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Agenda

Monday, September 9, 2002

8:00-9:00 a.m. REGISTRATION AND CONTINENTAL BREAKFAST

9:00-9:45 a.m. Welcoming Remarks

Welcome to Bucks County— Charles H. Martin, Bucks County
Commissioner and Sandra A. Miller, Bucks County Commissioner

Conference Challenges—Margaret E. Hanna, M.Ed., Executive
Director, Bucks County Drug and Alcohol Commission, Inc.
(BCDAC) and Mark Morgan, Mental Health Program Director,
Bucks County-Creating Satisfaction Together, Inc., and BCDAC
Board Member

Remarks—Gene R. Boyle, M.A., Director, Pennsylvania
Department of Health, Bureau of Drug and Alcohol Programs;
Nicholas Reuter, Senior Public Health Analyst, Center for
Substance Abuse Treatment, Division of Pharmacological
Therapy; Steven J. Karp, D.O., Chief Psychiatric Officer,
Pennsylvania Department of Public Welfare; and William R.
Dubin, M.D.. Medical Director, Bucks County Behavioral Health
System, and Professor of Psychiatry, Temple University School of
Medicine

9:45-10:45 a.m. Addictionology and Opioid Dependency— Trusandra E. Taylor,
M.D., Medical Director, Montgomery County Methadone Center,
Norristown, Pennsylvania

10:45-11:00 a.m. BREAK

11:00 a.m.-12:00 p.m Pharmacotherapy and Its Role in Opioid Dependency
Treatment— Mark W. Parrino, M.P.A., President, American
Association for the Treatment of Opioid Dependence, Inc., New
York, New York

12:00-1:00 p.m. LUNCH—Sponsored by Megellan Behavioral Health of PA,
Newtown, Pennsylvania



Monday, September 9, 2002, continued

1:00~2:00 p.m. Treating the Pharmacotherapy Client in a "Drug-Free"
Facility: A Panel Discussion—with Linda Barry, M.Ed., LCDS,
Program Director, SSTAR-SSTARBIRTH, Cranston, Rhode
Island; David Spencer, M.P.A., M.B.A., Executive Director, TRI-
HAB, Inc., A Gateway Healthcare Provider, Woonsocket, Rhode
Island; and Maria T. Wensus, LSW, Program Coordinator, Aldie
Counseling Center, Pharmacotherapy Program, Doylestown,
Pennsylvania; and moderated by Sharon A. Morello, B.S.N., RN,
Administrator of Substance Abuse Treatment Services, Rhode
Island Department of Mental Health, Retardation and Hospitals,
Division of Behavioral Healthcare

2:00-2:15 p.m. Questions and Answers

2:15-2:30 p.m. BREAK

2:30-4:25 p.m. Treatment and the Justice System: A Critical Partnership

Perspectives on Challenges for the Treatment System: A Panel
Discussion—with Robert E. Cosner, LSW, Director, Bucks County
Children and Youth Social Services Agency; Francis V. Crumley,
M.S.W., Chief Adult Probation and Parole Officer, Bucks County
Adult Probation and Parole Department; Richard M. Notaro,
Supervisor of Drug and Alcohol and Intensive Aftercare, Bucks
County Juvenile Probation Department; and Hon. John J. Rufe,
Judge, Court of Common Pleas of Bucks County; and moderated
by Robert E. Kelsey, M.Div., Deputy Chief Adult Probation and
Parole Officer, Bucks County Adult Probation and Parole
Department

Criminality and Substance Abuse Treatment—Harris Gubernick,
M.A., Director, Bucks County Department of Corrections

One Model of the Criminal Justice and Treatment
Partnership—Hon. Henry F. Weber, District Court Judge,
Jefferson District Court, Louisville, Kentucky and introduced by
Hon. John J. Rufe

4:25-4:30 p.m. Wrap-up— Margaret E. Hanna, M.Ed.

4:30 p.m. ADJOURN



Tuesday. September fO, 2002

8:00-9:00 a.m. REGISTRATION AND CONTINENTAL BREAKFAST

9:00-9:15 a.m. Welcoming Remarks

Welcome—Michael G. Fitzpatrick, Esq., Chairman, Bucks County
Commissioners

Conference Challenges Revisited—Diane W. Rosati, M.A.,
Associate Director, BCDAC and Hon. Gene DiGirolamo (R), State
Representative, Pennsylvania House of Representatives

9:15-10:30 a.m. Co-Occurring Perspectives: The Mentally III Opiate-Dependent
Client—Bert Pepper, M.D., M.S., Clinical Professor of Psychiatry,
New York University School of Medicine, Member of the National
Mental Health Association's Substance Abuse Task Force, and
Founder and Executive Director, The Information Exchange, Inc.,
New City, New York

10:30-10:45 a.m.

10:45-11:30 a.m. Co-Occurring Perspectives: The Mentally ill Opiate-Dependent
Client (Cont)—Bert Pepper, M.D., M.S.

11:30 a.m.-12:00 p.m. Questions and Answers

12:00-1:00 p.m.

1:00-2:00 p.m. Creating the Best Climate for Recovery: A Work in
Progress—with Deborah Atkinson, Bucks County Behavioral
Health Consumer Advocate, Bucks County Behavioral Health
Systems/Reach Out Foundation of Bucks County; Sharon Brass-
Corey, J.D., Board of Directors, Bucks County Council on
Alcoholism and Drug Dependence, Inc., and Member of PRO-ACT;
James P. Connolly, Director and Methadone Patient Advocate,
Pennsylvania Chapter of the National Alliance of Methadone
Advocates; Kate Hodder, B.S., Manager, Bucks County
Department of Corrections, Women's Community Corrections
Center; Robert E. Kelsey, M.Div.; and Kathy Sharp, Executive
Director, Reach Out Foundation, Morrisville, Pennsylvania; and
moderated by Dorothy J. Farr, LSW, LADC, Clinical Director,



About the Conference

The addiction field entered the 21st century riding atop a crest of advances in how addictive
disorders are treated. Treatment of opioid dependence has been at the forefront of the wave of
these advances—science and clinical practice have combined to shape our understanding and
treatment of opioid dependence. Treatment approaches and settings, pharmacologic
interventions, and public policy have all evolved and expanded our options for addressing
heroin and other forms of opioid dependency.

The Center for Substance Abuse Treatment (CSAT) and the Bucks County Drug and Alcohol
Commission, Inc., have been longstanding partners in efforts to address opioid problems in the
Bucks County area. This 2-day conference continues our efforts to seek out and promote Best
and Promising Practices by providing up-to-date information on:

» Addictionology as it relates to opioid use, abuse, and dependence

> Opioid dependency with co-occurring substance use disorders and/or psychiatric and/or
medical conditions

> Best practice standards for treatment, including methadone maintenance in combination
with other levels of care/approaches



Tuesday, September 10, 2002, continued

2:00-2:30 p.m. Harm Reduction: Not Without Social Policy and Disease
Management Changes—Jeffrey J. Kegley, M.S.W., Executive
Vice President and COO, Advanced Treatment Systems, Inc.,
Kennett Square, Pennsylvania

2:30-2:45 p.m. BREAK

2:45-3:15 p.m. Harm Reduction: Not Without Social Policy and Disease
Management Changes (Cont)—Jeffrey J. Kegley, M.S.W., and
consumers

3:15-4:25 p.m. Where Do We Go From Here: The Challenge for Treatment
Professionals— Peter A. DeMaria, Jr., M.D., FASAM, Associate
Professor of Psychiatry and Human Behavior, Jefferson Medical
College, and Medical Director, Narcotic Addict Rehabilitation
Program of Thomas Jefferson University, Philadelphia,
Pennsylvania and Mark W. Parrino, M.P.A.

4:25-4:30 p.m. Closing— Diane W. Rosati, M.A.

4:30 p.m. ADJOURN

Please drop off evaluation and CEVforms at the registration desk at the end of the day!
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Deborah Atkinson is the Bucks County Behavioral Health Consumer Advocate tor the Bucks
County Behavioral Health Systems/Reach Out Foundation of Bucks County. In this
groundbreaking position, her mission is to he|p behavipra| hea|th consumers become
empowered, Ms. Atkinson is a member of the Bucks County Crisis Team, the Keystone Grists
Intervention Team for the State of Pennsylvania, and the National Organization of Victim
Assistance. She also facilitates a meeting for women with co-occurring menta| health ar̂ d
addictive disorders at the Doylestowri Correctional Facility, and she is on the Advisory Board
for the Compeer Program, which is a component of the Mental Health Association of
Southeastern Pennsylvania.

Linda Barry, M E * * LOtiS, has been the Program Director of SSTAR-SSTARBIRTH in
Cranston, Rhode Island since 1993. SSTARBIRTH serves pregnant and postpartum women
with alcohol and other drug (AbD) problems and their children. Ms. Bacry has more than 20
years of experience as a clinician, program director, and educator, working with heroin addicts
and others with AOD problems in both outpatient and residential settings. She spent much of
this time developing arid managing programs for women. She has also served on the faculty
of both the Rutgers Summer School of Alcohol Studies and the New England School of
Alcohol Studies. Ms. Barry earned her M.Ed, from Cambridge College; she is a Rhode Island
Licensed Chemical Dependency Supervisor; and she is the current President of Rhode
Island'sDrug and AlcoholTreatment Association.

Gene R Boyle, M A , is Director of the Pennsylvania Department of Health's Bureau of Drug
and Alcohol Programs (BDAP). In this capacity, Mr. Boyle oversees planning, coordination,
and direction of the statewide AOD service delivery system, including $120 million in service
contracts to 49 single county authorities (SCAs): He is himself a former Executive Director of
an SCA, the CarbOn/Moriroe/Pike Drug and Alcohol Commission. Mr; Boyle is a graduate of
East Stroudsburg University. : ;

Sharon Bra^4^ore^ JJ3>, is on the Board of Directors of the Bucks County Couinci! on
Alcoholism and Drug Dependence (BCCADD) and^member otPRO-ACT's Public Policy
Committee. Ms. Brass^OT^y was ihstrurnental in organizing a public hearing on Act 106 and
has testified at both public and State budget hearings on the act. She began her professional
career as an attorney and is now a community volunteer In addition to her work with
BCCADD and PRO-ACT, she volunteers with the Handicap Olympics-Family Services Buddy
Program and Pennsylvania Lawyers Concerned for Lawyers. Ms. Brass-Corey is a graduate
of Temple University and Villanova University Law School.

James P. Connolly is the Pennsylvania Chapter Director and a Regional Director of the
National Alliance of Methadone Advocates (NAMA). Mr. Connolly is also the NAMA
representative on the Center for Substance^ Abuse Treatment^(CSAT) Methadone Patient
Support and Community Education Project. As a methadone patient advocate, he voluhteers
his time to help eliminate discrimination against methadone patients and to help create a more
positive image of methadone maintenance treatment. Mr. Connolly is also a participant in the
Partners Against Pain Prpgram, and he recently founded Pennsylvania Pain Patient
Advocates, a branch of a national network that helps pain patients locate compassionate
doctors for appropriate treatment;



Robert E. Cosner, LSW, is the Director of the Bucks County Children and Youth Social
Services Agency.

Francis V. Crumley, M.S.W., is the Chief Adult Probation and Parole Officer of the Bucks
County Adult Probation and Parole Department.

Peter A. DeMaria, Jr., M.D., FASAM, is an Associate Professor of Psychiatry and Human
Behavior at the Jefferson Medical College in Philadelphia, Pennsylvania. Dr. DeMaria also
holds several other posts at Thomas Jefferson University including Medical Director of the
Narcotic Addict Rehabilitation Program, Psychiatric Consultant with the Family Center
Program, and Lecturer in the College of H e ^
experience in addictivemedicine, he hafpubHshed, taught, and presented e x t e h ^
has been a memfcer of several university, State, national, and professional committees and
task forces on AOD issues. Dr. DeMaiia received his B.A. from Lafayette College and his
M.D. from Jefferson Medical Qollege. He is boatd-certified by the American Efoard of
Psychiatry and Neurology, Inc. (ABPN); has a Certificate of Added Qualifications in Addiction
Psychiatry from ABPN; has addiction certification from both the American
Medicine (ASAM) and the Medical Review Officer Certification Councils a Fellow of the
American Society of Addiction Medicine (FASAM); and is a 2001 winner of the Nyswande^
Dole Award ("The Marie> Award") from the American Methadone Treatment Association (now
known as the American Association for the Treatment of Opioid Dependence, Inc.).

Hon. Gene DiGirolamo (R), a lifelong resident of Bensalem Township, has been the State
Representative in Pennsylvania's 18th Legislative District since 1 9 ^ . He is currently the
Secretary of the State House of Representatives Appropriations Committedandserves oh
several other legislative committees. Representative DiGirolamo attended Delaware Valley
College and Holy Family College. He has>a longstanding history as a community volunteer
and was the 1993 recipient of the Bucks County Drug and Alcohol Commission, inc.,
Prevention Volunteer of the Year Award
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William R. Dubin, M.D., is the Medical Director of the Bucks County Behavioral Health
System and a Professor of Psychiatry at the Temple University Schodl of Medicine.

Dorothy J . Farr, LSW, LADC, is the Clinical Director of the Bucks County Drug and Alcohol
Commission, Inc. (BCDAC). Ms. Farr has more than 27 years experience as a program
director and clinician in public and private, residenW and outpatient settings
populations such as women with AOD problems and their children; adults and adolescents
with cc-occurring menta! health and addictive disorders; and criminal offender^ She has
served on several national and statewide committees aiddressing^ coHOCCurring disorders. Ms;
Fair received her undergraduate degree in Social Work from Salem State College and her
graduate degree from Indiana University/Perdue University School of Social Work. SheVis also
a Pennsylvania Licensed Clinical Social Worker and State of Maine Licensed Alcohol and
Drug Counselor

Michael G. Fitzpatrick, Esq., is Chairman of the Bucks County Commissioners



Harris Gubernick, M.A., is the Director of Corrections in Jhe Bucks (^ntyPepartme^
Corrections. For the past 25 years, Mr. Gubernick has delivered and overseen services for
offender and AOD patient populations. His 17-year tenure with the Department of Corrections
has included posts as Drug and Alcohol Treatment Section Supervisor, Work Release
Manager, Deputy Superintendent, Superintendent of Community Corrections, and Deputy
Director. Prior to joining the department, Mr. Gubernick worked in a variety of clinical and
management positions serving a range of adult and youth populations receiving AOD services.
Mr. Gubernick earned his B.A. in Psychology from Temple University an^ M.A. in Industrial
Counseling and Program Design from Lesley College.

Margaret E. Hanna, M.Ed., has been the Executive Director of the Bucks County Drug and
Alcohol Commission. Inc. (BCDAC) for the past 20 years. Ms. Hanna is also the Deputy
Prpjept Director for the Bucks County Behavioral HeafthS^
county's Medicaid managed care program. She has more than 30 years experience in
behavioral health management in the public and private sectors and regularly consults; trains,
and serves on many boards at the local, State, and national levels. For instance, she is
currently on the Board of Directors of the National Association of County Behavioral Health
Directors, an affiliate of the National Association of Counties; she is on the Executrve
Committee of the Pennsylvania Association of County Drug and Alcohol Administrators; and
she serves on the Board of Directors of the Bucks County Association for Corrections and
Rehabilitation, Inc. She received her B.S, in Rehabilitation Counseling and her M.Ed, in
Counselor Education from The Pennsylvania State University.

Kate Hodder, B-SM is the Manager of the Bucks County Dep
Community Corrections Center. Ms. Hodder has 8 years of experience working in corrections
and has held posts as Case Manager and the Drug and Alcohol Supervisor within the
Department of Corrections. She was part of the team that developed the Bucks County
Managed Behaviorgl Health Care System, and she served as Cane Manager and Supervisor
of Care Management for the Bucks County Drug and Alcohol Commission, Inc. for '
approximately 5 years.

Steven J. Karp, D.O., is the Chief Psychiatric Officer for the Pennsylvania Department of
Public Welfare. /

Jeffrey J. Kegley, M.S.W., is the Executive Vice President and Chief Operating Officer of
Advanced Treatment Systems, Inc., in Kennett Square, Pennsylvania, Mr. Kegl$y has more
than 30 years of experience in the AdD field as a practitioner, dinicsl supervisor, executive
director, and corporate vice president. Mr. Kegley received his M,S.VV from The George
Warren Brown School of Social Work at Washington University.

Robert E. Kelsey, M.Div., is the Deputy Chief Adult Probation gnd Parole Officer in the Bucks
County Adult Probation and Parole Department. For nearly 20 years, Mr. Kelsey has held
several management positions within the department. He is also active on several committees
and boards, including serving as current Chair of the Bucks County Drug and Alcohol
Commission, Inc.; Executive Committee member of the Pennsylvania Association on •
Probation, Parole, and Corrections; and on the Steering Committee of the Bucks County
Forensic Mental Health Panel. Mr. Kelsey received his B.S, in Business Education from
Bloomsburg State College and his M.Div. from the Christian Theological Seminary.



Charles H. Martin is a Bucks County Commissioner.

Sandra A. Miller is a Bucks County Commissioner.

Sharon A. Morello, B.S.N., RN, is the Administmtpr of Substance Abuse treatment Services
in the Rhode Island Department of Mental Health, Retardation and Hospitals' Division of
Behavioral Healthcare. In addition to primary care nursing positions, Ms. Morello's 26-year
career includes extensive work in AO0 nursing, management, and quality improvement at the
State and program revels overseeing and delivering methadpne maintenance, co-occurring
disorders, and detoxification services. She presents, writes, and consults regularly on AOD-
related issues, including providing technical assistance to methadone programs to prepare
them for certification surveys by CARF-The Rehabilitation Accreditation Commission. Mis.
Morello received her B.S.N. from Rhode Island College.

Mark Morgan is currently the Mental Health Program Director of the Bucks Couhty Creating
Satisfaction Together, Inc. (BC-CST). BC-CST assesses consumer satisfaction in Bucks
County and promotes consumers' rights to self determination. Mr/Morgan is a board member
of the Reach Out Foundation of Bucks County, a nonprofit organization run by and for
behavioral healthcare consumers. He is also on the Board of Directors bf the Bucks County
Drug and Alcohol Commission, Inc., the Pennsylvania Mental Health Consumers Association,
and the Penndel Mental Health Center. Mr. Morgan is a strong advocate of-Double Trouble"
support groups for individuals with co-occurring mental health and AQD issues.

Richard M. Notaro is the Supervisor of Drug and Alcohol and Intensive Aftercare in the Bucks
County Juvenile Probation Department. Mr. Notaro has held several positions affecting drug-
involved youth during his more than 20-year career with the department and in his roles as a
police officer and childcare worker prior to joining the department. He is also extremely active
on professional, State, and comfnunity-based boards, associations, and commissions
addressing troubled youth, including those involved in alcohol and other drugs. Mr. Notaro
received his B.S. in Law Enforcement and Corrections from the Pennsylvania State
University

Mark W. Parrino, M # A , is the President of the American Association for the Treatment of
Opioid Dependence, Inc. (AATOD), formerly the American Methadone Treatment Association,
Inc. (AMTA). In this role, Mr. Parrino directs interstate organizational, legislative, and
conference activities for opioid treatment providers, and he serves as the field's liaison to the
White House Office of National Drug Control Policy, congressional committees* Federal and
State agencies, and national associations. He has been involved in healthcare and AOD
service delivery and management since 1974. During this time, lie has consulted, presented,
and wntten extensively oh opioid treatment. He has also served on several local, State, and
national task forces and commissions addressing opioid treatment such as serving as
Chairman of the Consensus Panel on CSAT's TIP #1: State Methadone Treatment
Guidelines; serving as Chairman of the New York State Committee of Methadone Program
Administrators; and being a member of the Task Force to Consolidate the New York State
Division of Substance Abuse Services with the State Division of Alcoholism and Alcohol
Abuse. MrvParrino received his B A. in Psychology and his M.P.A. in Health Policy, Planning
and Administration from New York University.



Bert Pepper, M.D., M.S., is the Founder and Exec^tiw Dtirector of The Infbmiation ExcJsange,
Inc. (TIE), New City, New York; TIE is a not-for-profitagency dedicated to improving teatment
for mentally ill and emotionally troubled persons, especially those who also> have AOD
problems. Dr. Pepper also maintains a private psychiatric practice and is a Clinical Professor
of Psychiatry at the New York University College of Medicine. Oaring a career spanning more
than 40 years, Dr. Pepper has delivered psychiatric services within public and private settings;
he has served on faculties or been a lecturer at several leading medical schools; and he has
held senior positions in the Maryland and New York State mental health agencies. Dr. Pepper
has published widely andserved onnumerous local, State, and national committees, task
forces, and boards, including his current membership on theNational Mental Health
Association's Substance Abuse Task Force. His numerous awards and honors include being
listed among Who's Who in Medicine and Healthcare in 1997, being a 1996 recipient of the
American Association for Psychosociai Rehabi|itation Scientific Distinction Award, and being
recognized by Woodward/White as one of the Best Doctors in America, Northeast Region, in
1996. Dr. Pepper earned his B.S. in Chemistry from the City College of New York, an M.S. in
Community Psychiatry and Administrative Medicine from Columbia University of Public Health
and Administrative Medicine, and his MD. from the New York School of Medicine. He is
certified in Psychiatry by the American Board olfPsychiatry and Neurology.

Nicholas Reuter is aSenior Public Health Advisor in CSAT's Division of Phanftacologic
Therapy (DPT). DPT is responsible for the Department of Health and Human Services'
regulatory oversight of opioid treatment programs in the United States, including the
certification of opioid treatment programs and the^iBgistration and trainirtg of physicians
seeking to prescribe buprenorphine. Durirtg his tenure, Mr. Reuter has worked closely with the
Food and Drug Administration on domestic and international drug control issues and opioid
treatment regulation.

Hon. John J. Rufe has been a Judge with the Court of Common Aleas of Bucks County for
the past 13 years. Before taking a seat on the bench, Judge Rufe practiced lawfor24 years.
He has held membership in several professipnal and community organizations and
associations, including a term as president of the Bucks County Bar Association and
membership on the Bucks County Mental Health/MentalRetardation Advisory Group. Among
his many honors and awards, Judge Rufe was listed among Who's Who in American Law in
1977. Judge Rufe received his A.B. in History from Lafayette College and his L.L.B. from the
Duke University Law School.

Diane W. Rosati, M.A., is the Associate Director of the Bucks County Drug and Alcohol
Commission, Inc. In her more than 20 years in the AOD field, Ms. Rosati has hejd positions
as a therapist, student assistance consultant, hotline coordinator, and prevention coordinator.
During this time, she has garnered expertise in training, facilitation, and program development.
Ms. Rosati holds an MA. in Counseling Psychology.

Kathy Sharp is the Founder and Executive Director of the Reach Out Foundation of Bucks
County. The Reach Out Foundation is a drop-in center for persons with mentalhealth and
AOD problems that opened 6 years ago. Ms. Sharp's efforts to help consumers with
behavioral health issues began 11 years before she started Reach Out. She is also a member
of the State Mental Hearth Planning Council and on the board of the Mental Hearth
Association of Southeastern Pennsylvania.



David Spencer, M.P.A., M.B.A., is the Exeeutiye Director of Tri-Hab, Inc., in Woonsocket,
Rhode Island and Vice President of Gateway Healthcare. Tri-Hab, which is an agency of
Gateway Healthcare, offers a range of ADD outpatient, day treatment, residential,
detoxification, crisis; intervention, and employee assistance programming. In addition to v
overseeing providertreatment systems,Mr. Spencer's 24years in the field have included
administrative positions at corporate and State agency levels, including 10 years withthe
Rhode Island ADD agency, He has served on several State and local boards and corrtmittees
addressing health and human service issues, including his current post as Vice President of
the Rhode island[Drug and Alcohol Treatment Association. Mr. Spencer received a B.A; in
Political Science from Rhode Island College, an M P A. from the University of Rhode Island
School of Public Administration, and an MBA. from the Providence College Schoolof
B u s i n e s s . . .: •. '• ' • ' ' ••' . • , ;: . ' • ; , . ; . ' ; ' / ••'. .

Trusandra E. Taylor, M.D., is theMedical Director of the Montgomery County Methadone
Center in Ndrristpwn, Pennsylvania and an attending physician for the Parkside Recovery
Methadone Prograrn in Philadelphia. Dr. Taylor previously served as Medical Director for
Bowling Green Brandywirte in Kennett Square and as Medical Director for Addiction Treatment
Services for Community Behavioral Health, a public sector managed behavioral health care
system in Philadelphia. She is an internist with more than 20 years of experience in all levels
of AOD inpatient and outpatient care and has a special interest in treating addiction to heroin,
other opioids, and tobacco. Dn Taylor is on the consensus panels of several CSAT TIPs
currently being revisW, including TIP #1: State Methadone: Treatment Guidelines. She is an
American Association for the Treatment of Opioid Dependence, Inc. faculty mem
pharmacology; and she is an ASAM board member and a board mender of several other
professional qrganizations Dr, Taylorreceived her B S Wm Howard University and her MD.
from Hahnemann Medical College. She is also Certified in Addictioh Medicine by ASAM,

Hon. Henry F. Weber has been a District Court Judge in the Jefferson District Court in
Louisville, Kentucky since 1984. During this time, Judge Weber has been very active in drug
courts—-he started the Jefferson County Drug Court in 1993, the Juvenile Drug Court in j 997,
and the Fami|y Drug Court in 2OO1. The Fami|y Drug ^ r t hand|es cases of addicted
mothers trying to regain custody of their children. He has also been very active on local,
State, and national boards and committees, such as serving as Chair of the Education
Committee for the National Association of Drug Court Professionals Judge Weber received a
B.A. in Political Science from the University of Kentucky and hfe J,D. frohi thei Duke Law
S c h o o l . •.; • : • • / : , : :: ; ' . ;:
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Maria T. Wensus, LSW, is the Pharmaeotherapy Program Coordinator for the Aldie
Counseling Center in Doylestown, Pennsylvania. In an earlier position as Lead Therapist with
Aldie, Ms. Wensus assisted with the start-up and integration of the Pharmaeotherapy Program
into a previously drug-free setting. Her 11-year career in the field also includes experience as.
a clinical supervisor, care manager, and therapist in crisis intervention, student assistance,
and alternative education settings. Ms. Wensus received a B.S. in Human Development and
Family Studies from The Pennsylvania State University and her M.S.W. from Temple
University.
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Fax: 215-638-3628
E-mail: Not Provided

Nancy Blake, B.S.
Administrative Case Manager
Penndel Mental Health Center
919 Durham Road
Penndel, PA 19047
Phone: 215-702-3970
Fax: 215-702-3974
E-mail: Not Provided

Jacqui Blatt, MCAT, ADTR
Clinical Director
Libertae, Inc.
5245 Bensalem Blvd.
Bensalem, PA 19020
Phone: 215-639-8681 Ext. 217
Fax: Not Provided
E-mail: Not Provided

Mark D. Besden, B.S., CAC
Director
Discovery House
329 East County Line Road
Hatboro, PA 19040
Phone: 215-675-8882
Fax: 215-675-9139
E-mail: Not Provided

Dick J. Blokker, M.A.
C.S. Practitioner
Dick J. Blokker, C.S.
20 Nassau Street, #238
Princeton, NJ 08542
Phone: 609-921-8077
Fax: Not Provided
E-mail: dick_blokker@yahoo.com



Dean Bowman, CAC
Senior Counselor
The Kintock Group
331 North Broad Street
Philadelphia, PA 19107
Phone: 215-440-9730 Ext. 4402
Fax: 215-521-4313
E-mail: deanbowm@msn.com

Sue Bright
Director Admissions/Clinical Support Services
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200 Ext. 224
Fax: 215-638-3628
E-mail: lfsbright@aol.com

Tracy Bracey
Intake Coordinator
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax: 215-638-3628
E-mail: Not Provided

Debbie Bruno, M.S.
Counselor
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax: 215-638-3628
E-mail: Not Provided

Robin Bradley
Owner
The Next Step: Houses of Recovery
15PlumtreeRoad
Levittown, PA 19056
Phone: 267-269-0100
Fax: 215-949-8702
E-mail: rbradley__2001 @msn.com

Sharon R. Burks, RN-C
Care Manager Supervisor
Magellan Behavioral Health
2901 Walnut Ridge Estates
Pottstown, PA 19464
Phone: 877-769-9779 Ext. 3965
Fax: Not Provided
E-mail: Not Provided

Alisa A. Branch, B.A., CAC
Counselor
Goldman Clinic/NPHS
8th and Girard Avenue
Philadelphia, PA 19122
Phone: 215-787-2043
Fax: 215-787-2310
E-mail: ABranch@nphs.com

Michael Burns
Board Member
Bucks County Drug & Alcohol Commission, Inc.
600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-773-9313
Fax: Not Provided
E-mail: mjburnsesq@psualum.com

Andrea Brantley
Utilization Review
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200 Ext. 326
Fax: 215 638 3628
E-mail: Not Provided

Virginia R. Burton, B.S., CAC
Primary Therapist
New Directions Treatment Services
20-22 North 6th Avenue
West Reading, PA 19611
Phone: 610-478-0646 Ext. 24
Fax: 610-478-1671
E-mail: Not Provided



Rosemary Byer
Vice President/Board Member
Reach Out Foundation of Bucks County
251 South Olds Blvd., #203
Fairless Hills, PA 19030
Phone: 215-269-1119
Fax: Not Provided
E-mail: Not Provided

Ramiro R. Caicedo, Ph.D.
Primary Therapist
New Directions Treatment Services
20-22 North 6th Avenue
West Reading, PA 19611
Phone: 610-478-0646 Ext. 25
Fax: 610-478-1671
E-mail: Not Provided

Melanie Caltabiano
Case Manager
American Red Cross, Lower Bucks County

Chapter
7 Library Way
Levittown, PA 19055
Phone: 215-949-1727
Fax: 215-949-1295
E-mail: casemgmt2@crossnet.org

Len A. Carducci
Information/Intervention Specialist
Bucks County Council on Alcoholism and Drug

Dependence, Inc.
252 W. Swamp Road, Unit 12
Doylestown, PA 18901
Phone: 215-345-6644
Fax: Not Provided
E-mail: lenc@bccadd.org

Ed Carlos, LSW
Clinical Supervisor
Parkside Recovery
5000 Parkside Avenue
Philadelphia, PA 19131
Phone: 215-879-6116 Ext. 229
Fax: 215-879-0196
E-mail: Ecarlos@nhsonline.org

Kristine Caroppoli
Administrative Case Manager
Lancaster County Drug and Alcohol Commission
150 North Queen Street
Lancaster, PA 17603
Phone: 717-299-8023
Fax: 717-293-7252
E-mail: caroppoK@co. lancaster. pa. us

Margaret A. Cameron, A.A.S.
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200 Ext. 237
Fax: Not Provided
E-mail: peggycameron@mindspring.com

Cynthia H. Capria, B.S.W.
MOMS Outreach Worker
Bucks County Council on Alcoholism & Drug
Dependence, Inc.

252 W. Swamp Road, Unit 12
Doylestown, PA 18901
Phone: 215-345-6644 Ext 3117
Fax: 215-348-3377
E-mail: ccapria@bccadd.org

Anna M. Claudio, M.H.S.
Addictions Counselor
New Direction Treatment Services
1810 Steel Stone Road, Suite 101-102
Allentown, PA 18109
Phone: 610-264-5900
Fax: 610-264-8423
E-mail: Not Provided

Arlene Clemick
Staff Technician
Livengrin Foundation
4833 Hulemeville Road
Bensalem, PA 19020
Phone: 215 638 5200
Fax: 215 638 3628
E-mail: Not Provided



Robert W. elites, B.S.
Probation Officer
Lebanon County Probation Department
508 Oak Street
Lebanon, PA 17042
Phone: 717-273-1557 Ext. 107
Fax: 717-273-9378
E-mail: rclites@lebcnty.org

Margaret (Peggy) H. Dator, M.S.W., LSW
Executive Director
The Free Clinic of Doylestown
595 W. State Street
Doylestown, PA 18901
Phone: 215-345-2947
Fax: 215-345-2064
E-mail: pdator@dh.org

Edie Cohen, B.A.
Counselor
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax; 215-638-3628
E-mail: Not Provided

Coreen Davis, M.Ed.
Supervisor
Intercommunity Action, Inc.
481 Krams Street
Philadelphia, PA 19128
Phone: 215-509-1900 Ext. 3015
Fax: 215-509-1911
E-mail: cdavis@intercommunityaction.org

Joan Crowe
Nursing Supervisor
Bucks County Correctional Facility
1730 Easton Road
Doylestown, PA 18901
Phone: 215-345-3321
Fax: Not Provided
E-mail: jecrowe@co.bucks.pa.us

Amy B. Daily, LPC, NCC, MAC
Drug and Alcohol Specialist
Magellan Behavioral Health
105 Terry Drive, Suite 1023
Newtown, PA 18940
Phone: 215-504-3900 Ext. 3166
Fax: 215-504-3995
E-mail: adaily@magellanhealth.com

Julie Dascenzo
Drug and Alcohol Counselor
Philadelphia Chapter AFIRM/NAMA
803 Shadeland Avenue
Drexel Hill, PA 19026
Phone: 267-994-2775
Fax: 215-922-0220
E-mail: Jewells! ©comcast.com

Judy Decker
Special Projects Coordinator
Bucks County Council on Alcoholism and Drug
Dependence, Inc./PRO-ACT

252 W. Swamp Road, Unit 12
Doylestown, PA 18901
Phone: 215-345-6644
Fax: Not Provided
E-mail: jdecker@bccadd.org

Lori A. Decker
Certified Medical Assistant
Grand View Hospital
3456 Bethlehem Pike
Souderton, PA 18964
Phone: 215-721-6500
Fax: 215-721-6505
E-mail: Not Provided

Stephanie Degaitis, B.S.
ICM/RC Supervisor
Penn Foundation, Inc.
807 Lawn Avenue
Sellersville, PA 18960
Phone: 215-257-2114 Ext. 27
Fax: 215-257-4716
E-mail: Not Provided



Kristi Dennis
Program Coordinator
American Red Cross, Lower Bucks County

Chapter
7 Library Way
Levittown. PA 19055
Phone: 215-949-1727
Fax: 215-949-1295
E-mail: casemgmti @crossnet.org

Donna D. Duffy-Bell, M.A., CPRP
Rehabilitation Services Director
Penn Foundation, Inc.
58 Ridge Run Road
Sellersville, PA 18960
Phone: 215-257-2114 Ext. 26
Fax: 215-257-4716
E-mail: dduffy@pennfoundation.org

Janice S. Dugan, M.H.S., LPC, CAC
Director of Clinical Services
Bowling Green Brandywine
1375 Newark Road, P.O. Box 787
Kennett Square, PA 19348
Phone: 800-662-2438
Fax: 610-268-2334
E-mail: jdugan@waldenu.edu

Deborah A, Dwyer-Kelley, B.A., RN-C
Care Manager
Magellan Behavioral Health
105 Terry Drive
Newtown, PA 18940
Phone: 877-769-9779 Ext. 3180
Fax: 215-504-3994
E-mail: dkelley@magellanhealth.com

John E. Ebataleye, M.A.
Forensic Evaluator
Philadelphia Health Management Corporation
260 S Broad Street
Philadelphia, PA 19102
Phone: 215-790-2432
Fax: 215-985-2544 or 2660
E-mail: jebataleye@comcast.net

Evelyn Estacio, M.B.A., LSW
Supervisor
Bucks County Correctional Facility
Drug and Alcohol Treatment Services
1730 S. Easton Road
Doylestown, PA 18901-2804
Phone: 215-345-3742
Fax: 215-345-3743
E-mail: eeestacio@co.bucks.pa.us

Maria Duprey, B.A., CAAP
PCCD Case Manager
Bucks County Drug & Alcohol Commission,

1200 New Rodgers Road, Suite B-2
Bristol, PA 19007
Phone: 215-788-8172
Fax: Not Provided
E-mail: mduprey@co.bucks.pa.us

Lisa D. Farrell-Mayfield, AAC
Clinical Assessment Counselor
Livengrin Foundation
P.O. Box 1362
Bristol, PA 19007
Phone: 215-781-2048
Fax: 215-781-2398
E-mail: FLisaD128@aol.com



Patty Fascio, CAC
Clinical Supervisor
Carbon-Monroe-Pike Drug & Alcohol
Commission, Inc.

