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Overview

« History: Lessons from the past
« Research on effective outcomes
» Research on medication

* Future?
 Recommendations/Discussion
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Coca Cola 1900

RIECEPIIE
INGREDIENTS: FILAVOUR:
1 OZ. Caffeme 8 OZ Acohol
3 drams Fluid extract of coca 20 drops Orange oil
30 OZ Sugar 30 drops Lemon oil
2.9 gl Water 10 drops Nutmeg
1 0Z Vanilla S drops Coriander

1.5 0Z Qaramel 10 drops Neroil
10 drops Cinmamon
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Cigarettes 1947
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Mother's Little Helper: Valium 1966




History 1980

AN TICONNR RARE IN PATIERNTS TREATEIY
W' LT HL INARCOY TS

T dthe Eavifor: FRecently, swe examimved owur cwurrent Ales 2o deter-
mine the incidence of mDarcrcotic addiction in 39,9446 hospitalized
merdical paticnta’ swhs wwors smenatascres] oonscouatively. Althesagh
there were 11,B8Z patients who received at least one narcotic prep-
araticmn, here were aonly fowur casea of reasonably well documented
scddicticon in pationts who had mno hiztory of addiction, "The aclcdic-
thon was considered majpor in only omne instance. The drogs ime
plicated were mMmepericdine in two patients,* Percodan in one, and
hydromorphone in one, YWo conclude that dospite widosproad uaso of
marcolic drags in hoapitala, the development of addiction is rare in
meddical Eaticnts swith s histacy of addistion.

Jarme PorTER

Hermasrmeo [osw, BT,

Boston Collaboravive Dirogg

Surveilllance Programm

Waltharmn, A O21 54 Boston T'miversity Bdedical SCenter

. Fieck H, PFAimitimen O35, Shapiro 5, Lewis €GP, Siskind %, Silone LB
Comprehsngive dmdg survyeillamnces. JARSA. 1970 Z213: 14550

2 BMiller R, Jick H. Clinical affecits of meaparidine in hospitalized medicmsl
patienta. F Clin Pharmacsol, 19TE; VR 1H8O-H.

NEJM, 1980



AIDHITIONNY RARE IN PATIENTS TREATEIY (N EJ M 1978)
WITH MNARCOTICS 4

To the Editor: Recently, we examined owur cwurrent fAles to deter-
mine the incidence of narcotic addiction in JD D46 hospitalized
medical paticnta’ who were o monitored  conaccuatively. Although

lh.cn: were 11,882 patients who received at least one narcotic prcp
nnnnnnnn . there weres ornly four cases of reasonably well documented

addicticon in pationts who had oo history of addiction. The addic-
thon was considered major in only one instance. The drugs ime-
plicated swere mMepericdine in two patients,” Percodan in one, and
hydmrnu-rphunc {n orne, YWe conclude that dospite widosproad use of
marcotic drugs in hoapitala, the development of addiction is rare in
mmeclical l.'!Hti':ﬂtE weith re history of addiction.

Jame PorTER

Hemarmer [, BN,

Bostan Uollabsrative D

Burveillance Programm

Waltham, Bhida O2154 Boston University Bdedical Center

1. Fick H, Misttinen OS5, Shapirc 5, Lewis GPF, Siskind %, Slone L[
C‘omprehen:lve drug :.u:rveillann:.a JA.MA 1970; Z13: 145560

2. Miller R, Jick M. Clinical affects of mﬂporldlne in hospitalized medicsl
patienta. F Clin Pharmacol. 197TRE; 1B 180-8.

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



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

Pain Scale (English)
Escala de Dolor (Spanish)

ec

10

8

N I O I

L1 |

No Pain Annoying Uncomfortable Dreadful Horrible Unbearable
mild pain moderate pain severe pain very severe pain  worst possible
pain
Ningun dolor dolor molestoy  Dolor incémodo Dolor intenso Dolor horible Dolor
moderado y moderado y severo Y Muy severo insoportable y
el peor posible



Oxycontin 2009

* The pain-relieving properties of opioids are
unsurpassed; they are today considered the “gold-
standard” of pain medications. p106

»  Exit Wounds, American Pain Foundation

10



Pseudoaddiction 2017

...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

11



Opioid pseudoaddiction — an iatrogenic syndrome 1989

* “The term pseudoaddiction is introduced to
describe the 1atrogenic syndrome of
abnormal behavior developing as a direct
conseguence of inadequate pain
management.”

Weissman & Haddox

12



Pseudoaddiction 2017

...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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What About Treatment?
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Why does one become addicted?

