2007 textbook, "Complications in Regional Anesthesia and Pain Medicine," 
which said that it was "a landmark report" that "did much to counteract" fears 
that pain patients treated with opioids would become addicted. 

(Jacobs, 2016)
As of 10/25/19 this study has been cited 1,213 times per Google Scholar

(NEJM, 1978)

http://books.google.com/books?id=LCGV5Std8JAC&pg=PA214&lpg=PA214&dq=landmark+Porter+Jick+opioids&source=bl&ots=zjjDGTkrfv&sig=daV39gTlYtxKz3dyrA7PSwMXrKA&hl=en&sa=X&ei=pjc2UafqNqu62gXauoGoBw&ved=0CDoQ6AEwAg


Pain as the Fifth Vital Sign
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History



• The pain-relieving properties of opioids are 

unsurpassed; they are today considered the “gold-

standard” of pain medications. p106
» Exit Wounds, American Pain Foundation
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Oxycontin 2009



…physicians continue to have 

misconceptions about opioid use including 

the fear of addiction (confusing addiction 

with physiological dependence), and fearing

opioids hasten death [7]. Evidence by 

contrast has been shown to refute these 

misconception [8,9]. 
McDarby, Evans ad Kiernan, 2017
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Pseudoaddiction 2017



• “The term pseudoaddiction is introduced to 

describe the iatrogenic syndrome of 

abnormal behavior developing as a direct 

consequence of inadequate pain 

management.” 
Weissman & Haddox
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Opioid pseudoaddiction — an iatrogenic syndrome 1989



…physicians continue to have 

misconceptions about opioid use including 

the fear of addiction (confusing addiction 

with physiological dependence), and fearing

opioids hasten death [7]. Evidence by 

contrast has been shown to refute these 

misconception [8,9].

(McDarby, Evans & Kiernan, 2017)
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Pseudoaddiction 2017



2019
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What About Treatment?
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Causes
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Why does one become addicted?

Biology
Genes, Biochemistry, Brains, 

Autopilot Learning

Relationship with Self
Shame, Guilt, Negative Beliefs, 

“Hate Self”

Relationships with Others
Peer Pressure, Family, 

“Enabling”, Isolation, Lies

Relationship with Higher Power
Lack of Connection with Personal 

Values,
Anger/Shame with God



Causes Solutions

Biology

Genes, Biochemistry, Brains, 

Autopilot Learning

Medication, Meditation

Exercise, Diet, Sleep, 

Stress Management

Decisional Actions

Relationships with Others

Peer Pressure, Family, “Enabling”, 

Isolation, Lies

Limit Setting, Relationship Building, 

Honesty, Clear Communication

Family/Couples Therapy

Positive Peer Pressure

Relationship with Self

Shame, Guilt, Negative Beliefs, 

“Hate Self”

Forgive Self, Gratitude Practice

Engage in Healthy Behaviors Today

Healthy Coping Skills Training

Relationship with Higher Power

Lack of Connection with Personal 

Values,

Anger/Shame with God

Define Values, 

Live by Personal Values

Pray, Meditate, 

Other Spiritual Practice
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Why does one become addicted?



Causes Tools

Biology

Genes, Biochemistry, Brains, 

Autopilot Learning

Medication

Relationships with Others

Peer Pressure, Family, “Enabling”, 

Isolation, Lies

Family/Couples Therapy

Peer Support

Relationship with Self

Shame, Guilt, Negative Beliefs, 

“Hate Self”

Psychosocial Therapy

Relationship with Higher Power

Lack of Connection with Personal 

Values,

Anger/Shame with God

12-Step Meetings

Religious/Spiritual Services
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Why does one become addicted?