724 Phillips Street
Penn Square Office Park, Suite A
Stroudsburg, PA 18360
Phone: 570-421-1960
Fax: 570-4213548
E-mail: pfascio@cmpda.cog.pa.us

Caroline V. Ferrara, M.S.W., LSW
Social Worker
Heatlhy Beginnings Plus
Doylestown Hospital
355 Maple Avenue
Doylestown, PA 18901
Phone: 215-345-5146
Fax: 215-345-1350
E-mail: Not Provided

Mark C. Ferretti, M.Ed., B.S.
Clinical Supervisor
North Philadelphia Health Systems
8th & Girard Ave.
Philadelphia, PA 19122
Phone: 215-787-2079
Fax: 215-787-2310
E-mail: mferretti@nphs.com

Rik Fire, M.S.W., LSW
Community Support Senior Care Manager
Magellan Behavioral Health
105 Terry Drive, Suite 103
Newtown, PA 18940
Phone: 877-769-9779 Ext. 3133
Fax: 215-504-3995
E-mail: rfire@magellanhealth.com

Jessica L. Fry, M.S.W.
Drug and Alcohol Counselor/Social Worker
St. Gabriel's Hall
P.O. Box 7280
Audubon, PA 19407
Phone: 610-666-7970 Ext. 340
Fax: 610-666-1479
E-mail: Not Provided

Rick A. Gates, LSW
Care Manager
Magellan Behavioral Health
3897 Adler Place, Bldg. C
Bethlehem, PA 18018
Phone: 610-814-8039
Fax: 610-814-8048
E-mail: Not Provided

Shannon Geld
Administrative Assistant
Bucks County Drug & Alcohol Commission, Inc.
600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 403
Fax: Not Provided
E-mail: skgeld@co.bucks.pa.us

Timothy P. Gill, M.P.A., B.S.
Deputy Managing Director
City of Philadelphia Prisons
8201 State Road
Philadelphia, PA 19136
Phone: 215-685-8265
Fax: 215-685-8267
E-mail: timothy.p.gill@prisons.phila.gov

Gary F. Glinka, M.H.S., CAC
Residential Manager
St. Gabriel's Hall
P.O. Box 7280
Audubon, PA 19407
Phone: 610-666-7970 Ext. 355
Fax: 610-666-1479
E-mail: Not Provided

Michael D. Gogola, B.A.
Counselor
Community Service Foundation
P.O. Box 283
Pipersville, PA 18947
Phone: 267-718-2696
Fax: Not Provided
E-mail: Not Provided
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Andrew Goidich, B.A.
PATH Homeless Program Case Manager
Penndel Mental Health Center
919 Durham Road
Penndel, PA 19047
Phone: 215-702-3970
Fax: 215-702-3974
E-mail: Not Provided

Heidi J. Gordon, B.S.W., CAC
Primary Terapist, Mobile Engagement Worker
Penn Foundation
807 Lawn Avenue
Sellersville, PA 18960
Phone: 215-257-9999 Ext. 308
Fax: 215-257-4008
E-mail: hjg@netcarrier.com

Joe C. Guardian*, B.S.
Drug and Alcohol Program Specialist
Carbon-Monroe-Pike Drug and Alcohol
Commission, Inc.

724 Phillips Street, Penn Square Office Park

Stroudsburg, PA 18360
Phone: 570-421-1960
Fax: 570-421-3548
E-mail: jguardiani@cmpda.cog.pa.us

Robyn Gunning
Case Manager
American Red Cross, Lower Bucks County

Chapter
7 Library Way
Levittown, PA 19055
Phone: 215-949-1727
Fax: 215-949-1295
E mail: Not Provided

Beverly J. Haberle, M.H.S., CAC
Executive Director
Bucks County Council on Alcohol and Drug

Dependence, Inc.
Bailiwick Office Campus, Unit 12
252 W. Swamp Road
Doylestown, PA 18901
Phone: 215-345-6644
Fax: 215-230-8726
E-mail: bhaberle@bccadd.org

Gloria Hall
Board of Directors
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 400
Fax: Not Provided
E-mail: Glodouggy@aol.com

Helene E. Heisey
Executive Board Vice Chairperson
Lebanon County Commission on Drug and
Alcohol Abuse

33 Berbec Avenue
Lebanon, PA 17042
Phone: 717-228-1806
Fax: Not Provided
E-mail: leanie@temple.edu

Sybil Henderson, B.S., CAAP
Case Manager
Bucks County Drug & Alcohol Commission, Inc.
1200 New Rodgers Road, Suite B-2
Bristol, PA 19007
Phone: 215-788-8172
Fax: Not Provided
E-mail: sbhenderson@co.bucks.pa.us



Robert Holmes, M.S.W., LCSW, BCD, CAS Catherine E. Johnson, M.S., LPC, MAC, CAC
Executive Director
Addiction Medicine and Health Advocates
1200 Walnut Street, 2nd Floor
Philadelphia, PA 19107
Phone: 215-545-8078 Ext. 105
Fax: 215-545-5060
E-mail: rholmesboss@juno.com

Therapist
Livengrin Foundation
160 Salaignac Street
Philadelphia, PA 19128
Phone: 215-638-5200 Ext. 239
Fax: 215-638-5281
E-mail: clay@icdc.com

John Horstman, M.Div., B.A.
Therapist
Riverside Care, Inc.
1609 Woodbourne Road, Suite 403
Levittown, PA 19057
Phone: 215-945-7100
Fax: 215-945-6994
E-mail: Not Provided

Donna Hughes, RN

Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax: 215-638-3628
E-mail: Not Provided

Jody Hughes, M.A., CAC
Drug and Alcohol Specialist 2
Norristown State Hospital
1001 Sterigere Street
Norristown, PA 19401
Phone: 610-313-5245
Fax: Not Provided
E-mail: Not Provided

Joanne Ikey, LPN

Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax: 215-638-3628
E-mail: Not Provided

Jamie Johnson, M.H.S., CAC
Case Management Supervisor
Chester County Department of Drug &
Alcohol

601 Westtown Road
Westchester, PA 19382-0990
Phone: 610-344-5630
Fax: Not Provided
E-mail: Jajohnson@chesco.org

Kathleen B. Jones, M.H.S.
Counselor
Girard Medical Center
231 Gross Street
Philadelphia, PA 19139
Phone: 215-787-2331
Fax: 215-787-2258
E-mail: Not Provided

Kim Kachel-Russell, LSW
Care Management Supervisor
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-956-9934
Fax: 215-956-9939
E-mail: kkrussell@co.bucks.pa.us

J. Kane, M.D.
Program Physician
Parkside Recovery
5000 Parkside Avenue
Philadelphia, PA 19131
Phone: 215 879-6116 Ext. 229
Fax: 215-879-0196
E-mail: LNorton@nhsonline.org



Mary Jo Keenan, RN

Magellan Behavioral Health
105 Terry Drive, Suite 103
Newtown, PA 18940
Phone: 215-504-3990 Ext. 31
Fax: Not Provided
E-mail: Not Provided

Mary E. Kern, A.A., B.A.
Administrative Care Manager
Lebanon County Commission on Drug and
Alcohol Abuse

220 E Lehman Street
Lebanon, PA 17046
Phone: 717-274-0427
Fax: Not Provided
E-mail: mkern@lebcnty.org

Bonnie L. Kerns, RN
Senior Charge Nurse
Fairmount Behavioral Health Systems
1934 Arrowood Drive
Bensalem, PA 19020
Phone: 215-487-4155
Fax: 215-487-4058
E-mail: Not Provided

Valerie J. Kerrigan, B.A.

Livengrin Foundation
275 South Main Street, Suite 11
Park Terrace Office Center
Doylestown, PA 18901
Phone: 215-340-1765
Fax: 215-340-1762
E-mail: kerrigan@rider.edu

Frederick Kirby, B.A.
Counselor
Girard Medical Center
801 W. Girard Avenue
Philadelphia, PA 19122
Phone: 215-787-2314
Fax: 215-787-2258
E-mail: Not Provided

Susan Klarsch
Executive Director
Lebanon County Commission on Drug and
Alcohol Abuse

220 E Lehman Street
Lebanon, PA 17046
Phone: 717-274-0427
Fax: 717-274-0420
E-mail: sklarsch@lebcnty.org

Kristie M. Koffel
Certified Medical Assistant
Grand View Hospital
4356 Bethlehem Pike
Souderton, PA 18964
Phone: 215-721-6500
Fax: 215-721-6505
E-mail: Not Provided

Elisa LaPietra, M.S., CAC
Manager of Crisis and Case Management
CBHNP/Bucks Co.
600 Louis Drive, Suite 102
Warminster, PA 18974
Phone: 215-674-2099 Ext. 5
Fax: 215-674-2779
E-mail: elapietra@cbhnp.com

Aaron Levine, Ph.D.
Counselor
Aldie Foundation, Inc.
228 N. Main Street
Doylestown, PA 18901
Phone: 215-345-8530
Fax: 215-345-5423
E-mail: Not Provided

Joy B. Lim, M.S.W., LSW
Prevention Specialist
Jewish Family and Children's Services
10125 Verree Road
Philadelphia, PA 19116
Phone: 215-934-5551 Ext. 197
Fax: 215-934-6966
E-mail: joymail26@yahoo.com
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Dennis M. Liszcz, B.A.
Primary Therapist
New Directions Treatment Services
20-22 North Sixth Avenue
West Reading, PA 19611
Phone: 610-478-0646 Ext. 32
Fax: 610-478-1671
E-mail: Not Provided

Frances Malley, M.S.
Executive Director
Berks Counseling Center
524 Franklin St.
Reading, PA 19602-1051
Phone: 610-373-4281 Ext. 207
Fax: 610-373-3779
E-mail: bcc@talon.net

Curtis J. Livingston, M.S., M.P.A.
Program Director
Fairmount Behavioral Health System
561 Fairborne Avenue
Philadelphia, PA 19128
Phone: 215-487-4133
Fax: 215-487-4058
E-mail: Not Provided

Joshua Mangle
Adult Probation Officer
Montgomery County Adult Probation
P.O. Box 311
Norristown, PA 19404
Phone: 610-278-3448
Fax: 610-278-3990
E-mail: Not Provided

William Lorman, Ph.D., Psy.N.P.
Chief Clinical Officer
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200 Ext. 233
Fax: 215-638-3628
E-mail: Not Provided

Lena Marder, MCAT, ATR-BC
Clinical Coordinator
Aldie Foundation, Inc.
228 N. Main Street
Doylestown, PA 18901
Phone: 215-345-8530
Fax: 215-345-5423
E-mail: Not Provided

Margie Maldonado
Lehigh County I&R
17 S. 7th Street
Allentown, PA 18101
Phone: 610-782-3201
Fax: 610-820-3289
E-mail: margiemaldonado@lehighcounty.org

Patricia A. Maley, LSW
Supervisor Family Therapy Program
Bucks County Children and Youth Agency
4259 W. Swamp Road
Doylestown, PA 19801
Phone: 215-348-6928
Fax: 215-348-6989
E-mail: pamaley@co.bucks.pa.us

Carolyn A. Marinko, M.S., RN-C
Director
Eagleville Hospital
100 Eagleville Road
Eagleville, PA 18944
Phone: 610-539-6000 Ext.424
Fax: 610-539-7678
E-mail: cmarinko@eaglevillehospital.org

Fred D. Martin, CEAP
Information/Intervention Specialist
Bucks County Council on Alcoholism and Drug
Dependence, Inc.

252 W. Swamp Road, Unit 12
Doylestown, PA 18901
Phone: 215-345-6644 Ext, 3102
Fax: 215-348-3377
E-mail: fmartin@bccadd.org



Mary Ann Mason
Board Member
Bucks County Drug and Alcohol Commission,

600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 400
Fax: Not Provided
E-mail: Not Provided

Dominick Maurizio, M.H.S.
Forensic Therapist
Penndel Mental Health Center
919 Durham Road
Penndel, PA 19047
Phone: 215-750-7060
Fax: Not Provided
E-mail: Not Provided

Bernard J. McBride, M.S.W.
Project Director
Bucks County Behavioral Health System
600 Louis Drive, Suite 102-A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 420
Fax: 215-773-9317
E-mail: bjmcbride@co.bucks.pa.us

William C. McDonald, CAC
Criminal Justice Programs Manager
Bucks County Council on Alcoholism & Drug

Dependence, Inc.
252 W. Swamp Road, Unit 33
Doylestown, PA 18940
Phone: 215-230-8715 Ext. 3148
Fax: 215-230-8723
E-mail: bmcdonald@bccadd

Agnes McFarlane
Bucks County Council on Alcoholism and
Drug Dependence, Inc.

Bailiwick Office Campus, Unit 12
252 West Swamp Road
Doylestown, PA 18901
Phone: 215-343-8979
Fax: Not Provided
E-mail: agmcf@webcom.com

Joe McNeil
Staff Technician
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax: 215-638-3628
E-mail: Not Provided

Jim T. Melvin, B.S., CAC
Therapist
Livengrin
1270 New Rodgers Road
Bristol, PA 19007
Phone: 215-781-2048
Fax: 215-781-2398
E-mail: Not Provided

Gaylord S. Mercer
Clinical Supervisor
Goldman Clinic
215 E. Johnson Street
Philadelphia, PA 19144
Phone: 215-787-2082
Fax: 215-787-2310
E-mail: glordm@aol.com, gmercer@nphs.com

Tom J. Mettee
Treatment Specialist
The Open Door of Indiana, PA
534 Philadelphia Street
Indiana, PA 15701
Phone: 724-465-2605
Fax: 724-465-2610
E-mail: Not Provided

Ted Millard, LMSW
Executive Director
Good Friends, Inc.
P.O. Box 165
Morrisville, PA 19067
Phone: 215-736-2861
Fax: 215-736-1966
E-mail: gfi@comcat.com



Lori T. Miller, M.Ed.
Therapist/Licensed Psychologist
Libertae, Inc.
5245 Bensalem Blvd
Bensalem, PA 19020
Phone: 215-639-8681 Ext. 213
Fax: 215-642-9525
E-mail: Not Provided

Shane E. Natter, B.S.W.
Drug and Alcohol Counselor/Social Worker
St. Gabriel's Hall
P.O. Box 7280
Audubon, PA 19407
Phone: 610-666-7970 Ext. 377
Fax: 610-666-1479
E-mail: Not Provided

Janet Million
Senior Assessment Counselor
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200 Ext. 243
Fax: 215 638 3628
E-mail: Not Provided

Larry Norton, LMFT, M.Ed., NCAC, CCS
Director
The Goldman Clinic
8th and Girard Avenue
Philadelphia, PA 19122
Phone: 215-787-2211
Fax: 215-787-2100
E-mail: Not Provided

LeeAnn Moyer, A.A.
Operations Officer
Bucks County Behavioral Health System
600 Louis Drive, Suite 102-A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 419
Fax: 215-773-9317
E-mail: lamoyer@co.bucks.pa.us

Thomas F. Overberger, B.A.
Counselor
Community Service Foundation
P.O. Box 283
Pipersville, PA 18947
Phone: 215-651-0027
Fax: Not Provided
E-mail: Not Provided

Mary D. Mullen, B.S.
Administrative Care Manager
Carbon-Monroe-Pike Drug and Alcohol
Commission, Inc.

724 Phillips Street, Penn Square Office Park

Stroudsburg, PA 18360
Phone: 570-421-1960
Fax: 570-421-3548
E-mail: mmullen@cmpda.cog.pa.us

Jennifer A. Musser, M.A.
Group Counselor/Prevention Specialist
Jewish Family and Children's Services of

Philadelphia
10125 Verree Road, Suite 300
Philadelphia, PA 19116
Phone: 215-934-5551 Ext. 200
Fax: 215-934-6966
E-mail: jennifer516@msn.com

David W. Parcher, LCPC
Executive Director
Kent and Sussex County Counseling
Services

1241 College Park Drive
Dover, DE 19904
Phone: 302-735-7790
Fax: 302-735-3654
E-mail: dparcher@kccsde.org

Elizabeth A. Paskey, M.A., LPC, AAMFT
Director of Family Services
Libertae, Inc.
5245 Bensalem Blvd.
Bensalem, PA 19020
Phone: 215-639-8681 Ext. 205
Fax: Not Provided
E-mail: Not Provided



Terica Petrosky-Dickson, M.A.
Clinical Director
Good Friends, Inc.
P.O. Box 165
Morrisville, P,\ 19067
Phone: 215-736-2861
Fax: 215-736-1966
E-mail: gfi@comcat.com

Theresa Randall, M.Ed.
Clinical Director
Congreso de Latinos Unidos
216 W. Somerset Street
Philadelphia, PA 19133
Phone: 215-763-8870
Fax: Not Provided
E-mail: Not Provided

Joseph V. Pettinati, M.Ed., M.B.A.
Director of Operations
UPHS-Presbyterian Medical Center
39th and Market Streets
Philadelphia, PA 19104
Phone: 215-662-9786
Fax: 215-243-3273
E-mail: joseph.pettinati@uphs.upenn.edu

Michael Ratajczak, LSW
Executive Director
Aldie Foundation, Inc.
228 N. Main Street
Doylestown, PA 18901
Phone: 215-345-8530
Fax: 215-345-5423
E-mail: aldie@erols.com

Richard M. Pine
President/CEO
Livengrin Foundation, Inc.
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200 Ext. 250
Fax: 215-638-2603
E-mail: LFRPine@aol.com

Sheila Reedy, B.S.W.
MES Therapist
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-901-0268
Fax: 215-638-3628
E-mail: reedy@temple.edu

Patricia A. Piscopo-Tisone, B.S.N., RN
Care Manager
Magellan Behavioral Health
16 Crocus Lane
Newtown, PA 18940
Phone: 215-579-8871
Fax: Not Provided
E-mail: RPRAA5@aol.com

Aaron Rice, III, B.A.
Therapist
Riverside Care, Inc.
1609 Woodbourne Road, Suite 403
Levittown, PA 19057
Phone: 215-945-7100
Fax: 215-945-6994
E-mail: Not Provided

Michael J. Radosky, B.S.
Bucks County Council on Alcoholism and
Drug Dependence, Inc.

Bailiwick Office Campus, Unit 12
252 W. Swamp Road
Doylestown, PA 18901
Phone: 215-345-6644 Ext. 3103
Fax: Not Provided
E-mail: Not Provided

William E. Riley, B.S,
Intensive Case Manager
COMHAR, Inc.
2022 East Allegheny Avenue
Philadelphia, PA 19134
Phone: 215-427-6578
Fax: 215-427-6581
E-mail: Danmc@comhar.org



Margie Rivera, B»3,, CAAP
Case Management Supervisor
Bucks County Drug & Alcohol Commission,

1200 New Rodgers Road, Suite B-2
Bristol, PA 19007
Phone: 215-788-8172
Fax: 215-788-9237
E-mail: mcr»vera@co.bucks.pa.us

Dana Roberson, B.A., CAAP
Case Manager
Bucks County Drug & Alcohol Commission,

1200 New Rodgers Road, Suite B-2
Bristol, PA 19007
Phone: 215-788-8172
Fax: Not Provided
E-mail: dlroberson@co.bucks.pa.us

Bozena Robertson, Ph.D., CRC, LPC
Quality Assurance Coordinator
Aldie Counseling Center
228 North Main Street
Doylestown, PA 18901
Phone: 215-345-8530 Ext. 103
Fax: Not Provided
E-mail: borobertson@yahoo.com

Ana Rosado, LSW
Care Manager
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-956-9934
Fax: Not Provided
E-mail: arosado@co.bucks.pa.us

Jody Rosenblum, LSW
Counselor
Aldie Foundation, Inc.
228 N. Main Street
Doylestown, PA 18901
Phone: 215-345-8530
Fax: 215-345-5423
E-mail: Not Provided

Tina Rowan
Associate Counselor
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax: 215-638-3628
E-mail: Not Provided

Kelly L. Rubin, B.S.
Social Worker
St. Gabriel's Hall
P.O. Box 7280
Audubon, PA 19407
Phone: 610-666-7970 Ext. 391
Fax: 610-666-1479
E-mail: Not Provided

Sheri L. Rubin, RN
Bucks County Program Director
Magellan Behavioral Health
105 Terry Drive; Suite 103
Newtown, PA 18940
Phone: 215-504-3996
Fax: 215-579-4514
E-mail: slrubin@magellanhealth.com

Brand! L. Ruggero, B.A.
Case Manager
Bucks County Council on Alcoholism and Drug
Dependence, Inc.

252 W. Swamp Road, Unit 33
Doylestown, PA18gO1
Phone: 215-230-8715 Ext. 3150
Fax: 215-230-8723
E-mail: bruggero@bccadd.org

Laura Rush, M.S.W.
Lead Counselor
Community Service Foundation
P.O. Box 283
Pipersville, PA 18947
Phone: 267-446-0456
Fax: Not Provided
E-mail: Not Provided



Nancy Salerno
Adult Probation Officer
Montgomery County Adult Probation
P.O. Box 311
Norristown, PA 19404
Phone: 610-278-3448
Fax: 610-278-3990
E-mail: Not Provided

Carlos B. Santillan, Ph.D.
Primary Therapist
New Directions Treatment Services
20-22 North Sixth Avenue
West Reading, PA 19611
Phone: 610-478-0646 Ext. 27
Fax: 610-478-1671
E-mail: Not Provided

Patrick Sarsfield, M.S.W.
Counselor
Aldie Foundation, Inc.
228 N. Main Street
Doylestown, PA 18901
Phone: 215-345-8530
Fax: 215-345-5423
E-mail: Not Provided

Lil Scott
719 Walnut Avenue
Langhome, PA 19047
Phone: 215-757-8176
Fax: Not Provided
E-mail: Not Provided

Rhonda P. Seidman, M.S.W., LSW
Prevention Specialist
Jewish Family and Children's Service
10125 Verree Road, Suite 300
Philadelphia, PA 19116
Phone: 215-934-5551 Ext. 190
Fax: 215-934-6966
E-mail: rpseidman@yahoo.com

Tony J. Sevick
Director of Mental Health Clinical Services
and Quality Management

Bucks County Mental Health/Mental
Retardation

600 Louis Drive, Suite 101
Warminster, PA 18974
Phone: 215-442-0760
Fax: 215-442-0780
E-mail: ajsevick@co.bucks.pa.us

Lorraine M. Scalzo, M.S.W., LSW
Drug and Alcohol Training Specialist
The Behavioral Health Training & Education
Network (BHTEN)

520 N. Delaware Avenue
7th Floor, Suite C
Philadelphia, PA 19123
Phone: 215-923-2116 Ext. 286
Fax: 215-923-2147
E-mail: lscalzo@pmhcc.org

Joyce M. Schug
Mental Health Program Specialist
Bucks County Mental Health/Mental
Retardation

600 Louis Drive, Suite 101
Warminster, PA 18974
Phone: 215-442-0760
Fax: 215-442-0780
E-mail: jmschug@co.bucks.pa.us

Maria A. Silva, CDC
Counselor Assistant
New Direction Treatment Services
1810 Steel Stone Road, Suite 101-102
Allentown, PA 18109
Phone: 610-264-5900
Fax: 610-264-8423
E-mail: mariadelasilva@hotmail.com

Donna M. Snyder, M.S.W., QCSW, LCSW
Drug and Alcohol Counselor
Glenbeigh Center of Erie
4906 Richmond Street
Erie, PA 16509
Phone: 814-864-4226
Fax: 814-864-4238
E-mail: heartsafire2002@aol.com



Mary Sommerer
Staff Technician
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200
Fax: 215-638-3628
E-mail: Not Provided

Linda Stezelberger, B.S.
Manager of Lung Health
American Lung Association
527 Plymouth Road, Suite 403
Plymouth Meeting, PA 19462
Phone: 610-941-9595
Fax: 610-825-8143
E-mail: lstezelberger@alapa.org

Harry N. Sorden, M.H.S.
Drug and Alcohol Counselor/Social Worker
St. Gabriel's Hall
P.O. Box 7280
Audubon, PA 19407
Phone: 610-666-7970 Ext. 355
Fax: Not Provided
E-mail: Not Provided

Bernard J. Stuetz, M.A., PA-C
Physician Assistant
Parkside Recovery/Fairmount Behavioral
Health Systems

Philadelphia, PA 19128
Phone: 215-884-6220
Fax: 215-884-1424
E-mail: bjspaethic @aol.com

Julia Stasik
Adult Probation Officer/Assistant Supervisor
Montgomery County Adult Probation
P.O. Box 311
Norristown, PA 19404
Phone: 610-278-3448
Fax: 610-278-3990
E-mail: Not Provided

Christine Stutman, ACSW, LSW
Director of Adult Services
Congreso de Latinos Unidos
216 W. Somerset Street
Philadelphia, PA 19133
Phone: 215-763-8870 Ext. 1011
Fax: 215-291-9153
E-mail: christines@congreso.net

Marilyn Stein
Case Management Supervisor
Lancaster County Drug and Alcohol
Commission

150 N. Queen Street
Lancaster, PA 17603
Phone: 717-390-7734
Fax: 717-293-7252
E-mail: steinm@co.lancaster.pa.us

Tom Tantillo, M.S.W., M.B.A.
Administrator
The Children's Hospital of Philadelphia
Department of Psychiatry
34th and Civic Center Blvd.
Philadelphia, PA 19104
Phone: 215-590-7581
Fax: 215-590-4251
E-mail: tantillo@email.chop.edu

Sharon Stern, M.S.S.
Prevention Specialist
Project PRIDE Jewish Family and Children's

10125VerreeRoad
Philadelphia, PA 19116
Phone: 215-934-5551 Ext. 188
Fax: 215-934-6966
E-mail: sharons@jfcsphil.org

Lois F. Terry, MCAT
Clinician
INTERAC MHDA, FIR Unit
481 Kranns Ave
Philadelphia, PA 19128
Phone: 215-509-1900 Ext. 3018
Fax: 215-509-1911
E-mail: Not Provided



Linda Texter, CAC, RN-C
Director
The Drug and Alcohol Center
6th Ave & Spruce Street, Bldg. J
West Reading, PA 19611
Phone: 610-988-8284
Fax: 610-988-8187
E-mail: Not Provided

Edward B. Thorn, M.A.
Education Director
Valley Day School
300 Allendale Drive
Morrisville, PA 19067
Phone: 215-295-1155
Fax: 215-295-5660
E-mail: Not Provided

Gloria Ann Thetford, M.Ed., RN
RN Supervisor
Marion County Health Depatment
3180 Center Street, NE
Salem, OR 97301
Phone: 503-588-5351
Fax: 503-585-4908
E-mail: Not Provided

Jeffrey A. Thomas, M.H.S., LPC, CAC
Administrator
White Deer Run, Inc.
1550 Overbrook Road
Williamsport, PA 17701-1726
Phone: 800-255-233 Ext. 610
Fax: 570-538-5303
E-mail: jefft@whitedeerrun.com

Mary Thomas, LPN, CAC
Counselor
The Drug and Alcohol Center
6th Ave & Spruce Street, Bldg. J
West Reading, PA 19611
Phone: 610-988-8186
Fax: 610-988-8187
E-mail: Not Provided

Mary W. Thompson, Ed.D.
Licensed Psychologist Manager
Norristown State Hospital
1001 Sterigere Street
Norristown, PA 19401
Phone: 610-313-1286
Fax: Not Provided
E-mail: marymaurer@hotmail.com

Lambert Tolbert, M.Ed.
Program Treatment Supervisor
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 415
Fax: Not Provided
E-mail: lrtolbert@co.bucks.pa.us

Arlene W. Tollerson, M.S.S., LSW
Program Director
Girard Medical Center
801 Girard Avenue, 9-Tower
Philadelphia, PA 19122
Phone: 215-787-2318
Fax: 215-787-2258
E-mail: atollerson@nphs.com

Steven C. Tomlin, M.H.S., CAC, CCS
Director
Luzerne Treatment Center
600 East Luzerne Street
Philadelphia, PA 19124
Phone: 215-634-8960 Ext. 115
Fax: 215-634-8962
E-mail: stomlin@minsec.org

Kathleen Walker, RN
Mental Health and Drug Treatment Nurse
Marion County Health Depatment
3180 Center Street, NE
Salem, OR 97301
Phone: 503-588-5358
Fax: 503-585-4908
E-mail: Not Provided



Elizabeth Walmsley, B.A., CAC
Therapist
Riverside Care, Inc.
1609 Woodbourne Road, Suite 403
Levittown, PA 19057
Phone: 215-945-7100
Fax: 215-945-6994
E-mail: Not Provided

Patricia T. Warfel, LSW
Care Manager
Magellan Behavioral Health
105 Terry Drive
Newtown, PA 18940-3427
Phone: 877-769-9779 Ext. 3192
Fax: Not Provided
E-mail: Not Provided

Judie A. Weiss, B.A.
Outreach Case Manager
Bucks County Council on Alcoholism & Drug
Dependence, Inc.

252 W. Swamp Road
Bailiwick Office Campus, Unit 12
Doylestown, PA 18901
Phone: 215-345-6644 Ext. 3130
Fax: 215-348-3377
E-mail: jweiss@bccadd.org

Patrick J. Wenrick, M.A., LPC
Program Director
Riverside Care, Inc.
1609 Woodbourne Road, Suite 403
Levittown, PA 19057
Phone: 215-945-7100
Fax: 215-945-6994
E-mail: PatricW@msn.com

KathyA. White
Director, Shelter Services
American Red Cross, Lower Bucks County

Chapter
7 Library Way
Levittown, PA 19055
Phone: 215-949-1727
Fax: 215-949-1295
E-mail: whitek@crossnet.org

Susan Whitman, LSW
Care Manager
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-956-9934
Fax: Not Provided
E-mail: shwhitman@co.bucks.pa.us

Stephanie J. Will, M.S.S., LSW
Coordinator of Clinical Services
Family Service Association of Bucks County
One Oxford Valley, Suite 717
Langhorne, PA 19047
Phone: 215-757-6916
Fax: 215-757-2115
E-mail: FSABC@earthlink.net

L. Sue Williams
Administrative Officer
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 401
Fax: 215-956-9939
E-mail: lswilliams@co.bucks.pa.us

Dianna M. White, B.S.N.
Registered Nurse
Doylestown Hospital
Healthy Beginnings Plus
595 West State Street
Doylestown, PA 18901
Phone: 215-345-2400
Fax: 215-345-2095
E-mail: dwhite@dh.org

Robert Williams
Director
B E H O L D .
229 Plaza Blvd., Suite 19
Morrisville, PA 19067
Phone: 215-295-5510
Fax: 215-428-2835
E-mail: beholdinbuxco@aol.com
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Diane Womer, CAC Elinor Wuest, LPN
Senior Counselor Nursing Services Manager
Livengrin Foundation Aldie Foundation, Inc.
4833 Hulmeville Road 228 N. Main Street
Bensalem, PA 19020 Doylestown, PA 18901
Phone: 215-638-5200 Phone: 215-345-8530
Fax: 215-638-3628 Fax: 215-345-5423
E-mail: Not Provided E-mail: Not Provided

Mary Jane Woods, M.S.
Director TQM
Livengrin Foundation
4833 Hulmeville Road
Bensalem, PA 19020
Phone: 215-638-5200 Ext. 297
Fax: Not Provided
E-mail: Not Provided
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PRESENTERS

Deborah Atkinson
Behavioral Health Consumer Advocate
Bucks County Behavioral Health
Systems/Reach Out Foundation of Bucks
County

229 Plaza Blvd., Suite 19
Morrisville, PA 19067
Phone: 1-888-829-4673
Fax: 215-428-2835
E-mail: BCBHadv@aol.com

Linda Barry, M.Ed., LCDS
Program Director
SSTAR-SSTARBIRTH
49 Midvale Avenue
Cranston, Rl 02920
Phone: 401-463-6001
Fax: 401-463-8236
E-mail: lbarry@starbirth.com

James (Jim) P. Connolly
Pennsylvania Chapter Director and Regional
Director National Alliance of Methadone
Advocates

14 South Ascot Court
Newton, PA 18940-1636
Phone: 215-968-3976
Fax: 215-968-6592
E-mail: jimpcon@erols.com

Robert E. Cosner, LSW
Director
Bucks County Children and Youth Services
Agency

4259 West Swamp Road, Suite 200
Doylestown, PA 18901
Phone: 215-348-6924
Fax: 215-348-6989
E-mail: Not Provided

Gene R. Boyle, M.A.
Director
Pennsylvania Department of Health
Bureau of Drug and Alcohol Programs
02 Kline Plaza, Suite B
Harrisburg, PA 17104
Phone: 717-783-8200
Fax: 717-787-6285
E-mail: eboyle@state.pa.us

Francis V. Crumley, M.S.W.
Chief Adult Probation and Parole Officer
Bucks County Adult Probation and Parole
Department

55 East Court Street
Doylestown, PA 18901
Phone: 215-348-6634
Fax: 215-348-6691
E-mail: fvcrumley@co.bucks.pa.us

Sharon Brass-Corey, J.D.
Board of Directors Member
Bucks County Council on Alcoholism and

Drug Dependence, Inc.
2238A Pileggi Road
Warrington, PA 18976
Phone: 215-343-4725
Fax: Not Provided
E-mail: Brass-4@prodigy.net

Peter A. DeMaria, Jr., M.D., FASAM
Associate Professor of Psychiatry and Human

Behavior at Jefferson Medical College
Medical Director of the Narcotic Addict

Rehabilitation Program of Thomas Jefferson
University

833 Chestnut East, Suite 210-E
Philadelphia, PA 19107
Phone: 215-955-2542
Fax: 215-503-2850
E-mail: peter.demaria@mail.tju.edu



Hon. Gene DiGirolamo
State Representative
Pennsylvania State House of
Representatives, 18th Legislative District

2444 Bristol Poad
Bensalem, PA 19020
Phone: 215-750-1017
Fax: 215-750-1295
E-mail: gdigirol@pahousegop.com

William R. Dubin, M.D.
Medical Director of the Bucks County
Behavioral Health System

Professor of Psychiatry in the Temple
University School of Medicine

600 Louis Drive, Suite 102-A
Warminster, PA 18974
Phone: 215-773-9313 Ext. 425
Fax: 215-773-9317
E-mail: wrdubin@co.bucks.pa.us

Dorothy J. Farr, LSW, LADC
Clinical Director
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102-A
Warminster, PA 18974
Phone: 215-773-9313
Fax: 215-956-9939
E-mail: djfarr@co.bucks.pa.us

Michael G. Fitzpatrick, Esq.
Chairman
Bucks County Board of Commissioners
55 East Court Street, 5th Floor
Doylestown, PA 18901
Phone: 215-348-6424
Fax: 215-348-6571
E-mail: Not Provided

Harris Gubernick, M.A.
Director of Corrections
Bucks County Department of Corrections
1730 South Easton Road
Doylestown, PA 18901
Phone: 215-345-3914
Fax: 215-345-3940
E-mail: Hgubernick@co.bucks.pa.us

Margaret (Marge) E, Hanna, M.Ed.
Executive Director
Bucks County Drug & Alcohol Commission, Inc.
600 Louis Drive, Suite 102-A
Warminster, PA 18974
Phone: 215-773-9313
Fax: 215-956-9939
E-mail: mehanna@co.bucks.pa.us

Kate Hodder, B.S.
Manager
Bucks County Department of Corrections
Women's Community Corrections Center
1730 South Easton Road
Doylestown, PA 18901
Phone: 215-345-3990
Fax: 215-345-3993
E-mail: kmhodder@co.bucks.pa.us

Steven J. Karp, D.O.
Chief Psychiatric Officer
Pennsylvania Department of Public Welfare
502 Health and Welfare Building, Commonwealth
and Forster Streets

Harrisburg, PA 17015
Phone: 717-772-2351
Fax: 717-787-5394
E-mail: skarp@state.pa.us

Jeffrey J. Kegley, M.S.W.
Executive Vice President & COO
Advanced Treatment Systems, Inc.
PO Box 787
Kennett Square, PA 19348
Phone: 1-800-662-2438
Fax: 610-268-3514
E-mail: jkegley@aol. com

Robert E. Kelsey, M.Div.
Deputy Chief Adult Probation and Parole Officer
Bucks County Adult Probation and Parole
Department

600 Louis Drive, Suite 100
Warminster, PA 18974
Phone: 215-442-0209
Fax: 215-442-0693
E-mail: rekelsey@co.bucks.pa.us



Charles H, Martin
Bucks County Commissioner
Bucks County Board of Commissioners
55 East Court Street, 5th Floor
Doylestown, PA 18901
Phone: 215-348-6426
Fax: 215-348-6571
E-mail: Not Provided

Sandra A. Miller
Bucks County Commissioner
Bucks County Board of Commissioners
55 East Court Street, 5th Floor
Doylestown, PA 18901
Phone: 215-348-6425
Fax: 215-348-6571
E-mail: Not Provided

Sharon A. Morelio, B.S.N., RN
Administrator of Substance Abuse Treatment

Services
Rhode Island Department of Mental Health,

Retardation and Hospitals
Division of Behavioral Healthcare
14 Harrington Road-Barry Hall
Cranston, Rl 02920-3080
Phone: 401-462-6072
Fax: 401-462-6078
E-mail: smorello@mhrh.state.ri.us

Mark Morgan
Mental Health Program Director
Bucks County-Creating Satisfaction Together,

600 Louis Drive, Suite 106
Warminster, PA 18974
Phone: 1-800-734-5665
Fax: 215-442-1599
E-mail: nagrom@covad.net

Richard M. Notaro
Supervisor of Drug and Alcohol Intensive
Aftercare

Bucks County Juvenile Probation Department
55 East Court Street
Doylestown, PA 18901
Phone: 215-348-6514
Fax: 215-348-6472
E-mail: rmnotaro@co.bucks.pa.us

Mark W. Parrino, M.P.A.
President
American Association for the Treatment of Opioid

Dependence, Inc.
217 Broadway, Suite 304
New York, NY 10007
Phone: 212-566-5555
Fax: 212-349-2944
E-mail: AmerMeth@aol.com

Bert Pepper, M.D., M.S.
Founder and Executive Director
The Information Exchange, Inc.
120 North Main Street
New City, NY 10956
Phone: 845-634-0050
Fax: 845-638-6061
E-mail: bertpepper@aol.com

Nicholas Reuter
Senior Public Health Analyst
Center for Substance Abuse Treatment
Division of Pharmacological Therapy
5600 Fishers Lane, Rockwall II, Suite 880
Rockville, MD 20857
Phone: 301-443-0457
Fax: 301-480-0457
E-mail: nreuter@samhsa.gov



Hon. John J. Rufe

Bucks County Courts
Court of Common Pleas
Bucks County Court House
Doylestown, PA 18901
Phone: 215-348-6068
Fax: Not Provided
E-mail: Not Provided

Diane W. Rosati, M.A.
Associate Director
Bucks County Drug & Alcohol Commission,

600 Louis Drive, Suite 102-A
Warminster, PA 18974
Phone: 215-773-9313
Fax: 215-956-9939
E-mail: dwrosati@co.bucks.pa.us

Kathy Sharp
Executive Director
Reach Out Foundation
229 Plaza Blvd.
Morrisville, PA 19067
Phone: 215-428-0404
Fax: 215-428-2835
E-mail: ROFBucks@aol.com

Trusandra E. Taylor, M.D.
Medical Director
Montgomery County Methadone Center
316 Dekalb Pike
Norristown, PA 19041-4908
Phone: 610-272-3710
Fax: 610-270-0780
E-mail: TrusandraTaylor@aol.com

Hon. Henry F. Weber
District Court Judge
Jefferson District Court
Jefferson Hall of Justice
600 West Jefferson Street
Louisville, KY 40202
Phone: 502-595-4610
Fax: 502-595-3270
E-mail: henryw@mail.aoc.state.ky.us

Maria T. Wensus, LSW
Program Coordinator
Aldie Counseling Center
Pharmacotherapy Program
228 North Main Street
Doylestown, PA 18901
Phone: 215-345-8530 Ext. 117
Fax: 215-345-5423
E-mail: mwensus@comcast.net

David Spencer, M.P.A., M.B.A.
Executive Director and Vice President
Tri-Hab, Inc., A Gateway Healthcare Provider
58 Hamlet Ave.
Woonsocket, Rl 02895
Phone: 401-765-4040
Fax: 401-658-3757
E-mail: TRIHAB58@aol.com



CONTRACTOR STAFF

Larry Robertson, M.A. Samara A. Vasquez
Project Director Meeting Planner
Johnson, Bassin & Shaw, Inc. Johnson, Bassin & Shaw, Inc.
8630 Fenton Street, 12th Floor 8630 Fenton Street, 12th Floor
Silver Spring, MD 20910 Silver Spring, MD 20910
Phone: 301-495-1080 Ext. 3108 Phone: 301-495-1080 Ext. 3197
Fax: 301-587-4352 Fax: 301-587-4352
E-mail: LRobertson@jbs1.com E-mail: SVasquez@jbs1.com

Brenda Silvia, M.Ed.
Technical Assistance Manager
Johnson, Bassin & Shaw, Inc.
8630 Fenton Street, 12th floor
Silver Spring, MD 20910
Phone: 301 -495-1080 Ext. 3264
Fax: 301-587-4352
E-mail: BSilvia@jbs1 .com
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email: hrdac&'co. hicks, na.us

BUCKS COUNTY DRUG & ALCOHOL COMMISSION, INC.