Causes I

Biology
Genes, Biochemistry, Brains,

Autopilot Learning

Relationships with Others
Peer Pressure, Family,
“Enabling”, Isolation, Lies

Relationship with Self
Shame, Guilt, Negative Beliefs,
“Hate Self”

Relationship with Higher Power
Lack of Connection with Personal
Values,
Anger/Shame with God

16



Why does one become addicted?

Causes Solutions

Biology Medication, Meditation
Genes, Biochemistry, Brains, Exercise, Diet, Sleep,
Autopilot Learning Stress Management
Decisional Actions
Relationships with Others Limit Setting, Relationship Building,
Peer Pressure, Family, “Enabling”, Honesty, Clear Communication
Isolation, Lies Family/Couples Therapy
Positive Peer Pressure
Relationship with Self Forgive Self, Gratitude Practice
Shame, Guilt, Negative Beliefs, Engage in Healthy Behaviors Today
“‘Hate Self” Healthy Coping Skills Training
Relationship with Higher Power Define Values,
Lack of Connection with Personal Live by Personal Values
Values, Pray, Meditate,
Anger/Shame with God Other Spiritual Practice

17



Why does one become addicted?

Causes Tools

Biology Medication
Genes, Biochemistry, Brains,
Autopilot Learning

Relationships with Others Family/Couples Therapy
Peer Pressure, Family, “Enabling”, Peer Support
Isolation, Lies
Relationship with Self Psychosocial Therapy
Shame, Guilt, Negative Beliefs,
“‘Hate Self”

Relationship with Higher Power 12-Step Meetings

Lack of Connection with Personal Religious/Spiritual Services
Values,

Anger/Shame with God

Other Ancillary Tools: Employment, Housing, Other Medical Treatment

18



Treatment Goals

Absence of

Sick/Symptoms Symptoms/Health

Addiction Abstinence Recovery

19



Treatment Goals

Addiction Abstinence Recovery
Chemical addiction Withdrawal “Addiction” to recovery
behaviors
Dysfunctional Tension/ distrust/ Trust, partnership,
relationships judgment in relationships respect in relationships
Negative self image Lack of confidence/ Self respect
doubts
Lack of values/spiritual Questioning of values Knowing personal values
connection and following them
Motivation to use/drink Motivation to stop Motivation to seek
drinking/avoid pain pleasure/ health

20



Treatment Goals

Addiction

Abstinence

Recovery

Mental health issues
Depression

Avoidance /numbing of
feelings

Lack of range of coping
skills

Unresolved trauma/grief

Personality disorder(s)

Unmedicated (bipolar,
ADHD etc)

Awareness of mental
health as triggers

Boredom, blunted emotion

Aware of uncomfortable
feelings

Novice at identifying
coping strategies

Aware of losses

Aware of personal issues

Finding proper medication
combination

Management/ remission of
mental health issues

Happiness, range of
emotion

Able to tolerate
unpleasant feelings as
they arise

Competent at a range of
coping strategies

Able to “let go” of past

Able to reduce negative
impact of personality style

Stable on effective 21
medication



Biology

Example of 2 Brain pathways

. . Decision not to

— L—

Get Money Engage in

Abstinence
(may be Behavior, eg call
illegally)

sponsor

|_I

Go to dealer Recovery Behavior, eg go
to work, be honest,

manage family etc

Use, Use, Use
vz Late Stage
Recovery
Drug wears off, Behavior
crash

22



Biology
Example of 2 Brain pathways

Urge to Use
]
[ |

Decisior rnatto

Enjoyment

Anticipation DG o

. Passion
Excitement =i - 1ge in

A.'s \ \ence
Behav = eg. call

Spt or Hope
Hope |

Recovery B. \ avior eg. ]
RN e N MNGIEEE \ariety/New

manage fai iy etc experiences

Rush Chemical //l’l

7 /1]

Oh Shoot Jse Late uwige

Depressgé Recovery Like Self
Behavior
Drug wears off,

Hate Self crash 23



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

During substance abuse One year drug and alcohol free

Notice the overall holes and shriveled appearance during abuse

and marked improvement with abstinence.
24



Long term alcohol
abuse

Effects of other substances:

57 ylo 30 years
marijuana abuse
(underside view)

39 ylo — 25 years
frequent heroin use

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

40 y/o, 7 years on
methadone.
Heroin 10 years

25



Binding
Potential
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ASAM Definition of Addiction

ASAM Definition Then ASAM Definition Now

Addiction is a primary, chronic disease of Addiction is a treatable, chronic medical disease

brain reward, motivation, memory and involving complex interactions among brain

related circuitry circuits, genetics, the environment, and an
individual’s life experiences.