Other Ancillary Tools: Employment, Housing, Other Medical Treatment



Sick/Symptoms
Absence of 

Symptoms/Health
Wellness
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Treatment Goals

Addiction Abstinence Recovery



Chemical addiction Withdrawal “Addiction” to recovery 

behaviors

Dysfunctional

relationships

Tension/ distrust/ 

judgment in relationships 

Trust, partnership,

respect in relationships

Negative self image Lack of confidence/ 

doubts

Self respect

Lack of values/spiritual

connection

Questioning of values Knowing personal values 

and following them

Motivation to use/drink Motivation to stop 

drinking/avoid pain

Motivation to seek 

pleasure/ health
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Treatment Goals

Addiction Abstinence Recovery



Mental health issues Awareness of mental 

health as triggers

Management/ remission of 

mental health issues

Depression Boredom, blunted emotion Happiness, range of 

emotion

Avoidance /numbing of 

feelings

Aware of uncomfortable 

feelings

Able to tolerate 

unpleasant feelings as 

they arise

Lack of range of coping 

skills

Novice at identifying 

coping strategies

Competent at a range of 

coping strategies

Unresolved trauma/grief Aware of losses Able to “let go” of past

Personality  disorder(s) Aware of personal issues Able to reduce negative 

impact of personality style

Unmedicated (bipolar, 

ADHD etc)

Finding proper medication 

combination

Stable on effective 

medication
21

Treatment Goals

Addiction Abstinence Recovery



Biology 

Example of 2 Brain pathways
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Urge to Use

Decision to Use

Get Money 
(may be 
illegally)

Go to dealer

Use, Use, Use

Drug wears off, 
crash

Decision not to 
Drink

Engage in 
Abstinence 

Behavior, eg call 
sponsor

Recovery Behavior, eg go 
to work, be honest,  
manage family etc

Late Stage 
Recovery 
Behavior



Urge to Use

Decision to use

Get Money

Go to dealer

Use

Drug wears off, 
crash

Decision not to 
use

Engage in 
Abstinence 

Behavior, eg. call 
sponsor

Recovery Behavior eg. 
go to work, be honest,  

manage family etc

Late Stage 
Recovery 
Behavior

Biology 

Example of 2 Brain pathways
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Rush Chemical

Anticipation

Excitement

Hope

Depressed

Hate Self

Oh Shoot

Enjoyment

Passion

Hope

Variety/New 
experiences

Like Self

Prison



Which Brain do You Want?
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During substance abuse                                                      One year drug and alcohol free

Notice the overall holes and shriveled appearance during abuse 
and marked improvement with abstinence.

Normal healthy view.
Top down surface view. 
Full, symmetrical activity



Which Brain do You Want?
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Normal healthy view.
Top down surface view. 
Full, symmetrical activity

Long term alcohol 

abuse

57 y/o 30 years 

marijuana abuse 

(underside view)

39 y/o – 25 years 

frequent heroin use

40 y/o, 7 years on 

methadone.

Heroin 10 years 

prior.

Effects of other substances:



Your Brain on Buprenorphine
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ASAM Definition of Addiction
ASAM Definition Then ASAM Definition Now

Addiction is a primary, chronic disease of 

brain reward, motivation, memory and 

related circuitry

Addiction is a treatable, chronic medical disease 

involving complex interactions among brain 

circuits, genetics, the environment, and an 

individual’s life experiences. 

Dysfunction in these circuits leads to characteristic 

biological, psychological, social and spiritual 

manifestations. This is reflected in an individual 

pathologically pursuing reward and/or relief by 

substance use and other behaviors.

People with addiction use substances or engage in 

behaviors that become compulsive and often 

continue despite harmful consequences. 

Addiction is characterized by inability to consistently 

abstain, impairment in behavioral control, craving, 

diminished recognition of significant problems with 

one’s behaviors and interpersonal relationships, 

and a dysfunctional emotional response. 

Like other chronic diseases, addiction often involves 

cycles of relapse and remission. Without treatment 

or engagement in recovery activities, addiction is 

progressive and can result in disability or premature 

death.

Prevention efforts and treatment approaches 

for addiction are generally as successful as 

those for other chronic diseases. 

Adopted September 15, 2019



What the Treatment Research 

Indicates
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• Brief Therapy

• Bibliotherapy

• Drug/Alcohol Education

• Detox Only

• Psychoanalytic Therapy

• Any Single “Magic Bullet” Approach

29

What (Doesn’t) Work?
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Almost 50 years of  studies consistently find length of stay as the primary predictor 
of outcomes, along with intensity of treatment, for 90 days minimum and 
appropriate continuum of care.