General Information

The Bucks County Drug & Alcohol Commission, Inc. (BCDAC, Inc.) was created in 1973 in
response to concerns about the impact of alcohol and other drug abuse and dependency on our
population. Initially established as a department of county government, BCD AC, Inc. moved to a
private not-for-profit status in July of 1987.

Although a private agency, BCDAC, Inc. maintains a close working relationship with county
government and functions as part of the Bucks County Division of Human Services (DHS) and the
Bucks County Behavioral Health System (BCBHS). The county continues to provide matching
funds for programs and remains the contractee with the Pennsylvania Departments of Health
(Bureau of Drug and Alcohol Programs) and Welfare (Office of Mental Health and Substance
Abuse Services) and with other state and federal agencies that may award funds to us.

MISSION STATEMENT

The Bucks County Drug and Alcohol Commission, Inc. serves as the Single County Authority
(SCA) responsible for facilitating the provision of a comprehensive and balanced system of quality
substance abuse prevention, intervention and treatment services for county residents. The
Commission seeks to eliminate addiction, alleviate its effects and ultimately eliminate the abuse
and misuse of alcohol, tobacco and other drugs in the county.

The Bucks County Drug and Alcohol Commission, Inc. also serves to foster planning and service
delivery partnerships on local and regional levels where such collaborations result in efficient and
effective utilization of health care and human services resources.

The Commission will effectively empower the development and maximization of Bucks County
resources - human, physical and financial - in keeping with its mission and toward the achievement
of its goals.
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GOALS OF THE COMMISSION

* BCD AC, Inc. will develop and implement effective solutions to alcohol, tobacco, and other
drug related prevention, intervention and treatment concerns and problems through
innovative problem solving, planning, advocacy, administration, education and funding
strategies at the local and regional level.

# All Bucks County residents, including those with special needs, will have convenient access
to a full continuum of quality prevention, intervention and treatment services. These
services will be age and culturally appropriate.

* There will be a decrease in the number of Bucks County residents, especially school age
children, using alcohol, tobacco and other drugs leading to a reduction in alcohol, tobacco,
and other drug related violence and a decline in involvement with the legal and medical
systems.

The Bucks County Drug and Alcohol Commission, Inc. is acknowledged as the lead agency for
alcohol, tobacco and other drug (ATOD) abuse related prevention, intervention and treatment
services for Bucks County residents. As such, we perform a variety of functions designed to ensure
that individuals and family members who are affected by substance abuse and dependency have
quality services available to help them.

THE BUCKS COUNTY DRUG & ALCOHOL COMMISSION, INC. PROVIDES FOR THE
FOLLOWING:

DEVELOPMENT OF A COUNTY PLAN for prevention, intervention and treatment services
occurs every three to five years with annual updates. Public hearings are advertised and we
welcome input from individuals and groups at anytime during the year. We utilize federal, state
and local funds to finance this plan and we award funds to various agencies to provide services.
The Bucks County Drug and Alcohol Commission, Inc. 2002-2003 State Plan Update is the plan
document under which we are currently operating. Copies of this document and the forthcoming
2003-2004 State Plan Update are available at all public libraries, the Bucks County Office of Public
Information and BCD AC, Inc. offices. Your input into our planning process is very important to
us, and your suggestions, complaints and grievances will be welcomed at any time during the year

During this coming year we will begin planning for a corporate strategic plan for 2004-2007. We
will notify county residents about opportunities for involvement in this process which will include
workshops, focus groups and surveys. We intend to work collaboratively with the Communities
That Care and America's Promise - initiatives in this process

CLIENT SERVICES including pre-screens and assessments, care management, intervention and
treatment services, intensive case management and mobile engagement services. These services
are available, as funding allows, to those without insurance coverage and/or who do not otherwise
have access to subsidized care through another payment system, i.e. Medicaid, Medicare, Veteran's
Services Center, etc.

• Pre-Screen and Assessment Services for children, adolescents and adults are available
through a subcontracting arrangement with licensed community agencies throughout the



county. Assessors are required to complete a number of trainings on standardized
instruments for assessment and placement recommendations.

# Care Management Services are provided by our staff to ensure that clients seeking treatment
receive a quality assessment and are referred to the appropriate level of care. This service
includes continuing care reviews and other utilization management and quality assurance
functions designed to facilitate the movement of clients from one level of care to another

+ Intervention Services are those designed to assist an individual and/or family member to
recognize their need for help to address their use, abuse or dependency to alcohol, tobacco
and/or other drugs. We fund both school and community-based intervention alternatives, with
a special emphasis on early intervention programs for school age children and adolescents. We
also finance specialized intervention services for those involved within the criminal justice
system.

• Treatment Services financed by our office include outpatient, intensive outpatient, methadone
maintenance, partial hospitalization and residential alternatives. Specialty services for
adolescents, women, seniors, intravenous drug users, incarcerated individuals, Spanish-
speaking, hard-of-hearing and deaf clients are just a few of the options available to county
residents. Assessment and counseling are also provided at homeless shelters, transitional living
and senior housing sites. Client liability is determined according to a sliding fee scale.
BCD AC, Inc. can subsidize a portion of the treatment costs for many residents who do not have
insurance or another source of funding, and who meet our funding criteria. Clients on Medical
Assistance (Medicaid) can access care through the county's HealthChoices behavioral health
managed care program.

• Intensive Case Management Services are provided by our staff through a strength-based
model to ensure that clients receive the support or ancillary services they need to recover from
dependency and to achieve self sufficiency. A specialized intensive case management program
is operated in the Bucks County Correctional Facilities for female offenders. We additionally
provide these services to priority clients whose treatment in financed through the Medicaid
behavioral health managed care program.

* Mobile Engagement Services are made available through select agencies to assist in engaging
clients in treatment. This includes special projects for adolescents, pregnant women and for
individuals with a history of multiple relapses.

QUALITY OF CARE REVIEWS are accomplished through an extensive quality assurance and
licensing process with all subcontractors. A continuous quality improvement process (CQI), that
includes consumer satisfaction surveys and follow-up studies, is also in place for all levels of care.
The BCDAC, Inc. utilizes the Client Advisory Board (CAB), made up of current and former
intensive case management clients, to assist in a review of our client related policies and
procedures and to provide us with important feedback on intervention and treatment services.
Additionally we work with PRO-ACT, a locally based advocacy program in the development and
implementation of consumer surveys.

GRIEVANCE AND APPEAL PROCEDURES and a CLIENT BILL OF RIGHTS are in place
to ensure that clients and their families have an opportunity for a fair hearing should problems arise
during their treatment experience.



COMMUNITY EDUCATION AND OUTREACH SERVICES are provided through various
subcontractors and include special projects in predominantly African American and Latino
neighborhoods, and for populations designated as high risk for substance abuse and dependency.
Pamphlets, films and videos, speakers and reference materials are available through several
subcontractor sites and a national computer network for specialized information is available.

PREVENTION & TRAINING SERVICES are provided through various subcontractors. We
encourage proactive efforts to promote healthy lifestyles and prevent inappropriate use and abuse
of alcohol, tobacco and other drugs. We strive to empower communities to become involved in
quality and long-term community based prevention efforts, including violence prevention activities,
and we provide technical assistance to this end. We view initiatives such as Communities That
Care (CTC) and America's Promise as the best ways for us to achieve the county's goals for drug-
free communities and healthy life-styles.
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BUCKS COUNTY DRUG & ALCOHOL COMMISSION, INCS

DRUG AND ALCOHOL EXECUTIVE COMMISSION

Robert E. Kelsey, Chairperson
424 Long Avenue
Langhome, PA 19047

Paul Regul, Vice-Chair
641 Schwenkmill Road
Perkasie, PA 18944

Darlene Stedman, Secretary
Stedman's Inc.
Woodbine Plaza, 2636 Bristol Pike
Bensalem, PA 19020

Greg Lentz, Treasurer
ZA Consulting
101 West Avenue, Suite 300
Jenkintown, PA 19046

Betty Bell
80 Carousel Circle
New Britain, PA 18901

phone & fax

cell phone

(h) 215-752-2308
(w) 215-442-0209
(f) 215-442-0693
lfftUey<i0@hpllatlantir. net
rekelsey@co.bucks.pa.us

(h) 215-257-8189
(w) 215-661-2585
(0215-616-6317
pregiil@mmr.ast net
Pager 888-443-7952

Criminal Justice Category
Appointed 8/6/97
2nd term expires 7/30/03

Community Category
Appointed 9/8/00
1st term expires 9/6/03

(w) 215-639-8770 Business Category
(f) 215-639-8771 Appointed 2/18/98
info@stedmansinc.com 2nd term expires 2/18/04
dstedman@stedmansinc. com

Business Category
Appointed 7/22/98
2 term expires 7/22/04

(h) 215-396-7915
(w) 215-517-4931
(f) 215-572-4970
215-808-0477
glentz@zaconsulting. com
gclent7.@earthlink.net

(h) 215-345-5474
(w) 215-230-4500
(f) 215-230-8132 2ndterm expires 7/30/03
hhelifgjfirstservirehanlf online mm

Business Category
Appointed 8/06/97

Michael Burns, Esquire
One Oxford Valley, Suite 301
Langhome, PA 19047

Chris Demetriou
3625 Bryon Rd
Doylestown, PA 18901

Michael T. Fay
2336 Magnolia Way
Jamison, PA 18929

(h) 215-750-0287
(w) 215-750-7271
(f)215-750-1933
mjhurnsesq@psna1iirn mm

(h) 215-794-4997
cmdemetriou@earthlink.net

(h) 215-491-9372
tfaymike8(//)yahnn mm

Business Category
Appointed 4/3/02
1st term expires 7/30/04

Student Category
Appointed 6/6/01
1st term expires 6/6/04

Student Category
Appointed 6/6/01
1st term expires 6/6/04
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Gloria Hall
50 Bittersweet Dr.
Doylestown, PA 18901

(h) 215-230-9092

glodouggy@aol. com

Community Category
Appointed 6/6/01
1st term expires 6/6/04

Bryan Hutchinson
251 South Olds Blvd. #D-70
Fairless Hills, PA 19030

(h) 215-269-9592 Community Category
Appointed 1/16/01
1st term expires 1/3/04

Mary Ann Mason
2536 Madara Road
Bensalem, PA 19020-1317

Gladys Mendieta
1731 Fulling Mill Road
Langhorne, PA 19047

(h) 215-638-9319
(vv) 215-504-3942
(f) 215-579-4514
MARNSYLMSN@aol.com

(h) 215-860-0269
(w) 215-781-9510
g1flrlv<^/?)1fltinavoice m m

Community Category
Appointed 1/16/01
1st term expires 1/03/04

Business Category
Appointed 12/7/00
1st term expires 12/06/03

Mark Morgan
57 Main Street, Apt 1
Fallsington, PA 19054

(h) 215-237-9311
(w) 215-442-1599
(f) 215-442-9710
nagrnm(?7)rnvaH net

Community Category
Appointed 1/16/01
1st term expires 1/3/04

Gordian V. Ehrlacher
Public Health Administrator
Health Department
Neshaminy Manor Center
Route 611 & Almshouse Road
Doylestown, PA 18901

Beverly Haberle, Executive Director
BCCADD, Inc.
Bailiwick Office Campus, Unit #12
252 West Swamp Road
Doylestown, PA 18901-2444

(w) 215-345-3322
(f) 215-345-3833
gvehrlacher@co. bucks, pa.us

(w) 215-345-6644
(f) 215-348-3377
bhaberle@bccadd.org

Represents Bucks County
Health Dept.

Ex officio non-voting member

Represents Service Providers
Advisory Task Force

Ex officio non-voting member

Margaret E Hanna
17NaylorCourt
Quakertown, PA 18951

(w) 215-773-9313
(h) 215-536-0411
215-896-4045 cell
mehannfl@nni com (home)
mehanna@co.bucks.pa.us

6x215-956-9939
fax 215-804-0789

August 29, 2002
BOARD\board list.doc



BUCKS COUNTY DRUG & ALCOHOL COMMISSION, INC. ""°~ - . / ' '

600 Louis Drive, Suite 102-A
Warminster, PA 18974

215-773-9313 (t)
215-956-9939 (f)

BCDAC@co.bucks.pa.us

General Information

The Bucks County Drug & Alcohol Commission, Inc. (BCDAC, Inc.) was created in 1973 in
response to concerns about the impact of alcohol and other drug abuse and dependency on our population.
Initially established as a department of county government, BCDAC, Inc. moved to a private not-for-profit
status in July of 1987.

BCDAC, Inc. serves a the Single County Authority (SCA) responsible for facilitating the
provision of a comprehensive and balanced system of quality substance abuse prevention, intervention and
treatment services for residents. The Commission seeks to eliminate addiction, alleviate its effects and
ultimately eliminate the abuse and misuse of alcohol, tobacco and other drugs in Bucks County.

WHERE TO GO FOR AN ASSESSMENT:

In order for a Bucks County resident to receive funding for treatment, specific criteria must be
met. An assessment may be scheduled at any of the following licensed treatment providers:

PRIMARY ASSESSMENT SITES:

• Aldie Counseling Center (215) 345-8530
228 N. Main Street, Doylestown, PA 18901

• Livengrin Foundation (215)781 -2048
1270New Rogers Road. Bristol, PA 19007

• Perm Foundation (215) 257-9999
807 Lawn Avenue, Sellersville, PA 18960

GRIEVANCE AND APPEAL PROCESS:

BCDAC, Inc. and all providers offer a Grievance and Appeals Process. A complaint may be made to the
Supervisor of Care Management, at:

Bucks County Drug & Alcohol Commission, Inc.
600 Louis Drive

Suite 102-A
Warminster, PA 18974

(215) 956-9934 (t)
(215)956-9937(f)

We will work to ensure the resolution of this complaint or grievance, and will assist in filing a
grievance, as necessary.



BCDAC, Inc.
Case Management Services Unit Staff

Margie Rivera
Intensive Case Management Supervisor

Dana Roberson
Intensive Case Management Specialist

Andrea Guerra
Administrative Assistant

Sybil Henderson

Lead Case Manager

Maria Duprey
PCCD Case Management
Specialist

Jill Voit

PCCD Case Management
Assistant

This brochure was developed, in part, by the Client
Advisory Board of the Bucks County Drug &
Alcohol Commission, Inc. Case Management
Services Unit.

Services are provided and employment/applicant for
employment is made without regard to age, race,
color, religion, sex, life style, affectional or sexual
orientation, ancestry, national origin or disability
except where there is a bonafide occupational
qualification.

"This project made possible by an agreement with
the Pennsylvania Department of Health, Bureau of
Drug and Alcohol Programs. The Bureau of Drug
and Alcohol Programs specifically disclaims
responsibility for any analysis, interpretations, or
conclusions herein."

Support I on P\Cmsu Brochure 98.ppt

Case Management Services Unit
Bucks County Drug & Alcohol Commission, Inc.

1200 New Rodgers Road
Suite B-2, Box 852
Bristol, PA 19007

(215) 788-8172



G. R. A. S. P. Hold of Life...

# (jTUIDANCE

Lending a hand, step by step, to help you
make choices

RE FERHAL

Providing a sense of direction on where to
turn

ADVOCACY

Helping you to stand up for your self

SUPPORT

Motivating and encouraging you

'ERSONALIZED

Providing one-on-one assistance in getting
services you may need

Break Free From Addiction!

Our goals are to help
you:

- Move into recovery and
independence

- Recognize and build upon
your strengths

The Case Management
Services Unit is here to
help you.

Give us a call at
(215) 788-8172

Kays ofHopp



Required Documentation for Approved
Pennsylvania Certification Board (PCB)

12 credits for attendance at this
conference

1. Complete the information form attached
and submit at the CEU Registration table
in the lobby at the beginning of the
conference.

2. Sign the attendance sheet, at the CEU
Registration table first thing each morning
and at the end of each day.

3. Complete the Conference Evaluation Form
In your packet

4. Exchange the Conference Evaluation Form
for your certificate of attendance at the
end of the conference from the CEU
Registration table.

ENJOY THE CONFERENCE!



Bucks County Drug <& Alcohol Commission, Inc.
Training Registration Form

Please complete all sections, printing clearly and return to the CEU
Registration table. Thank you.

Name:
Last MI First

Agency Name:

Agency Address:

Telephone: E-Mail:

Fax:

Current Position Title:

Title of Training: Pharmacotherapy A Narcotic
Dependence: Best and Promising Practices

Dates of Training: September 9-10. 2002

Approved PCB Credit Hours: .12

Your Signature <J Date:
Signature Date



Required Documentation for Approved CEUs for
Licensed Social Workers

1. Complete the information (on the flip side of
this paper) and submit at the CEU
Registration table in the lobby at the
beginning of the conference.

2. Complete the Conference Evaluation Form m
your packet.

3. Sign the attached Statement of Attendance
Form.

4. Bring both the Statement of Attendance Form
and the Conference Evaluation Form to the
CEU Registration table at the end of the
cofnerence. You must also pay a $15
certificate fee, check payable to BCD AC. Inc.
You will receive a formal certificate in the
mail from the institution issuing the credits.

ENJOY THE CONFERENCE!



Bucks County Drug <& Alcohol Commission, Inc.
Training Registration Form

Please complete all sections, printing clearly and return to the CEU
Registration table. Thank you.

Name:
Last MI First

Agency Nome:

Agency Address:

Telephone: E-Mail:

Fax:

Current Position Title:

Title of Training: Pharmacotherapy <& Narcotic
Dependence: Best and Promising Practices

Dates of Training: September 9-10. 2002

Approved CEUs for PA Licensed Social Workers: 10.5

Your Signature <& Date:
Signature Date



Statement of Attendance
To document CEUs

Event: Pharmacotherapy and Narcotic Dependence: Best and
Promising Practices

Date: September 9-10. 2002

Approved CEUs: 10.5 for PA State Board of Social Work
Examiners through a formal co-sponsorship
agreement with the Bryn Mawr School of Social
Work and Social Research

My signature below attests that I attend all scheduled events of
the September 9-10, 2002 conference listed above, fulfilling the
requirement for the 10.5 CEUs.

Printed Name:

Signature: Date:



PHARMACOTHERAPY AND NARCOTIC DEPENCENCE:
BEST AND PROMISING PRACTICES

Conference Evaluation Form

September 9-10, 2002

I. Overall Conference Evaluation

SUBJECT CONTENT

1. Theoretical

2. Practical

SUBJECT LEVEL

MUCH

•
•

ELEMENTARY

BALANCED

•
•

SGHT

ENOUGH

•
•

ADVANCED

• • •
C. FACILITY EXCELLENT

• • •

D. PLEASE RECORD YOUR OVERALL REACTIONS TO THIS CONFERENCER BY PLACING
AN "X" IN THE APPROPRIATE BOX OF THE SCALE

Excellent

E. YOUR SUGGESTIONS FOR IMPROVEMENT WOULD BE APPRECIATED

F. OTHER COMMENTS: INCLUDING OTHER TRAININGS YOU WOULD LIKE TO SEE.

(Please turn to other s\de)



PLEASE RATE EACH SPEAKER
II. isandra Taylor

SUBJECT CONTENT

1. Theoretical

2. Practical

SUBJECT LEVEL

PRESENTATION

MUCH

•
•

ELEMENTARY

•

EFFECTIVE

BALANCED

•
•

•
SOMEWHAT
EFFECTIVE

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

III. Mark Parrino. M.P.A.

Theoretical

Practical

•

•

•

•

SUBJECT CONTENT MUCH

•
•

•

•

BALANCED

•
•

ENOUGH

•
•

ADVANCED

EFFECTIVE

•

•

•

ENOUGH

•
•

SUBJECT LEVEL
ELEMENTARY

•

PRESENTATION

2

3-

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

EFFECTIVE

•

•

•

•

•
SOMEWHAT
EFFECTIVE

•

•

•

•

ADVANCED

•

EFFECTIVE

•

•

•

D



IV.

V.

PLEASE RATE EACH SPEAKER

Treating the Pharmacotherapy in a "Drug Free" Panel

SUBJECT CONTENT

1. Theoretical

2. Practical

SUBJECT LEVEL

PRESENTATION

MUCH

•
•

ELEMENTARY

•
EFFECTIVE

BALANCED

•
•

•
SOMEWHAT
EFFECTIVE

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

Criminal Justice Panel

A. SUBJECT CONTENT

1. Theoretical

2. Practical

•

•

•
•

•

•

•

•

BALANCED

•
•

ENOUGH

•

ADVANCED

•

EFFECTIVE

•

•

•

•

ENOUGH

D

•
SUBJECT LEVEL

ELEMENTARY

PRESENTATION

'•

1

3

••

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

EFFECTIVE

•

•

•
SOMEWHAT
EFFECTIVE

•

•

•

•

ADVANCED

•
EFFECTIVE

•

•

(Please turn to other side^



PLEASE RATE EACH SPEAKER

VI. Harris Gubernick

SUBJECT CONTENT

1. Theoretical

2. Practical

SUBJECT LEVEL

PRESENTATION

SJCH

•
•

ELEMENTARY

•

EFFECTIVE

BALANCED

•
•

SOMEWHAT
EFFECTIVE

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

VII. Judge Henry Weber

A. SUBJECT CONTENT

1. Theoretical

2. Practical

•

•

•

•

•
•

•

0

•

BALANCED

•
•

ENOUGH

D

•

ADVANCED

0

EFFECTIVE

•

a

a

ENOUGH

SUBJECT LEVEL

PRESENTATION

1

2

3

«•

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

ELEMENTARY

•

EFFECTIVE

•

•
SOMEWHAT
EFFECTIVE

•

•

•

ADVANCED

D

EFFECTIVE

•

•

•



PLEASE RATE EACH SPEAKER

VIII. Bert Pepper

SUBJECT CONTENT

1. Theoretical

2. Practical

SUBJECT LEVEL

PRESENTATION

ZcH
•

ELEMENTARY

•

EFFECTIVE

BALANCED

•
•

D
SOMEWHAT
EFFECTIVE

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

•

•

•

IX. Creating the Best Climate for Recovery Panel

A. SUBJECT CONTENT

1. Theoretical

2. Practical •

•

•

•
•

BALANCED

•
•

ENOUGH

•
0

ADVANCED

•

EFFECTIVE

•

•

0

0

ENOUGH

•
•

SUBJECT LEVEL
ELEMENTARY

•

PRESENTATION

2

<•

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

EFFECTIVE

•

•

•

SOMEWHAT
EFFECTIVE

•

•

•

•

ADVANCED

•

EFFECTIVE

•

D

(Please turn to other side^



PLEASE RATE EACH SPEAKER

X JeffKegley

A. SUBJECT CONTENT

1. Theoretical

2. Practical

SUBJECT LEVEL

PRESENTATION

D

n

ELEMENTARY

D

EFFECTIVE

BALANCED

•
•

•
SOMEWHAT
EFFECTIVE

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

XI. Peter DeMaria

A. SUBJECT CONTENT

1. Theoretical

2. Practical

•

•

•

•

•
•

•

•

•

•

BALANCED

•

ENOUGH

•
D

ADVANCED

•

EFFECTIVE

0

•

0

0

ENOUGH

•

SUBJECT LEVEL

PRESENTATION

Ability to
Communicate

Emphasis of
key Points

Visual Aids
(if used)

Handout
Material

ELEMENTARY

0

EFFECTIVE

•
D

•
SOMEWHAT
EFFECTIVE

•

•

•

•

ADVANCED

•

EFFECTIVE

0

•

•



Did "Clean UP Amendments" make it in to the new Act?

Legislative service agency - didn't make it in.

# 8 - p . l lo f bill top of page - require del. To Commission - Will we get copy of
transmittal sheet so we know they were delivered to committees?

#13,14,15 don't apply

NEW STUFF

p. 5, line 11 - "within 5 business days" - only place in act that uses business days - all
others in the act are calendar days. Why?

p. 5, line 23 -Committee may deliver comments to agency AND commission. Is this
consistent with p. 8, line 5, which used the word OR?

p. 5, line 25 - questioning change from "shall" to "may" - lines 24 - 29 - Is it necessary
or should it include all the criteria?

p. 6, line 24 (f) should be (e), p.7, Iinel8 (g) should be (f).

p. 7, line 18 - Section 5(f) - Three concerns: 1) we comment before committees are
formed, no chance to review their comments; 2) if we comment before the committees
are formed and the agency doesn't resubmit after they're formed, it would be deemed
withdrawn and we would have commented on a reg that was deemed withdrawn before
the committees ever saw it; 3) Line 4 changes "shall" to "may" and states that the
agency may submit the proposed regulation and required material to the committees no
later than the second Monday after committees are designated. Line 14 - 17 states that if
the agency fails to deliver the proposed regulation and all materials "required" under
this section in the time prescribed, the agency is deemed to have withdrawn the proposed
regulation. If the Act uses the word "may," what is "required" and what time is
prescribed?

p. 8, lines 8-15, the first two sentences of Section 5.1(a) describe actions that an agency
needs to take during the proposed stage of a regulation. Should these two sentences be
moved to Section 5?

p. 10, line 15 and 18 - LRB changed the language and it doesn't work. The word "have"
is missing and should be placed before the word "until" on line 15, and the word "to" is
missing and should be placed before the word "approve" on line 18.

p. 10, lines 15 - 18, Subsection (e) "no less than 30 days after receipt" - no cap - does
this allow IRRC potentially to sit on a reg? See p. 2, lines 10-11, when does IRRC
review period expire?

act review9/26/2002



p u l l - Why were lines 9 - 1 4 removed?

p. 12, line 26 thru 28 (regarding tolling) - Three concerns: l)same issue relating to the
word "may"; 2) style changes by LRB don't make sense; 3) is 15 days too much (Bob's,
concern)

p. 13, line 3 - Should "respective time periods " be changed to singular? -and take out
respective?

p. 15, line 11 (regarding blackout period) - Several concerns: 1) Could the "unless
comments are submitted at the request of " leave us open to criticism of favoritism? 2)
Could it be for clarification of previous comments? 3)Will this be problematic on
controversial regs? 4)What does "at the request of the Commission" mean? 5)Is this any
call from an analyst, will we need to document, etc. This is an administrative/procedural
question.

p. 15, line 18 - Comments during blackout must be sent "upon receipt." On faxes, if it
comes in at 8 p.m. - is that the receipt time and are we held to sent it to the committee
and agency "upon receipt"? This could be administrative problem.

p. 15, line 21 — (J.l) — inconsistent language - should refer to the commission and the
agency throughout. In Mary's amendment language

p. 16 -11,12,13 (regarding new 14 days for committee review) - Is the resubmittal to
the Commission informational?

p. 16, lines 23 thru 29 (regarding committee review during sine die) - Why not simplify
and allow 14 days, for committee review?

p. 17, line 7 - typo - section 6(e) should be section 6(d).

p. 18, line 8 - contains the words "final-form or final-omitted" and is not consistent with
lines 21-22 on page 17. Recommend one of two fixes: 1) inserting "proposed," before
"final-form" and replacing "or" with "," after "final-form" and adding "or existing" after
"final-omitted"; or 2) or deleting "final-form or final-omitted" from this criterion.

p. 21, line 2 - Subsection (d) should be subsection (c).

p.21, line 24 (regarding procedures for review of a disapproved regulation) - The
requirement that an agency has 7 days to notify Governor, committees and commission of
it decision is being deleted. Does this make sense? (Bob's concern)

p. 24, line 17 - the LRB left out the word "have" between "may" and "until" - its stylistic
but I think Mary's version is more understandable.

act review9/26/2002



p. 25 lines 24 and 25 - Mary's draft had bracketed out "or of the commission's order
pursuant to section 6(c)" - but the LRB left it in - it doesnt read right with it in and needs
to be fixed.

MacNett Amendment on approval or disapproval by committees

Subsection j . l indicates that the committee may notify the agency and IRRC that it
intends to review the regulation. However, there is no language indicating that a
committee may notify the agency and IRRC that it voted to approve or disapprove the
regulation. How will we know if the committee acts?

actreview9/26/2002



CONFERENCE CHALLENGE II

CONSUMER PERSPECTIVE
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ADDITIONAL SERVICES

BC-CST offers educational &
informative workshops dealing with:

• Partnership approach to consumer
satisfaction

• Successful employment and
support of consumers & family
members

• How to advocate for yourself
• Dual Diagnosis-mental

illness/substance abuse
• Empowerment

Should you have any questions,
comments and/or concerns about
services, the BC-CST, Inc., or if you
wish to receive our newsletter please
write or call.

YOUR VOICE MAKES A
DIFFERENCE!

******************************
The BC-CST, INC. is a nonprofit
organization that operates with funds
provided through the Bucks County
Department of Mental Health/Mental
Retardation. Additional funds may come
from private donations, grants and managed
care companies.

MISSION STATEMENT

THE MISSION OF
THE BC-CST. INC.

IS THE ASSESSMENT OF
CONSUMER SATISFACTION

BY CONSUMERS
AND FAMILY MEMBERS

AND
THE MAKING OF RECOMMENDATIONS

TO IMPROVE
BEHAVIORAL HEALTH SERVICES

AND SUPPORTS IN THE
MENTAL RETARDATION SYSTEM.

****************************

OUTCOMES

CHANGES
ARE MADE IN

SERVICES AND SUPPORTS
BECAUSE

CONSUMERS VOICE
THEIR SATISFACTION/

DISSATISFACTION
AND THEIR

RECOMMENDATIONS FOR
CHANGES/IMPROVEMENTS

BC-CSTJNC.
Bucks County -

Creating Satisfaction Together

******************************

BC-CST, Inc.
600 Louis Drive, Suite. 106

Warminster, PA 18974
(215)442-1599

1-800-734-5665
FAX (215)442-9710

E-MAIL ADDRESS:
bccst.bhs.consumervoice@erols.com

******************************

Consumers & Family Members
making recommendations to improve

Services and Supports.



HOW WE DO IT

CONSUMER SATISFACTION

We believe consumer satisfaction is
achieved through:

Participation in well-rounded
services, supports and activities of
the consumer's choice as needed or
wanted, with the opportunity to
voice their opinions in an
environment of empowerment,
respect and dignity so that they are
able to move on in the process of
recovery and obtain an improved
quality of life.

******************************

WHIT WE DO

The core of our mission and activities
stem from CSP, CASSP & BDAP
Principles and MR Principles For
Action. Through these principles,
BC-CST, INC. is able to offer
opportunities through which
consumers and family members talk
about issues that are important to
them as well as identify & report
their level of satisfaction with their
services and supports.

The BC-CST is here to serve the
community. To accomplish our goal
we gather information by way of one-
on-one interviews, focus groups,
questionnaires, phone calls and
through the mail. This information is
shared with consumers, family
members, service providers and the
Bucks County Department of Mental
Health/Mental Retardation in order to
improve the quality of life for people
and the quality of services and
supports.

BC-CST uses a partnership approach.
We believe in "Creating Satisfaction
Together", which means that all of
the stakeholders have a responsibility
in working toward consumer
satisfaction and improving services
and supports.

BC-CST CORE VALUES

Two main values govern the BC-CST
activities and processes:

1. People must be treated with dignity
and respect.

2. A partnership approach
(Consumers, Families, Provider?,
MH/MR and other County
Departments, MCOs, & BC-CST) is
necessary in achieving the ABC's of
satisfaction.

A. Accepting "people first" &
Assessing satisfaction.

B. Bringing togetherness &
Building relationships.

C. Creating success &
Changing the system.

EVERYONE'S INPUT IS
IMPORTANT * SO LET'S CREATE

SATISFACTION TOGETHER!



ADDICTIONOLOGY AND OPIOID DEPENDENCY



Pharmacotherapy and Narcotic
Dependency:

Best and Promising Practices
September 9-10, 2002

Bucks County Drug and Alcohol

Commission, Inc.