Dysfunction in these circuits leads to characteristic People with addiction use substances or engage in
biOIOgicaI, psyChOIOgical, social and Spiritual behaviors that become Compuls|ve and Often

manifestgtions. This-is reflected in an ind.ividual continue despite harmful consequences.
pathologically pursuing reward and/or relief by

substance use and other behaviors.

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  Prevention efforts and treatment approaches

cycles of relapse and remission. Without treatment for addiction are aenerallv as successful as
or engagement in recovery activities, addiction is 9 y

progressive and can result in disability or premature  those for other chronic diseases.
death.

Adopted September 15, 2019



What the Treatment Research
Indicates

28



What (Doesn’t) Work?

* Brief Therapy

* Bibliotherapy

* Drug/Alcohol Education

* Detox Only

 Psychoanalytic Therapy

 Any Single “Magic Bullet” Approach

29



Addictive Behaviors 58 (2016) 129-135

Contents lists available at ScienceDirect

Addictive Behaviors

journal homepage: www . elsevier.com/locate/addictbeh

Residential and outpatient treatment completion for substance use
disorders in the U.S.: Moderation analysis by demographics and
drug of choice

Gerald J. Stahler **, Jeremy Mennis *, Joseph P. DuCette "

* Department of Geography and Urban Studies, Temple University, Philadelphia, PA 19122, United States
® Department of Psychological Studies in Education, Temple University, Philadelphia, PA 19122, United States

HIGCHLIGHTS

« Clients in residential treatment (vs. outpatient) were 3 times more likely to complete treatment.

* Treatment completion was particularly moderated by age, race and ethnicity, and drug of choice.

= Opioid users were more likely to benefit from residential treatment than users of other substances.
* Marnjuana users were less likely to benefit from residential treatment than users of other substances.

ARTICLE INFO ABSTRACT

Article history: Background: This study investigates the impact of residential versus outpatient treatment setting on treatment
Received 6 August 2015 completion. and how this impact might vary by demographic characteristics and drug of choice, using a national
Received in revised form 23 December 2015 sample of publicly funded substance abuse programs in the United States.

Accepted 14 February 2016 Methods: This is a retrospective analysis using data extracted from the 2011 Substance Abuse and Mental Health

Available online 17 February 2016 Services Administration (SAMHSA) Treatment Episode Data Set (TEDS-D). A total of 318,924 cases were analyzed

using logistic regression, fixed-effects logistic regression, and moderated fixed-effects logistic regression.

:;m} completion Results: Residential programs reported a 65% completion rate compared to 52% for outpatient settings. After
Retention controlling for other confounding factors, clients in residential treatment were nearly three times as likely as
Outpatient clients in outpatient treatment to complete treatment. The effect of residential treatment on treatment comple-
Residential tion was not significantly moderated by gender, but it was for age, drug of choice, and race/ethniaty. Residential
Dropout compared to outpatient treatment increased the likelihood of completion to a greater degree for older clients,

Whites, and opioid abusers, as compared to younger clients, non-Whites, and alcohol and other substance

users, respectively.

Conclusion: We speculate that for opioid abusers. as compared to abusers of other drugs. residential treatment

settings provide greater protection from environmental and social triggers that may lead to relapse and non-

completion of treatment Greater use of residential treatment should be explored for opioid users in particular.
© 2016 Elsevier Ltd. All nghts reserved.




Research Length of Stay

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.

1970’s

Figure 1: Success defined as no drug use and no criminal activity through

all years of follow-up for primary opioid abusers# DO We Want i

Percent

Success rates in a TC by months in treatment
- 80%o success rates?

Or

= 5 § B &8 B B 2 B E E

2090 success rates?

H=AE H=10 H=2F N=3Z H=18 H=ZE H=3%
2| 14 B8 - ] 1318 7+ arad.
H=12 H=10 H=14 H=13 H=11 H=Z0 H=18

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

31



Research Length of Stay

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.

: NEW CONVICTIONS BY
1990°s LENGTH OF STAY

35%

Overview of 1-Year Follow-Up Outcomes in the Drug
Abuse Treatment Outcome Study (DATOS)

Robert L. Hubbard, S. Gail Craddock, Patrick M. Flynn, Jill Anderson,
and Rose M. Etheridge
National Development and Research Institutes, Inc.