Research Length of Stay

Deleon (2010) Is Therapeutic Community an 
Evidence Based Treatment? What the Evidence 
Says

1970’s

Do we want: 

80% success rates?

Or 

20% success rates?
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Almost 50 years of  studies consistently find length of stay as the primary predictor 
of outcomes, along with intensity of treatment for 90 days minimum and 
appropriate continuum of care.

1990’s
NEW CONVICTIONS BY

LENGTH OF STAY

12%

25%
27%
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Source: Pennsylvania Department of 
Corrections (1997) Pennsylvania FIR 
Evaluation

Research Length of Stay
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Almost 50 years of  studies consistently find length of stay as the primary predictor 
of outcomes, along with intensity of treatment for 90 days minimum and 
appropriate continuum of care.

2000’s

Source: Greenfield et al, (2004). 
Effectiveness of Long Term Residential 
Treatment for Women: Findings from 3 

National Studies

Source: Zhang (2002). 
Does retention matter? 
Treatment duration and 
improvement in drug use.  

(4,005 clients)

Does Retention Matter?  Treatment Duration and Improvement in Drug Use (Zhang, 2003)
4005 clients across 62 programs 

Research Length of Stay



34

Decades of studies consistently find length of stay as the primary predictor of 
outcomes, along with intensity of treatment and continuum of care.

NIDA(2002) Research 

Series: Therapeutic Community

NIDA Research

“Therapeutic community 

treatment shows improvements 

in recidivism and relapse rates, 

as well as engagement in 

employment.  These 

improvements are correlated to 

length of treatment, with highest 

rates of improvement among 

those with 9 months of 

treatment, and reduced 

effectiveness for treatment of 

less than 90 days.”
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Decades of studies consistently find length of stay as the primary predictor of 
outcomes, along with intensity of treatment and continuum of care.

NIDA (2018) Principles of Drug Addiction Treatment 
“Research indicates that most addicted individuals need at least 3 months in 

treatment to significantly reduce or stop their drug use and the best outcomes 

occur with longer durations of treatment.” p. 5

“Research has shown unequivocally that good outcomes are contingent on 

adequate treatment length.  Generally, for residential or outpatient treatment, 

participation for less than 90 days is of limited effectiveness, and treatment 

lasting significantly longer is recommended for maintaining positive outcomes. 

p. 14 

“The best known residential treatment model is the therapeutic community 

(TC), with planned lengths of stay between 6 and 12 months.” p. 29

s

NIDA Research



• Importance of Level of Care
– Under treating can lead to treatment resistance or increased 

progression of the disease

• What happens if you take a half dose of antibiotic?

• What happens if you take a half dose of insulin?

• What happens if you take a half dose of treatment?

– Answer: 

• It doesn’t work

• Individuals get sicker

• Individuals and providers “give up” believing that 

there is no hope

36

Intensity and Duration of Treatment
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Treatment Works: But what is treatment?

•Treatment addresses a wide range of 
clinical issues that cause and exacerbate 
risks of substance use disorder.  

•These include the needs for habilitation and 
rehabilitation, including vocational supports, 
addressing trauma, learning coping skills, learning 
relapse prevention skills, improving relationships 
etc. 

•This is not to be confused with supporting 
services such as detoxification, medications, 
peer supports, 12-step programs, housing 
and other similar approaches which 
complement the core treatment program. 



Integration of MET, CBT and Self Help Approaches Into the TC Model

TC Model – Phases of Treatment MET, MI tech and CBT 12 Step and Other Self 

Help 

Extent of compliance with rules: “Support through evidence of use of 

House Tools. Completion of ITP for Phase 1.

Degree of personal responsibility: a. Support through review of 

Individual, group notes as well as willingness to use house tools. B.

have homework assignments completed

Have they demonstrated an understanding of the TC concepts and

Components, of Addiction, stages of change and cognitive self-change

Have they demonstrated positive management of their identified self

Defeating behavior pattern? Have behavioral goals been met?