Addiction Medicine
##%

Opioid Addiction
Trusandra Taylor, MD
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# Multiple Substance Abase
# Abstinence and Recovery
# Patient Profiles of Recovery
# Comprehensive MAT
# Future Directions



Neurobiology /
Psychopharmacology

{Advances in Neuroscience and
Behavioral Research Have
Been Critical In Building A

iolid Scientific Knowledge Base
Lbout Drug Abuse and Addiction



"Opioid Addiction is a
brain disease"



"Addiction is more than a
iust a brain disease."

introduction
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The Reward
Pathway

and Addiction

Natural Rewards
Food
Water

Nurturing

prefrontal ^
cortex ^ ^

nucleus ^
accumbens
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Addiction
»in which an organism engages

npulsive behavior

is reinforcii
Measurable]

The Action of
Heroin

(Morphine)





tolerance
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Basic Opioid Pharmacology

• Mu

# Kappa

Functional Opioid Pharmacololgy

• Agonists

• Antagonists

• Partial agonists

12



Functional Opioid Pharmacology

• Derivation from Opium

• Semi synthetic

• Synthetic

Functional Opioid Pharmacology

• Brain Regions:
-Pa in " - : . ; , , : - ' '
- Reward/Reinforcement

- Arousal

- Memory

- Emotional control

Functional Oplpid Pharmacology

# Medical Indications:
-Analgesia

- Cough suppression
- Antidiarrheal / Antispasmodic

13



Epidemiology / Demographics

• Distribution and determinants of opioid
addiction in populations

• Prevalence j f "1 ; '%
• Incidence
• Casual factors
• Social characteristics

Prevalenc^/Inci^iice/Trends

• NHSDA
• Monitoring the Future Survey
• CEWG ;;r): ; '%
• Pulse Check
• DAWN ^ ^ J

• DEA reports

14



Changing Face of Opioid
Addiction

OXYGONTIN

# -92 deaths in 2001, eight-county
Philadelphia region

# In 2000, Philadelphia Medical
Examiner's Office found 41 cases

# DEA announced in April, 2002,
OxyContin may have played a role in 464
deaths across the I )S in 2000-01

# Multiple Substance Use

15



Multiple Substance Abuse

Multiple Substance Abuse

• Prevalence

• Patterns of use

• Reasons for use

• Implications for treatment

Polysubstance Abuse
Prevalence Rates

#Alcohol - 20-30%
•Benzodiazepines - 45

•Cocaine
- Baltimore (Kolar et al,

1990) - 6 - 3 3 %
- 8 States (GAO Report,

1990) - 0 -40%
- San Francisco

(Chaisson et al, 1989)

•Marijuana
- DuPont & Snyder (2

programs) 27%, 51 %

•Nicotine

- General Population

- Anxiety and
Personality Disorders

- Alcoholics >80%
Opionl Maintenance Phamacotherapy - A Course for Clinicians

16



Patterns of Use

# Heroin / Cocaine "speedball"

# Heroin / Benzodiazepines

# Heroin / Alcohol

# Clonidinc

# Amitriptyline

Reasons for Use

- Social / Recreational
-Synergism with Methadone ("boost")
- Treat medical problems (chronic pain)
- Treat psychiatric symptoms
- Treat withdrawal symptoms

Implications for Treatment

» (+) Pre-treatment history indicates poor
prognostic outcome
- Higher frequency and intensity of services
- Intensive Outpatient Treatment
- Partial Hospitaiization
- Inpatient Treatment
- Pharmacotherapeutic options limited

17



Abstinence and Recovery

Definitional Understanding

• Abstinence:
- To refrain from voluntary use
- Substance free

Definitional Understanding

Recovery:
- Abstinence, requirement

"Drug free"
- Qualitative state of existence
- Concept commonly not associated with

Methadone

18



Patient Profiles of Recovery

Comprehensive MAT

Levels of pare

• Medication Assisted Treatment at ait
levels of care
- Medical Necessity Guidelines
-ASAM PPC

19



Future Directions

Wm####
• Access y , =
• Expansion
• New medications
• Mainstream medicine
• Outcome studies
• Public health concerns

• IOM Study

• NIH Consensus Recommendations

• CSAT / SAMHSA

20



Nejv Medications

• Buprenorphine

• LAAM [ ) :-

^w|ilfillii'ne

• Primary Care

> Health System Int

» Physician and Practitioner Education

Outcome Studies

• Treatment Retention
• Substance Use
• Functional Measures

- Physical Health
- Mental Health
- Psychosocial Wei I ness

Employment
- Housing

21



•

•

Public

H,V

Hepatitis C,

Health Concerns
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NATIONAL DRUG COURT INSTITUTE

DRUG COURT PRACTITIONER
FACT SHEET

Karen Freeman-Wilson, Executive Director April 2002 Vol. Ill No. I

Methadone Maintenance and Other Pharmacotherapeutic Interventions
in the Treatment of Opioid Dependence

Overview

Drug Courts are being confronted with increasing numbers of
opiate dependent offenders. From heroin to oxycontin,
opioid dependence is a devastating reality facing many drug
courts throughout the nation. Although opioid addiction
presents many new challenges, it is a treatable disease with
evidence-based treatment responses. This Fact Sheet is
intended to dispel misperceptions and educate practitioners
about the efficacy of medication assisted treatment.

According to the Office of National Drug Control Policy,
there were over 977,000 heroin dependent individuals in the
United States in the year 2000. The Substance Abuse and
Mental Health Services Administration's 2000 National
Household Survey on Drug Abuse indicated that an estimated
104,000 persons used heroin for the first time in 1999.

There has been an increasing trend in new heroin use since
1991. A significant proportion of these recent new users
were smoking, snorting or sniffing heroin. Most of these new
users are under the age of 26 (SAMHSA/U.S. Department of
Health and Human Services). According to SAMHSA's
2000 National Household Survey on Drug Abuse, the average
age of first heroin use has steadily declined since 1989, from
24 to 19 years of age in 1999. The "Monitoring the Future"
study indicated that approximately 1.4% of our nation's 10th

grade students used heroin in 1998.

According to the DEA's Domestic Monitoring Program data,
the national average for heroin purity has remained relatively
stable (above 35% per pure milligram) since 1992. An
analysis of these same data also indicate a steady decline in
the average price per milligram for heroin since 1992 at both
the retail and dealer level. According to 1999 FBI Uniform
Crime Reports, arrests for drug abuse violations have steadily
increased since 1991. There were 1.56 million drug-related
arrests in 1998.

The Substance Abuse and Mental Health Services
Administration's (SAMHSA) 2000 Emergency Department
Data from the Drug Abuse Warning Network (DAWN)
identified an increase in heroin morphine mentions between
1999 and 2000 in eight of the 21 metropolitan areas in the
reporting network.

Methadone Maintenance Treatment '<;

Methadone is the most widely studied medication and
treatment for any disease in the world. - Opioid treatment
programs provide the dependent individual with an array of
rehabilitative services. Therapeutically prescribed doses of
methadone and LAAM relieve withdrawal symptoms
eliminate opiate craving and allow normal functioning. The
efficacy of these medications increases significantly with
counseling and on-site medical and other supportive
treatment services. Medical personnel supervise treatment
and nurses administer the medication to patients, most
typically on a daily regimen until the individual is stabilized.
Patients also provide toxicology samples, which are tested for
the presence of methadone and drugs of abuse.

Methadone has been used to treat opioid dependence for
thirty-five years and like all medications, therapeutic dosing
is contingent upon individual patient needs. The therapeutic
dosage range is generally between 80-120 mg. Methadone
is taken orally and is rapidly absorbed from the
gastrointestinal tract, appearing in plasma within thirty
minutes of being ingested. Methadone is also widely
distributed to body tissues where it is stored and then released
into the plasma. This combination of storage and release
keeps the patient comfortable, free from craving, and feeling

The General Accounting Office reported in 1990 that "The
National Institute on Drug Abuse and the National Institute
on Alcohol Abuse and Alcoholism, the federal government's
two primary agencies for researching drug and alcohol abuse
issues, respectively, have concluded that methadone is the
most effective method available for treating heroin
addiction."

SAMHSA's Center for Substance Abuse Treatment (CSAT)
has also reported the increasing use of oxycontin and that
methadone maintenance treatment is an effective
pharmacotherapeutic intervention if oxycontin dependent
individuals meet existing federal admission criteria. A
significant number of oxycontin dependent individuals were
admitted to methadone treatment programs during 2001 and
have improved with a stable medication treatment regimen, in
addition to counseling and other medical services.

This fact sheet was prepared by Mark W. Parrino, M.P.A., President, American Association for the Treatment of Opioid
Dependence. Laura McNicholas, M.D., Ph.D., Director ofCESATE, Philadelphia Veterans Adminisfration Medical Center,
prepared the sections on Buprenorphine and LAAM. This document was published with support from the Office of National
Drug Control Policy, Executive Office of the President.



The Center for Substance Abuse Treatment has found, as of
October, 2001, that more than 205,000 individuals are being
treated in methadone treatment programs. The National
Institutes of Health Consensus Development Conference on
"Effective Medical Treatment of Opiate Addiction"
(November 1997) concluded that it is necessary to increase
access to methadone treatment services throughout the United
States and to increase funding for methadone treatment,
including providing benefits to methadone patients as part of
public and private health insurance programs.

The Pharmacology of Methadone Treatment

Some critics of methadone treatment believe that it represents
substituting one drug for another. Such critics see no
distinction between heroin as an illicit drug and methadone as
a medication, which is used in conjunction with other
treatment services. Research has proven the drug substituting
assertion to be false. Heroin and methadone have completely
different phannacologic properties.

Heroin has an immediate onset of action with a four to six
hour duration. The route of administration is typically
through injection, snorting or smoking several times each
day. Very few individuals can achieve any kind of
neurochemical stability through such a short-acting opiate.

Methadone is taken once per day and has a duration of action
of between 24 and 36 hours. It is orally ingested and is
released into the body over the course of time through the
liver. This is why methadone maintenance does not cause
euphoric effects in the stabilized patient.

Other critics of methadone treatment include people in
recovery from other drugs of abuse, including alcohol. They
claim that since they are able to be abstinent without
pharmacotherapy that methadone maintenance does not
represent a "true" state of recovery. Once again, science does
not support this view. The National Institute on Drug Abuse
has found through years of research that there are profound
changes in the chemistry of the brain as a result of chronic
use of exogenous opiates such as heroin. The biology of the
brain changes and may never revert back to its pre-heroin use
state for a number of heroin-dependent individuals. While
this may not apply to all heroin-dependent persons, it has
been found that more than 80% of methadone maintained
patients will relapse to heroin use when methadone
maintenance is withdrawn within the first 12 months of
treatment being terminated.

Methadone and Pregnancy

Women can conceive and have normal pregnancies and
deliveries when maintained on methadone. When the
methadone dosage is therapeutically prescribed for pregnant
women, methadone treatment provides a non-stressful
environment for the developing fetus. Because methadone
crosses the placental barrier, some babies born to female
methadone patients may be physically dependent on
methadone at first and need to be weaned. It is also true that
methadone maintained women sive birth to babies who do

not experience any withdrawal. The myth that methadone
produces abnormality in fetuses has no basis in fact.
Additionally, children born to methadone maintained women
have been studied longitudinally and develop normally in
good post natal environments. Accordingly, it is medically
contraindicated to withdraw pregnant methadone maintained
patients.

Federal Oversight of Methadone Treatment

The Center for Substance Abuse Treatment within SAMHSA
manages the new accreditation system for methadone
treatment programs. Implemented on May 18, 2001, this
system will ensure that every methadone maintenance
treatment program in the country is accredited over the
course of the next three years, providing better program
accountability and improving treatment quality throughout
the nation's 950 registered methadone treatment programs.
All treatment programs, regardless of the source of their
funding (private or nonprofit) will be subject to these quality-
driven accreditation standards.

Impact of Methadone Treatment in Reducing HIV
Infection, Treating Hepatitis C and Psychiatric
Comorbidity

Studies of methadone treatment have consistently found
dramatic declines in heroin use after admission to methadone
treatment and further declines as the patient remains in
treatment. The value of treatment retention cannot be
overstated.

The relationship between intravenous drug use, needle
sharing and HIV/AIDS exposure is also well documented
Methadone treatment has played a pivotal role in reducing the
spread of HTV/AIDS, according to NIDA-funded studies.

We also know that more than 70% of methadone maintained
patients across the country are HCV-positive. Accordingly,
methadone treatment programs are providing support services
to these patients, ensuring that they are followed for HCV in
addition to other comorbidities.

There is also significant psychiatric comorbidity in the
methadone treated population, cited in the Ball & Ross study
"The Effectiveness of Methadone Maintenance Treatment",
published in 1991. The study found a lifetime prevalence of
serious depression and anxiety disorders in 48% of the
patients in the study. Methadone treatment programs are able
to treat such psychiatric comorbidity either through the
methadone treatment program or by referral to psychiatric
services,

Impact of Methadone Treatment in Reducing Crime/Cost
Effectiveness

Methadone treatment is also associated with reducing crime
in the offender population as patients enter and remain in
treatment. It has been repeatedly demonstrated that 80% of
the patients will reduce or eliminate crime as they remain in
methadone treatment programs.



The cost savings to taxpayers are also well documented. A
comprehensive examination of the economic benefits and
cost of methadone treatment reveals the benefits to cost ratio
at 4:1; $4.00 in economic benefits for every $1.00 spent.

The Institute of Medicine concluded that "methadone
maintenance pays for itself on the day it is delivered, and post
treatment effects are an economic bonus." The average cost
of outpatient methadone treatment is approximately
$5,000.00 per year and involves the use of medication in
addition to medical care and counseling.

Methadone treatment programs are staffed by professionals
with extensive medical, clinical and administrative expertise.
Patients routinely meet with a primary counselor, attend
clinic groups and access medical and social services within
the program setting.

Methadone Treatment in Correctional Settings

According to NIDA's October 1999 "Principles of Drug
Addiction Treatment": "Research is demonstrating that
treatment for drug addicted offenders during and after
incarceration can have a significant beneficial effect upon
future drug use, criminal behavior and social functioning.
The case for integrating drug addiction treatment approaches
within the Criminal Justice system is compelling. Combining
prison and community-based treatment for drug addicted
offenders reduces the risk of both recidivism to drug-related
criminal behavior and relapse to drug use."

At present, Rikers Island in New York City is the only
correctional system in the United States that treats heroin
dependent inmates with methadone, referring them to
treatment programs upon release. The intervention is called
the Key Extended Entry Program (KEEP) and has been a part
of the Rikers Island Health Services since 1987. The service
combines pharmacotherapy and comprehensive therapeutic
treatment.

The Rikers Island program treated 3,985 inmates with
methadone in 2000. Approximately 70% of these inmates
were men and 10% of the women in the program were
pregnant. All inmates have been diagnosed as opiate
dependent by medical staff and were charged with either a
misdemeanor or low grade felony, serving a misdemeanor
sentence in order to qualify for the program. 76% of all
inmate patients reported to their assigned programs for
continued substance abuse treatment following their release
from jail.

The average KEEP patient's length of stay was 35 days at
Rikers Island in 2000. The program has demonstrated
statistically significant differences in decreased criminal
recidivism. It makes sense to expand access to this kind of
service for people under legal supervision, especially since
Drug Courts sanction drug dependent individuals to
correctional facilities for short periods of time. Consideration
might be given to refraining the Rikers Island KEEP program
as a "reentry" program so that heroin dependent individuals

can gain access to methadone treatment services upon release
from incarceration.

A number of correctional facilities have indicated an interest
in using pharmacotherapeutic interventions in treating
chronic opiate dependence, based on the success of the Rikers
Island model. Additionally, such correctional facilities have
been using Naltrexone and are likely to consider using
Buprenorphine, when it is approved. The Rikers Island
experience indicates that providing access to such medication
assisted treatment in correctional facilities is an extremely
effective method of reducing recidivism and ensuring that
people get access to outpatient services when they are
released from jail.

Buprenorphine

Buprenorpbine is a partial agonist of the mu-opioid receptor
that is currently in development for the treatment of opioid
dependence. When available, it will be marketed as
sublingual (SL) tablets. Two forms of buprenorphine will be
available - buprenorphine alone in 2 and 8 mg tablets and a
combination of buprenorphine and naloxone as sublingual
tablets containing 2mg of buprenorphine and 0.5 mg of
naloxone or 8 mg of buprenorphine and 2 mg of naloxone.

As a partial agonist, rather than a full agonist such as
methadone or morphine, buprenorphine has pharmacological
properties that are similar to but different from those of
methadone. It has a ceiling effect for most of the effects
produced by opioid drugs, such as analgesia and respiratory
depression. This makes buprenorphine safer, in terms of
respiratory depression in case of an overdose, but also may
limit its efficacy for some patients. From a variety of studies,
in opioid-dependent patients, it has been shown that
buprenorphine, 4 - 8 mg SL, is as effective as 30 mg of
methadone in suppressing opioid withdrawal signs and
symptoms for approximately 24 hours.

For maintenance therapy, approximately 16 mg of
buprenorphine SL is equal to approximately 65 mg of
methadone. Further, buprenorphine is thought to occupy the
opioid receptor for much longer than other agonists, such as
methadone, and is very firmly bound to the receptor, making
it difficult for other opiates to displace it. For these reasons,
buprenorphine works very well for some or most patients
who need agonist maintenance therapy. However, patients
who require high agonist doses for stabilization may not be
adequately treated with buprenorphine.

Further, for patients who are currently maintained on
methadone or LAAM, it will not be appropriate or, often,
possible to switch patients to buprenorphine. Because of the
partial agonist qualities of buprenorphine, patients cannot
simply be switched over from methadone to buprenorphine;
the patient must first be stabilized on a daily dose of
methadone of no more than 30 mg, then switched to
buprenorphine. It must be remembered that many patients on
higher doses of methadone have a great deal of difficulty
decreasing the daily methadone dose while maintaining
stability in treatment.



When available, buprenorphine will be marketed as both the
mono form and in combination with naloxone. The reason
for the combination is that when buprenorphine has become
available and distributed in the mono form, it has been
abused. While buprenorphine, as a partial agonist, has a
lower abuse potential than full agonists, it does have opioid
effects and can be abused. In places where the medication
has been abused, it has been by the injection, not the
sublingual, route of administration. Naloxone is not readily
available when taken by the sublingual route, but is readily
available when injected. It is thought that adding the
naloxone to the sublingual tablet will decrease diversion and
abuse by the injection route. Studies have shown that the
combination tablet is as effective in clinical trials as the mono
form of SL buprenorphine.

LAAM, levomethadyl acetate, is a long-acting mu-opioid
agonist. It acts much like methadone in the treatment of
opioid dependence, but offers some advantages for some
patients. Because LAAM undergoes extensive metabolism to
active and long-lasting metabolites in the liver, it can be
dosed less than daily. Most patients will receive LAAM only
on a thrice-weekly schedule, allowing better functioning in
the workplace or in the family situation. While LAAM offers
some advantages for some patients in terms of dosing
frequency, it has recently been associated with cardiac side
effects. It has been shown that LAAM may prolong the Q-T
interval in some patients and. in order to prevent medical
complications, patients must be monitored with ECGs before
and during their treatment with LAAM.

Summary

Methadone medication is not a substitute for heroin and does
not affect the individual in any similar way. Methadone
treatment has been rigorously studied for more than 35 years
and the results are found to be uniformly positive.

Accreditation oversight will enhance the consistency and
quality of treatment services throughout the nation's
methadone treatment programs. It is expected to end the
debate about the quality of care offered in publicly funded vs.
privately financed treatment programs since all programs,
public and private, will be accredited through CSAT's
approved accrediting organizations.

While a number of people will continue to be critical of
methadone treatment because the medication, as a
pharmacotherapeutic agonist, has its own dependence
producing qualities, the reality is that we do not have
anything at the present time (including Buprenorphine),
following years of exhaustive research by NIDA, that will be
able to perform as methadone maintenance treatment does in
normalizing brain function without having some dependency-
producing characteristics.

Just as psychiatrists are not expected to withdraw depressed
patients from their antidepressant medication and, as
physicians do not withdraw their patients from cardiovascular
or other life sustaining medications that stabilize the patient
and enable him/her to lead a normal life without struggling
through the debilitating effects of an illness, methadone
patients should not be required to withdraw from a
medication that improves their quality of life.

Heroin dependence is a form of addictive disease, and
methadone maintenance is a well-researched therapeutic
medication. The empirical evidence consistently supports its
safety and efficacy. Methadone and alternative
pharmacotherapeutic agents alone are not sufficient; they
must be combined with other therapeutic services to be of
value to the individual. It is important that the criminal
justice system strengthen its commitment to evidence-based
treatment and work to address ideological biases through
continuing education.
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A Review of Historical and Clinical Issues
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Abstract - \l

Methadone maintenance has been evaluated since its development in 1964 as a medical response to the post-World War
K heroin epidemic in New York City. The findings of major early studies have been consistent. Methadone mainte-
nance reduces and/or eliminates the use of heroin, reduces the death rates and criminality associated with heroin use, and
allows patients to improve their health and social productivity. In addition, enrollment in methadone maintenance has
the potential to reduce the transmission of infectious diseases associated with heroin injection, such as hepatitis and HIV.
The principal effects of methadone maintenance are to relieve narcotic craving, suppress the abstinence syndrome, and
block the euphoric effects associated with heroin. A majority of patients require 8 0 - 120 mg/d of methadone, or more,
to achieve these effects and require treatment for an indefinite period of time, since methadone maintenance is a correc-
tive but not a curative treatment for heroin addiction. Lower doses may not be as effective or provide the blockade
effect. Methadone maintenance has been found to be medically safe and nonsedating. It is also indicated for pregnant
women addicted to heroin.

Reviews issued by the Institute of Medicine and the National Institutes of Health have defined narcotic addiction as
a chronic medical disorder and have claimed that methadone maintenance coupled with social services is the most effec-
tive treatment for this condition. These agencies recommend reducing governmental regulation to facilitate patients*
access to treatment. In addition, they recommend that the number of programs be expanded, and that new models of
treatment be implemented, if the nationwide problem of addiction is to be brought under control. The National Insti-
tutes of Health also recommend that methadone maintenance be available to persons under legal supervision, such as
probationers, parolees and the incarcerated.

However, stigma and bias directed at the programs and the patients have hindered expansion and the effective deliv-
ery of services. Professional community leadership is necessary to educate the general public if these impediments are to
be overcome.
Key Words: Methadone maintenance, heroin addiction, history, pregnancy, evaluation, HIV, hepatitis C.

Introduction

THE PURPOSE OF THIS PAPER is to review historical
and clinical issues, basic studies, evaluations, and
procedures that led to the development and
expansion of methadone maintenance treatment
for heroin addiction. This review concentrates on
the early development of the program and factors
leading to its success and acceptance. From its
inception, methadone maintenance treatment has
been studied for medical safety and efficacy. The
studies investigated not only medical and clinical
issues but also the social factors (such as employ-
ment and criminality) that affect patient adjust-
ment to the program.
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Substance Abuse Services, New York, NY; ^Medical Director,
Methadone Maintenance Program, Harlem East Life Plan, New
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rose on Track, Albert Einstein College of Medicine, Methadone
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Address correspondence to Dr. Herman Joseph, New York
State Office of Alcoholism and Substance Abuse Services, 501
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Historical Background of Methadone
Maintenance Treatment

Intravenous abuse of heroin intensified in
New York City after World War II and, by the
1950s and 1960s, reached epidemic proportions
(1,2). From 1964 to 1970, the names of more
than 151,000 addicted persons were reported to
the Narcotics Register of the New York City
Department of Health (2). Between 1950 and
1961, the death rate associated with the injection
of heroin increased from 7.2 per 10,000 deaths to
35.8 per 10,000 deaths, with 75% of the deaths in
the 15-35-year-old age group. During this inter-
val, death related to heroin injection became the
leading cause of death in New York City for
young adults. The average age of death from
heroin-related use was 29 years for both sexes (3).

Methadone, a long-acting agonist with a half-
life of about 24 to 36 hours, was synthesized for
analgesia prior to World War II in Germany. In
1949, Isbell and Vogel, working at the U.S. Public
Health Hospital in Lexington, Kentucky, showed
methadone to be the most effective medication for
withdrawing addicts from heroin (4). The proce-
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nationwide. To increase accessibility to treatment,
both agencies recommend the expansion of
mcthadonc maintenance, the training of more
health personnel, the casing of regulations on fed-
eral, state and local levels to permit the opening
of new programs, and the development of new
models of treatment. However, effective medical
and political leadership is necessary to reduce the
social stigma surrounding addiction and
methadone treatment in order to effectively
implement these changes.
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The Neurobiology of Opioid Dependence: Implications for Treatment

Opioid tolerance, dependence, and addiction are all manifestations of brain changes result-

ing fron chronic opioid abuse. The opioid abuser's struggle for recovery is in great part a

struggle to overcome the effects of these changes. Medications such as rrethadone. 1.AAVI,

buprenorph ne. and naltrexone act on the same brain structures and processes as addictive

opioids, but with protective or normalizing effects. Despite the effectiveness of medications,

they must be used in conjunction with appropriate psychosocial treatments.
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^Yale University School of Medicine
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While the individual patient, rather than his or her disease, is the appro-

priate focus of treatment for opioid abuse, an understanding of the neu-

robiology of dependence and addiction can be invaluable to the clinician. It can

provide insight about patient behaviors and problems, help define realistic expec-

tations, and clarify the rationales for treatment methods and goals. As well, patients

who are informed about the brain origins of addiction can benefit from under-

standing that their illness has a biological basis and does not mean they are

"bad" people.

Brain abnormalities resulting from chronic use of heroin, oxycodone, and

other morphine-derived drugs are underlying causes of opioid dependence (the

need to keep taking drugs to avoid a withdrawal syndrome) and addiction (intense

drug craving and compulsive use). The abnormalities that produce dependence,

well understood by science, appear to resolve after detoxification, within days or

weeks after opioid use stops. The abnormalities that produce addiction, however,

are more wide-ranging, complex, and long-lasting. They may involve an interac-

tion of environmental effects—for example, stress, the social context of initial opi-

ate use, and psychological conditioning—and a genetic predisposition in the form

of brain pathways that were abnormal even before the first dose of opioid was

taken. Such abnormalities can produce craving that leads to relapse months or

years after the individual is no longer opioid dependent.

In this article we describe how opioids affect brain processes to produce drug

liking, tolerance, dependence, and addiction. While these processes, like every-

thing else that happens in the brain, are highly complex, we try to explain them

in terms that can be easily understood and explained to patients. We also discuss
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FIGURE i . The Mesolimbic Reward System
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the treatment implications of these concepts.
Pharmacological therapy with methadonc, LAAM
(levo-alpha-acetyimethadol), nakrexone, or other med-
ications directly offsets or reverses some of the brain
changes associated with addiction, greatly enhancing
the effectiveness of behavioral therapies. Although
researchers do not yet know everything about how
these medications work, it is clear that they are all truly
active treatments, rather than simply substitutes for
the addictive opioids.

ORIGINS OF DRUG LIKING

Many factors, both individual and environmental,
influence whether a particular person who experiments
with opioid drugs will continue taking them long
enough to become dependent or addicted. For indi-
viduals who do continue, the opioids' ability to pro-
vide intense feelings of pleasure is a critical reason.

When heroin, oxycodone, or any other opiate
travels through the bloodstream to the brain, the chem-
icals attach to specialized proteins, called mu opioid
receptors, on the surfaces of opiate-sensitive neu-

rons (brain cells). The linkage of these chemicals with
the receptors triggers the same biochemical brain
processes that reward people with feelings of pleasure
when they engage in activities that promote basic life
functions, such as eating and sex, Opioids are pre-
scribed therapeutically to relieve pain, but when opi-
oids activate these reward processes in the absence of
significant pain, they can motivate repeated use of the
drug simply for pleasure.

One of the brain circuits that is activated by opi-
oids is the mesolimbic (midbrain) reward system. This
system generates signals in a part of the brain called
the ventral tegmentai area (VTA) that result in the
release of the chemical dopamine (DA) in another part
of the brain, the nucleus accumbens (NAc) (Figure 1).
This release of DA into the NAc causes feelings of
pleasure. Other areas of the brain create a lasting record
or memory that associates these good feelings with the
circumstances and environment in which they occur.
These memories, called conditioned associations, often
lead to the craving for drugs when the abuser reen-
counters those persons, places, or things, and they
drive ab users to seek out more drugs in spite of many
obstacles.

Particularly in the early stages of abuse, the opi-
oid's stimulation of the brains reward system is a pri-
mary reason that some people take drugs repeatedly.
However, the compulsion to use opioids builds over
time to extend beyond a simple drive for pleasure. This
increased compulsion is related to tolerance and depend-

OPIOtD TOLERANCE, DEPENDENCE, AND
WITHDRAWAL

From a clinical standpoint, opioid withdrawal is one
of the most powerful factors driving opioid depend-
ence and addictive behaviors. Treatment of the patients
withdrawal symptoms is based on understanding how
withdrawal is related to the brain's adjustment to
opioids.

Repeated exposure to escalating dosages of opi-
oids alters the brain so that it functions more or less
normally when the drugs are present and abnormally
when they are not. Two clinically important results of
this alteration are opioid tolerance (the need to take
higher and higher dosages of drugs to achieve the same
opioid effect) and drug dependence (susceptibility to
withdrawal symptoms). Withdrawal symptoms occur
only in patients who have developed tolerance.
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Opioid tolerance occurs because the brain cells
that have opioid receptors on them gradually become
less responsive to the opioid stimulation. For exam-
ple, more opioid is needed to stimulate the VTA brain
cells of the mesolimbic reward system to release the
same amount of DA in the NAc. Therefore, more opi-
oid is needed to produce pleasure comparable to that
provided in previous drug-taking episodes.

Opioid dependence and some of the most dis-
tressing opioid withdrawal symptoms stem from changes
in another important brain system, involving an area
at the base of the brain—the locus ceruleus (LC) (Fig-
ure 2). Neurons in the LC produce a chemical, nora-
drenaline (NA), and distribute it to other parts of the
brain where it stimulates wakefulness, breathing, blood
pressure, and general alertness, among other func-
tions. When opioid molecules link to mu receptors
on brain cells in the LC, they suppress the neurons'
release of NA, resulting in drowsiness, slowed respi-
ration, low blood pressure—familiar effects of opioid
intoxication. With repeated exposure to opioids, how-
ever, the LC neurons adjust by increasing their level
of activity. Now, when opioids are present, their sup-
pressive impact is offset by this heightened activity,
with the result that roughly normal amounts of NA
are released and the patient feels more or less normal.
When opioids are not present to suppress the LC brain
cells* enhanced activity, however, the neurons release
excessive amounts of NA, triggering jitters, anxiety,
muscle cramps, and diarrhea.

Other brain areas in addition to the LC also con-
tribute to the production of withdrawal symptoms,
including the mesolimbic reward system. For exam-
ple, opioid tolerance that reduces the VTAs release of
DA into the NAc may prevent the patient from obtain-
ing pleasure from normally rewarding activities
such as eating. These changes in the VTA and the DA
reward systems, though not fully understood, form
an important brain system underlying craving and
compulsive drug use.

TRANSITION TO ADDICTION

As we have seen, the pleasure derived from opioids'
activation of the brain's natural reward system pro-
motes continued drug use during the initial stages
of opioid addiction. Subsequently, repeated exposure
to opioid drugs induces the brain mechanisms of
dependence, which leads to daily drug use to avert the
unpleasant symptoms of drug withdrawal. Further

D e f i n i t i o n s of Key Terms

dopamine (DA): A neurotransmitter present in brain regions that

regulate movement, emotion, motivation, and the feeling of pleas-

GABA (gamma-omino butyric acid): A neurotransrnitter in the brain

whose primary function is to inhibit the firing of neurons.

focus ceruteus (LC): A region of the brain that receives and processes

sensory signals from all areas of the body; involved in arousal and

vigilance.

noradrenaline (NA): A neurotransrnitter produced in the brain and

peripheral nervous system; involved in arousal and regulation of

blood pressure, sleep, and mood; also called norepinephrine.

nucleus accumbens (NAc): A structure in the forebrain that plays an

important part In dopamine release and stimulant action; one of the

brain's key pleasure centers.

prefrontat cortex (PFC): The frontmost part of the brain; involved \n

higher cognitive functions, including foresight and planning.

ventral tegmental area (VTA): The group of dopamine-containing

neurons that make up a key part of the brain reward system; key

targets of these neurons include the nucleus accumbens and the

prefrontal cortex

prolonged use produces more long-lasting changes in
the brain that may underlie the compulsive drug-seek-
ing behavior and related adverse consequences that
are the hallmarks of addiction. Recent scientific research
has generated several models to explain how habitual
drug use produces changes in the brain that may lead
to drug addiction. In reality, the process of addic-
tion probably involves components from each of these
models, as well as other features.

The "Changed Set Point" Model
The "changed set point" model of drug addiction has
several variants based on the altered neurobiology of
the DA neurons in the VTA and of the NA neurons
of the LC during the early phases of withdrawal and
abstinence. The basic idea is that drug abuse alters a
biological or physiological setting or baseline. One
variant, by Koob and LeMoal (2001), is based on the
idea that neurons of the mesolimbic reward pathways
are naturally "set** to release enough DA in the NAc
to produce a normal level of pleasure. Koob and LeMoal
suggest that opioids cause addiction by initiating a



1 6 • S C I E N C E & P R A C T I C E P E R S P E C T I V E S — J U L Y 2 0 0 2

Opioid toler-
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gradually
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responsive to

the opioid stim-

ulation.

vicious cycle of changing this set point such that the
release of DA is reduced when normally pleasurable
activities occur and opiotds are not present. Similarly,
a change in set point occurs in the LC, but in the oppo-
site direction, such that NA release is increased dur-
ing withdrawal, as described above. Under this model,
both the positive (drug liking) and negative (drug with-
drawal) aspects of drug addiction are accounted for.

A specific way that the DA neurons can become
dysfunctional relates to an alteration in their baseline
("resting") levels of electrical activity and DA release
(Grace, 2000). In this second variant of the changed
set point model, this resting level is the result of two
factors that influence the amount of resting DA release
in the NAc: cortical excitatory (glutamate) neurons
that drive the VTA DA neurons to release DA, and
autoreceptors ("brakes'*) that shut down further release
when DA concentrations become excessive. Activation
of opioid receptors by heroin and heroin-like drugs
initially bypasses these brakes and leads to a large release
of DA in the NAc. However, with repeated heroin use,
the brain responds to these successive large DA releases
by increasing the number and strength of the brakes
on the VTA DA neurons. Eventually, these enhanced
"braking" autoreceptors inhibit the neurons* resting
DA release. When this happens, the dependent addict
will take even more heroin to offset the reduction of
normal resting DA release. When he or she stops the
heroin use, a state of DA deprivation will result, man-
ifesting in dysphoria (pain, agitation, malaise) and
other withdrawal symptoms, which can lead to a cycle
of relapse to drug use.

A third variation on the set-point change empha-
sizes the sensitivity to environmental cues that leads
to drug wanting or craving rather than just rein-
forcement and withdrawal (Breiter et al, 1997; Robinson
and Berridge, 2000). During periods when the drug
is not available to addicts, their brains can remember
the drug, and desire or craving for the drug can be a
major factor leading to drug use relapse. This craving
may represent increased activity of the cortical exci-
tatory (glutamate) neurotransmitters, which drive the
resting activity of the DA-containing VTA neurons,
as mentioned, and also drive the LC NA neurons.
As the glutamate activity increases, DA will be released
from the VTA, leading to drug wanting or craving,
and NA will be released from the LC, leading to
increased opioid withdrawal symptoms. This theory
suggests that these cortical excitatory brain pathways

are overactive in heroin addiction and that reducing
their activity would be therapeutic. Scientists are cur-
rently researching a medication called lamotrigene
and related compounds called excitatory ami no acid
antagonists to see whether this potential treatment
strategy really can work.

Thus, several mechanisms in the LC and VTA-
NAc brain pathways may be operating during addic-
tion and relapse. The excitatory cortical pathways may
produce little response in the VTA during the rest-
ing state, leading to reductions in DA. However, when
the addicted individual is exposed to cues that produce
craving, the glutamate pathways may get sufficiently
active to raise DA and stimulate desire for a greater high.
This same increase in glutamate activity will raise NA
release from the LC to produce a dysphoric state pre-
disposing to relapse and continued addiction.

Cognitive Deficits Model
The cognitive deficits model of drug addiction pro-
poses that individuals who develop addictive disor-
ders have abnormalities in an area of the brain called
the prefrontal cortex (PFC). The PFC is important
for regulation of judgment, planning, and other exec-
utive functions. To help us overcome some of our
impulses for immediate gratification in favor of more
important or ultimately more rewarding long-term
goals, the PFC sends inhibitory signals to the VTA
DA neurons of the mesolimbic reward system.

The cognitive deficits model proposes that PFC
signaling to the mesolimbic reward system is com-
promised in individuals with addictive disorders, and
as a result they have reduced ability to use judgment
to restrain their impulses and are predisposed to com-
pulsive drug-taking behaviors. Consistent with this
model, stimulant drugs such as methamphetamine
appear to damage the specific brain circuit—the fronto-
striatal loop—that carries inhibitory signals from the
PFC to the mesolimbic reward system. In addition, a
recent study using magnetic resonance spectroscopy
showed that chronic alcohol abusers have abnormally
low levels of gamma-amino butyric acid (GABA), the
neurochemical that the PFC uses to signal the reward
system to release less DA (Behar et aL» 1999). As well,
the cognitive deficits model of drug addiction could
explain the clinical observation that heroin addiction
is more severe in individuals with antisocial person-
ality disorder—a condition that is independently asso-
ciated with PFC deficits (Raine et al., 2000).
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FIGURE 2. The Neurobioiogica! Basis of Dependence and Withdrawal
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In contrast to stimulants, heroin apparently dam-
ages the PFC but not the fronto-striatal loop. Therefore,
individuals who become heroin addicts may have some
PFC damage that is independent of their opioid abuse,
either inherited genetically or caused by some other
factor or event in their lives. This preexisting PFC
damage predisposes these individuals to impulsivity
and lack of control, and the additional PFC damage
from chronic repeated heroin abuse increases the sever-
ity of these problems (Kosten, 1998).

STRESS AND DRUG CRAVING

That drug abuse patients are more vulnerable to stress
than the general population is a clinical truism. In the
research arena, numerous studies have documented
that physical stressors (such as footshock or restraint
stress) and psychological stressors can cause animals
to reinstate drug use and that stressors can trigger drug
craving in addicted humans (e.g., Shaham et aL, 2000).
The likely explanation for these observations is that
opioids raise levels of cortisol, a hormone that plays a
primary role in stress responses; and cortisol, in turn,
raises the level of activity in the mesolimbic reward
system (Kreek and Koob, 1998). By these mechanisms,
stress may contribute to the abusers desire to take
drugs in the first place and to his or her subsequent
compulsion to keep taking them.