30% I
25% 7
20% T
15% 7
10% 7

5% 7

Percentage of Clients with New Convictions

o
0% Number of Days in Treatment
‘l More than 179 B Between 90 and 179 B Less than 90 O Control‘

The Drug Abuse Treatment Outcome Study (DATOS) collected 1-year follow-up

outcomes for 2,966 clients in outpatient methadone (OMT), long-term residential Source: Pennsylvania Department of
(LTR), outpatient drug-free (ODF), and short-term inpatient (STI) programs in Corrections (1997) Pennsylvania FIR
1991-1993. LTR, STI, and QODF clients reported 50% less weekly or daily cocaine
use in the follow-up year than in the preadmission year. Reductions were greater
{p < .01) for clients treated for 3 months or more, Clients still in OMT reported less
weekly or daily heroin use than clients who left OMT, Multivariate analysis
confirmed that 6 menths or more in ODF and LTR and enrollment in OMT were
associated with the reductions. Reductions of 50% in illegal activity and 10%
increases in full-time employment for LTR clients were related (p << .01) to
treatment stays of 6 months or longer. The resuits replicated findings from 1979-
1981 for heroin use in OMT and illegal activity and employment for LTR but not for
illegal activity in OMT and ODE.

Evaluation

32



Research Length of Stay

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.

%0 0 \
S g 3
/ s —=—LTR
E 2 —o- STR
“ Source: Zhang (2002). § .
. o —— 0P
Lo Does retention matter? El !
E o SOUrceZ GreeanEId et al’ (2004) -_’—reatment du’:atlon and ’ ILe's's than‘ 2-4 I 5-13 I 14-26 ‘ 27-52 ‘ 53 weeksI
Effectiveness of Long Term Residential improvement in drug use. Tweek  weeks weeks weeks weeks  ormore
T e . . . Treatment duration
; Treatment for Women: Findings from 3 (4,005 clients)
o] et . National Studies Figure | Overall improvement by treatment duration by modality
. Table 2 Drug use improvement by modality and treatment duration.
- mwe DATOS Mot 4 DATOS12Mm. o NTHES Methadone maintenance Out:patient non-methadone Short-term residential Long-term residential
7 <=3months  >3months  Raw <=3months  >3months  Raw <=2weeks >2weeks Raw <=3months  >3months  Raw
Improvement n=100 n=34 P-value n=780 n=923 Pvaue n=229 n=4l  Pdle n=530 n=653 P-value
Specific drugs
Heron 059 1.12 00001%* 0.0 007 025 019 051 00001*+ 0.1 026 00004**
Cocaine powder 041 053 037 029 027 062 043 06l 007 046 062 001
Crack cocaine 0.16 0.1 0.66 052 0.62 0.10 073 062 025 099 1.24 0.0009*+
Marjuana 052 039 027 050 039 003 056 074 006 069 097 0000[+++
Overall drug use 1.67 133 003 141 1.33 051 191 247 001* 224 307 00001 #++
Primary drug use .02 171 00005* 082 079 067 .14 138 0.09 136 1.83 00001 *#++

Significance tests (*P < 0.05, **P <001, ***P < 0.001) were conducted to test the mean difference of the improvement scores between the group with shorter treatment duration and the group with longer treatment duration, for each type
of substance within each modaty. For the improvements on the five the type of substances used a the components of the general drug use improvement, the significance level symbols reported in this table were adusted with bootstrap method
to control for multiple tests by means of Bootstrap through SAS PROC MULTTEST.

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




NIDA Research

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

1-year outcomes for shorter and longer . . _
stays in TC treatment Therapeutic community

treatment shows improvements

o in recidivism and relapse rates,
e as well as engagement in
U+ employment. These
(any drug)* )
I < 90 doys Improvements are correlated to
e B 90+ doys length of treatment, with highest
aily use .
rates of improvement among
Any jail* those with 9 months of
treatment, and reduced
0 20 40 60 .
Percent of TC patients (N=342) effectiveness for treatment of
*p<.01 for all four measures. less than 90 days.”

Cocaine use, alcohol use, and being jailed are self-report measures for the 12 months after
treatment. UA+ indicates a posifive urinalysis test at the followup interview.

Source: Simpson et al., Psychology of Addictive Behaviors, 11:264-307, 1997.

NI DA(ZOOZ) Research

Series: Therapeutic Community
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NIDA Research

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

35



Intensity and Duration of Treatment

* 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:
e [t doesn’t work
* Individuals get sicker

* Individuals and providers “give up” believing that
there is no hope

36



Treatment Works: But what Is treatment?

eTreatment 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.
eThis 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.