MET: sessions focusing on:

Stages of change, Expectations, 

Values (discrepancy between 

personal goals and behavior), 

Decisional balance and goal setting

CBT: sessions focusing on cognitive 

self-change, understanding ABC 

and completing thinking reports

MI: FRAMES approach 

12-step work books

-Step 1- powerlessness 

unmanageability

-Step 2 – Insanity (acceptance of)

-Step 3 – Surrender (I can’t do it 

alone)

Extent of compliance with rules

Support through evidence of use of House tools?

Have they modeled the use of the concepts of the TC community?

Completion of ITP for Phase II

Degree of personal responsibility – Level of sharing during community meetings

Level of sharing and disclosure during therapy group

Degree of leadership role in TC – Has there been successful mentoring role i.e. big 

brother/big sister?

Has there been positive crew leadership and positive initiative?

CBT: Reviewing homework, 

thinking report, social skills and 

understanding cognitive distortions.

MET: Setting a goal and preparing 

to change, 

MI: continue empathy, roll with any 

resistance, avoid arguments, support 

self-efficacy.

Step 4 – Inventory (self)

Step 5 – Disclosure

Step 6 – Defects (list of)

Step 7 – Id shortcomings 

God/Spirituality`

Extent of compliance with rules

Degree of personal responsibility

Completion of approved aftercare/continuity/transition plan

Degree of willingness to follow the plan

Degree of leadership in the TC

Degree of awareness of relapse setups

Completion of Transition/Discharge/Relapse plan

CBT: Role plays (repetitions, 

practice) problem solving.

30:30:30 

MET: new ways to enjoy life, social 

support,  review 

Continue MI techniques.

Step 8 – Reconciliation (List of 

persons we had harmed)

Step 9 – Make amends (going to 

person when possible)

Step 10 – Daily practice Keep check

Transition to the next level of care IOP/OP services Aftercare Outpatient CBT groups Step 10 – Daily practice Keep check

Step 11 – Spirituality 

Step 12 – Integration 
38



Biology

Clinically 
appropriate use 
of medications

Recovery 
Management

Tools to manage 
triggers and urges

Trauma

Trauma informed 
care

Spiritual

12-Step supports, 
Spiritual services

Beliefs

Address cognitive 
distortions

Motivation

Engage and 
increase motivation 
for success

Emotion

Addressing emotional 
triggers 

Relationships

Group Therapy, 

Peer Support

Gaudenzia’s Evidence Based Care:
A Community to Take Root and Grow

Treating the Whole Person

Therapeutic 
Community



Biology

MAT, Diet, 
Exercise, Healthy 
sleep habits

Recovery 
Management

Relapse 
Prevention 
Therapy

Trauma

Trauma 
Reinforcement and 
Empowerment Model 
(TREM), Seeking 
Safety

Spiritual

12-Step supports, 
Spiritual services

Beliefs

Cognitive therapy

Motivation

Motivational 
enhancement 
therapy

Emotion

Emotional Growth 
Training

Relationships

Group Therapy, 

Peer Support

Gaudenzia’s Evidence Based Care:
A Community to Take Root and Grow

Treating the Whole Person

Therapeutic 
Community



Program name
Total 

benefits
Costs

Benefits 

minus costs 

(net present 

value)

Benefit 

to cost 

ratio

12-Step Facilitation 

Therapy 
$4,697 $320 $5,016 n/a

Relapse Prevention 

Therapy 
$3,982 $0 $3,982 n/a

Cognitive-Behavioral 

Coping Skills Therapy 

$35,594 ($263) $35,331 $135.56 

Motivational 

Interviewing to 

enhance treatment 

engagement 

$6,890 ($263) $6,627 $26.17 

Seeking Safety: A 

Psychotherapy for 

Trauma/PTSD and 

Substance Abuse 

$9,509 ($391) $9,118 $24.29 

Therapeutic 

communities for 

chemically dependent 

offenders (community) 

$11,503 ($1,562) $9,941 $7.37 

41

Washington State Institute for Public Policy Cost Benefit Analysis

Program name
Total 

benefits
Costs

Benefits 

minus costs 

(net present 

value)

Benefit 

to cost 

ratio

Methadone maintenance 

treatment 
$8,531 ($3,722) $4,809 $2.29 

Buprenorphine/

Buprenorphine-Naloxone 

(Suboxone and Subutex) 

treatment 

$6,201 ($4,556) $1,646 $1.36 

Peer support for 

substance abuse 
$3,493 ($2,783) $709 $1.25 

Supportive-Expressive 

Psychotherapy for 

Substance Abuse 

($1,587) ($2,015) ($3,602) ($0.79)

Behavioral Self-Control 

Training (BSCT) 
($12,642) ($156) ($12,798) ($81.03)



A COMPREHENSIVE 

CONTINUUM OF CARE

42

Successful Offender Reentry



Transition Timeline

43



What About Medication 

Assisted Treatment?