PHARMACOLOGICAL INTERVENTIONS
AND TREATMENT IMPLICATIONS

In summary, the various biological models of drug
addiction are complementary and broadly applicable
to chemical addictions. Long-term pharmacothera-
pies for opioid dependence and addiction counteract
or reverse the abnormalities underlying those condi-
tions, thereby enhancing programs of psychological
rehabilitation. Short-term treatments for relieving
withdrawal symptoms and increasing abstinence are
beyond the scope of this article; instead, we refer read-
ers elsewhere for detailed ncurobiological explanations
of the various nonopioid-based abstinence initiation
approaches such as clonidine and donidine-naltrex-
one for rapid detoxification (see O'Connor and Kosten,
1998, and O'Connor et al., 1997).

The medications most commonly used to treat
opioid abuse attach to the brain cells' mu opioid recep-
tors, like the addictive opioids themselves. Methadone
and LAAM stimulate the cells much as the illicit opi-
oids do, but they have different effects because of their

different durations of action. Naltrexone and buprenor-
phine stimulate the cells in ways quite distinct from
the addictive opioids. Each medication can play a role
in comprehensive treatment for opioid addiction.

Methadone
Methadone is a long-acting opioid medication. Unlike
morphine, heroin, oxycodone, and other addictive
opioids that remain in the brain and body for only a
short time, methadone has effects that last for days.
Methadone causes dependence, but—because of its
steadier influence on the mu opioid receptors—it pro-
duces minimal tolerance and alleviates craving and
compulsive drug use. In addition, methadone ther-
apy tends to normalize many aspects of the hormonal
disruptions found in addicted individuals (Kling et
al., 2000; Kreek, 2000; Schluger et ah, 2001). For
example, it moderates the exaggerated cortisol stress
response (discussed above) that increases the danger
of relapse in stressful situations.

Methadone treatment reduces relapse rates, facil-
itates behavioral therapy, and enables patients to con-
centrate on life tasks such as maintaining relationships
and holding jobs. Pioneering studies by Dole, Nyswander,
and Kreek in 1964 to 1966 established methadone s
efficacy (Dole et al., 1966). As a Drug Enforcement
Administration schedule II controlled substance, the
medication is administered primarily in federally reg-
ulated methadone programs, where careful monitor-
ing of patients* urine and regular drug counseling are
critical components of rehabilitation. Patients are gen-
erally started on a daily dose of 20 mg to 30 mg, with
increases of 5 mg to 10 mg until a dose of 60 mg to
100 mg per day is achieved. The higher doses produce
full suppression of opioid craving and, consequently,
opioid-free urine tests (Judd et al., 1998). Patients
generally stay on methadone for 6 months to 3 years,
some much longer. Relapse is common among patients
who discontinue methadone after only 2 years or less,
and many patients have benefited from lifelong
methadone maintenance.

A longer acting derivative of methadone, LAAM
can be given three times per week. Recent concerns
about heart rhythm problems (specifically, prolonged
QT interval) have limited LAAM s use (U.S. Food
and Drug Administration, 2001). Nevertheless, long-
term maintenance on moderate to high doses of LAAM
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can, like methadone maintenance, normalize physi-
ological functions such as the cortisol stress response
(Kling et aL, 2000; Kreek, 1992, 2000; Schluger et al.,
2001). Dosing with LAAM is highly individualized, and
three-times-weekly doses range from 40 mg to 140 mg.

Naltrexone
Naltrexone is used to help patients avoid relapse after
they have been detoxified from opioid dependence.
Its main therapeutic action is to monopolize mu opi-
oid receptors in the brain so that addictive opioids
cannot link up with them and stimulate the brains
reward system. Naltrexone clings to the mu opioid
receptors 100 times more strongly than opioids do,
but it does not promote the brain processes that
produce feelings of pleasure (Kosten and Weber, 1984).
An individual who is adequately dosed with naltrex-
one does not obtain any pleasure from addictive
opioids and is less motivated to use them.

Before naltrexone treatment is started, patients
must be fully detoxified from all opioids, including
methadone and other treatment medications; other-
wise, they will be at risk for severe withdrawal Nal trexo ne
is given at 50 mg per day or up to 200 mg twice weekly.
Patients* liver function should be tested before treat-
ment starts, as heroin abusers may have experienced
elevation of certain liver enzymes (transaminases)
caused by infectious complications of intravenous
drug use, such as hepatitis (Verebey and Mule, 1986).

Unfortunately, medication compliance is a crit-
ical problem with naltrexone, because unlike methadone
or LAAM, naltrexone does not itself produce pleas-
urable feelings. Poor compliance limits naltrexone's
utility to only about 15 percent of heroin addicts
(Kosten and Kleber, 1984).

Naltrexone is also sometimes used to rapidly
detoxify patients from opioid dependence. In this sit-
uation, while naltrexone keeps the addictive opioid
molecules away from the mu opioid receptors, cloni-
dinc may help to suppress the excessive NA output
that is a primary cause of withdrawal (Kosten, 1990).

Buprenorphine
Buprenorphtne's action on the mu opioid receptors
elicits two different therapeutic responses within
the brain cells, depending on the dose. At low doses
buprenorphine has effects like methadone, but at high
doses it behaves like naltrexone, blocking the recep-
tors so strongly that it can precipitate withdrawal in

highly dependent patients (that is, those maintained
on more than 40 mg methadone daily).

Buprenorphine is expected to be approved by the
Food and Drug Administration for the treatment of
opioid dependence in 2002. Several clinical trials have
shown that when used in a comprehensive treatment
program with psychotherapy, buprenorphine is as effec-
tive as methadone, except for patients with heroin addic-
tion so severe they would require a dose of more than
100 mg daily (Kosten etal, 1993;OlivetoetaL, 1999;
Schottenfeld et al., 1997). Buprenorphine offers a safety
advantage over methadone and LAAM, since high doses
precipitate withdrawal rather than the suppression of
consciousness and respiration seen in overdoses of
methadone, LAAM, and the addictive opioids.
Buprenorphine can be given three times per week.
Because of its safety and convenient dosing, it may
be useful for treating opioid addiction in primary care
settings, which is especially helpful since most opioid
addicts have significant medical problems (for exam-
ple, hepatitis B or C and HIV infection). Buprenorphine
will be available in 4 mg and 8 mg tablets. A combi-
nation tablet with naloxone (Suboxone) has been devel-
oped to negate the reward a user would feel if he or she
were to illegally divert and inject the medication.
The maintenance dose of the combination tablet can
be up to 24 mg and used for every-other-day dosing.

As office-based treatment of heroin addiction
becomes available, the highest possible safety level
(that is, minimal side effects) should be balanced with
treatment effectiveness. The patient taking methadone
must either visit the medical office daily (not feasible
in most cases) or be responsible for taking daily doses
at home, as scheduled. Accordingly, for an opioid-
dependent patient who cannot be relied upon to take
the medication as instructed and thus might overdose,
buprenorphine in three doses weekly would be a safer
choice than methadone. The patient s office visits could
be limited to once or twice per week, with remain-
ing buprenorphine doses taken at home. Also, buprenor-
phine has less overdose potential than methadone,
since it blocks other opioids and even itself as the
dosage increases.

SUMMARY

Opioid dependence and addiction are most appro-
priately understood as chronic medical disorders, like
hypertension, schizophrenia, and diabetes. As with
those other diseases, a cure for drug addiction is unlikely,
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and frequent recurrences can be expected; but long-
term treatment can limit the diseases adverse effects
and improve the patients day-to-day functioning.

The mesolimbic reward system appears to be cen-
tral to the development of the direct clinical conse-
quences of chronic opioid abuse, including tolerance,
dependence, and addiction. Other brain areas and
neurochemicals, including cortisol, also arc relevant
to dependence and relapse. Pharmacological inter-
ventions for opioid addiction are highly effective; how-
ever, given the complex biological, psychological, and
social aspects of the disease, they must be accompa-
nied by appropriate psychosocial treatments. Clinician
awareness of the neurobiological basis of opioid depend-
ence, and information-sharing with patients, can pro-

vide insight into patient behaviors and problems
and clarify the rationale for treatment methods
and goals.
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«
/ / RESPONSE: THE NEUROBIOLOGICAL MODEL IN

COMMUNITY TREATMENT PROGRAMS

Tom Brewster, L.C.S.W., Chris Farentinos, M.D., and Douglas Ziedonis, M.D.

Chris Farentino$:Th\s is very important information
for patients and counselors to have. Patients can under-
stand their reactions in terms of, 'By taking this
drug I stimulated my brain so much iVe kind of extin-
guished its ability to produce certain neurotransmit-
ters, and once I stop taking the drug, dysphoria will
arise and that creates a cycle of addiction.' And the
counselor can have more empathy for the client: Its
not that the clients are not trying to get better or that
they are bad people, but they fed so bad after they stop
using the drug that they have to go back. There is also
a neurobiological connection to impulsivity and per-
sonality disorders, so the whole thing fits together.

Doug Ziedonis: From a pragmatic point of view, this
kind of article is useful for stigma-busting with legis-
latures, since they don't want to pay for habits or
choices. They want to pay only in cases of medical
necessity.

The recovery community agrees with the disease
concept of addiction. Most of the recovery models
people use when working with addicted patients use
some type of bio-psycho-social-spiritual matrix. The
biological part is considered most important in early
stages of recovery, maybe during the first year, because
the patient has to deal with acute withdrawal, depend-
ence, and then protracted withdrawal.

Where the recovery and medical communities
often don't see eye to eye is when the disease concept
gees translated into a rationale for using medication,
whether it is in the case of dual-diagnosis patients or
even the use of naltrexone to treat opiate addiction.
Naltrexone is a great medication; it can be very use-
ful in treating impaired professionals. But if you
survey average community treatment programs, hardly
any patients are on naltrexone. Methadone is its

own medical model system that doesn't always link
well with places that use the abstinence model. I have
worked at abstinence programs and have worked at
Yale as medical director of a methadone program. I
favor the use of methadone as part of a treatment con-
tinuum.

Tom 2?r«w**r; Therapeutic communities have long
been the most resistant single group to the use of med-
ications for opiate abuse treatment. I think there has
been a movement among providers to utilize methadone
more in our therapeutic communities. There certainly
has been in my community. We actively maintain
patients on the medication and have trained our coun-
selors. Our recovering counselors are abstinence-
oriented individuals: they don't drink and they cer-
tainly aren't using illicit substances. They generally
challenge any form of medication, particularly anal-
gesic medication, even when it should be legitimately
used for pain reduction after surgery and so forth. But
our program has embraced methadone despite this
resistance, because of the biological connection described
by Kosten and George.

The information about biology and about med-
ications is useful for patients who are asking to be taken
off methadone. Patients come to me and say, 'I want
to detox. Methadone is not good. It is a weakness. My
wife wants me off of it, my employer wants me off,
society wants me off, my probation officer wants me
off/ Corrections workers press patients to feel guilty
about taking a narcotic medicine. They don't believe
in it. We resist this pressure because we know better.
The relapse rate of those who get off methadone main-
tenance is perilously high. We strongly discourage peo-
ple from going off the medicine. £~
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Treatment Practice and Research Issues in Improving
Opioid Treatment Outcomes

Providers of treatment for opioid addiction have entered a new era of accountability, as Federal and

State regulators increasingly demand objective evidence of treatment effectiveness. Since the length of

treatment is associated with success of treatment, opioid treatment programs that demonstrate an

ability to retain patients can make a strong case that they are effective. The challenge to opioid treat-

ment providers is to examine their practices and begin organizational change to incorporate saen:ifi-

cally proven practices to improve patient retention. The challenge to the research community is to part-

ner more effectively with community-based providers to help them through the transition.

T. Ron Jackson, M.S.W.

Evergreen Treatment

University of Washington

School of Social Work

Seattle, Washington

M ay 18, 2001, was a landmark day in the history of what was once called methadone

maintenance treatment (MMT) or, more recently, opiate substitution (or replace-

ment) treatment. On that date, Federal oversight of MMT shifted from the Food and Drug

Administration, the Federal regulating authority since 1972, to the Substance Abuse and

Mental Health Services Administrations (SAMHSA) Center for Substance Abuse Treatment

(CSAT) (DHHS, 2001). The main objective of the change in oversight is to move programs

toward stricter accountability for patient outcomes, such as decreased drug use, reduced

criminal behavior, and improved social functioning. Increasingly, programs will need to do

more to maintain their licenses than simply adhere to the regulations governing the deliv-

ery of methadone, LAAM, and other medications for treating opioid addiction. They

also will have to demonstrate that they measure and meet criteria for acceptable levels of

treatment effectiveness and patient benefit.

The new rules also give providers more flexibility to adopt scientifically validated out-

come-enhancing practices. To reflect the emphasis on a variety of potentially effective prac-

tices that go beyond methadone maintenance, SAMHSA has instituted the label "opioid

treatment program" (OTP).

This article offers an OTP directors perspective on how programs can succeed in the

new era. OTPs must draw on scientific research, which has provided a wealth of studies

to inform clinical practice. A key principle that has emerged is that the length of time a

patient stays in treatment ("retention") is a highly significant indicator of program quality;

measured repeatedly, it is a tool for assessing progress in improving outcomes.
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To achieve and document greater patient retention as
well as other desirable patient outcomes, many OTPs
will need to make sometimes far-reaching changes in
their operations and offerings. Collaboration between
providers and researchers will be essential to solving
the many practical problems OTPs must overcome to
fully implement science-based treatments.

PATIENT RETENTION: WHAT RESEARCH

There is clear and abundant evidence that longer dura-
tion of treatment is associated with better patient out-
comes (see Figure 1), both during methadone main-
tenance and after successful completion of treatment
(that is, gradual tapering from methadone with psy-
chosocial stability and no return to opioid addiction)
(Ward ct al., 1998). The studies suggest that treatment
should last no less than 1 year, and that 2 or 3 years of
treatment produces superior outcomes. No studies
support setting a fixed limit on duration of treatment.
Thus, patient retention is a key performance indica-
tor for OTPs to routinely measure and evaluate, and
taking steps to increase patient retention is a poten-
tially valuable strategy for improving patient outcomes.

Researchers have studied a number of patient-
related and program-related factors to see whether they
affect retention of patients in treatment. Patient-related
factors include age, race, ethnicity, sex, the number of
substances abused, psychopathology, employment,
social support network, and level of motivation to quit
drugs. Findings about which of these factors affect
retention have been mixed; but even if there were clear
findings, they would be of little practical help to providers
seeking to improve retention and outcomes. For both
practical and ethical reasons, OTPs cannot select for
admission only those applicants whose characteristics
indicate a higher probability of success in treatment.

OTPs, then, must look to program-related fac-
tors for opportunities to make changes that will improve
their patients' outcomes. Among the factors that can
enhance success, according to studies, are:

• Use of individually determined methadone doses
and higher doses (>60 mg) (Maddux et al., 1997);

• Individualized treatment plans that identify needs
for employment, family, legal, financial, and other
supplemental services (Joe et al., 1991) and access
to such services (Condelli, 1993);

• Use of contingency contracting with negative incen-
tives (for example, treatment sanctions; Saxon et al.,
1996) or positive incentives (such as medication
take-home privileges; Churuape et al., 1999) linked
to urinalysis results and attendance at dosing and
counseling sessions;

• Counselor behaviors and ability to form a working
alliance with patients (Blaney and Craig, 1999);

• Staff acceptance of the philosophy of maintenance
treatment, which sees opioid addiction as a medical
illness that requires medication and counseling for
an indefinite period (Caplehorn et al., 1998);

• Frequency of counseling contacts and other program
features (Magura et al., 1999); and

• Greater experience and involvement with treatment
on the part of the OTP director (Magura et al., 1999).

IMPLEMENTING NEW PRACTICES:
OBJECTIVES AND BARRIERS
Key research-proven objectives that OTPs can adopt
to improve patient retention and other outcomes
include acquiring research information; identifying
cost-effective research-based interventions; securing
high-quality social services; and tracking retention
rates. As they pursue these objectives, OTPs will
encounter practical barriers in the areas of resources
and staffing. They will also face information gaps where
research to date has not provided key answers and
where implementation-oriented research will be crit-
ical to an efficient transition to more effective treat-

Learning to acquire, evaluate, and use research
will be a necessary first task for many OTPs. In this
authors experience, OTP managers and their staffs
are largely unaware of specific research findings on
the relationship of treatment variables to retention
and outcomes. As knowledge is an important element
of change, the research community and leaders in OTP
associations could do a better job of disseminating
findings to the treatment community. CSATs Treatment
Improvement Protocol (TIP) series, NIDAs "Blending
Research and Practice* meetings, this new NIDA jour-
nal, and the training efforts of the national network
of Addiction Technology Transfer Centers (ATTCs)
are examples of a good start in that direction. However,
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FIGURE K Time in Treatment and Daily Opioid Use in Year
Following Discharge

II I
Duration of treatment is a key measure for assessing the quality of a treatment
program because it is directly related to successful outcomes. In a study with 3,248
patients, daily opioid use in the year following discharge from treatment declined
in direct proportion to the length of time patients stayed in treatment, regardless
of the treatment modality—therapeutic community, outpatient drug-free, or meth-
adone maintenance. Patients who simply underwent detox without followup treat-
ment had the poorest outcomes. Decreased criminal behavior showed a similar
direct relationship to length of treatment.

Source: Simpson and Sells, 1982,

many programs do not cake advantage of those resources.
Furthermore, OTP managers who do inform them-
selves must also facilitate knowledge dissemination to
their staffs.

Having reviewed the literature linking program
characteristics to retention, an OTP manager may be
able to identify several ways to modify or enhance a
program to improve outcomes. At this juncture, an
important objective will be to select for implementa-
tion those that use the OTP s resources cost-effec-
tively—in other words, that are worth the investment
This decision can be difficult, in part because researchers
have tended to test interventions without sufficient
attention to the resource limitations of OTPs. For
example, one research project found that a take-home
incentive program—granting take-home privileges to
patients who reduce their drug use—had a positive
effect on outcomes (Churuape, 1999); however, the

resources devoted to the study were greater
than most OTPs enjoy. No estimate was
made of how much an agency might need
to spend to implement and sustain a take-
home incentive program, or whether such
a program might yield a better return on
the investment of agency resources than,
say, training and supervising counselors
to be more proficient in the use of moti-
vational interviewing. More research focus
on the cost-effectiveness of various inter-
ventions or staff training strategies would
be extremely valuable.

Once an OTP director has selected
a science-based intervention or program
component for implementation, staff
training will be critical for success. This
is another area, however, in which research
has not yet provided OTP managers with
much guidance. If, for example, an OTP
manager, recognizing the counselor's
important role in improving patient reten-
tion, wished to improve staff skills in the
use of motivational interviewing, how
would that best be accomplished? What
kind of training, delivered by a trainer
with what qualifications, would yield the
highest probability of skills acquisition
and incorporation of those skills in clin-
ical practice? Scientific research to help

_— managers resolve some of these questions
would be very welcome.

Scientific research has shown that outcomes
improve when individualized treatment plans match
service delivery to individual patients' needs and appro-
priate high-quality social services are provided. In
attempting to meet this objective, OTPs will again
confront issues of developing and allocating resources
and effecting organizational change.

With resources limited by low reimbursement
rates, many OTPs look to their communities for qual-
ity health and social services for their patients
Unfortunately, many communities and social serv-
ice providers view OTPs and their patients with antipa-
thy or disdain. Often, they misunderstand opiate ago-
nist therapy, consider OTPs little more than legalized
drug dealers, and consequently want nothing to do
with an agency or its patients. In addition, many social
service providers seem to view heroin addiction as



C L I N I C A L PERSPECTIVES — I M P R O V I N G O P I O I D T R E A T M E N T O U T C O M E S . 25

an intractable condition brought on by willful mis-
conduct and so reject or give lowest priority to patients
referred by OTPs. The research community has in
recent years publicized the effectiveness of opioid
addiction therapy, encouraging the public to correctly
characterize opioid addiction as a chronic medical dis-
order. In some areas this activity has led to signifi-
cantly better acceptance of OTPs and their patients.
Sadly, much work remains.

To evaluate its strategy for improving outcomes
and to set goals for continuing improvement, an OTP
must measure patient retention and monitor how it
changes over time. Many OTPs cannot currently
accomplish such measurements and will need to redesign
their patient data systems to obtain and record all the
necessary information on patient characteristics as
well as the type and amount of treatment delivered to
each. Many OTPs also will want to convert to a com-
puterized patient information system to be able to
analyze information easily and quickly. These are
daunting organizational tasks that entail significant
costs—both financial resources and staff time. Some
State governments assist OTPs in their data acquisi-
tion and analysis, others do not. The research com-
munity could make an invaluable contribution by
equipping agency and statewide data systems with the
ability to perform survival analysis, the key statistical
technique for measuring and comparing rates of reten-
tion (Magura et al., 1998).

Two other practical issues face OTPs preparing
for programmatic change: lack of implementation
manuals and lack of expertise in organizational change.
The shortage of practical implementation manuals—
for example, guidance for how to start up and run a
take-home incentives program, including quality assur-
ance guidelines—is a barrier to change but one the
research community could address by ensuring cre-
ation and dissemination of such documents once an
intervention has been validated in studies. Development
of such materials should be one of the requirements
for funding of research studies.

OTP managers have a wide range of experi-
ence and expertise and now face a sea change in expec-
tations for the operation of their programs. Many
could benefit from guidance on effective ways to pre-
pare for and implement organizational change.1 For
30 years, OTPs have struggled to comply with mul-
titudinous regulations and local laws (such as limits
on dose levels, length of treatment, and take-home

privileges), clinical practice constraints (for example,
limited counseling sessions per patient per month),
as well as internal policies and procedures growing out
of the philosophies of administration and staff. This
history has ingrained attitudes and responses among
program managers and staffs that will require spe-
cial effort to change. OTPs and their staffs—much
like the patients they treat—approach the change
process with different strengths and challenges (D'Aunno
etaL 1999).

ADMINISTRATIVE DISCHARGE:
TROUBLING ISSUES

As an OTP director, this writer could improve his
agency's retention rate with the stroke of a pen, by
eliminating the possibility of administrative discharge
(expulsion for cause) from treatment. Administrative
discharge clearly lowers retention rates, but just as
clearly is necessary in some cases. Moreover, while
research and improved treatments may be able to pro-
vide standards for some types and causes of adminis-
trative discharge, others seem likely to remain mat-
ters of difficult—and ethically troubling—judgment.

Unremitting cocaine use by patients in OTPs
is one of the most common causes of administrative
discharge as well as dropout from treatment (Magura
et al., 1998). Developing specialized, cost-effective
therapies for cocaine-using methadone patients would
help improve retention.

The most difficult administrative discharge deci-
sions involve lack of response to treatment. While pro-
gram rules often cite noncompliance rather than non-
response as the reason for discharge, in effect they
define what the program deems to be nonresponse.
In an ideal world, there would be no need for such
rules. OTPs would have the resources to take all
who sought treatment and let patients continue indef-
initely as long as they participated, even minimally,
and did not impede the recovery of others. As things
stand, however, with limited public funding and statu-
tory caps on treatment "slots," an OTP manager must
weigh keeping a poorly responding patient in treat-
ment against providing treatment access to someone
else who might be able to benefit more from what the
program offers.

In this environment, science can help clinicians
make more informed decisions about who should stay
and who should go. Currently, agency managers and
the staff determine what constitutes nonresponse sub-
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jectively, from their clinical perspectives. OTPs would
benefit enormously if research could provide ways
to make these decisions objectively, by identifying
signs—for example, levels of continuing drug use,
absences from dosing and counseling sessions, lack of
progress toward treatment goals—that continuing
treatment will probably be fruitless. Such data would
also help OTPs advocate for increased funding and
treatment options, such as low-threshold treatment
programs that provide options other than expulsion
for lack of response. Research could also help OTPs
by investigating how the presence of nonresponders
affects the therapeutic environment for other patients—
another concern that managers weigh when consid-
ering administrative discharges.

Clearly, for programs to be viable, some limits
for acceptable behavior must be set and enforced.
However, whether a particular behavior is unaccept-
able can be difficult to judge. OTPs generally con-
cur that behaviors that threaten the safety of patients
and staff and the status of the program in the com-
munity warrant expulsion, and they agree that vio-
lence or threats of violence against patients (on agency
premises) or staff (on or offagency premises) and drug
dealing fall into this category. Yet whether a particu-
lar act constitutes threatening behavior or drug
dealing can be debatable. It is hard to imagine science
lending any guidance to these judgments.

RECOMMENDATIONS TO CLINICAL
COLLEAGUES

We stand at the threshold of a new era in the treat-
ment of opioid addiction. Not only is methadone treat-
ment changing, but new medications will soon be
available for deployment in a variety of ways, not just
in traditional clinic-based settings. We will be more
accountable for outcomes than ever before. Patients,
their families, our communities, and funding agen-
cies will ask not whether opioid treatment is effective,
but how well our patients do. Some of us will rise to
the challenges of the new era and thrive; some won't.
In this writer's opinion, three steps are critical:

• Embrace change. We have to change both our think-
ing and our practices, beginning with a conversation
between managers and staffs. Agency administrators
will need to understand the new environment and
engage their staffs in a dialogue about the reasons to
change and methods of change and then explore

together the perceived benefits and barriers to change.
This means, in short, taking a fearless inventory of
the strength and weaknesses of each agency.

In my own case, the inventory of my agency's
practices and assets revealed that our intake assess-
ment form, developed some years earlier, was not
going to be adequate. We switched to the Addiction
Severity Index (ASI), a standardized assessment
instrument (available free at www.tresearch.org
IAsse$sment%20Instlin$truments.htm)&iit allows us

to measure our retention rates and compare them
to our past performance and to other programs using
the ASI. The ASI also facilitates initial treatment
plans that focus on patients' needs for services in a
variety of life domains, not just their drug addic-

Focus on data. Read the literature about program
factors that affect retention and outcome, and exam-
ine your agency practices in that light. Decide what
data you need to collect for the ongoing program
evaluation and quality assurance necessary to improve
outcomes. Take the necessary steps to collect those
data into a computerized database. Commit to a
serious, ongoing allocation of agency resources for
staff training and supervision.

In our agency, we have trained our intake coun-
selors to gather the ASI information on all incom-
ing patients and enter it in an electronic database
that I then use in continuous program evaluation
to examine patient characteristics, including their
service needs, how those characteristics and needs
change over time, and response to services. The cost
to my agency was for staff training and acquisition
of computers and the ASI software.

Partner with researchers. Reach out to the research
community for help with decisionmaking on data
acquisition and for ongoing data analysis. The
collaboration will help you to better define and
answer questions about how you can improve out-
comes for your patients. All of us learned most, if
not all, of what we know about clinical practices
from listening to our patients. Think of program
evaluation as a more systematic way of listening to
your patients.

Through partnering with research colleagues to
conduct studies at my agency, our staff has learned
more about what kinds of behavioral interven-
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tions work with our patients, and clinical person-
nel are better able to apply those interventions.
Participation in research has brought financial assets
to my agency and allowed us to attract and retain
very capable clinicians.

RECOMMENDATIONS TO RESEARCH
COLLEAGUES
The new emphasis on program evaluation and qual-
ity assurance in OTPs affords a rare opportunity for
collaboration between clinical practitioners and
researchers interested in treatment improvement. This
is the era when research-to-practice can really deliver
on its heretofore unrealized promise. What is the
research community to do to help make this happen?
Here are four steps to accomplishing that goal:

• Stop doing independent studies on the effective-
ness of methadone treatment. If the new CSAT reg-
ulations work as designed, this country will have
hundreds of OTPs systematically gathering data and
evaluating their programs' clinical outcomes. Partner
with OTPs to design and conduct collaborative stud-
ies to refine the analysis of the treatment factors that
we know contribute to retention and patient out-
come and to identify additional treatment variables
that affect outcomes. The power of the data being
collected by OTPs will also allow analysis of gen-
der-specific treatment variables that affect retention
and outcomes.

• Study cost-effectiveness. While studies have shown
mixed results with respect to the amount of variance
in patient outcomes attributable to program vari-
ables, OTPs want and need to know which program
variables offer the best return on investment to
improve outcomes. For example, given its financial
constraints, should a program devote funds to more
frequent urinalyses and incorporation of results in
treatment planning, or should it spend that money
on developing counselor competencies?

* Develop implementation and quality assurance
manuals. Using your experience as study design-
ers and implemented, generate manuals to guide
OTPs through the process of implementing state-
of-the-art clinical interventions and practical self-
evaluation protocols.

• Develop "best practice" benchmarks for patient
retention and outcomes. Help OTPs, their regula-
tors, and funders understand what optimal clinical
performance looks like so that they might meas-
ure program performance against those standards.
This will require refining and applying the tech-
niques, called case-mix adjustment, used in per-
formance comparisons to make allowance for the
fact that populations in some programs are more
difficult to treat than others. Comparisons of out-
comes made without taking into account the rela-
tive difficulties of treatment populations can lead
to erroneous conclusions and unwarranted reac-
tions, such as personnel actions or program fund-
ing cuts or decertification.

1 Readers interested in a guidebook for organizational
change in addiction treatment programs could refer
to The Changs Book: A Blueprint for Technology Transfer,

produced and distributed by the National ATTC,
which can be reached at 1-877-652-2882 or
www.nattc.org.

CORRESPONDENCE

Ron Jackson, Evergreen Treatment Services, 1700
Airport Way South, Seattle, WA 98134; e-mail:
ronjack@u.washington.edu.
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yy R E S P O N S E : THE NEW ENVIRONMENT OF ACCOUNTABILITY
FOR OTPs

R. Lorraine Collins, PLD. , William Comely, M.H.S., and Christine Grella, Ph.D.

Lorraine Collin$:The demand for accountability is like whether they continued to live with a substance
ratcheting up. Methadone programs may find them- abuser. These environmental issues are a huge deter-
selves having to be increasingly accountable. minant of outcomes and completely beyond our

control.
William CornetytWixh respect to retention of patients
in opioid treatment, most drug-free programs have Grella:Jackson s call for partnership—informing the
already made the transition to viewing the patient as treatment staffof current research and inviting researchers
a customer who must be retained, and their experi- to work with providers in testing different approaches
ence may be helpful to methadone programs. to improving delivery of treatment—is excellent.

What other outcomes, besides retention, should He is absolutely right, too, in saying we need more
be considered for accountability? For example, what research on how organizations can change to imple-
about having someone off methadone in a year or ment different treatment practices. A potential research
2 years, or having lower incidence of AIDS? question would be, 'What program characteristics are

associated with the ability to implement effective prac-
Christine Grella: Ideally, methadone programs would tices?' Jackson cites one example: a study showing that
target a range of outcomes, including use of opioids attitudes and experiences of program directors in
and other drugs, alcohol use, and then issues such as methadone programs made a difference,
housing, unemployment, and general psychosocial
functioning. A troubling issue that I saw first-hand Collins: Many programs have staff members who work
while working on a study in a methadone clinic is that there because of their experiences recovering from sub-
much of the patients' ability to respond to treatment stance abuse and who have an understandable bias
was related to issues in their communities and to things toward whatever treatment regimen was successful for
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them. Those perspectives are now being challenged
or questioned by the emphasis on accountability. In
the future, treatment personnel may have to come
from other backgrounds, with professional rather than
experiential training. Research might look at the ques-
tion, 'How well are staff members with each kind of
background able to perform as drug abuse treat-
ment providers?'

Grelia: I was intrigued with the author s suggestion
that the research community can give more guidance
on different ways to train the program staff. I think
this is especially important in OTP facilities where
the staff—especially those who have worked a long
time—may have strong beliefs about how effective
the treatment is and what they can accomplish with
the patients they see. We really need to test different
approaches to working with staff members to upgrade
their skills and deal with their resistance to change.

ColBns:The use of treatment manuals and other mate-
rials to disseminate actual treatment protocols is going
to be crucial for raising the level of staff knowledge.
The large multisite research studies are already start-
ing to do this. The manuals walk practitioners through
the study protocols step by step. For example, here
is a new assessment instrument, here is how you score
it, here are some ways of intervening with patients
with each possible score.

To some extent, I think Jackson sees researchers
as able to do more than we actually can. Researchers
will not be able to influence all the State regulations
and policies that affect credentialing. With respect to
salary structures, we will not be able to do much beyond
saying that with better education and better pay, you
might have a more effective staff. As to the issue of
enhancing the ability of agencies to perform sur-
vival analysis, even universities have difficulty find-
ing staff to do survival analysts.

Grdla: When researchers work with treatment providers,
our methods have to be objective, but we also want
the treatment to be successful, and partnership is
important for that reason.

Comely: This issue of noncompliant—for lack of a
better word—patients is one that programs grapple
with all the time. When you have to make a decision

about keeping someone in treatment who continues
to use drugs, especially in drug-free treatment, you
walk a fine line between maintaining the integrity of
the program and helping the individual. In our pro-
gram we will usually retain a patient who uses drugs
and help them get through the relapse, intensify serv-
ices, and those sorts of things. Some other programs
arc very rigid: If you use, you are kicked out.

Generally, the belief is that good treatment means
increasing treatment, rather than withdrawing it, when
patients continue to use or relapse. Jackson suggests
that a wider range of treatment options might be the
answer for some nonresponding individuals. We can
certainly design a study where we have different lev-
els of intensity—high, enhanced, etc. But given the
reality in which these programs function, with their
limited resources, how are they going to implement
the programs?

Grella:Tht research is very clear that individuals in
methadone therapy who use cocaine or alcohol have
relatively poor response to treatment. We can design
studies to look at cocaine-reduction protocols in
methadone programs, but the degree to which com-
munity OTPs can implement them is going to vary
widely. We keep coming back to the issues of resources
and feasibility.

Collins: A lot of programs aren't focusing enough on
mental health issues as they relate to substance abuse.
Maybe someone is not responding well to methadone
because of other psychiatric problems that are not
being addressed by the program. We probably need
broader assessments. Research can definitely help with
that. One research-based model is [Prochaska and Di
Clementes] 'Stages of Change,* which has been applied
to drug abuse. Stages of Change looks at where peo-
ple arc along a continuum that goes from precon-
templation [not really considering the life changes
that treatment will require], through contemplation
[of committing to the changes], to action, and so on.
If somebody is in the precontemplation stage, it's not
the right time to jump into treatment, but there might
be some other activities he or she could engage in to
move the process along. £~
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!?nplications of Methadone Maintenance
for Theories of Narcotic Addiction
Vincent P Dole. MD

Clinical success in rehabilitation of heroin addicts with maintenance treatment
requires stability of the blood level In a pharmacologically Effective range
(optimally, 150 to 600 ng/mL) —a phenomenon that emphasizes the central
Importance of narcotic receptor occupation. It Is postulated that the high rate of
relapse of addicts after detoxification from heroin use is due to persistent
derangement of the endogenous llgand-narcotlc receptor system and that
methadone In an adequate daily dose compensates for this defect. Some
patients with long histories of heroin use and subsequent rehabilitation on a
maintenance program do well when the treatment Is terminated. The majority,
Unfortunately, experience a return of symptoms after maintenance is stopped.
The treatment, therefore, Is corrective but not curative for severely addicted
persons. A major challenge for future research is to Identify the specific defect in
receptor function and to repair It. Meanwhile, methadone maintenance provides
a safe and effective way to normalize the function of otherwise Intractable
narcotic addicts.

{JAMA 1988:260:3026-3029)

THE ACHIEVEMENTS of molecular
biology in analyzing processes of cell
function suggest that all diseases, in-
cluding disorders of behavior, might ul-
timately be reduced to biochemical
terms. The claim is extreme, but at least
for narcotic addiction the optimism
seems to be justified. Analysis of the
clinical results of methadone mainte-
nance treatment during the past 25
years, coupled with advances in the un-
derstanding of narcotic receptors and
their Uganda, supports the view that
compulsive use of narcotics stems from
receptor dysfunction.

This is a departure from the tradition-

From The Rockefeller University Hospital, New YonV.
Ba;*d on a lecture given at the presentation of (h*

Albel tasker Clinical Medicine Ra$earch Award. New
Yofk.Nov*8.1988

Pep/int requests lo The AockeWer University. 1230
Y(yV Av*. New Yo*. NY 10021 (Or Dote)

al concept of addiction as misbehavior—
a distinction of great practical conse-
quence. As recently as four months ago
the Supreme Court affirmed the denial
of veteran's benefits to alcoholics on the
ground that their condition is due to
"willfull misconduct/*1 an opinion that
seems to be at odds with the medical
tradition of basing services on need
rather than on fault. The ruling made
explicit the widespread prejudice
against addicts, one that if carried to
logical limits would deny treatment to a
skier with a broken leg or a sunbather
with skin cancer. Fbr the immediate fu-
ture, the harshness of the ruling has
stimulated corrective action in the legis-
lature. In the longer term, scientific un-
derstanding should displace prejudice,
and attitudes toward addictive behavior
should become more consistent with
medical tradition. At least so one may
hope, provided that the scientific com-

munity can provide a basis for rational
understanding of addictions as disease?.