37



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 Il

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




Gaudenzia’s Evidence Based Care:

Biology A Community to Take Root and Grow
Clinically
P roprlate use Beliefs
medications Address cognitive
. 4 distortions
ecover
Management
Tools to manage [—* Motivation

triggers and urges

Trauma
Trauma informed
care

Spiritual
12-Step supports, @
Spiritual services

Treating the Whole Person

\J- | Engageand
Increase motivation
for success

Emotion
Addressing emotional
ﬁi triggers

Relationships

Group Therapy,

Peer Support m

CAUDENZIA



Biology

MAT, Diet,
Exercise, Healthy
sleep habits

Recover
Management
Relapse

Prevention
Therapy

Trauma

Trauma

Reinforcement and

Empowerment Model

gI'REM) Seeking
afety

Spiritual

12-Step supports,
Spiritual services

Treating the Whole Person

Gaudenzia’s Evidence Based Care:

A Community to Take Root and

@

7

Grow

Beliefs
Cognitive therapy

Motivation

Motivational
enhancement
therapy

Emotion

Emotional Growth
Training

Relationships

Group Therapy,
Peer Support

I‘rx\ﬁnzwzm



Washington State Institute for Public Policy Cost Benefit Analysis

Benefits .
—_— Benefit
Total minus costs | —————
Program name —— Costs ——— | to cost
benefits E— net present m
value) —
Methadone maintenance $8,531 ($3,722) $4,809 $2.29
treatment
Buprenorphine/
Buprenorphine-Naloxone | ¢g 201 | ($4,556) $1,646 $1.36
(Suboxone and Subutex)
treatment
Peer support for $3.493 | ($2,783) $709 $1.25
substance abuse

41



Successful Offender Reentr

A COMPREHENSIVE
CONTINUUM OF CARE

42



Transition Timeline

Inpatient Treatment/
Reentry
Treatment Timeline

Treatment
Need Long Term
Discove red Recovery
I o I I
Fa ! + - = i - g
/ " S92 N . 4 Transition ™,

Y/ Referto Y /[ / R - Y 3 |

I. Complete |/ appropriate \ | Schedule { months \ / ransition to | to ongoing .I
| assessment || |\ program | \ outpatient [ | once-monthy I\ 12 step

/% program % A o Y

, / FN ', support / | check-infor last | \_ support f

e - - e - et - ) - i/ . -

- -~ - - —__ .  3-6months / —

Program N, Find Y

| Tc I transitions to N sramaen |

' /| finding housing f
1

S ~ \ and employment | "

Y in last 2 months /
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What About Medication
Assisted Treatment?

44



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)
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Overdose Deaths in Pennsylvania: Why are these areas improving?

Figure 21. Percent Change In Drug-Related Overdose Deaths In Pennsylvania Countles, 2015-2017

Largest % Decrease Largest % Increase



Map of NTP providers in Pennsylvania
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Treatment Benefits

Tablel: Summary of Costs and Benefits Associated with Substance Abuse Treatment (Based on the Social Planner

Perspective)
All Treatment Methadme Outpaiient Residential
Modalities Maintenance Treatment Treatment
(W= 2567) (N=17713) (N=1.585) (N= 867)
Average cosl per substance abuse reatment t:IJi.:imil.: (based on 41,583 Lo 747 LHIH L2 701
-.»..-uighu:{] per i e Pr'm:_-,-_:- [$] S0, 41 G0 [ﬂmlucnl -_tqlruu_:. (Q:mtr;. '1_.‘.!-['?1_:. |:q:u.:;m1l ﬂ_:u.uui_:.
Average cost per substance abuse reatment episode (based on $3,336 $2 867 $1,505 $6,745
unweighted per diem prices) ($3,150, $3,524) (¥ hod o) ETR TR T | Bl AR Ha 215)
Average benefits 11,487 $5,113 $0,040 $16,257
($0,784, $13,180) (- STATE,BE205) (S0.80L 31,225  ($ITF8T 319078
Net benefits (benefits minus costol treatment, based on weighted por 40,903 b 575 GH,211 13,467
diem prices) ($8,205, $11.502) (- & 55200 (%6028 810,385)  ($10,700,_%16,260)
Cost=benefit ratio (based on weighted per diem cost esimales) 7l Mo statistically 1
sipmilicant benelils

Nate: The follow-up pedod is i months. Ninety-five percent confidence intervals (shown in parentheses) were bootstrapped using normal-based methods
and 10,000 replicale samples.