44
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Role of Medication

• Three FDA approved medications and related variations
• Methadone
• Buprenorphine
• Naltrexone

• As of 2017, Medication Assisted Treatment (MAT) has been 
called the “gold standard” but what does this mean?

• What works for who?
• Duration/Dosage issues?  

• In 2018, the State Opioid Response grants offered an expansion 
of funding for OUD treatment.  It included the requirement: 

• “All grantees are required to use evidence-based MAT in 
patients diagnosed with OUD.” (p.11)



Overdose Deaths in Pennsylvania: Why are these areas improving?



Map of NTP providers in Pennsylvania



Treatment Benefits

Ettner, et al., 2006



• In a test of equivalence, subjects randomly assigned to 

Therapeutic Community (TC) vs TC plus methadone 

found no significant differences in outcome (Sorensen, et 

al. 2009)

– This means that the effective element was the psychosocial 

treatment, and the methadone added no additional outcome

• In a test of equivalence, at 33 month followup, 33% of 

those receiving residential rehabilitation were drug free 

as compared to 11% receiving methadone maintenance 

(McKeganey et al., 2006). 
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Methadone Outcomes
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Methadone Outcomes



Robert Walker, TK Logan, Quintin T. Chipley & Jaime Miller (2018): Characteristics and experiences of buprenorphine-naloxone use among polysubstance users, The American Journal of Drug 

and   

Alcohol Abuse, DOI: 10.1080/00952990.2018.1461876 https://www.tandfonline.com/doi/full/10.1080/00952990.2018.1461876

Edward V. Nunes (2018) “Buprenorphine in the real world: coming to terms with misuse and diversion.” The American Journal of Drug and Alcohol Abuse. DOI: 10.1080/00952990.2018.1504952 

Experience of buprenorphine among polysubstance users

Buprenorphine is an opioid that, like other drugs can produce effects such as pain reduction, a pleasurable “high”, sleepiness, physical 
dependence and addiction.  It has become a street trafficked drug.

Findings from real-world conditions of 1,674 individuals…

Method of obtaining

Legal 4%

Legal and Illegal 36%

Illegal Only 60%

Getting “High”

56-81%

Effect of buprenorphine

43%

Diversion

80%

Implications

1)People who report a strong 
history of polysubstance use 
may not be good candidates for 
buprenorphine product MAT.

2)Public policy should address 
buprenorphine abuse and 
diversion.



Published Studies Parallel our Own Findings

Findings from survey of 256 Residential Gaudenzia clients …

Use of buprenorphine Fast Facts

• 2.5 Times: Average number of 
Narcan Reversals

• 5 Times: Average number of 
treatment episodes

Treatment with buprenorphine

77%

Treatment Recommendations

Implications:

1)There is value in listening to 
the real world experience of 
those we serve.

2)Public policy should address 
buprenorphine abuse and 
diversion.

Illegally 39%

Sold or Shared 49%

Used other drugs at same time 62%



• Twelve-year trend in treatment seeking for buprenorphine abuse in Finland (Drug and 
Alcohol Dependence, Uosukainen et al, 2012) 

 
(p. 209) 



• Effectiveness of Injectable Extended-Release Naltrexone vs Daily Buprenorphine-
Naloxone for Opioid Dependence A Randomized Clinical Noninferiority Trial (JAMA, 
Tanum et al., 2017) 

 

CONCLUSIONS 
The main clinical implication of these 
findings is that extended-release 
naltrexone seems to be as safe and 
effective as buprenorphine-naloxone 
treatment for maintaining short-term 
abstinence from heroin
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52,674

27,262

19,831

9,082 8,522
5,719

10,706

2,253
589

0

10,000

20,000

30,000

40,000

50,000

60,000

Cases Serious Case Deaths

Number of Adverse Events per 
Medication 

1998 through 2018

Buprenorphine Methadone Naltrexone

Source:

https://www.fda.gov/Drugs/GuidanceComplianceRegulatoryInformation/Surveillance/AdverseDrug

Effects/ucm070093.htm 

FDA Adverse Events Reporting 
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Darvon, Duract, Palladone, Vioxx are pain relievers that have been removed from the market. 