METHADONE NORMALIZES
FUNCTION

This article, updating previous ana-
lyses," is concerned mainly with the
theoretical implications of methadone
maintenance treatment and the direc-
tion of future work. The practical suc-
cess of maintenance in rehabilitation of
tens of thousands of addicts, now espe-
cially important as a means of limiting
the spread of acquired immunodeficien-
cy syndrome, has been documented4*
and need not be reviewed further. The
issue to be considered here is the basis
of this success. The treatment is.corrcc-
tive, normalizing neurological and endo-
crinologic processes in patients whose
endogenous ligand-receptor function
has been deranged by long-term use of
powerful narcotic drugs. Why some
persons who are exposed to narcotics
are more susceptible than others tc this
derangement and whether long-term
addicts can recover normal function
without maintenance therapy arc ques-
tions for the future. At present, the
most that can be said is that there seems
to be a specific neurological basis for the
compulsive use of heroin by addicts and
that methadone taken in optimal closes
can correct the disorder. When somatic
function has been normalized, the ex-
addict, supported by counseling and so-
cial services, can begin the long process
of social rehabilitation.

The social rehabilitation of meth.v
done maintenance patients and the nor-
malization of endocrine function' sub-
stantially exceed the expectation that.
Marie Nyswander. MD, and I brought
to the problem 25 years ago. Then, as



now, it was clear that narcotic addiction
could not be eliminated simply by prohi-
bition, however severe the penalties.
For a chronic user, the need for narcotic
is inelastic. With tens of thousands of
Buch persons as a market, limiting sup-
ply without reducing demand increases
the price of illicit drugs to the point that
black marketers are willing to take the
necessary risks. The net result is a high-
ly profitable business for the drug sell-
ers, corruption of government officials,
infiltration of legitimate business with
laundered money, increase in crime
committed by addicts to support their
expensive habits, filling of jails, and
deaths from injection of contaminated
drugs of uncertain potency. The clear
lesson to be learned from repeated fail-
ures of past policy is that demand must
be reduced by effective treatment. The
epidemic of narcotic use has not been
extinguished by prohibition, civil com-
mitment, jailing, or other punishments.

On the other hand, it must be con-
ceded that attempts to treat addicts
with narcotic maintenance 70 years ago
were not successful. Indeed, leaders in
the medical profession and the Public
Health Service cooperated with en-
forcement agents in closing the experi-
mental clinics, thus effectively trans-
ferring responsibility for control of
addiction to the police.1 When Marie
Nyswander and I began our work, the
position of the Federal Bureau of Nar-
cotics was that maintenance had been
tried and had failed. The argument
could not be denied, but it seemed self-
serving. The failure of clinics that had
been organized hastily in response to
the panic that followed enactment of the
Harrison Narcotic Act constituted the
database. Not only were physicians iU
prepared to deal with the flood of des-
perate addicts, they had only two nar-
cotic dmgs, morphine and heroin, to
prescribe.1 In retrospect, a major rea-
son for their failure is clear: the physi-
cians were using the .wrong drugs.

Our objective at the onset was simply
to find a medication that would keep
addicts content without causing medical
harm and that would be safe and effec-
tive for use over long periods in relative-
ly stable doses. The goal of social reha-
bilitation of addicts was not part of the
original plan. Merely satisfying addicts,
although not an ideal result, seemed
better than the existing policy that
forced incurable addicts into criminal
activity.

STABILITY ESSENTIAL

The initial studies, conducted at
Rockefeller Hospital (New York) in col-
laboration with Mary Jeanne Kreek,

ferent narcotic drags when given in var-
ious doses to long-term users of heroin.
Ail drugs were of the opiate class—that
is, they were known to exhibit cross-
tolerance with morphine—and all had
been approved for human use as analge-
sics. The reason for failure of previous
attempts to maintain addicts on mor-
phine soon became apparent: the pa-
tients could not be stabilized on the
drug. Despite frequent injections, their
condition fluctuated between somno-
lence and agitation throughout each
day, with tolerance increasing over con-
secutive days to the point that they
were almost continuously agitated even
when receiving huge doaee of morphine.
Similar results were obtained with her-
oin (which is essentially the same drug
as morphine since itia rapidly converted
to morphine in the body), hydromor-
phone, codeine, oxycodone, and meperi-
dine. The prospect for maintenance
treatment did not look promising at this

A remarkably different result was
Been when, in the course of the sched-
uled testing, methadone was adminis-
tered. The fluctuation in clinical state
became less and then disappeared.
Doses became stable. The patients
seemed normal. Most remarkably, their
interests shifted from the usual obses-
sive preoccupation with timing and doee
of narcotic to more ordinary topics.1 We
had no explanation for this surprising
result. Prior to our studies, methadone
had been tested at the Public Health
Hospital (Lexington, Ky) and was found
to be a typical opiate, distinguished
from morphine only by greater oral ef-
fectiveness and a somewhat longer peri*
od of action.t# However, because of the
favorable response, we decided to con-
tinue administration of methadone be-
yond the original schedule and to ob-
serve longer-term effects. It was not
until several years later that an expla-
nation for the unusual result became
apparent: the concentration of metha-
done in blood is stabilized by reversible
absorption into tissues," mainly the liv-
er." The key factor is the reversibility of
this absorption. Immediately after in-
gestion of the daily dose, 99% of the
medication is bound to the tissues in
equilibrium with the concentration in
blood. It is released as the concentration
falls, thus buffering the level With a
relatively steady concentration in
blood, the narcotic receptors in critical
cells remain continuously occupied and
the patient becomes functionally nor-
mal. The essential feature in the treat-
ment is the stability of receptor occupa-
tion, which permits interacting systems
to function normally. The physiological
*nd behavioral disturbances in heroin

addiction apparently are coixaoquencea
of the rapid changes in status of the
endogenous narcotic . zccplor-ligand
ByBtem. When the addict takes short-
acting narcotics, the system cycles be-
tween abstinence ana narcosis several
times a day. A stable state of adaptation
ia impossible.

Our work involved a fortunate acci-
dent that explains why the unique value
of methadone for maintenance had not
been discovered previously. The pa-
tients had just completed a long sericR of
tests with other opiates and, as a conse-
quence, had developed a high tolerance
to narcotics. Therefore, methailone WM
administered in exceptionally hiph
doses, about ten times greater than is
needed for analgesic action in naive pa-
tients. Injected in a single, small dose to
a nontolerant patient, methadone is a
relatively short-acting drug. The bulk
of the dome is quickly removed from
blood and later is returned to circulation
at a pharmacologically insignificant lev-
el. Only when large doses of methadone
have been administered repeatedly do
the nonspecific binding sites come into
equilibrium with a pharmacologically
effective concentration in circulating
blood. When this condition is reached,
all that is needed for buffering the con-
centration at a high enough level to en-
sure significant occupation of receptors
is a single daily dose to replace the
amount of drug that has been eliminated
by metabolism. Moreover, because of
efficient absorption from the gastro-
intestinal tract, the dose can be given
orally, thus eliminating needle use.

SPECIFICITY

Studies of the original six patients or
our metabolic ward demonstrated th<
absence of acute narcotic effect in meth
adone maintenance patients and pro
vided an understanding of the impor
tance of receptor occupation. Switchin
the daily dose to d-methadone in place <
the usual racemic mixture of d- and
methadone was followed by the gradu
appearance of abstinence symptoms,;
expected from the fact that the nartot
activity of methadone is limited to the
isomer. The patients, not noticing ai
difference in the taste or immediate <
fects of the daily dose, reported on t
next day that they seemed to be "%
ting the flu.1' Only on the third day <
they begin to suspect the medicat
and asked if "something had harper
to the methadone." At this point tl
were returned to the usual racemic rr
ture. All symptoms cleared immedu
ly. The patients had responded to
fall in concentration of 1-methadorv
blood and the resultant dissociatio
this active isomer from critical re«



tors. When returned to medication con-
taining f-methadone, they again became
functionally normal.

The acute effect of naloxone, an an-
tagonist that displaces narcotic Uganda
from receptors, shows the extreme sen-
sitivity of physically dependent patients
to the degree of occupancy of their nar-
cotic receptors. Within a few seconds
after an intravenous injection of a min-
ute dose of naloxone (1/20 the amount
that might be used in treating a nonto-
lerant patient with narcotic overdose), a
maintenance patient will be put into
acute abstinence, with profound dys-
phoria. The subjective sensation appar-
ently defies description in ordinary
terms, being reported as a terrible feel-
ing not like anything else. Tb an ob-
server the patient appears to have been
suddenly plunged into severe depres-
sion; he becomes immobile, sagging in
posture, apparently grief-stricken.

Nontolerant patients are essentially
unreactive to naloxone but are highly
sensitive to narcotics. The classic stud-
ies of Houde et al," quantitating the
analgesia in pain patients following ad-
ministration of a single dose of narcotic,
showed a reproducible time course that
depended on the dose and degree of tol-
erance induced by previous exposure.
Subsequent studies by Berkowitzet alu

correlated this effect with the blood lev-
el of morphine, thus demonstrating a
direct, moment-to-moment relation be-
tween analgesia and occupation of nar-
cotic receptors. Studies by lnturrisi et
al11 during the past 15 years have pro-
vided quantitative analyses of pain re-
lief as a function of narcotic blood level.
Clearly, the subjective experience of
pain is inversely related to receptor oc-
cupation, given a constant input of sen-
sory signals from injured tissue and de-
pendent on the degree of narcotic
tolerance.

PERSISTENT RECEPTOR
DISORDER

An interpretation oY these phenome-
na is that the narcotic receptor-ligand
system acts as a modulator, adjusting
the intensity of suffering and the bodyfe
hormonal response to stress. In non-
tolerant patients, the reactions to tissue
damage and related stresses are modu-
lated by the natural Uganda, the opioid
peptides, while pain can be abolished
therapeutically for a limited time by a
dose of narcotic drug. However, re-
peated injections of narcotic lead to
down-regulation of the modulating sys-
tem and possibly also to suppression of
endogenous Uganda, thus contributing
to narcotic tolerance and dependence
and progressively diminishing the anal-

This oversimplified analysis assumes
a balance between activating and modu-
mting processes. Under normal, unsti-
mulated conditions, both processes are
quiescent. When sensory stimuli acti-
vate neurological and humoral By sterna,
the modulating processes react to pro-
tect against excessive response. With
long-term administration of narcotics,
the modulating system is down-reflat-
ed. The receptors become insensitive
both to narcotic drugs and to their natu-
ral ligands. A new stability is achieved if
methadone is given in an adequate daily
dose, but at the price of continued de-
pendence on the medication. Thus, a
fundamental question in treatment of
long-term users of narcotics is whether
the modulating systems can return <o
normal function after termination of
narcotic input. Ideally, methadone
would be used as a stabilizing medica-
tion to provide immediate intervention,
stopping the use of illicit narcotics and
normalizing general metabolism. Later,
after medical and social rehabilitation,
the maintenance medicine would be
withdrawn slowly and the patient would
be totally cured.

Unfortunately, cure of chronic nar-
cotic addiction is not that simple. Some
patients do well after rehabilitation and
termination of methadone maintenance,
but the majority, although equally moti-
vated, experience dysphoria, restless-
ness, irritability, and recurrent urges to
use heroin again. The danger of relapse
is great under these conditions. Objec-
tively measurable physiological distur-
bances persist after detoxification from
heroin or any other narcotic that has
been used for a long time. These were
noted by Himmelsbach" in early studies
of the abstinence syndrome at the Pub-
lic Health Hospital. Observing signs of
dependence (sympathetic nervous sys-
tem hyperactivity) that persisted up to
two years in prisoners serving long sen-
tences, he surmised that the almost in-
variable relapse of prisoners after re-
lease was "abetted by what seem to be
indelible effects of addiction on the ner-
vous system.""

It had, of course, long been known
that most long-term users of narcotics
relapse after withdrawal of the drug.
The Public Health Hospital was started
in 1935 under the reasonable assump-
tion that medically assisted detoxifica-
tion with counseling, general medical
care, and healthful living on a Kentucky
farm would provide optimal conditions
for cure. Nevertheless, more than 90%
relapsed after return to New York
City." Although the hospital made ma-
jor scientific contributions, using volun-
teers from the population of prisoners to
teat the addictive potential of new drugs

and conducting fundamental studies of
narcotic pharmacology, including the
work of Wikler11 on conditioning, the
initial goal —that of curing addicts-
was never realized.

Persistent after effects of narcotic ex
posure also have been found in experi-
mental animals. Physiological distur-
bances were demonstrated by Martin et
all# and Cochin and Kometsky* months
after treatment of rats with morphine.
Erase and associates" have used a small
priming injection of morphine followed
by naloxone as a probe to unmask resid-
ual abnormalities in rats long after ex-
posure to narcotic drugs. Surprisingly,
little new clinical research has been di-
rected to the phenomenon of protracted
abstinence despite the fact that relapse
after completion of treatment is the cen-
tral problem of narcotic addiction. With
the present availability of sensitive ana-
lytic techniques, including specific li-
gands for analysis of receptor binding,
the problem seems ripe for renewed in-
vestigation. What is needed now are
methods to assess the kind and degree
of receptor derangement in addicts and
a better understanding ofthe function of
this modulating system in response to
physiological stress. With a more de-
tailed understanding of addiction in mo-
lecular terms, a fundamental cure may
be possible. Indeed, progress may come
from work on other conditions in which
chronic exposure to powerful nonnar-
cotic drugs leads, in susceptible per-
sons, to persistent derangement of neu-
rological**11 or endocrine" function.

PRACTICAL CONSIDERATIONS

None of these theoretical specula-
tions should divert attention from the
fact that methadone maintenance is an
available treatment for otherwise in-
tractable addicts. It is effective under a
wide variety of conditions provided that
an adequate, constant daily dose is giv-
en. Like digitalis, methadone car. be
lifesaving. Although it is now possible to
provide a theoretical explanation for
their beneficial actions, in practical
terms, the justification for use of either
methadone or digitalis, and the detail*
of how they should be used, stem from
experience.

The comparison goes deeper. No one
questions ths need for efforts to prevent
the cardiac damage that ultimately
leads to congestive failure or the impor-
tance of protecting young people from
exposure to narcotic drugs. Prevention
is fundamental in limiting the prevn
lence of these conditions. In principle,
there should be no conflict between pre-
vention of a disease and treatment of an
established disability, and in the case • or

heart disease there is none. But witf



drug addiction, a serious dilemma
arises: limiting the supply of a danger-
ous drug, which 13 an essential part of
prevention, can cause more damage to
society than the addiction itself if ex-
tremes of enforcement promote crimi-
nal behavior. There is no simple answer
to this dilemma. Obviously there should
be a balance between enforcement and
treatment, reducing both supply and
demand proportionally. With heroin
and related narcotics, methadone main-
tenance has by far the greatest immedi-
ate potential for reducing demand. It is
therefore important that the medical
profession understand its pharmacolo-
gy, its indications, and its limitations.

The optimal daily dose of methadone
for maintenance is the quantity that will
hold the blood level in the 150- to 600-
ng/mL range. This concentration range
is consistent with binding to narcotic
receptors when allowance is made for
binding of methadone to plasma pro-
teins and reduction in sensitivity of
receptors with narcotic tolerance. As
a general rule, 60 to 80 mg of oral
d.J-methadone hydrochloride a day
(reached by gradual increase over four
to six weeks) is adequate and not exces-
sive, although in exceptional cases sub-
stantially higher doses may be needed.
If the activity of the hepatic microsomal
enzyme oxidizing system has been in-
creased by interaction with other medi-
cations being taken concurrently,"" or
for unknown reasons," the elimination
of methadone will be accelerated. In ex-
treme cases, even 100 mg/d may fail to
hold the blood methadone level within
the therapeutic range for the full 24
hours and a higher divided dose will be
needed for optimal results. However,
these cases are unusual. Usually pa-
tients after stabilization for some
months on a 60- to 80-mg/d dose can be
lowered to the 40- to 60-mg/d range
without difficulty. Some can be main-
tained successfully with even lower
doses but, except* the rare cases in
which full tolerance to the narcotic ef-
fects of methadone may not be devel-
oped, there is no compelling reason for
prescribing doses that are only margin-
ally adequate. As with antibiotics, the
prudent policy is give enough medica-
tion to ensure success.

This perhaps is too casual an answer
to the question of optimal dosage. If the
instruments and funding required for
repeated measurement of methadone
blood levels were generally available
(which they are not) it would be appar-
ent that any rigid set of dosing guide-
lines would be misleading. The levels
vary substantially from patient to pa-
tient receiving the same daily doses ,"
Analytic data, if available, would per-

mit a fine-tuned adjustment of doses to
optimal amounts for individual patients.
Fortuna'.aly, this laboratory support is
not needed. An experienced clinician
can judge the adequacy of the dose from
the effects. Symptoms of abstinence can
be distinguished from anxiety, and nar-
cosis from neurasthenia, by carefully
listening to the symptoms, considering
their timing in relation to the daily doae
of methadone, noting the patients re-
sponse to a change in dose, and evalu-
ating his or her emotional stability. The
patients clinical state is correlated reli-
ably with the blood level and the degree
of tolerance.

Some maintenance programs, com-
mitted philosophically to low-dose regi-
mens, expose their patients to a signifi-
cant degree of abstinence each day, as
the blood level falls into the low range.*
Other programs, seeing the medication
as psychological rather than pharmaco-
logical treatment, give methadone as a
reward for good behavior and withhold
it for drug abuse and ofher infractions of
rules. The results are generally poor, as
might be expected from the fact that
limiting or withholding medication that
reduces drug hunger increases the need
for illicit narcotics.

ALTERNATIVE THEORY

The hypothesis suggested herein—
that narcotic-seeking behavior is a
symptom of deranged receptor func-
tion—is most directly challenged by
treatment of addicts with an antagonist
such as naltrexone to block all narcotic
actions. Use of antagonists stems from
traditional views of addiction as a plea-
sure-seeking escape from reality em-
ployed by persons of weak wiU who are
living in a stressful environment. Add to
this the postulated influence of condi-
tioned reflexes that generate an irre-
sistible craving for narcotic when the
addict is in the company of other drug
users, and one has a theory of addic-
tion.11 The escapist-conditioning expla-
nation is so plausible that it has influ-
enced medical thinking and public
health policy for three decades. Al-
though this conception has never led to a
treatment with consistent success, the
failure has been excused by the practical
difficulty of removing stress and bad
companions from the environment of an
addict and by the inability of counselors
to eliminate character defects.

According to the conditioning theory,
antagonist treatment, which blocks the
narcotic effects of heroin and related
drugs, should insulate the addict from
temptation, especially after he has
found them to be unrewarding. With no
reinforcement, the interest in the nar-
cotic should subside and the patient

should become responsive to counsel-
ing. Again, there is an explanation for
the repeated failures of antagonist
treatment to stop heroin use during the
past ten years: addicts can easily quit
treatment and return to the illicit drug.
Current research in some laboratories,
aimed at development of implantable
preparations of antagonist, is intended
to close this loophole.

From the perspective of the receptor
derangement theory, this approach is
pharmacologically wrong. Antagonist
drugs block the action of natural Uganda
as well as that of illicit narcotics. If the
basic problem leading to relapse is a
failure of the modulating system to re-
turn to normal function after withdraw-
al of narcotic, then antagonist treat-
ment adds to the problem. The issue,
therefore, is clearly drawn. If long-
lasting, implantable preparations of
narcotic antagonists prove to be as suc-
cessful as methadone maintenance
treatment in rehabilitation of addicts,
this certainly would be a useful result.
Further research is needed to deter-
mine whether the result was in fact due
to deconditioning or to a positive inter-
action with endogenous opioid process-
es. On the other hand, if the treatment
with implanted antagonist fails, then
proponents of the conditioning theory
should reconsider their position. This
important experiment, if conducted,
should be well documented and inde-
pendently evaluated.

THEFUTURE

Apart from theory, the most striking
fact is the physiological normality of
maintenance patients. Persons who
have taken a constant daily dose over a
period of months to years are indistin-
guishable from normal peers. Despite a
daily dose that would induce a coma in a
naive patient, the patients are normally
alert and functional; they live active
lives, hold responsible jobs, succeed in
school, care for families, have normal
sexual activity and normal children, and
have no greater incidence of psycho-
pathology or general medical problems
than their drug-free peers. Surprising-
ly, considering the constant input of
narcotic, they have a normal response to
painful stimuli, including specifically
the warning symptoms of surgical
emergencies.

All this does not fit neatly into the
pharmacology learned from experi-
ments involving single injections of nar-
cotic drugs. The molecular biology of
adaptation to chronic narcotic input
must be better defined before we can
fully understand the pharmacology of
maintenance. Somehow the receptors
adapt to a steady level of occupancy.



They react to a change in conditions,
either in degree of receptor occupation
by Uganda or in the intensity of sensory
stimuli, while being adapted to a con-
stant high level of narcotic in tissue

Here, then, are basic questions to be
answered by molecular biologists: How
can this system function normally under
such abnormal conditions? Why is sta-
bility of narcotic concentration more im-
portant than the absolute level? Are
chronic adaptive changes completely
reversible?

Needless to say, any attempt to relate
behavioral disorders to molecular pro-
cesses must start with an oversimplified
model. Much more work is needed to
take account of the diversity of narcotic
receptors and endogenous ligands, the
dynamics of receptor formation and in-
ternalization, the release of second mes-
sengers, and the interactions of modu-
lating processes with other parts of the
nervous system.11" Nevertheless, the
broad outline of a metabolic theory of
narcotic addiction is coming into view.
Two general conclusions emerge from
the experience to date: it is not neces-
sary to await an ultimate reduction of
addictive behavior to molecular terms
before effective treatment can be pro-
vided. On the contrary, effective treat-
ment, empirically found, can lead to a
better understanding of molecular
processes.

ThU article U dedicated to the memory of Mtrie
Nyawander, MO, who opened the modem er» of
treatment with her book TKt Drug Addict as o
[biicnt. Her experience and companion guided
the development of methadone maintenance.

1, Thiywff v TUrnace, 108 US 1372 (April 20,

2. Dole VP, Nyswtnder ME: Methadone malnte-

nance and it* implication for theoriei of narcotic
addiction, in WikJer A (ed): T7u Addicth* Stab.
Baltimore, William* & Wilkins, 1968, pp S59-366.
3. Dole VP: Biochemistry of addiction. Annu Rev
Biochrm t970;39:821-&40.
4. Dole VP, Joseph H: Long-Urm outcome of p«-
UenU treal yd with melhadone maintenance. Ann
NYAcad Sci 1978;3U:1BI.189.
5. Cooper JR, Altrnan F, Brown BS. et al (edsV.
Research on the Treatment of Narcotic Addiction:
State of the Art, National Institute on Drug Abuse
treatment monograph aeries. Ro<kviUe, Md, US
Depl of Health and Human Services, 1383.
6. NewmAnRG: Narcotic addiction and methadone
treatment in Hong Kong: Lessons for the United
States. J Public Health Ptltcy 1985;6:S2&638.
I. Kreek MJ: Multiple drug abuse patterns and
medical consequences, in Meltter H Y (ed): Ptycho-
pharmacology: Third Generation of PwgrtIL New
York. Raven Press, 1987. pp 15974604.
8. Musto DF: 77i« American Lh*<cu«: Origin* of
Narcotic Control. New Haven. Conn, Yale Univer-
aity Prew. 1973,
9. Dole VP. Nyswmnder ME, Kreek MJ: Narcotic
blockade. Arch Intern Med 1966;118:304 309.
10. Eddy NB, Halbach K, BratndenOJ: Synthetic
subetanc«a with morphine-like effect: Clinical ex-
perience-potency, aide effects, addiction liability.
Bull WHO 1967;17:669-863.
II. Dole VP. Kreek MJ: Methadone plasma level:
Sustained by a reservoir of drug in tissue. Proc
Nail Acad Sci USA 1973;7O:1O.
12. Kreek MJ, Orat* M, Rothachtld MA: Hepatic
extraction of long- and ghort acting narcoUcs in the
Isolated perfused rabbit liver. Gaitroenieroloffy
1978;75:88-94.
IS. Houde RW, WailenaUin SL, Rogers A: Clini-
cal pharmacology of anAlgesics: !. A method of as
faying analgesic effect. Clin Pharmacol Ther
19G0;l:163-l74.
14. Berkovntz BA, Ngai SH, Yang JC. el al: The
disposition of morphine in surgicaJ patients Clin
Pharmacol Ther 1 975; 17:629-635.
15. Inturrtsl CE, Colbum WA. Ksiko RF, et al:
Pharmacoldnettes and pharmacodynamica of meth-
adone in patients with chronic pain. Clin Pharma-
col Tfur 1987;41:392-401.
1@. Himmelabach C: Clinical studies of morphine
addictions: Nathan B. Eddy Memorial Award Leo
turt, in Harris LS (ed): Proc«edin(n of Ou Wh
Annual Scientific Meeting of the Committee on
Problem* of Drug Dependence, National Institute
on Drug Abuse research monograph aeries 81.
Rock vilk. Md, US Dept of Health and Huma* Ser-
vices, 1988.
17. Hunt GH, OdorofT ME: Fbtlowup study of nar-

cotic drug addicts after honpiUltzMton. fuhlir
Health Rep l%2;VA[bA.
18. Wilder K: Mechanism* of Action of Optatt An
lagoniat: A Review of Their Action i« Rrfnlinn lu
Clinical /Vo6Uin«. Rockville. Md. I^blic UeiOlh
Service, 1958.
19. Martin WR, Wilder A. Eadem CG. et al: T6K r
ance and physical dependence on morphine in ral*
P*\,chopharma<ology 1963.4:2472GO.
20. Cochin J, Kornetsky C: Development ami lewi
of tolerance to morphine in the rat after single and
multiple injection*. J Pharmacol Erp Ther
1^:1-15:1.10.
21. Braae DA, Iwamoto ET. Loh HH. et al: Reini-
tiation of sensitivity to naloxone by a dingle itartot ic
injection in poataddict mice. J Phamiatnl Erp Thtr
1976:197:317025.
22. Gunne L-M. Barany S: llaloperi<lol inducrd
t&rdive dyskinemia in monkeys f^yehophnnnArnl-
ogy i976;5O:237-240.
23. Gunne L-M, HagRrtrnmJ-E:Studir«iu«»xp«»ri-
mental Urdive dynkinpaia, in Cnterholntnmc*
Neuropharmacolngy and Central Nenwi* $y%-
Um Therapeutic Aipeei*. New York. Alan U Lima
Inc. 1984, pp79-M.
24. WmiamaGH.Dluhy RG. Thorn GW-Dier nap of
the adrenal cortex, in Isselbacher KS, Adams HI),
Brmun*"ald E. et al (eds): Pnnciplt* of luternal
Medicine, ed 9. New York. McGraw-Hill lnli»n»a-
tiorud Book Co, 1980. pp 1711 • 1736.
25. Krwk MJ. Garficld JW, Cutjalir CL. ft al:
Rtftmpuvinduced methadone i*ithdmw.-ul S Eugl
JMtd 1976^94:1104-1106.
26. Tbng TG. Pbnd SM. K/eok hU, el mJ: l'hen>-
loin induced methadone withdrawxl. Ami Intrrn
Mtd 1981 £4:349-351.
27. TVnnjjTt FS Jr. Inadequate plasms conccnu-a
tions In some high-dome melhadone msinlennnr*
paUenU.>lfnJPivc/!iatryl937;l44ia4^UW)
2S. Kreek MJ: Plasma and urine levels of mrtha-
done. NY State J Med 197^732773 2777
29. Holmstrand J. Anggard C, Gunne t.M Melha-
done maintenance: IMasma levrls and them|>euti?
outcome. Clin Pharmacol Thrr 197H;23rl7S-1 HO
30. Dole VT, Nyswander ME! Behavioral |<ltArtitn-
colog7 and treatment of human drujt abuse: Mcihs
done maintenance of narcotic addicts, in Smith J EX
Lane JD(edft): The NeumbioLyy of Opiate Re twin*
ProccueL Amsterdam. EUivier Bit»medicrJ
Ptt?M, l9S3,pp 211-232.
31. SnyderSH: Receptor*. ncuroUttiuiniittcnj and
drug rempon@e#. N Engl J Med 1979:»K»:4CI5-172.
32. Alien* &J; Receptor*: ren»n*clive« in iiathnln-
gy and clinical medicine. J Rtcevi fen 198-1:4:1-17.
33. Nyiwander ME: The Drug Aildict a* a /lif if at.
New York, Grune & Slratton. 1956.



The Use of Insulin in

the Treatment of Diabetes

An Analogy to

Methadone Maintenance
J. Thomas Payte, M.D.*

A five-year study was conducted on 300 insulin-
dependent diabetics. The purpose of the study was to
determine if the use of insulin resulted in any long-term
benefit to diabetics. The concept was based on two widely
accepted hypotheses: (1) that a formerly insulin-dependent
diabetic could learn to live a comfortable and responsible
life without insulin, provided that he or she wanted to
badly enough; and (2) that the use of any exogenous sub-
stance to replace or simply substitute for a deficient
endogenous substance is conceptually unacceptable to
modern scientific thinking and may be inherently evil.

It is obvious that exogenous insulin, being highly sus-
pect ai the outset, should be used in the lowest possible
doses and for the shortest time possible. In this study, treat-
ment with insulin was limited to two years and the daily
dose was limited to a maximum of 60 units. The posttrcat-
ment follow-up period varied from three days to three
years, depending on the duration of survival. During the
treatment phase (insulin maintenance), random urine sam-
ples were collected under direct supervision and tested for
glucose at least weekly. A positive urine glucose resulted
in a warning to the patient After three positive urine tests,
the dose of insulin was reduced by five units daily for each
positive urine test This policy was intended Co increase
motivation on the part of the patient to provide urine spec-
imens negative for glucose. If positives continued, the in-
sulin was eventually discontinued and the patients were

*Qu±rpenoo, Committee on Methadone Treatment, American
Society of Addiction Medicine; Founder mod Medical Director. Drug
Dependence Aitocuies, 3701 Weft Commerce Street, San Antonio,
Texas 7S207.

Journal ofPsychoactiv* Drufs

placed in the follow-up group. The authors of the study
felt that patients would have a better chance of reentry into
insulin maintenance at a later dale if (a) patients survived
and (b) patients accepted full responsibility for their insulin
dependence and were willing to go to any lengths to re-

All patients were required to endure one hour of in-
dividual or group counseling each week, which addressed
such subjects as meal planning, hygiene for the feet, pan-
creatic imagery, and dietary assertiveness. Counseling pa-
tients fell into one of three categories: those who had no
need or desire fcr counseling; those who might need coun-
seling but were entirely unwilling to participate; and iho&e
who both wanted and needed extensive counseling, but
the counselors were so busy spending an hour a week with
the others that they were unable to meet the increased de-
mands and needs of this group. Avoiding this bothersome,
time-consuming, and costly process of individualized
treatment also served to reduce the risk of enabling the pa-
tients' maladaptive behaviors by what could seem to be
a reward system. The resulting uniformity of service as-
sured that the needs of no one were met. It was hoped that
by making the treatment unpleasant that motivation for
recovery would be enhanced

Half of the participants failed to complete the two-
year treatment with insulin maintenance. Some patients
simply dropped out of treatment, but most were terminated
for continued glucose-positive urines. This was despite
repeated warnings and in absolute defiance of the reduc-
tions in insulin dosage with each glucose-positive urine.
It was concluded that this population is poorly motivated,
difficult to work with, and is lacking the resources needed

109 VbL 23(2). Apr-Jan Wi



Analogy to Methadwie M»lntemnce

10 effect the major life changes required for recovery.
Many of this group died during follow-up. Some survi ved
with amputations, blindness, neuropathies, and other con-
ditions associated with the unhealthy life-styles of the di«

The remaining half did manage to complete the two-
year treatment and even appeared to experience relatively
good health and seemingly normal functioning. Of
course, this illusion of apparent good health was at the

."- .:--'- " - "... '.. ^ :..' lr.i?Jn the insulin-dependent
status with daily insulin. Some investigators speculated
that insulin might be continued over a longer period of
time and at higher doses. This notion was quickly rejected
as being absurd because good health should not be ob-
tained at just any cost. As the patients approached the
two-year period, the insulin doses were tapered over the
final two months. All subjects began having positive
urine tests and again were showing active insulin-depen-
dent diabetes. The obvious conclusion is that insulin does
not help the insulin-dependent diabetic and is not effec-
tive in treatment. The high mortality rate of posuxeacment
patients suggests that insulin may have had some delayed,
deadly toxic effects. This concept should be the subject
of future research.

COMMENT

This "insulin spoof" was originally written with the
idea to share it among friends and colleagues. Somewhat
surprisingly, the spoof was well received by many who
urged that it be shared with a wider audience. Initially, the
intention was to transpose rather typical and illogical clin-
ical thought processes about methadone maintenance 10
another more familiar chronic and incurable disease.

; 'in more
widely understood made the line of reasoning clearly ab-
surd in the new context. Yet when this psuedologic is ap-
plied to chronic opioid dependence and methadone main-
tenance, few [.op!: f.r\: -ny thing wrong or out of place.
One might conclude that the vision of some is clouded by
the philosophical and ideological considerations thai erect
barriers to understanding, accepting, and implementing this
lifesaving treatment modality for those chronic intractable
heroin addicts who need it.

Any humor in this parody is quickly lost when one es-
timates the loss of life and other costs associated with un-
treated heroin addiction that can be attributed to a persistent
shortage of methadone treatment slots. This shortage is
due, in pan, to persistent negative attitudes toward the
methadone treatment modality.

Journal o/Piyckaactivt Drugs \bL 23(2). Apr-Jim 1991
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of Medicine's Best-Kept Secrets: Methadone Works

[.Greatest success
[stories go untold
[because of stigma.

g ; ;By CHRISTOPHER S. WREN

U B ^ A C K when a subway ride
% K g cost 15 cents, Dr. Vincent
* s ^ ^ J | D o l e , a metabolic special-
P M H ^ t s t , and Dr. Marie Nys-
J gander, a psychiatrist, joined forces
t.to try to reverse a worrisome rise in
tfieroin addiction in New York City.
£ Working at the Rockefeller Insti-
tute, as Rockefeller University was
,'lhen called, the researchers sought
\\o block addicts1 craving for heroin
rty, substituting an opioid painkiller
{developed by German chemists dur-
ing World War II.
i- More than three decades later, the
: synthetic analgesic they first tested
|In 1964, meihadone, is accepted as
'the closest thing to a heroin cure.
'About 115,000 Americans take meth-
ladone regularly. '
jv Yet by various estimates, only 5
^percent to 20 percent of such users
.stay on it for more than 10 years.
{Some find they no longer want the
^medication. Others relapse into drug
(use. Many are put off by the cumber-
some, often petty bureaucracy that
'administers methadone; misleading
trumors that methadone is ruinous to
[health; and an insidious social stlg-
4na that by equating methadone with
fniicU drugs, forces users to hide the
Achievement of taking back their

^"Successful methadone users are
JlnVisible," said Dr. Edwin A. Salsitz,
g(rector of the methadone medical
(maintenance program at Beth Israel
[Medical Center in New York City.
^Methadone is always Judged by the
"failures."
£:One success story is James K.
^laxwell. With his white beard and
jwinkling blue eyes. Mr. Maxwell re-
sembles the poster grandpa for a
pygone America. He confesses to
having turned 80, brags about his
Four grandsons, and remarks, "No
granddaughters — very disappoint-

•v-As the hard-driving trumpet play-
jftj? Jimmie Maxwell, he toured with
Denny Goodman and went on to per-
form with the bands of Lionel Hamp-
ioh, Duke Ellington and Gerry Mulli-
gan. He worked for years as a studio
musician on the Perry Como radio
arid television show and Johnny Car-

son's "Tonight Show.1

"I don't think I missed a day of
practice In more than 60 years," he
said. "People say, 'Why do you want
to play?' and I say, 'That's what I do.
I'm a trumpet player/ "

But Mr. Maxwell has a darker
story to tell.. In the prime of his
career, heroin nearly killed him. He
has stayed clean by taking metha-
done every day for nearly 32 years.

His wife of 55 years has known, of
course, but hardly anyone else — not
his employers or his neighbors in
Great Neck. N. Y., or his best friend, a
retired Federal drug agent. "Just for
reasons of my career, I didn't talk
about it." Mr. Maxwell said. .

In that he is hardly alone. Because
of its association with heroin, those
benefiting most from methadone are
least likely to risk their careers or
reputations by saying so.

The stigma surrounding metha-
done was analyzed by Herman Jo-
seph, a research sociologist who
worked with Dr. Dole and Dr. Nys-
wander. Even an Innocent yawn, he
reported, can jeopardize a metha-
done user's job If the boss or co-
workers mistake it as drowsiness
induced by methadone rather than
routine fatigue.