Ettner, et al., 2006



Methadone Outcomes

* In atest 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 atest 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

Methadone vs. medication-free opiate recovery

A recent Israeli study compared 10-year recovery rates among opiate addicts who used methadone
versus those who went without medication. Notably, the study found longtime methadone users were
more likely to report chronic pain, psychiatric conditions and poor sleep.

Medication-free recovery Methadone recovery
(Percentage answering ‘yes’ or age listed) (Percentage answering ‘yes’ or age listed)
25% B Chronic pain 49.1%
21.2% | Psychiatric diagnoses 49.1%
38% I Poor sleeper 60%
19.2% Female 34.5%
77.8% | Working 65.5%
18.3 years old Age at opioid onset 224 yearsold
21.8yearsold | Age at opioid injection 26.9 years old
14.3 years old Age at first alcohol use 19.5 years old
91.9% I I Ever used cocaine 77.1%
98% I N I Ever used marijuana 88.6%
15 years old Age of first marijuana use 19.3 years old
77.8% N I Ever used amphetamines 38.2%
54.5% I N Current tobacco use 97.1%
Source: Journal of Addictive Diseases, August 2015 PETE SMITH
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Experience of buprenorphine among polysubstance users

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

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.

Method of obtaining In pl ications Getting “High”
o

eaan ega 36% . o
.e.o 60% 1)People who report a strong II 56-81%

history of polysubstance use
may not be good candidates for
buprenorphine product MAT.

Diversion
Effect of buprenorphine

2)Public policy should address

III 43% buprenorphine abuse and < 800/0

diversion.

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
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



Published Studies Parallel our Own Findings

lllegally
Sold or Shared

Used other drugs at same time

those we serve.

2)Public policy should address
buprenorphine abuse and
diversion.




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

0. %

35.0%
30.0% |-

2509 e | Rl e ntvrpihiine

20 -eeeessee iy G ne

15096 S A e T Mg ain

Proportions (2) of
clients

1009

5.0%

0.0%
1957 1335 2001 2003 2005 2007 2009

Fig. 1. The proportions of clients seeking treatment for buprenorphine (n=780],
amphetamine (n=1249) and heroin {n=598) abuse from all clients (n=4817) seek-
ing treatment from HDI in 1997 -2008.

(p. 209)



° E#ectiveness o! Injectagle Extenaea-Release Naltrexone VS Daily BuprenorpHine-

Naloxone for Opioid Dependence A Randomized Clinical Noninferiority Trial (JAMA,
Tanum et al., 2017)

Weegs e

2.0- 4
a T E - Extended-release
w 1.0 Extendad-rela & 104 naltrexone group
= Lo n:lfrréx:;ergr:.l? -[ ﬁ - L T I
S s -l I &= — 1 B o= -I _+ — _l
i +'Eﬂl?r_e;n_r;hine- 1 il & 4 Fup_mr;pae- J
J_nal-:l::nne Qroup naloxons growp J_ |
- .5 T T T d' T T T
‘ 4 g 12 4 3 11
Weeks Weeks
B CONCLUSIONS
. The main clinical implication of these
= B hina- indi i -
£ g 1 findings is that extended-release
S 3 1 ] naltrexone seems to be as safe and
B — effective as buprenorphine-naloxone
== Bl -ralease . . .
0 raltresone grou treatment for maintaining short-term
] abstinence from heroin

Weeks



FDA Adverse Events Reporting

Number of Adverse Events per
Medication
1998 through 2018

19,831

— 5,71
2,253 —
En N e

Serious Case Deaths

Buprenorphine * Methadone m Naltrexone

Source:

https://www.fda.gov/Drugs/GuidanceComplianceRegulatorylnformation/Surveillance/AdverseDrug
Effects/ucm070093.htm 5




FDA Adverse Events Reporting

Total FAERS Reported Deaths per Medication

19,831
Not Removed from Market

Removed from Market

\Q54 i 24 589 1,36

DAR DURACT PALLADONE XX BUPRE PHINE METHADONE NALTREXONE T NOL
Deaths

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

5,719

Source:
56

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




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
guantitative 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.