Source:

https://www.fda.gov/Drugs/GuidanceComplianceRegulatoryInformation/Surveillance/AdverseDrugEffects/ucm070093.htm 

FDA Adverse Events Reporting 

654 77 24

6,631

19,831

5,719

589 1,363
DARVON DURACT PALLADONE VIOXX BUPRENORPHINE METHADONE NALTREXONE TYLENOL

Total FAERS Reported Deaths per Medication

Deaths

Removed from Market

Not Removed from Market



Diversion and Abuse

• Relationship between diversion related attitudes and sharing 
and selling buprenorphine (Journal of Substance Abuse 
Treatment, Kenney et al, 2017)
– “50.5% reported they had shared buprenorphine and 28% reported they 

had sold buprenorphine…Although considered diversion, sharing B-
MAT is normative among B-MAT patients” (p. 43)

• Intravenous Misuse of Buprenorphine Characteristics and 
Extent among Patients Undergoing Drug Maintenance Therapy 
(Clinical Drug Investigations, Moratti, et al., 2010)
– In total, 23.12% of patients admitted an IV misuse of buprenorphine, 

with a significantly greater prevalence among patients currently 
receiving buprenorphine (35.48%) than those receiving methadone 
(17.75%; p,001).  Younger patients were also more likely to have 
misused buprenorphine and tended to have done so before coming to 
the Drug Addiction Centre. (p. 3)



Opioid use and the Brain

• Neuropsychological consequences of chronic opioid use: A 

quantitative review and meta-analysis (Baldaccino et al, 2012)

This metanalysis suggests that chronic opioid exposure is associated with 

deficits across a range of different neuropsychological domains.  

Robust impairment was found in verbal working memory, risk taking, and 

verbal fluency. 







What about Recovery?

61



• The Goal of treatment is not only to stop 

substance use.

• The Goal of the treatment is Right Living

– This is a higher standard that requires both:

• Abstinence from substances 

AND

• Develop a crime free lifestyle

AND

• Contributing members of society

62

The Goal of Treatment



Peer Supports

• Increasing attendance at 12-step meetings following treatment are 
associated with increased rates of abstinence (Timko & 
DeBenedetti, 2007). 

– This includes a range of activities such as attendance, getting a sponsor, being a 
sponsor, reading at meetings, calling a 12-step member for help etc. 
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Recovery Lessons Learned

• Faces and Voices of Recovery Survey of 3,200 

individuals with an average of 10 years in recovery. 

• Personal Descriptions:

– The majority (75%) selected “in recovery”; 

– 14% chose “recovered,” 

– 8% “used to have a problem with substances and no longer do,”

– 3% chose “medication-assisted recovery.” 

• Paths to Recovery: 

– 71% professional addiction treatment 

– 18% had taken prescribed medications (e.g., buprenorphine or methadone). 

– 95% had attended 12-step fellowship meetings (e.g., Alcoholics Anonymous),

– 22% had participated in non-12-step recovery support groups (e.g., LifeRing, 

Secular Organizations for Sobriety (S.O.S.). 
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Recovery Lessons Learned

65

(Best et al. 2008)



Consider initiation of medications at each stage.

– Antidepressants?

– Opioid Pain Medications? 

66

Medications and Stage of Addiction



Future?
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Recent Litigation

Purdue from Commonwealth of Massachusetts v. Purdue, 2019

“Purdue deceived 

doctors and patients to 

get more people on 

dangerous drugs, at 

higher doses, for 

longer periods.” (p.5)

Quotes:

“Addiction is not caused by 

drugs”(p.14)

The pain-relieving properties of 

opioids are unsurpassed; they are 

today considered the “gold-

standard” of pain medications. 