Yet the extensive medical litera-
ture on methadone does not contain a
single report of methadone's failing"
to block the craving for heroin. "The
safety and efficacy of methadone in
the treatment of narcotic addiction
have been documented more exten-
sively than any other medication in
the pharmacopeia," said Dr. Robert
G. Newman, president of Beth Israel
Medical Center.

Regular doses of methadone break
the heroin user's wild swings be-
tween euphoria and withdrawal by
stabilizing the level of opiates In the
bloodstream. Dr. Nyswandcr's expe-
rience with the relapses of detoxified
addicts persuaded her that they
could not shake heroin without sub-
stituting a less harmful narcotic.

"Marie was convinced that addic-
tion was a disease and had to be
treated with pharmacotherapy,"
said Dr. Mary Jeanne Krcck, an ear-
ly colleague of Dr. Nyswander. Dr.
Kreek now heads the Laboratory of
the Biology of Addictive Diseases at
Rockefeller University.

When the first patients were given
up to 80 milligrams of methadone
once a day in double-blind studies
lasting eight weeks. Dr. Kreek said,
"they began turning away from drug
administration and getting on with
their lives." The researchers found

Those benefiting: most from methadone are least likely to talk about i t
Jimmie Maxwell, veteran jazz trumpeter, has taken it for nearly 32 years.

that a dose of 80 milligrams of meth-
adone. costing less than a dollar,
could block the effect of $200 worth of
heroin bought on the street.

Methadone is practical and effec-
tive, Dr. Kreek said, because it can
be taken by mouth, its effects are felt
gradually and it wears off slowly.
Half of it remains in the body after 24
hours. In contrast, heroin's euphoric
rush lasts only minutes.

Minor side effects of methadone,
including sweating, constipation and
a reduced sex drive, tend to disap-
pear when patients adjust to the
medication. Dr. Kreek, who has been
studying methadone use for 33 years,
reported. "There's no deleterious ef-
fect, physiologically or in terms of
any medical condition, with [he use
of methadone, including doses of up
to 120 milligrams a day."

Still, methadone has its skeptics
like Dr. Mitchell Roscnlhal, presi-
dent of Phoenix House, whose nation-
wide treatment programs strive for
total abstinence. "Methadone is a
very useful drug for a limited num-
ber of people," Dr. Rosenthal said.
"It has been oversold for a wide
number of people." Because many
addicts abuse multiple drugs and
have limited education and job skills,
he said, "they are not going to be
chemically fixed by giving them an-
other drug."

Dr. Salsitz agreed, "Methadone
can't give you a Job, or good manners
or make you literate." But for heal-
ing the medical symptoms of heroin
addiction, Dr. Salsitz equates metha-
done with what insulin is for diabet-
ics and other medicines are for high
blood pressure.

Indeed, Mr. Maxwell was able to
record a hauntingly mellow Jazz al-
bum. "Let's Fall In Love," while on

"He's a classic case of somebody
who responded well to the treat-
ment," Dr. Salsitz said. "He's exact-
ly the right kind of person fof it."

Mr. Maxwell said that almost no
one In his crowd used heroin, a drug
more popular with bc-bop musicians
like Charlie Parker. "Three or four
persons were In the same fix I was
In," Mr. Maxwell recalled, "but most
musicians tended to drink."

But during a tour of the Soviet
Union with the Benny Goodman band
in 1962, Mr. Maxwell contracted a
debilitating diarrhea that Soviet doc-
tors treated with spirits of lauda-
num, which Is opium dissolved in
alcohol. He completed the tour and
returned exhausted to New York,
where an acquaintance suggested
trying a white powder -~ heroin — to
restore his strength. He snorted it for
the next three years, though he re-
called, "I didn't have all that pep
when I was using heroin. I played
much better without It."

Heroin left h(m nearly broke and .
he considered' suicide. Instead, Mr.
Maxwell sought help from Dr. Nys»
wander, who put him In her program
in 1965. He has been free of heroin
since, he said, without adverse ef-
fects. "When 1 went on the program,
It just stopped," Mr. Maxwell said. "I
had no reason to use drugs."

Though methadone is classified as
a narcotic, Mr. Maxwell said It never
gave him a buzz. "I thought it would
make you feel good but It doesn't,"
he said. "It's a negative thing. It
prevents you from feeling bad."

For years, Mr. Maxwell slipped
away between performances and re-
hearsals to drink his methadene at a
clinic. In 1983, he transferred into Dr.
Salsitz's program at .Beth Israel,
which lets patients pick up a four-
week supply of soluble tablets. The
program, which no longer accepts
new patients, costs $90 a month, in-
cluding the methadone, an office vis-
it with Dr. Salsitz and access to pri-
mary health care.

Afterwards, Mr. Maxwell heads
down to Chinatown for lunch with his
friend, the retired drug agent, before »
going home to his wife, Gertrude, In
Great Neck. And every morning, he
dissolves another salmon-colored
diskette containing a modest 40 milli-
grams of methadone.

"It's just another pill that I take,"
he said. "It takes away the drug way
of thinking."
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Heroin Initiation Rates

First-Time. Users in Thousands
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Source: SAMHSA, 1998 National Household Survey on Drug Abuse



Average Age.of First Heroin Use
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Prevalence of Heroin Use Among Students
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Heroin Purity at the Retail Level

Percent per pure gram
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Average Price for Heroin
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Drug-Related Arrests
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5RAGE COSTS PER YEAR
FOR ONE HEROIN ADDICT

(Adapted from New York State Division of Substance Abuse Services, 1991
by Dole and DesJarlais) •
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•REATMENT 6 PROGRAMS
(Bail and Ross, 1991)
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REDUCTION OF HEROIN USE
BY LENGTH OF STAY IN MM TX

(Ball and Ross, 1991)
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RAPID RETURN TO INJECTION DRUG USE
FOLLOWING PREMATURE
TERMINATION OF MM TX
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The Rikers Island Methadone Program, 1998

• The cost of outpatient methadone treatment is about $4,700.00
per year and involves the use of medication in addition to medial
care and counseling, compared to the per person cost of
$18,400.00 for one year of imprisonment.

• The Rikers Island Program treated 4,431 inmates with
methadone in 1998.

@ Approximately 70 percent of these inmates were men and
10 percent of the women in the program were pregnant.

@ The average KEEP patient's length of stay in 39 days
at Rikers Island.

• Seventy-nine percent of all inmate patients reported to their
assigned programs for continued substance abuse treatment
following their release from jail.
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SAMHSA

Current Inventory of Regulated
OTPs
• 1,000-1,200 Opioid Treatment Programs

(OTPs)
• Certified by SAMHSA/CSAT

• Resitered by DEA
• Licensed by State

• 950 Maintenance, 250 Detoxification

• approximately 205,000 Patients in
Treatment

Center for Substance Abuse Treatment



SAMHSA

Federal Opioid Treatment
Standards (§8.12)

• Administrative and organizational structure
• Quality assurance/improvement
• Diversion Control Plan

• Staff credentials
• Patient admission criteria
• Required services
• Record keeping and patient confidentiality
• Medication administration, dispensing

• Unsupervised use
• Interim maintenance
• Detoxification

Center for Substance Abuse Treatment



SAMHSA

Treatment Standards

Required Services
- Medical
- Counseling
- Periodic Assessment and Treatment Plans

Admission Criteria
- Detoxification and Maintenance

» Drug Abuse Testing
- Quality Control, Outcome Assessment - New

» "Take-homes" and solid medications
Center for Substance Abuse Treatment



SAMHSA

Take Home Schedule - 6 Steps

A patient may receive a single take home dose for a day the
program is closed, AND
- 0-90 days - patient may receive a single dose each week
- 90-180 days - patient may receive up to two doses per week
- 180-270 days - patient may receive up to three doses per week
- 270-365 days - patient may receive up to six doses per week
- After 1 year continuous treatment - up to a 2 week supply
- After 2 years of continuous treatment - up to a 30 day supply

Center for Substance Abuse Treatment



SAMHSA

Phases of Treatment - Continuum

Medical Maintenance -14-30 day take-homes-
bimonthly/monthly reporting
Medical Maintenance w/ off site physician
affiliated with on OTP, treating stabilized patients
(10 approved)
Medical Maintenance w/ off site physician and
pharmacy dispensing (2 approved) solid med.
Office-based treatment w/non stabilized pts, non
affiliated physicians (0 approved)

Center for Substance Abuse Treatment



SAMHSA

New Law - DATA 2000

NATA Waived - no separate registration
for certain physicians and certain drugs

Prescribing permitted
Requires evaluations by HHS and DBA

Preempts State laws
30 Patients per physician

Center for Substance Abuse Treatment
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TREATING THE PHARMACOTHERAPY CLIENT

IN A "DRUG FREE" FACILITY



SSTARBIRTH: Client Participation in Methadone Maintenance

Table 1 illustrates, client participation in methadone maintenance during enrollment in SStarbirth,
for 145 women erifolfed in the program between October 1, 1993 and August 30, 2002. A total
of 21 women have participated in methadone maintenance while in treatment at SStarbirth.

Table 1: Client Participation

Program Year

10/1/93 = 9/30/94
(9 months of admissions)

10/1/94-9/30/95

10/1/95 - 9/30/96

10/1/96-9/30/97

10/1/97 - 9/30/98

10/1/98-9/30/99

10/1/99 - 9/30/00

10/1/00-9/30/01

10/1/01 - 8/30/02*
(11 months)

TOTAL

in Methadone

# Enrolled

12

15

16

16

19

22

13

17

15

145

Maintenance (n=145)
%(#)

Participating in
Methadone

Maintenance

0%
(0)

0%
(0)

(1)

19%
(3)

16%
(3)

(6)°

8%
(1)

(3)°

(4)°

(21)

% (#) Not
Participating in

Methadone
Maintenance

(12)

(15)"

(15)

81%
(13)

84%
(16)

(16)

92%
(12)

82%
(14)

(11)

024)

The number of current clients participating in a methadone maintenance program is 2. Of the
remaining 19 women, 11 of these women (58%) completed treatment and 8 (42%) left treatment
prematurely (these clients remained in treatment between 2 weeks and 10 months). The program
completion rate for all clients at SStarbirth who did not participate in methadone maintenance is
the same: 66 (58%) completed treatment and 48 (42%) left treatment prematurely.

NPIC 8/8/02



DEPARTMENT OF MENTAL HEALTH, RETARDATION & HOSPITALS
Division of Behavioral Healthcare Services

Request for Client Dual Enrollment

Date: Client Identifier:

The client identified above is currently enrolled in the
Narcotic treatment/Residential/Day Tx program. It is jointly requested by the
undersigned that approval by the Division of Substance Abuse is given for dual
enrollment for this client in the

NTP/Residential/Day/ treatment program based upon
the following clinical indications:

Criteria: Level of Service (Intensity) Please check high, medium or low for each
dimension. Give brief discription under each dimension.

Dimension 1 Acute Intoxication and/or Withdrawal Potential
Low • Medium Q High •

Dimension 2 Biomedical Conditions and Complications
Low • Medium • High •

Dimension 3 Emotional/Behavioral Conditions and Complications
Low • Medium • High •

Dimension 4 Treatment Acceptance/Resistance
Low • Medium • High Q

Dimension 5 Relapse/Continued Use Potential
Low • Medium • High •



Dimension 6 Recovery Environment
Low • Medium • High Q

Additional comments describing intensity of services:

Authorized Signature, Authorized Signature,
Narcotic Treatment Program Residential/Day Treatment Program

Division of Substance Abuse use only

Approval granted/date Approval denied/date

Signature, Chief of Treatment Unit or designee

Revised: 08/05/02



DEPARTMENT OF MENTAL HEALTH, RETARDATION & HOSPITALS
DIVISION OF SUBSTANCE ABUSE

Request for Client Dual Enrollment

Date: 7/27/00 Client Identifier: SAM-0007

The client identified above is currently enrolled in the RI DSA
Narcotic treatment/Residential/Day Tx program. It is jointly requested by the
undersigned that approval by the Division of Substance Abuse is given for dual
enrollment for this client in the RI DSA-IV NTP/Residential/Day/
treatment program based upon the following clinical indications:

Criteria: Level of Service (Intensity) Please check high, medium or low for each
dimension. Give brief discription under each dimension.

Dimension 1 Acute Intoxication and/or Withdrawal Potential
Low • Medium • High •

PL is dually addicted to narcotics and alcohol She reports daily use of alcohol: Hx
of blackouts, and on two occasions she had hallucinations when trying to stop.

Dimension 2 Biomedical Conditions and Complications
Low • Medium • High •

Patient is diagnosed with Hep. C and is inconsistent with getting proper medical
attention.

Dimension 3 Emotional/Behavioral Conditions and Complications
Low • Medium • High •

Patient is diagnosed with bipolar disorder and currently being seen bi-weekly at
Pawtucket Mental Health Ctr. She is prescribed lithium. Inconsistant med
compliance.

Dimension 4 Treatment Acceptance/Resistance
Low • Medium • High •

Patient admits need for higher level of care but identifies life circumstances which
she claims will make enrollment difficult

Dimension 5 Relapse/Continued Use Potential
Low • Medium Q High •

Patient has tried numerous times to stop alcohol use on her own without success
beyond 48 hours



Dimension 6 Recovery Environment
Low • Medium • High •

Patient lives with recovering people whom she identifies as a source of
encouragement. Pt. has been attending self-help groups weekly for the past 6
months and has a sponsor. Pt. states that the sponsor has been advising her to go
into residential tx.

Additional comments describing intensity of services:

Patient has been enrolled in NTP for 2 months. She is stabilized on 85mg
Methadone and compliant with treatment recommendations. Pt. states that she
desires a sober lifestyle. Attempts to stop use on her own have been unsuccessful.
Pt. reports two episodes of hallucinations while attempting to obstain from alcohol.
Pt. recognizing the need to be compliant with medical recommendations for Hep. C
and Bipolar but states that current lifestyle interferes with her ability/willingness to
comply.

Authorized Signature, Authorized Signature,
Narcotic Treatment Program Residential/Day Treatment Program

When client is discharged from either applicant programs, the DSA will be notified and
approval granted for dual enrollment will expire.

Division of Substance Abuse use only

Approval granted/date Approval denied/date

Signature, Chief of Treatment Unit or designee_
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dose information

1
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re: Pt. and the
developement of
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updates/tox screens etc,

are shared between
programs thru a developed

communication plan.

OTP uses 1 hour of pt.
contact time as case

management and
planning with referral

agency

OTP documents in pt.
record at least 1x/month
re: tx plan and plan for
transition back to OTP

o



Any issues or concerns re:
dose effects (withdrawal or

oversedation) signs and
symptoms should be brought

to the attention of the
medical staff at the OTP

Pt. back to OTP with
new Tx plan
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OTP counselor will arrange
residential tx

I
Pt. and OTP call Detox to
explain arrangement with

residential

I
Residential bed is available

L
1

Pt. admitted for 24 hour
observation in detox

i
Discharged to residential tx



CREATING THE BEST CLIMATE FOR RECOVERY
A WORK IN PROGRESS



The Bucks County Collaborative
for Integrated Drug and Alcohol
and Mental Health Services

An initiative to address clinical
and administrative issues related

to service provision for adults
with co-occurring disorders

Background.

**The Center for Mental Health Policy
Research (CMHPSR) began working with
Bucks, Chester, & Montgomery counties in
1997, on the behavioral health aspects of
HealthChoices.

*» Project was funded by PEW Charitable Trust
;»Initially, provided a series of seminars and

individual consultations for MH and SA
administrators, staff and managers throughout
the 3 counties.

Background
z*TA sessions gave consumers, family members,

providers and advocates a framework for
understanding managed behavioral health care
principles and technologies.

z*Group provided TA focused on the
development of skills necessary to build a
network of care for individuals with co-
occurring disorders.

Mn 1999, Delaware County joined the initiative.



Purpose
Together, the four counties focused on building a

managed behavioral healthcare service
delivery model for SE Pennsylvania, at both
the system and provider level.

The model provided the opportunity for:
¥ improved communication
* cross training of agency staff
-*- involvement of consumers and family

members in the collaboration process
-*- improve treatment and systems outcomes.

Today's situation.

z*There is limited evidence of truly integrated
service for individuals with dual diagnosis.

2*Diagnosis, and therefore treatment
planning, is often driven by the funding
mechanism.

^Treatment is compromised.

Vision Statement
The Bucks County Behavioral Health

System will make available to persons with
co-occurring disorders, services that are
welcoming, accessible, integrated,
continuous, comprehensive, coordinated,
flexible, culturally sensitive and disability
competent. The services will be available to
persons at all levels of care, readiness and
motivation will be developed and provided
and generally guided by CAASP and CSP
principles.



Mission Statement
The Collaborative will:

** Promote the education of ail system
stakeholders as to the needs of individuals
with dual disorders and the state of the art
interventions that should be available in a
comprehensive service system.

2* Support the efforts of the County Offices to
integrate planning and resource allocation
for individuals with co-occurring disorders.

Mission Statement.
The Collaborative will:

*" Enhance communication, coordination,
collaboration and the exchange of ideas between
mental health and substance abuse service
providers.

** Ensure that consumers and recovering persons
have a direct and meaningful voice in the
development of an integrated system.

*•» Identify and address gaps in the service continuum

and barriers to effective treatment.
2* Recommend and advocate for required resources

and service development and change.

Member
Lower Bucks
Hospital

Matrix Research

Bucks County

Magellan
Behavioral

Agencies
Bucks Co.
Behavioral
Health Sys

Penndel Mento
Health Center

L a ™

" "

Bucks Co
MH/MR

Foundation

Reach Out
Foundation

Livengren
Foundation

Bucks Co.

Alcohol Comm.

Foundation

Renewal Center

Family Service
Association

Today, Inc.



The Bucks County Initiative
z*Our first meeting was piggy backed with

the Consumer and Family Advisory
Committee, and was held in April 2000.

^Identified the need for a Clinical Steering
Committee, comprised of the Clinical
Directors of participating agencies, and
consumers and family representatives;

Clinical Steering Committee....
2* Meetings are conducted on the second

Monday of each month.

2*Standing agenda items:

• Access to Care

• Barriers to Access

• Utilization Issues

• Training Needs

Current Initiatives
f Supporting D & A licensure at the BSU's

and acute Psychiatric Units in the County
2* Implementing the MIS A Intensive Support

Network II through Magellan Behavioral Health
2* Development of a model for improving continuity

of care, and service enhancement, utilizing the
MIS A Clinical Services Committee

** Supporting MH licensure for detox and
rehabilitation facilities

2* Supporting cross licensure for all PH programs



MISA Clinical Services Steering Committee
By Dotti Fair

The Bucks County Behavioral Health System is committed to improving the
quality of services received by the residents of Bucks County. To help achieve this goal,
the Collaborative for Integrated Drug and Alcohol and Mental Health Services was begun
in April of 2000. This initiative, described in the April 2000 Commission Connections,
was developed to address the clinical and administrative issues relate to service provision
for adults with co-occurring disorders.

The Collaborative meets jointly with the Bucks County Consumer and Family Advisory
Committee on a quarterly basis. At the kick-off meeting in April 2000, the need for a
Clinical Services Steering committee was identified. This group, composed of county
staff, consumers and participating agencies, was formed and meets on the second
Monday of each month at 3:00 - 4:30 pm. Barb Voth of Penn Foundation and Dr. Rick
Heid of NHS have graciously volunteered to co-chair the committee.

The Clincial Services Steering Committee has been meeting on a monthly basis,
addressing concerns at both the system and provider level. This model provides an
opportunity for improved communication, cross training of agency staff, involvement of
consumers and family members in the collaboration process, and improved treatment and
systems outcomes.

In addition to representatives from the Bucks County Behavioral Health System
(BCBHS), Bucks County CST, Bucks County Department of Mental Health and Mental
Retardation (DMH/MR), Bucks County Drug and Alcohol Commission, Inc. (BCDAC,
Inc.), Community Behavioral Health of Northern Pennsylvania - Bucks County Office
(CBHNP) and Magellan Behavioral Health (MBH), the following Bucks county
organizations have joined the committee and verbalized their commitment to improving
services:

• Reach Out Foundation
• Penn Foundation
• Lenape Valley Foundation
• Libertae
• Family Service of Bucks County
• Livengren Foundation
• Today, Inc.
• Lower Bucks Hospital
• Northwestern Human Services
• Pro-Act
• Penndel Mental Health Center



If you are interested in participating, or receiving minutes of either the Collaborative or
the Clincial Services Steering Committee, please contact Dotti Fair at (215) 773-9313.
In the event you missed our April 2000 edition, we are again enclosing the Vision and .
Mission statement for the Collaborative.

VISION STATEMENT

The Bucks County Behavioral Health System will make available to persons with co-
occurring disorders, services that are welcoming, accessible, integrated, continuous,
comprehensive, coordinated, flexible, culturally sensitive and disability competent The
services will be available to persons at all levels of care, readiness and motivation will be
developed and provided and generally guided by CAASP and CSP principles.

MISSION STATEMENT
The Collaborative will:

• Enhance communication, coordination, collaboration and the exchange of
ideas between mental health and substance abuse service providers

• Ensure that consumers and recovering persons have a direct and meaningful
voice in the development of an integrated system

• Identify and address gaps in the service continuum and barriers to effective
treatment

• Recommend and advocate for required resources and service development
and change

• Promote the education of all system stakeholders as to the needs of
individuals with dual disorders and the state of the art interventions that
should be available in a comprehensive service system

• Support the efforts of the county Offices to integrate planning and resource
allocation for individuals with co-occurring disorders.

/Dotti/Commission Connections March 2001b



The Bucks County Forensic Mental Health Project

The Bucks County Forensic Mental Health Project has as its ultimate goal to increase the number
of mentally ill offenders who are successfully reintegrated into the community with a reduction of
subsequent recidivism to crime, hospitalization and/or substance use disorders.

"Each year we are seeing a continuing escalation of individuals cycling through the Bucks
, County criminal justice system, and correctional facilities in particular, with a serious

mental illness. Exacerbating this problem is a high incidence of co-occurring disorders of
•* serious mental illness and substance abuse and dependency. De-institutionalization of the

mentally ill, along with a fragmented system for addressing the complex issues presented
by individuals, has impacted these numbers. The Bucks County Department of
Corrections has an average in custody population of approximately 900 inmates. About
25 percent, or 225, are actively involved with the Correctional Mental Health Unit; about

/ two to three percent of these offenders are considered to be severely or persistently
mentally ill. Our county statistics mirror the national and regional statistics.

The Project, of 18 months duration, was developed initially as a concept in October 2000; the project
moved forward through the efforts of the Bucks County Association for Corrections and
Rehabilitation, Inc. (BACR) and the Department of Corrections when funding became available
through the Pennsylvania Commission on Crime and Delinquency.

The Project creates a Bucks County Panel on Forensic Mental Health Issues

> The Panel is looking at problems, issues, and barriers that may inhibit best practices and the
successful reintegration of offenders into the community; aims are to foster commitments across
systems to develop collaborative long-term strategies to effectively address these problems and to
support stakeholders in implementing policies and practices to address barriers

> The Panel has established working groups that will look at major intercepts of the criminal
justice system and the mental health system

1) Law Enforcement and Emergency Services
2) Initial Detention/Initial Hearing
3) Post-Booking Diversion, Jails, Courts, Forensic Evaluations & Forensic Hospitalizations
4) Re-Entry to the Community
5) Community Support Services

Stakeholders include, among others, representatives from the criminal justice system, mental health,
drug and alcohol, behavioral health, local government, the community, advocacy groups, consumer
groups, religious organizations, and public and private human service agencies.

The Project will sponsor Regional Conference in 2003 on Forensic Mental Health Issues

> Highlight Bucks County's efforts to address issues of forensic mental health
> Educate all stakeholders on best practices in forensic mental health
> Provide a forum for discussion of key issues

^ # % BACR
~Y Bucks County Association for Corrections and Rehabilitation, Inc.

f.g The Bucks County Forensic Mental Health Project is funded through a grant from the Pennsylvania Commission on
% ^ * 3 @ # ^ f Crime and Delinquency in collaboration with BA CR: Bucks County Association for Corrections and Rehabilitation, Inc.



PRO-ACT is a project of the Bucks County
Council on Alcoholism and Drug Dependence
(The Council), an affiliate of the
National Council since 1975.
The Council is a non-profit
organization that was awarded
a federal grant from CSAT to
partially fund the PRO-ACT
initiative. Through PRO-ACT,
The Council will serve as the southeastern
Pennsylvania regional coordinator, linking the
five counties and the statewide PRO-A, and wilf
develop chapters, offer technical assistance,
and organize group activities.

The stigma of addiction that prevents people
from seeking treatment must be reduced or
eliminated. It is through our services for pre-
vention, education, advocacy, assessment, and
intervention that this goal will be accomplished.

CSAT
Grant Ho. TM1641

Center for Substonce-n
Abuse Treotmenl

Produced under a grant funded by the Center for Substance Abuse Treatment,
Substance Abuse and Mental Health Services Administration,

U.S. Department of Health and Human Services
Center for Substance Abuse Treatment, 5600 Fishers Lane

Rockwall II, Suite 621, RockvHIe. Maryland 20857,301.443.5052
Its contents are solely the responsibility of the authors and do not

necessarily represent the official views of the agency.
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A/*ba#aclotf foK Recovery

Pennsylvania Recovery Organization
Achieving Community Together

Southeastern
Pennsylvania
Regional
Coordinating

Bailiwick Office Campus, Unit 12
252 West Swamp Road
Doylestown, PA 18901

(215) 345-6644 • (800) 221-6333
(215)348-3377 fax
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£*- Please detach here

Address

City

County of residence

Home Dhone

E-m.il

State Zip

Work phone

Fax

Individual/family membership dues are $20 per year, which includes
membership in the statewide program PRO-A. If you are unable to pay the
membership dues please contribute what you can. We will also accept
contributions greater than the amount of membership to assist those who
cannot afford the yearly fee. No one will be denied membership because of
their inability to pay.

The following information is optional and will be used confidentially for statistical
reporting only.

Are you: Recovering? If so, how long?

Individual/family membership
Organizational membership
Contribution

Family member?

Service provider?

Gender Age

For additional information, please call The Council at (215) 345-6644
and ask for PRO-ACT.

Make checks payable to BCCADD and mail to:

PRO-ACT
Bailiwick Office Campus, Unit 12, 252 W. Swamp Road

Doylestown, Pennsylvania 18901-2444



Premises of Reach Out:

• Consumers of Behavioral Health Services
must take a leadership role in improving
services;

• Consumers of Behavioral Health Services
must take responsibility for their own
wellness;

4 Consumers of Behavioral Health Services
help themselves by helping others.

Behavioral Health Consumers
striving to give each other, and all

persons, respect

l:or More Information
about any of our services, call:

215 428-0404
F»i 215428-2835

Reach Out Foundation
Pennsbury Plaza

229 Plaza Blvd., Suite 101
Morrisville, PA 19067

#

mm

Consumer Board Members
Kathy Sharp, Levittown, President
Debbie Atkinson, Bensalem
Steven Hasher, Croydon ; ;
Bryan Hutchinson, Levittown
Donald Merrick, Yardley
James Marcellus, Levittown
Mark Morgan, Levittown
Geraldinfe Mulligan, Croydon

Professional Advisory Board
Christopher Bursk, Professor,
Bucks County Community College, Newtown

Brian Cohen, Business Advisor

Ann Kime, BS, Member of AMI, Yardley

Timothy Koiman, Esq.,

Koiman & Associates, Langhomc

Ronald Langbcrg, P h D , Psychologist, Bristol

David Mover, MD, Psychiatrist, Doylcstown

John Page, AACII,

Bucks Co. Council on Alcoholism & Drug Dependence
Sam Samat, MBA, Chief Operating Officer,
HandisoA, Inc., Philadelphia.

Nancy Scheible, MA, Mental 1 Icalth Counselor,
Delaware Valley Medical Center, Langhomc

#

REACH OUT
FOUNDATION

OF BUCKS COUNTY

-Respect

Education

/Advocacy

Community

Health

One

f/nited

Team
Behavioral Health Consumers Helping

Behavioral Health Consumers% :



Our Mission:
7b empower Consumers of Behavioral Health
Services, and to help them speak out for
themselves and others.

Current Services
Formal and Informal Education Programs about
Behavioral Health Issues

Bright Perspectives of Lcvittown Support Group

Bright Perspectives of Bucks County Community
College Support Group

Double Trouble Support Group

Open Minds Young Adult Support Group

Individual Advocacy

Political Advocacy

Employment Support

Consumer Support

Mental Health Service Publications

Where Did Reach Out Come From?
Reach Out was founded in 1995 by members of llircc
organizations the Bucks Count}* Hi-Polar Advocacy
Committee, the Lower Bucks Social Club and New
Directions of Levittown Support Group.

Why Reach Out?
Reach Out is managed entirely by Consumers of
Behavioral Health Services Our experienced and
dedicated staff provides leadership and support for
all Consumers on a wide variety of issues We arc
always seeking out and utilizing the most current and
proven techniques integrated with the best available
advice and personal experiences to accomplish our
objectives and provide the highest level of service.

About the Foundation:

Reach Out Foundation of Bucks County is a non-
profit corporation consisting of nine board members
who arc themselves consumers of Behavioral Health
Services and who have been active in all facets of
advocacy and recover) for man) years.

Additionally, Reach Out has selected an Advisor)
Board of community leaders to provide expertise and
support.

Our group was launched with the help of a Federal
grant from Bristol Township We encourage funding
and donations from other sources at any lime.

About Bright Perspectives:

Bright Perspectives is a support group for people with
Depression or Bipolar Disorder. The groups meet to
provide friendship, support and information in a
confidential, positive, nonprofessionai environment.

About Double Trouble:

Double Trouble is a Twelve Step Self-help group for
people with a dual diagnosis of mental illness and
substance abuse/addiction. Our primary purpose is to
maintain our mental or emotional wellbeing. People
are invited to join and begin or continue their menial,
physical and spiritual recover).

Reich Out Foundation of Bucks County
is a Non-ProHt Corporation

Chartered under the Laws of The Commonwealth
of Pennsylvania

Federal Tax ID# 23-2845647

About Open Minds:

Open Minds is a support group for young adults.
The meeting is geared towards individuals in the
vulnerable 18-25 age bracket. Discussions revolve
around the unique challenges they face in managing
substance abuse/addiction, mental health issues
and (he difficulties of day-to-day living. "Whatever
ailsya, bring it to the tuble'\

A bout A dvocacy:

Reach Out provides individuals with confidential
non-professional support to identify and receive
public and private services. Individuals are
advised of available resources. Assistance is
available lo help Consumers access or retain vital or
fundamental services or funding needed to sustain
or improve the quality of life.

About Political Advocacy:

Reach Out Board Members frequently meet with
and correspond with local and state officials in order
to gain support on a variety of Behavioral Health
issues including, but not limited to, Mental Health
Parity, affordable housing and transportation and
needed medical services such as Crisis Intervention
and Aftercare.

About Employment:

Hopefully, with community and financial support,
Reach Out will add this much needed service in
early 1999



ROF

Reach Out Foundation of Bucks County

229 Plaza Blvd. - Suite 101 - Morrisville, Pennsylvania 19067
Phone 215-428-0404 - Fax 215-428-2835

Email reachout.foundation®worldnet.att.net

SUPPORT GROUPS

Bright Perspectives @ Bucks County Community College,
12.30 p.m. -1.30 p.m. Every Monday.

('Depression and Manic Depression and other mood disorders)

Employment Group @ Reach out Office, 3:30- 4:30 p.m.
Every 2nd & 4th Monday.
(Employment Support)

Double Trouble @ Reach Out Office, 2.00 - 3.00 p.m. Every Wednesday.
(Dual Diagnosis -- Mental Health and Substance Abuse Issues)

Day to Day @ Reach Out Office, 6.00 - 8.00 p.m. Every Wednesday.
(Peer- to- Peer Support)

Bright Perspectives @ Christ Evangelic Lutheran Church,
7.30 - 9.00 p.m. Every 2nd & 4th Wednesday.

(Depression and Manic Depression and other mood disorders)

Double Trouble @ Reach Out Office, 7.00 - 8.00 p.m. Every Thursday.
(Dual Diagnosis -~ Mental Health and Substance Abuse issues)

Open Minds @ Reach Out Office, 7.00 - 8.00 p.m. Every Friday
(Open forum for young adult issues)

Join us at the Reach Out Foundation Weekend Drop-In Center At Penndel Mental Health
Centers' "Rainbow House" Drop-in Center 1272 New Rodgers Rd., Bristol, PA 19007
Saturday's & Sunday's From 3:00-7:00 p.m. SEE YOU THERE!!



WHERE DO W E GO FROM HERE?

THE CHALLENGE FOR TREATMENT

PROFESSIONALS



Treating Patients
How does it all fit together?

Peter A. DeMaria, Jr., M.D., FASAM
Division of Substance Abuse Programs

Department of Psychiatry & Human Behavior
Jefferson Medical College
Philadelphia, Pennsylvania

TREATMENT

DIAGNOSIS

Problem List



ASSESSMENT

Evaluation

Case Study
Susan is a 46 y/o divorced woman who presents to

an assessment center stating she is depressed
and suicidal. She states she has relapsed to
heroin use after being discharged from a detox
program a month ago. She has been drinking up
to a fifth of vodka per day and taking Xanax to
help her with opiate withdrawal symptoms.
You learn she is HCV (+) and is on parole for
shoplifting charges. Her PO has told her if she
gives another (+) UDS she will go to jail. She
lives with her abusive alcoholic boyfriend.



A Comparison of Pharmacotherapies

Produces a 'high'
Prescribed by a physician
Underlying disease
potentially fatal
Improves quality of life
Counseling necessary
Decreases complications
of underlying disease
Lifetime use
Use potentially fatal

Yes

No

Methadone

Yes

Yes

Yes

Yes

Case Study, 6 months later

Susan was admitted to MMT. She has stopped her
heroin use but continues to take Xanax and
drink alcohol to treat her anxiety. She
continues to live with her abusive alcoholic
boyfriend. She is unemployed and supports
herself with welfare. She grew up in an abusive
addicted family and was sexually abused by a
family friend. She just learned that her 19 year
old son has started snorting heroin.

Summary

• Assess each patient individually

• Develop an individualized treatment plan
(not all things work for everyone)

• Have a variety of settings and modalities
available.

• Match patients with treatment

• Monitor patient's response to treatment
• Change treatment plan as necessary
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How does it all fit together?

Peter A. DeMaria, Jr., M.D., FASAM
Division of Substance Abuse Programs

Department of Psychiatry & Human Behavior
Jefferson Medical College
Philadelphia, Pennsylvania

TREATMENT

DIAGNOSIS

Problem List
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and suicidal. She states she has relapsed to
heroin use after being discharged from a detox
program a month ago. She has been drinking up
to a fifth of vodka per day and taking Xanax to
help her with opiate withdrawal symptoms.
You learn she is HCV (+) and is on parole for
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gives another (+) UDS she will go to jail. She
lives with her abusive alcoholic boyfriend.



A Comparison of Pharmacotherapies

Produces a 'high'
Prescribed by a physician
Underlying disease
potentially fatal
Improves quality of life
Counseling necessary
Decreases complications
of underlying disease
Lifetime use
Use potentially fatal

Yes

No

Methadone

Yes

Yes

Yes

Yes

Case Study, 6 months later

Susan was admitted to MMT. She has stopped her
heroin use but continues to take Xanax and
drink alcohol to treat her anxiety. She
continues to live with her abusive alcoholic
boyfriend. She is unemployed and supports
herself with welfare. She grew up in an abusive
addicted family and was sexually abused by a
family friend. She just learned that her 19 year
old son has started snorting heroin.

Summary

• Assess each patient individually

• Develop an individualized treatment plan
(not all things work for everyone)

• Have a variety of settings and modalities
available.

• Match patients with treatment

• Monitor patient's response to treatment

• Change treatment plan as necessary
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CO-occurring Perspectives

Bert Pepper, MD

9/10/02

My 25 years with
co-occurring disorders

Lessons learned

From Crisis to Recovery to Relapse

Perspective #1:

Trauma, emotional
disorders, and substance

Understanding the vicious

A Common Scqu
From troubled child to
adolescent in trouble

1. Trauma (physical, sexual, psychological,
emotional) or neglect in childhood

2. Early emotional problems
3. Personality immaturity or disorder
4. Self-medication- AOD
5. School & family problems
6. More severe psychiatric problems
7. Criminal justice involvement

A Section on

Epidemiology
and Genetics



A subtle trauma-Maternal smoking during pregnancy
has long term negative effects on children

Marked gender differenccs-If a woman smokes
10 or more cigarettes/day during pregnancy-

•Her daughters risk for adolescent drug abuse is
increases by more than 500%-

• Sons risk of conduct disorder
increases by more than 400%

•An association has been found between prenatal
smoking and ADHD.