Long Term Suboxone'™ Emotional Reactivity As
Measured by Automatic Detection in Speech

Edward Hill', David Han® Pierre Dumouchel’, Najim Dehak”, Thomas Quatieri®, Charles Moehs>,
Marlene Oscar-Berman®, John Giordano”, Thomas Simpatico®, Kenneth Blum”®210111213«

1 Department of Softwae and Infommation Technalogy Engineeding, Ecale de Technodogie Supsérieurne - Uinfve s du o bec, Monteésl CQuéber, Canadia, 2 Department
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Medinipur, West Bengal, Indis

Abstract

Addictions to illicit drugs are among the nation's most critical public health and sodetal problems. The current opioid
prescription epidemic and the need for buprenorphine/naloxone (Suboxone®; SUBX) as an opioid maintenance substance,
and its growing street diversion provided impetus to determine affective states (“true ground emotionality’) in long-term
SUBX patients. Toward the goal of effective monitoring, we utilized emotion-detection in speech as a measure of “true”
emotionality in 36 SUBX patients compared to 44 individuals from the general population (GP) and 33 members of
Alcoholics Anonymous (AA). Other less objective studies have investigated emotional reactivity of heroin, methadone and
opioid abstinent patients. These studies indicate that cument opicid users have abnomal emotional experience,
characterized by heightened response to unpleasant stimuli and blunted response to pleasant stimuli. However, this is the
first study to our knowledge to evaluate “true ground” emotionality in long-term buprenorphine/naloxone combination
(Suboxone ™). We found in long-term SUBX patients a significantly flat affect (p=/0:01), and they had less self-awareness of
being happy, sad, and anxious compared to both the GP and AA groups. We caution definitive interpretation of these
seemingly important results until we compare the emotional reactivity of an opiocid abstinent control using automatic
detection in speech. These findings encourage continued research strategies in SUBX patients to target the specific brain
regions responsible for relapse prevention of opioid addiction.
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Methadone patients in the therapeutic community: A test of equivalency

James L Sorensen®™*, Siara Andrews?", Kevin L. Delucchi?, Brian Greenberg®,
Joseph Guydish?, Carmen L. Masson®?, Michael Shopshire®P
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ARTICLE INFO

A iicie history:

Recered 26 April 2008
Recedeed in revised form

7 S=ptember 2008
Aocepied 18 September 2008
Available anline 14 Hovember 2008

ABSTRACT

Keywords:

Therapeutic commumnity
Opioid dependence

e thadone

Residential eatment

Bocigrourd: Residential therapewtic communities [TCs) have demonstrated sffsctiveness, yet for the most
part they adhere tn a drug-free idsology that is incompatible with the use of methadone. This study
used equivalency testing to explore the conssquences of admitting opicid-depend=nt clients currently cn
meethadone maint=nance treatment [ MMT) meo a TC.
Methods: The study compared 24-month outcomes betessen 125 MMT patients and 106 opioid-dependent
drug-Fres clients with similar psychiatric history, crimina] justice pressune and scpectsd length of stay
whao were all enrolled in a TC Statistical eguivalence was expecied between groups an retention in the
TC and illicit opioid wse. Secondary hypotheses posited statistical equivalence in the nse of stimulants,
benzodizr epines, and alcohol, 25 well 25 in HIV risk behawiors.
Eesults: Mean numbser of days in treatment was statistically equivalent fior the two growps (1665 for the
MMT group and 180.2 for the comparison groupl At =ach assessment, the proportion af the MMT group
testing positive for illicit opicids was indistinguishable from the proportion in the comparison group. The
equivalence foand for illicit opioid wse was also found for stimulamt and aboohol ose. The proups were
statistically squivalent for bereodiarepine use at all ass=ssments except at 24 months where 7X of the
MMT group and none in the comparison growp tested positive. Begarding injection- and sex-risk behaviors
the groups were equivalent at all obs=rvation points.
Conclusions: Methadone patients Ered as well asother opioid usersin TC treatment. Thess findings provide
additional evidence that TCs can be successfully modified to accommodates MMT patients.

@ 2008 Else=vier Ireland Led. All rights reserved.




What about Recovery?
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The Goal of Treatment

* 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
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Peer Supports
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Fig. 2. Percent abstinent from alcohol and drugs at both the first and second
six-month follow-ups according to 1 2-step involvement.

* 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 | earned

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.0.S.).
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Recovery Lessons | earned

Table 5. Whar was differenr on the last guar amempe?

Feason (%)
12-Step affiiaton (AANANCA) 24
(rood support 22
"Tired of the hfestyle’ 21
In=1ght 10
Feching psychologpecally prepared ]
Moving away from drug-using peers 3
Benefits of residential rehabilitation -+
Family reasons 3

AA: Alcoholics Anonymous; NA: NMarcotics Anonymous; CA:
Cocaine Anonymous.