(p.18)

“Promoted its drugs for the opioid-

naïve patients using the deceptive 

term “first line opioid”(p.19)

Beginning on or about December 12, 

1995, and continuing until on or about 

June 30, 2000, certain Purdue 

supervisors and employees, with the 

intent to defraud or mislead, marketed 

and promoted OxyContin as less 

addictive, less subject to abuse and 

diversion, and less likely to cause 

tolerance and withdrawal than other 

pain medications.” (p.61)



Recent Litigation

Purdue from Commonwealth of Massachusetts v. Purdue, 2019

Project Tango: Buprenorphine

“Kathe and the staff concluded that millions 

of people who became addicted to opioids 

were the Sacklers’ next business 

opportunity. …The team identified eight 

ways that Purdue’s experience getting 

patients on opioids could now be used to 

sell treatment for opioid addiction.”(p.154)

The team noted the 

opportunity to capture 

customers: even after patients 

were done buying suboxone

the first time, 40-60% would 

relapse and need it again. 

(p.155)



Recent Litigation

Commonwealth of Massachusetts v. Purdue, January 31, 2019

• Purdue promoted its opioids to Massachusetts patients with marketing 

that was designed to obscure the risk of addiction and even the fact that 

Purdue was behind the campaign.  Purdue created a website, In The Face 

of Pain, that promoted pain treatment by urging patients to “overcome” 

their “concerns about addiction.”  Testimonials on the website that were 

presented as personal stories were in fact by Purdue consultants, whom 

Purdue had paid tens of thousands of dollars to promote its drugs.3 (p.14)

• spend millions of dollars to establish the Massachusetts General Hospital 

Purdue Pharma Pain Program.  Similarly, the Sacklers and Purdue pursued 

an intense relationship with Tufts University, which named its School of 

Biomedical Sciences as the Sackler School of Graduate Biomedical 

Sciences, and created an entire degree program, the Master of Science in 

Pain Research, Education, and Policy, funded by Purdue (p.64)

On May 15, 2007, this 

Court entered Judgment 

(“2007 Judgment”) to 

prohibit Purdue’s deceptive 

conduct in the sale of 

opioids.  This suit 

addresses Purdue’s 

misconduct since that 2007 

Judgment. (p.4)

OxyContin’s sole active 

ingredient is oxycodone, a 

molecule nearly identical 

to heroin.  Purdue later 

introduced another 

dangerous drug, Butrans, 

which releases opioids into 

the body from a skin patch.  

Then Purdue introduced 

Hysingla, which contains 

yet another opioid.  

Almost all of Purdue’s 

business is selling opioids. 

(p.8)

https://flaglerlive.com/wp-
content/uploads/Massachusetts-AGO-
Amended-Complaint-2019-01-31.pdf

https://flaglerlive.com/wp-content/uploads/Massachusetts-AGO-Amended-Complaint-2019-01-31.pdf


Recent Litigation

• Reckitt Benckiser is not to manufacture, market or sell controlled substances for 3 

years.  Why?

• Promoted Suboxone as less-divertable and less abusable even though such 

claims have never been established.

• Promoted the sale and use of Suboxone without any counseling or 

psychosocial support and for uses that were unsafe, ineffective and medially 

unnecessary.  



Recent Litigation

$260M settlement reached in bellwether Ohio opioid 
lawsuit

The agreement reached Monday calls for the distributors 
AmerisourceBergen, Cardinal Health and McKesson to pay a 
combined $215 million to the two counties, said Hunter 
Shkolnik, a lawyer for Cuyahoga County.

Israeli-based drug maker Teva would contribute $20 million in 
cash and $25 million worth of Suboxone, a drug used to treat 
opioid addiction.



Re-emergence of Cocaine and

Methamphetamine Use in the

21st Century

By Richard A.Rawson, Ph.D., UCLA

Research Professor, Vermont Center for Behavior and

Health Professor Emeritus

Trending Resurgence in Methamphetamines
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Fast Facts:

• Methamphetamine use is on the rise

• Meth overdose deaths have quadrupled 

from 2011 to 2017

• Increase in cocaine and other drug use
• Methamphetamine use is rising among 

opioid users

• 82% increase in 

methamphetamine use among 

treatment admissions

• Clients report using meth as an 

opioid substitute 

• Clients report using meth to 

balance the effects of opioids

• Increase in cocaine and other drug use



One Future
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Canada Approves 

Prescription Heroin to Combat 

Opioid Crisis
BY 

GILLIAN MOHNEY

Sep 14, 2016, 6:12 PM ET

Science News
from research organizations
Cannabis treatment counters 
addiction: First study of its kind

Trial shows cannabis replacement 
therapy can be effective
Date:
July 15, 2019

An Australian study has demonstrated that cannabis-
based medication helps tackle dependency on 
cannabis, one of the most widely used drugs 
globally. A new article provides the first strong 
evidence that cannabis replacement therapy 
could reduce the rate of relapse. 

Sustained-release methylphenidate in 

methamphetamine dependence 

treatment: a double-blind and placebo-

controlled trial (2015)

Conclusion:

Sustained-released methylphenidate 

was safe and well tolerated among 

active methamphetamine users and 

significantly reduced 

methamphetamine use, craving and 

depressive symptoms.



• Therapeutic dose issues
– Level of care 

– Length of stay

– Continuum

• Quality issues
– Evidence based practices

– Behavioral practice

– Cognitive restructuring

– Emotion/coping

– Trauma

– Monitoring/ case management/Advocacy

• Comprehensive care elements
– Recovery supports/12-step 

– Employment

– Housing
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What Works? The Road Less Travelled



Research Literacy Basics

• Seek original sources not third hand data

• Look for trends across theories

• Look for research with decades of 
support/replications

• Look for long term outcomes (5 years)

• Look for funding source/disclosures of conflicts

• Be cautious of statements without research 
reference
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The Solution

• Comprehensive Treatment
– Appropriate duration and intensity of care

• Research Literacy
– Understand basic research principles

• Learn the Lessons from our Past
– Do not repeat mistakes
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Apply it Now
Challenge

Length of SUD

Negative Peer Pressure

Multiple Social Pressures

Trauma

Secrets

External Motivation

Past Negative Behavior

Lack of Safety

No Range of Family Supports

Short Length of Treatment

Stopping Treatment Due to 

Funding

Lack of Hope

Opportunity

Length of Recovery

Positive Peer Pressure

Multiple Positive Social Pressures

Trauma Resolution

Trust

Internal Motivation

Developing Positive Behavior

Relative Risks but Safe

Wide Range of Family Supports

Longer Length of Treatment

Stopping Treatment due to 

Completion of Goals

Hope, Goals, Vision, Drive
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Recommendations

Why Treatment Fails Why Treatment Works

Length of Stay  (Less than 90 days) Length of Stay (More than 90 days)

Undertreating (Giving OP instead of TC) Appropriate Level of Care

Fragmented care 

(Detox only, 12-step only)

Full Continuum of Care

Weak Enforcement of Insurance Law Enforcement of State and Federal Laws

Medicating all Pain Appropriate Prescribing

Stigma (Seeing individuals as “bad”) Humanizing (Treating those with disease)

Locking up Drug Users Treating those with Substance Use 

Disorder

Thinking There is a Silver Bullet Clinical Integrity

What Works: Clinical Integrity



• Are my programs trained in cross-system needs (criminal justice, child 
welfare, medical etc.)?

• Are my system partner programs trained in drug and alcohol 
treatment?

• Are we using adequate lengths of stay or terminating based on 
funding?

• Are we using a continuum of care?

• Are we educating on proper prescribing practices?

• Does our county have medication take back boxes?

• Are we expanding the use of Naloxone to save overdose victims? 

• Are we practicing good research literacy?

• Are we learning from our past to create the future we want?

• Are we doing SOMETHING?   Pick one and keep moving forward.

What Can I Do?   10 Simple Steps



Contact Information

Ken Martz, Psy.D. CAS
Director of Research and Evaluation

Gaudenzia Inc.

KenMartz@Gaudenzia.org

81