(Best et al. 2008)
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Medications and Stage of Addiction

Outpatient Treatment

No drinking Give to others
Social drinking Optimism
Drinking feels good Regain job
Drink to relax Face problems
Drink to escape Honesty

Intensive Treatment

Withdrawal from friends
First DUI
Conflict in relationships
Missed time from work
Regular drinking
Amount of drinking increases
Drink to stop feeling bad
Disciplinary action at work
Association with negative peer group
Antisocial beliefs justify behaviors
Increasing health complications
Relationship isolation/ alienation

More relaxed
Relationships improve
Begin to develop trust
Resoclve legal issues
Self respect returning
Connect with sponsor/
positive peer group
Self examination
Medical stabilization
Thinking begins to clear
Desire for help

Consider initiation of medications at each stage.
— Antidepressants?
— Opioid Pain Medications?
66



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 1s 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 1ts drugs for the opioid-
naive patients using the deceptive

term “first line oproid”(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 The team noted the

of people who became addicted to opioids opportunity to capture
customers: even after patients
were done buying suboxone

were the Sacklers’ next business

opportunity. ... The team 1dentified eight the first time, 40-60% would
ways that Purdue’s experience getting relapse and need it again.
(p.155)

patients on opioids could now be used to

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




Recent Litigation

Commonwealth of Massachusetts v. Purdue, January 31, 2019

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)

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)

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

Department of Justice

Office of Public Affairs

FOR IMMEDIATE RELEASE Thursday, July 11, 2019

Justice Department Obtains $1.4 Billion from Reckitt Benckiser Group in Largest
Recovery in a Case Concerning an Opioid Drug in United States History

* Reckitt Benckiser 1s 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, meffective and medially
unnecessary.

Department of Justice

Office of Public Affairs

FOR IMMEDIATE RELEASE Tuesday, April 9, 2019

Indivior Inc. Indicted for Fraudulently Marketing Prescription Opioid

Company Allegedly Lied to Doctors and Public Health Care Benefit Programs About the Safety and
Diversion Risks of Suboxone Film



Recent Litigation

Dayton Daily News

Local. In-Depth. Alwavs updated.
NATION & WORLD | Oct 22,2019

By Katie Wedell, Staff Writer

$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.



1Trending Resurgence in Methamphetamines

FFast Facts:
KHN * Methamphetamine use 1s on the rise
HETETEE * Meth overdose deaths have quadrupled
Meth Vs. Opioids: America Has Two Drug from 2011 to 2017
Epidemics, But Focuses On One . :
* Increase in cocaine and other drug use
By April Dembosky, KQED + MAY7, 2013 e Methamphetamine use 1s r1sing among

oproid users
e 892% Increase 1n

Drug and Alcohol Dependence 193 (2018) 14-20

Contents lists available at ScienceDirect

Drug and Alcohol Dependence methamphetamine usc 41mong
Journal homepage: www.elsevier.comlocate/drugalcdep treatment admissions
Fulllength artice * Clients report using meth as an
z:;l; epidemics: The surging rise of methamphetamine use in chronic opioid opioid substitute
Matthew S. Ellis*, Zachary A. Kasper, Theodore J. Cicero ° CliGHtS report USiIlg rneth to

Washington University, Department of Psychiatry, Campus Box 8134, 660 S. Euclid Avenue, St. Louis, MO 63110 USA

balance the effects of opioids
Re-emergence of Cocaine and * Increase 1in cocaine and other drug use

Methamphetamine Use 1n the
21st Century

By Richard A Ravson, PhD, [CL1 As the Opioid Crisis Peaks, Meth
Z((ZJZ;I(;; f}:)ﬁ(:(gutjj::)m Center for Behavior and a n d C 0 C a i n e D e ath S Expl 0 d e

STATELINE ARTICLE May 13,2019 By: Christine Vestal  Topics: Health  Read time: 5 min




One Future

Canada Approves

Prescription Heroin to Combat
Opioid Crisis

BY

GILLIAN MOHNEY
Sep 14, 2016, 6:12 PM ET

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.

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.




What Works? The Road Less Travelled

* 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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Research Literacy Basics

Seek original sources not third hand data

Loo

Loo
sup

Loo
Loo

kK for trends across theories

K for research with decades of
port/replications

K for long term outcomes (5 years)

K 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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Applv it Now

Challenge .

Length of SUD

Negative Peer Pressure L
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

B Hope, Goals, Vision, Drive



Recommendations

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 Full Continuum of Care

(Detox only, 12-step only)
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 Integyrity
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What Can | Do? 10 Simple Steps

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.



Contact Information

Ken Martz, Psy.D. CAS

Director of Research and Evaluation
Gaudenzia Inc.

KenMartz@ Gaudenzia.org
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