Genetics of Alcohol Dependence
• Genetic factors account for 40-60% of risk;

remainder is social-environmental
• No single gene controls
• Adoption studies strongly indicate a genetic

factor among males: Risk is 2.6 times greater
for boys with a family history

• 5 of 5 studies of boys agree
• Situation less dear for girls, but higher risk

ECA Lifetime Prevalence Rates For Substance Abuse
Among Persons With Affective Disorders: A** i*@

A5££ n

41

Major Depression

s
18

J

National Co-morbidity Survey-1990-
Ron Kcssler

Stratified sample of U.S. population

8.000 individuals interviewed. 15-55

CIDI, modified, WHO approved, used

All positives were re-interviewed

The gold standard of epi studies of MH-SA

Replicated and expanded in 2000-2001

New data due in 2003: U.S. and world

National Co-morbidity Survcy-1990- Kessler, p, %

• -48% of respondents reported at least one
lifetime disorder,
29.5% reported at least one in the past year.

10.1% - episode in the past year.
17% lifetime. Women > men.
Lifetime alcohol abuse - 14.1%.
Past year-7.2% Men > women
lifetime, at least one anxiety dfeonfer-24.9%
Past ycar-17.2%. Simple and social phobias
were commonest

79% of all lifetime disorders occurred
among persons reporting two or more
disorders

14% of respondents had 3 or more lifetime
disorders. They collected:

• 53.9% of all lifetime disorders,
• 58.9% of all past year disorders, and
• 89.5% of all past year severe disorders



8-11 million have at least 1 mental health
and 1 substance-related disorder

89% developed mental illness first-
9% developed substance abuse first

Median age of onset:
• Mental Illness - 11

. Substance Abuse - 17-21

The take home message:
• No disorder-great!

• One disorder- stay in treatment and recovery
and have a life

• Two disorders- hard to keep life going on
an even keel

» Three+disorders- high likelihood of being
disabled, unemployed, and labeled SMI

A section on

Personality: Disorders

Immaturities?

Robert's case

Sir William Osier

• Sometimes it is more important to
know what kind of a person has an

• Than what kind of an
person has.

illness a

-

Personality defined
The stable, predictable patterns of

T* Feeling
•Thinking, and
•Behaving

- that define a person uniquely to self, and to

• Because they have developed gradually
since birth, these personality traits are e*o-
syn tonic- i.e. feel normal, in harmony with
one's sense of self.

Personality disorders
• Stable, predictable patterns of feeling,
thinking, and behaving that bother other

» Also called character disorders or character

• Because they develop early, these traits are
ego-syntonic

• There are 10 different PDs on Axis n,
BSM-IV. They overlap. Many experts write:

3x



Personality
Immaturities

P&ttems of feeling, thinking and behaving

• Are fairly stable, but
• May change in response to social stimuli or

opportunities for growth.
• May be ego-syntonic or ego-dystonic

Consider ASP and BPD

Treatment in a
Therapeutic Community

• Special T.C., opened in 1988 in The Bronx

Only admitted homeless, crack etc. addicts with
SMI. multiple hospitalizations

• Up to 18 months LOS.

• Aggregated funding

T.C Intake Case Conference -

•22 yo single black male.

•Entered a Therapeutic Community for
dually diagnosed homeless men, from a

Robert was adopted at age 3, by a reluctant

• Mother an addict

* '* MtsWply abused and neglected child.

T.C Intake Case Conference -
Robert -more history p. 2

• Charged at age 8, with others, with molesting a
little gill.

•Jailed at 19 for rape.

• Bitter about having been raped in prison.

• Only heterosexual contacts were with prostitutes

T.C Intake Case Conference -

• Obtained money for drugs by prostitution.
• Sexual identity an issue.
• 3 psychiatric hospitalizations

Diagnosis on admission:
1.Paranoid schizophrenia, chronic
2. Antisocial personality disorder
3 Poly -substance abuse: crack, pot, alcohol

The Life Cycle

4/



Styles of Infant and Adult Attachment
in response to distress -

(Bowlby, AinswortKMain. Dona-, othcra)

Rejectfng-avoklant-

What ts the style of the attention- seeking hdp

Personality v. Character

Both derive from Greek roots:

Character: Etched in stone, cannot be erased
(changed).

Personality: An oversized mask carried by an
actor on stage, to tell the audience how s/he
feels. Can be switched for another mask.

Ten Common Personality Immaturities

1. Low frustration tolerance

2 Can't work persistently for a deferred goal

3. Lying to avoid punishment, guilt

4 Conflict between autonomy and dependency,
resulting in hostile dependency

Ten Common Personality Immaturities p. 2

5. Limit testing

& Dualistk, not contextual.
Judgments are all or none. No moderation

7. Present tense only; behavior not based on past

a Of unpleasant but necessary duties
b. Time to stop playing, having fun

Ten Common Personality Immaturities, P J

9. Rejection sensitive;
a, Can't say no
b. Seeks approval by promising too much

10. Alerithymla

Alexithymiap.2

• May cause the person to express emotions by
behaviors, while unaware of their emotional

• Interferes with self-soothing

»Makes it difficult to ask for help



Robert - 11 months later

h Asking Curtis, "Can I make It?"
(secure attachment style)

2. Tiling the bathroom for 2 hours
(improved frustration tolerance: persistence
toward a goal)

X After failing probe, requesting to be re*
schednkdOlmJt testing, rejection sensitivity)

Robert, 11 months later p. 2

IPersonlng'thebooth'
(low rejection sensitivity)

5. Asking for help with sexual issues:
(Less Medthymk, feelings verbalized)

& $«,000 in the bank and staying put (future

% Diagnosis changed to PTSD++

Pepper's List of Mature Personality
Characteristics

1. Can delay gratification

Z Can express feelings, thoughts, wants and needs

3. Can hear feelings and thoughts of others

4. Can negotiate for wants & mediate between

Pepper's List of Mature Personality
Characteristics-2

5 Can trust others when warranted

6. Can soothe self

7. Can accept criticism without excess shame or

6 Can use thoughts to control negative affects;
thus over-riding impulsivity

Pepper's List of Mature Personality
Characteristics-^

9. Can put down 2 apples to pick up a big. beautiful toy

10. Can play when it is safe, but switch quickly to adult
when endangered

11. Can learn from the experience of others

11 Can change when change is seen as neoessaiy. before

Social Skllfa-

eigqpftfiputg often
faabte to mediate
can make a request

can Identify own, othen reeling*
has empathy for others

responding to other's fedsas*
has developed nftnal *Ub
dealing with an accusation



A Sociogram:
Intensities of 1

5. Acquaintances

2. CIrcte of Intimacy: misted intimates

What about using meds in a modified TC?

• 100% of residents were admitted on meds

« 70% were on meds at graduation

• Klonopin was used selectively; no problem

• Could we have used methadone?

Maury, 19

A little about Maury, 19
6 felony charges, including arson
Short, thin, fast talking top salesman- electronics.

Wealthy, divorced family, oldest of 3
ADHD, LD. high school dropout; has GED
Pot daily since age II ; all drugs used + alcohol
Looked at list of Immaturities, sees himself as
&-10 years old
likes helping people; remorseful, yet...
Meets criteria for ASP

A section on The rights of
children and adolescents

The changing experience of
childhood in the U.S. today

The Basic Needs and Rights
of All Children

1 adequate food
2 protection from

5 physical contact
6. physiological

stimulation

a intellectual
stimulation

9. peer group activity
10. learning by example
11. support in

developing an

12. hope for the future
13. approval



Comparing the State of Children
I960 and 1990

Children born to unmarried mothers

Children under 3 living with one parent

Children under 3
living with divorced parent

Children under 18 experiencing
the divorce of their parents

Mothers return to work within
one year of a child's birth

.___ Married women with children
ltMS*kW *" **- under 6 years old in labor force

Individuals Living as Couples
Without Being Married:

1970-one million

1997-eight million

Step-parents are likelier to abuse children

than biological parents, and

Unmarried couples are less likely to stay
together

A section on

Children with parents in jail
and prison

Two Strong Predictors

of Future Childhood Arrest

1. Incarceration of a Parent

2. Neglect or abuse

A Causative Factor-

Childhood Arrest

• The Child Welfare League studied 75,000
children, age 12, in Sacramento County,

1. 1,026 had been identified as abused or
neglected.

2. 50% of them had an arrest record.

Prison Stats

The number of children with parents in prison >
From 936,500 in 1991 to 1.5 million in 1999
Fathers-1372,200: •Mothers- 126,100(rose

In 1999,56% of prisoners had a child, 58% under

44% were in state prisons for violent crimes
67% were in federal prison on drug charges
The average parents sentence is 6.5 years in state
prisons, &5 in federal.

8



Prison Stats P. 2

The average parents sentence is 6.5 years in state
prisons, 8.5 in federal prison.
More parent prisoners used drugs prior to
incarceration than non-parents.
33% of mothers committed crimes for drugs.
Before prison less than half of parents lived with

57% of fathers, 54% of mothers were never
visited by their children while in prison
Most children lived with relatives

Child sexual abuse in the TC population

+ 100% of the women had been prostitutes to
support their drug habit; had been sexually
abused in childhood. Many met PTSD

• 70% of the men had been sexually abused

Child sexual abuse (CSA) &

subsequent psychopathology
MoJnar, ct al. AJPH 2001; 91;753-60

• CSA reported by 13.5% of women, 2.5%

- Under-reporting is probable

• Among women: Rape, known
perpetrator, and duration of CSA
increased odds of disorders

• CSA usually occurs with other

J±S£ i t ies

Child sexual abuse &
subsequent psychopathology p. 2

• But even with no other adversities,
CSA increased odds of S.A. and
depression

• Alone or in a cluster, CSA
substantially increased risk of
subsequent psychopathology

• Molmr.rfaJ. AJPH 2001; 91;753-tiO

Child sexual abuse &
subsequent psychopathology »s

Controlling for other adversities, CSA was
associated with:

• Significant associations with 14 mood,
anxiety, and substance abuse disorders in
women, and

* Significant associations with 5 mood,
anxiety, and substance abuse disorders in

Abuse and neglect vary in nature,
cause, and consequences

• Not all trauma is willful or intentional
• Neglect can be as damaging as abuse
• Emotional or physical abuse can be very harmful
• Illness or death of a parent or sibling can cause the

effective loss of both parents for the surviving

• Poverty is traumatic
• Racism is traumatic
• Bullying is traumatic



The essence of PTSD

• 8-9% of the population suffers from PTSD
• It is commoner in women than men
• Complex psycho-biology: Receptors

disturbed:
- Adrenaline,
- serotonin,

- glutamine
-other neuro-endocrine pathways

PTSD P.2

Many factors influence risk of PTSD:

-Type of trauma- human or natural;
- Severity;
-Duration;
- Prior trauma
- Individual factors
-Gender
- Pre-existing anxiety, depression, etc.

Three important symptom clusters:

L Intrusive re-experiencing; flashbulb-flashbacks,
nightmares, anticipatory anxiety/panic

2. Avoidance & numbing; alexithymia; reduced
response to the world

2. Hyper-arousal: sleep disturbance; exaggerated
startle; irritability; anger; anxiety/panic

Mediation* Reric w by H i * ™ * rt. at.
Acteftychktrica Sand. 2001:104:411-22

1. SSRTs are medications of choice; they help
all 3 symptom clusters

2. Tricyclics are next; Little effect on
avoidance & numbing, but help anxiety and
depression

3. MAOI's may be better than tricyclics, but

Mediation!: Review by H»#*maa «. at.

4. Avoid benzodiazepines if at all possible

5. Beta-Mockers (propandol) can help physical
symptoms of anxiety, but can worsen depression

6. Nefazodone (Serzone) can help, but there are
liver risks

7. Wellbutiin may help occasionally, may worsen
symptoms

FTSD p.5 Treatment Guidelines from the
International Consensus Group on Depression

and Anxiety

• Cognitive-behavioral tx {CBT) for mild

• CBT + meds for moderate & severe PTSD

• More study is needed of combined tx

10



Expert Consensus Guidelines

Recommended:

Anxiety management

Cognitive therapy

Exposure therapy (Edna Foa)

Play therapy for children

Psycho-education (what is a panic attack;
the locus ceruleus; etc.)

Expert Consensus Guidelines, coot'd

Not recommended:

EMDR (But Fba and Pepper disagree)

Hypnotherapy

Psychodynamic psychotherapy

In Conclusion

• Trauma & PTSD may
be a key link between
MH&SA problems

• There is a prevention
window of opportunity
with kids:
- Keep them safe

-Treat their MH
problems promptly,
to prevent SA

• Sub-diagnostic PTSD
may contribute greatly
toco-occurring

• Such individuals have
low self-esteem,
trouble with intimacy.
and for them

• Alcohol & drugs are
their best friends

What adolescents in residential SA Tx

Once I was sent to inpatient,
• No one asked my opinion about my treatment
• My mental health & emotional problems were

• My family was left out of my treatment

• But I had emotional problems before I
had a drug problem.

*Tcn focus groups, 110 adolescent* recently in residential S A
TX. Federation of Families

%

3.

Four Step Assertiveuess
Technique

Repeat the offending statement

Say /Th i s makes me fed...

'Iwishyou'dsay...."

But if you continue... .then I will have to....

11



Refraining-
One notch at a time

There are no dead end jobs,
only entry level jobs

Confrontational Position

Aligned Position

•

Treatment Programs for Adolescents & Young

1. Integrated treatment

2 Bio-psycho-social assessment

3. Crisis resolution- stabilization

4. Age separated from older adults

5. Flexible, non-stigmatizing, informal day/evening
programs

Treatment Programs for Adolescents & Youag

6. Rehabilitation - social and vocational - of
functional disabilities

7. Realistic goal setting: " U P A Notch"

& Self-awareness training: "S^fSigpal
Sqnriri7*tinn"

9. Involve family: support, inform, involve

Adolescents in residential SA Tx said:*

Once I was sent to inpatient,
• No one asked my opinion about my

treatment
• My mental health & emotional problems

were ignored
• My family was left out of my treatment

• But I had emotional problems before
I had a drug problem.

•Ten focus groups. 110 adolescents recently in residential SA
TX. Federation of Families...

Double Trouble Recovery aids medication
compliance

One year follow up of 340 members of DRT

Regular attendance correlated with 79% adherence
to prescribed meds; upper end of compliance

Fewer psych hospitahzations

12 step groups don't usually support compliance,
but they can, and some do; e g . DTR

12



Vertical & Horizontal Service Integration

a A

Edna Foa, PhD: In vivo and imaginal
exposure

New, well-researched Tx for chronic PTSD; 30
days to 30 years. U. Pcnn DeptPsychiatry,
Anxiety Disorders Clinic

Ten sessions, 90 mux, in 5 weeks, with daily

Used mainly with women who were raped

Not yet studied in adolescents

EMDR: Francine
Shapiro, PhD

• Uses rapid alternating left-right stimuli: visual or

• Elaborate technique, carefully described and
researched. Requires training

• Patient keeps trauma picture in mind during
stimulation, is encouraged to let picture move,

• Is more of an adjunct to psychotherapy than a
complete treatment

Similarities between Exposure and

• Both may be traumatic, involve it-exposure to
trauma memories

• Both hold the patient in the past and the present
simultaneously

• Foa believes eye movements add nothing, but
states mat EMDR works

Eleanor started her recovery at 73

• First Tx@ 73, to prepare to retire and move

• Told me of abuse by uncle, 8-10

• 1 never forgot. It affected every aspect of my life."

• Safe, affectionate but loveless marriage

» Physically distant from her children

A definition of
Integrated Treatment

(I.T.)
The design and provision of a long-term, time

phased sequence of different techniques and

•Titrated in intensity
•That respond to the multiple, changing symptoms
and disorders of the patient.

I.T. may be provided by one climciaruor by a cross-
trained team

13



Treatment Planning:

Pepper's three stage
approach

•The three stage model of treatment
planning

• Stage One:
• 4-10 sessions

• Crisis stabilization

Stabilization and crisis resolution

Warm, accurate empathy from the first phone call

Offer your secure attachment style

Focus on the crisis or other reason for referral, but
footnote other issues for later reference

Don't prescribe meets on first visit unless absolutely

Stabilization and crisis resolution, 9.2

Contract for 3-6 sessions

See relatives) to:
• Gather information.
. Mobilize support

• Assess attachment style (eg., does refusal reflect
shame or paranoia?)

Empower, by offering to terminate or move on to Stage Two

The three stage model of treatment
planning

* Troubling issues &
Quality of life

The three stage model of treatment
planning

' Stage III A:

•Ongoing support, often with

' Stage III B:

•Depth work

14



The Triune Brain
-Paul McLean

All mammals born dependent, only able to
suck and cry:
- -The Distress Cry, and later
- -The Separation Cry

- Brain I: The snake brain-autopilot
- Brain U: The limbic system- the emotional

brain- timeless. Seat of the primary process
- Brain HI: The NEO-cortex: cognition and

Benson's relaxation response

Eyes closed, slow, gradual exhale, while
relaxing hand

Eyes closed, deep breath while pinching
thumb and forefinger

From conscious response to tension, to

Ten principles of a responsive, interactive
approach

1. Foster a secure, warm, positive attachment from the first
phone call, by using accurate empathy; Speak to the
normal person

Z Take a complete history, including childhood, ethnic,
religious, and ancestral

3. Try the 3 phase treatment model; review and renew the
contract with the patient, decide together when each
phase is done

Ten principles of a responsive, interactive
approach, p.2

4. Keep a constant feedback loop going, tying
together new and old information: Add psycho-
education to therapy

5. Use motivational Interviewing techniques to
encourage change; not only with the addictions

6. Align with the patient, and the patient will align

Ten principles of a responsive, interactive approach

7. Be optimistic at the right time

8. Protect yourself; use your colleagues. Remember

Michaelangeloat87:
"I am still learning"

9. Do something proactive with the patient who makes
you too unhappy, uncomfortable, or depressed.
Get a consult.

10. When treatment gets stuck, share with the patient,
and try another method

Conflicts between substance abuse and
mental health treatment

1. Support and alignment
v. confrontation

2. Therapist self-disclosure?
3. Non-directive v. directive
4. Building self-esteem v. shaming
5. Harm reduction v. abstinence
6. Agent of the patient v agent of the program or of

7. Trust the patient v. test the urine

15



Integrated t reatments tha t work

• PATHWAYS TO HOUSING

• PROTOTYPES

• Modified TC's

• Hail-Brookc+Homestead

• TC's in prisons

• Community systems of care

• DBTforBPD

26+ therapeutic modalities

1. Psychoanalysis: various modifications

Z PsychodYffiafnfr psychotherapy

4 Medication as an adjunct, to make the profoundly
depressed or psychotic patient available for

5, rngniljv? restructuring

Therapeutic modalities P,2
6. Psvcbodrama. role play

s: free associations, dream
interpretation, etc.

9. Behavioral techniques

10. Motivational techniques, including
MotfratSonaJ Intcrvtewtny

Therapeutic modalities p.3
11. DudecdcW Behavior Tbermov (Iinehan)

12. Psvchoeducation: cognitive-emotional therapy
Skills training

13. Supportive therapy

14. FunjtlYtfrefapY various schools: Ackerman.
Minuchin, Bowcn, ethnic focused

15. Conjoint coupes therapy

Therapeutic modalities p 4
16. Paradoxical

17. Gender-focused therapy

18. Inclusion, «f îpiffffĉ n* n^hers: spouse, partner,
older children, for information gathering

19. Body work, acupuncture, Pnifing Vnga

20. Meditation, relaxation* hypnosis

Therapeut ic modali t ies p.5

2i.Unconventional means to change the transference:
coffee shop, a hike in the woods

22. gejigpn-focused therapy

23. Bibtiotherapv

24. Journaliog. poetry

25. Adventure therapy

16



Therapeutic modalities p.6

26. For PTSD: immersion/ flooding/ exposure: Edna

27. Group therapv-
a. Open or closed group
b. Time limited or not
c. Gender specific or co-ed
d Homogeneous or heterogeneous
e. Psychoeducational or psychodynanric

Guidelines for psychoed class (Pepper)

1. Separate groups for pre-abstinent and abstinent
1 Co-leaders from MH&SA

Alternate leading weekly
3. Contract for 8,12.16 weeks
4. One topic/week, on pad op
5. Newsprint pad on easel
6. Review last meeting at beginning of each week

Guidelines for psychoed class

7. No intoxication in meetings

8. No smoking or eating

9. Be punctual, don't leave

10.45 minute group

11. Question, comment any time

12. No punishment for honesty

Guidelines for psychoed class

13. No long war stories; this is not therapy.
Personal descriptions are to illustrate the
educational topic.

14. Anyone want to test abstinence in the
group, and report any slip or relapse to the

&

Guidelines for psychoed class

Depression

Panic and anxiety
Marijuana
Extreme confusion (psychosis)

Three Kinds of medication (anndepressants.
anu-psycbotics, anti-anxiety
What drugs do to medication

»1<VO2B-1PW 101
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Responsivity

Predict Criminal Behavior

Match Treatment to
Risk Level

Criminogenic

Noncriminogenic

Style and mode of offender

Style and mode of Provider

Professional Judgement



Big Four

Criminal History
Criminal Associations
Anti-social attitudes
Personality



Impulsive

Egocentric

Habitual Anti-social Behavior

Rigid / Narrow Thinking



Principles to Consider

1/3 - 1/3 - 1/3

80/20

20/60/20



Criminal Thinking Errors

Closed Thinking

Victimstance

Views Self as a Good Person
Lack of Effort
Lack of Interest in Responsible Behavior
Lack of Time Perspective



Criminal Thinking Errors

Fear of Fear
Power Thrust
Uniqueness
Ownership Attitude



Patterns

Victimstance

- Look what you've done to me

Dehumanization

- They deserve what they get

Entitlement

- It's mine if I want it

Righteous Anger
- Victimstance with Emotion



Never Learned



Learned but
Destructive



Cognitive Skill Areas

Problem Solving
Social Skills
Creative Thinking
Emotion Management







Behavioral vs Non Behavioral Tx

Reduced Recidivism

Increased Recidivism



Criminal Thinking



f
E
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TEACH SPECIFIC AND RELEVANT SKILLS

EFFECTIVELY ROLE MODEL EACH SKILL

ALLOW OPPORTUNITY TO PRACTICE EACH SKILL

CLEAR AND CONSTRUCTIVE FEEDRACK

H HOMEWORK



Law of listening skills

Expressing a complaint skill

Avoiding a fight skill

Responding with affection skill

Negotiating win-win outcome skills



Stop Think

Options
Plan



Access self/other/situation

Choose best option

vs

Tailor plans to success



c

Responding

Erratically

And

Causing

r Trouble



Treatment

Supervision
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September 20,2002

Mr, Robert Nyce, Executive Director
IRRC
333 Market Street, 14th Floor
Harrisburg, PA 17101

Dear Mr. Nyce:

This serves as a response to the proposed amendments to treatment
standards for the approval of narcotic addiction treatment programs.
While the majority of the new standards appear to be appropriate, there are
three areas on which we would like to comment and make suggestions.
These areas are specific to the psychotherapy services (section 715.19), the
psychosocial staffing requirements (section 715.8) and urine testing
(section 715.14).

Our comment to section 715.19 is not related to the amount of
psychotherapy required for clients in treatment less than two years, but
more so toward the requirements for clients in treatment beyond two years.
It is not unusual for a client to be involved in Methadone maintenance for
well beyond two years. In many of these instances the client is stable and
uses Methadone as a maintenance medication (similar to a diabetic using
insulin) and is not in need of psychotherapy services. To mandate such
services could cause unnecessary hardship on the client, both in time and
money, for services he/she does not need Our suggestion would be to not
require through regulation one hour of psychotherapy services for those in
services beyond two years but, instead, leaving this clinical decision to the
program's Medical Director. This would allow for a more clinically based
offering of counseling services.

Additionally, the narcotics addictions treatment program standards
would need to comply with section 704.12 regarding the full-time
equivalent (FTE) maximum client/staff and client/counselor ratios. We
believe that, while these ratios are appropriate for clients in a more acute
treatment setting, these ratios are not necessary for maintenance-type
programs. As noted above, there are typically many long-term clients (over
two years) in a maintenance program who may no longer require regularly a
scheduled counseling regimen. These clients are included in the
client/counselor ratio even through they require very little monitoring by a

601 Penn Street • Suite 600 •Reading, PA 19601
Phone: 610-376-8669 • Fax: 610-376-8423 •Website: www.councilonchemicalabuse.org

An affiliate of the National Council on Alcoholism and Drug Dependence, Inc.
"Serving as the Berks County Drug and Alcohol Executive Commission"



counselor. While these long-term clients require monitoring, we believe they do not
need the oversight of a qualified therapist. Therefore, we suggest that clients who, after a
two-year period, no longer need regular counseling either not be counted towards the
client/counselor ratio or be counted as some percentage of a client.

Finally, we believe that clients in the early stages of narcotic addiction treatment
should be required to undergo more frequent urine drug testing than one per month.
Our belief is that narcotic-dependent clients in the early stages of treatment need to be
monitored closely for relapse into drug and alcohol use. Unchecked relapse will result in
poor client treatment retentions and unsatisfactory long-term outcomes. We suggest
that urine testing for the first two years of narcotic addiction treatment should be a
minimum of once per week.

The opportunity to comment on the proposed changes in these treatment standards
is appreciated. Please feel free to contact me for further clarification regarding any of the
above comments.

Si

cc: Representative Sheila Miller
Glenn Cooper, New Directions Treatment Program

H:\GEORGE\RNyce-TreatAmendltr.doc



Original: 2134

IRRC

From: Barlow, Todd [Barlow@pennfoundation.org]
Sent: Friday, September 20, 2002 8:46 AM
To: IRRC
Subject: Concerns over Chapter 715 Standards: Narcotic Treatment

Penn Foundation Recovery Center
8 07 Lawn Avenue
Sellersville, Pa. 18960

John R. McGinley, Jr., Esq., Chairman
Independent Regulatory Review Commission
333 Market Street, 14th Floor
Harrisburg, PA 17101

Dear Chairman McGinley,

The purpose of this letter is to request on behalf of Penn
Foundation Recovery Center that the Independent Regulatory Review Commission
disapprove Chapter 715 Standards for Narcotic Treatment Program as submitted
by the Department of Health.

Although we are not a methadone provider, heroin dependency is on
the rise, even in our rural area. We need Methadone treatment as a part of
our treatment continuum. It has been but a few years that such services have
been available in our area. I am hearing, however, that the revised
regulations a far different than regulations that would be considered best
practice. This concerns me. I know what happens to over-regulated treatment
services: they become marginalized and insufficient to meet client need. I
hope that the State does not make that mistake.

We request that IRRC disapprove the regulations as submitted. We
hope that the Department of Health be asked to revise several items after
taking into account the concerns of those most knowledgeable in the field.

Sincerely,

Todd Barlow, MS
Director of Drug and Alcohol Services
Penn Foundation Recovery Center

Cc: PCPA
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September 20,2002

John R, McGinlcy, Jr , Esq., Chairman
Independent Regulatory Review Commission
333 Market Street, 14th Floor
Hamsburg, PA 17101

Dear Chairman McGinley;

The purpose of this letter is to strongly recommend that the Independent
Regulatory Review Commission disapprove Chapter 715 Standards for Narcotic
Treatment Programs, as prepared and submitted by the Pennsylvania Department of

The Bucks County Drug & Alcohol Commission, Inc. (BCDAC, Inc.) serves as
the Single County Authority responsible for facilitating the provision of a comprehensive
and balanced system of quality substance abuse prevention, intervention and treatment
services for county residents. BCDAC, Inc. seeks to eliminate addiction, alleviate its
effects and ultimately eliminate the abuse and misuse of alcohol, tobacco and other drugs
in the county.

It is important to note that, while BCDAC, Inc. supports the need for revised
methadone regulations to match the changes in federal regulations, we oppose the
adoption of Chapter 715 as recently released on the basis that it is too restrictive. We in
Bucks County have the unfortunate distinction of representing a region that is number
one, nationally, in hospital emergency room visits due to opiate use. This region also has
a high mortality rate related to narcotic abuse. Additionally, we have a great and growing
gap of narcotic dependent individuals who cannot access treatment due to inadequate
funding and inadequate treatment options. The problem of narcotic dependency is
epidemic, as you no doubt know. Our efforts to educate our community at large,
including consumers, providers and even state licensing bodies are numerous, but we
need supportive laws and regulations to ensure that quality, cost effective and science
based treatment options are available. Pharmacotherapy (including methadone) is an
evidenced based treatment approach that we desperately need to expand in our region.

COMMISSIONERS: Michael CJ. I'it/pitricfc • Charts !!. Martin • Sandra A. MiHer
OFFICERS: Robert b. Kelsey, Ciwiq)erson • Paul Rtfgui, Vkc C*huirper̂ >n • J)aricnc .Siedman. Sccreury

(Jrcgory (.'. [JKHVI.. Treasurer • Miiruwfci I: llaniw. Mxctcutivc Director
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Most recently, our agency received a federal technical assistance grant from the
Center for Substance Abuse Treatment, an arm of the Substance Abuse and Mental
Health Services Agency (SAMHSA). We provided an intensive two-day conference
entitled Pharmacotherapy and Narcotic Dependency; Best and Promising Practices, held
September 9 and 10,2002, in Langhomc, Bucks County, Nationally recognized experts
in the field of narcotic dependency and pharmacotherapy, as well as consumer advocates,
provided much-needed education regarding the best and promising practices. We will be
continuing this technical assistance effort as we support programs to expand and provide
more options for clients and families desperate for appropriate and effective treatment
options. With all that science has to offer in our field and as acknowledged by the change
at regulations at the federal level, we are deeply concerned that our own state Department
of Health is proposing regulations that fly in the face of best practice standards and are
not sensitive to the individual needs of clients.

We respectfully request that the proposed regulations be disapproved and revised
by the Department of Health. The following is a listing of the some of the areas that we
feel need to be re-written:

A 715.8 Psychosocial Staffing
We feel that the proposed ratio of 35:1 is unreasonable for methadone programs.
Although we do not believe that it is necessary to set a ratio and many states do not. A
50:1 would be more reasonable, if we must go with one, A larger ratio has been
recognized as a best practice standard because all programs have a balance of individuals
who need intensive treatment focus, as well as clients with many months and years of
sobriety who no longer need intensive treatment but are self-sufficient, tax paying and
law abiding community members. The PA Department of health's proposed regulation is
unnecessarily restrictive and a cost driver for our treatment system.

2. 715.19 Psychotherapy Services
Pharmacotherapy is a highly individualized treatment regiment. Clients, who have
demonstrated their sobriety through life changes, and a variety of other commitments,
should not be held to the same standard as a client just entering this treatment regimen.
They need fewer treatment episodes on average and certainly do not need the level as
proposed in these regulations. The federal government has acknowledged this in their
regulations, as do pharmacotherapy best practice standards. One way to approach this
would be to exclude individuals with an agreed upon level of seniority in the program
from this ratio requirement.

On another level, nowhere else in laws or regulations is there a requirement that a client
receive a certain level or amount of treatment, whether they need it or not. Best practice
standards indicate that the qualified professionals who are working with clients should
individualize treatment to patient need. Sometimes this means placing the client in a
higher level of care, including residential, partial hospitalization and intensive outpatient
services. On the back end, however, most clients need very little formal therapy after
they have been maintained on medication for a number of months. Certainly this would
also be true for clients on medication for two or three years and more.
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As a payer for services, we are also seriously concerned as to the financial impact of this
therapeutic requirement. We are unable now to pay for all of the services provided within
treatment programs for clients eligible for Medicaid funding or for other state and federal
public dollars. Thus clients would most likely end up paying for a service that is not only
unnecessary, but also intrusive and counter to our goal of self-sufficiency within the
community. Does it make practical or clinical sense to require the same level of therapy
for a new client as for someone who has been in the program for two years? We think

3, 715.25 Prohibition of Medication Units
Medication units are essential to pharmacotherapy treatment. The federal definition of
this level of care states that the medication units are part of a comprehensive narcotic
treatment program. Thus any medication unit operating within this definition and federal
regulation would be part of a larger agency that would provide a fUU range of clinical
services at its main site. With few pharmacotherapy clinics available to those who need
them now, medication units operating within the new federal guidelines presents a very
important option to us. One such unit is now being proposed in l-ancaster and we are
hoping to start one in our county later this year.

Clients in methadone treatment usually have to pick up their medication six days of the
Week. Even in a suburban area such as ours, this can mean a 45-minute drive to a clinic,
before driving on to work. This is day in and day out, 52 weeks a year. We know that
requiring them to come back additional times for therapy and other support services is
extremely difficult, particularly if the client does not have private transportation. One
sensible option is to allow clients to pick up their medication at a local pharmacy or other
appropriately licensed entity as defined under the federal regulations as a medication unit.
Then they would only need to come to the clinic for their therapy.

We should note that transportation costs are a major cost driver for public funded
treatment. We are already now paying lens of thousands of dollars to transport clients on
a daily basis to and from a centrally located methadone clinic due to lack of adequate
public transportation. Transportation is a real barrier to treatment for many folks here
and 1 imagine that it is much more so in rural parts of this state.

We strongly object to the Pa Department of Health's current effort to prohibit our local
and best practice efforts to expand availability of an important treatment alternative and
to make treatment more accessible to clients.

4. 715.7 Dispensing or Administering Staffing
The proposed 200 patient limit is unreasonable. We have not located any research-based
evidence, which stipulates that any limit must be imposed, nor do the federal regulations
acknowledge this need. In addition, we disagree with the proposed 15-minute time
period for dosing.
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Last, but certainly not least, we fee) it is imperative that the field be involved
throughout the process of development and adoption of new regulations We do not feel
that consumers have sufficiently and in good faith been involved in the consideration of
these proposed regulations. Nor do we feel that the thoughts and concerns of those
professionally involved in the treatment of clients with a narcotic dependency have been
carefully considered.

We deeply respect your Independent Regulatory Review Commission's task of
addressing narcotic treatment. We ask that you carefully consider our remarks and those
of other advocacy organizations. The proposed regulations are not in the best interest of
our clients, nor do they match the intention of our lead agencies responsible for financing
of treatment for narcotic dependency,

I am sending via a separate mailing a packet of information from our recent
conference for your review. I am available to further illustrate our concerns with the
Pennsylvania Department of Health's proposed regulations, and appreciate, in advance,
your consideration of the concerns we raise on behalf of the consumers of Bucks County.

Enclosure
cc: Jim Connolly, Eastern Regional States Representative, National Association for

Methadone Advocates
Peter Penniagton, Executive Director, Pennsylvania Association of Methadone

Providers
Gene Boyle, Director, PA Department of Health, Bureau of Drug and Alcohol

Programs
Gerald Radke, Director, PA Department of Welfare, Office of Mental Health and

Substance abuse Services
Kathy Hubert, Executive Director, PA Association of County Drug and Alcohol

Administrators
Lynn Cooper, Senior Policy Specialist. PA Community Providers Association
Bob Waters, Executive Director, Magellan Behavioral Health of Pennsylvania
Michael Ratajczak, Executive Director, Aldie Foundation, Inc.
Mark Besden, Executive Director, Discovery House
Glen J. Cooper, Executive Director, New Directions Treatment Center, Inc.



FILE No.944 09/23 '02 15=31 ID=BCDAC, INC FAX:215 956 9939 PAGE 1 / 5

BUCKS COUNTY DRUG & ALCOHOL COMMISSION, INC.
bOOLnus hriw. Suiie tt)2*A. WttrmitisreK PA IK<>74
(215) 77J..VSLI fux. (2J5)M6-V9W

a

EAX COVERSHEET

DATE: 9 /6^ /02 -

TO: -JOHU K* Ave (ytAJUzi^iL. 61rO.

ttrr

FAX* /-7/7-7f3-^6&V

FROM: /7/?£&T kjAUVA

rTOTAL NUMBER OF PAGES INCUTDINO COVER SHEET: _

^ Original Will Follow
[ ] Original Will Not Follow

IF YOU HAVE ANY PROBLEMS RECEIVING THIS TRANSMITTAL, PLEASE
CALL THE PERSON ABOVE AT 314-771-0113

(DMMFNTS-

fonns\A49.doc
2/97. Re^mered 3/99



l inal: 2134
Illiance

ervices, Inc ,:,,;.;,;< ^ ^ < : . : , Y

September 18,2002

Robert Nyce, Executive Director
IRRC
14th Floor
333 Market St.
Harrisburg, PA 17101

Re: Proposed Methadone Regulations (§715.1 - 715.30)

Dear Mr. Nyce:

We are taking this opportunity to provide our comment on the proposed methadone regulations
currently under consideration by IRRC. Alliance Medical Services is a methadone maintenance
provider operating in the Pittsburgh area.

To begin, we would like to thank the representatives from the Department of Health for their
sincere interest in the methadone field. With over 800 facilities state-wide to license and monitor,
the Department continuously demonstrates their support for the value of maintenance services by
remaining accessible to the field and by continually working to increase their own knowledge of
methadone services. The regulations before you are the result of an ongoing give-and-take process
that involved several years of effort and the collaborative involvement of both government and
service providers.

You will hear comments from others in the field opposing much of what Pennsylvania and the
Department of Health are suggesting as regulatory requirements. You will hear that in other states
counselor/patient ratios are not mandated, counseling time is not mandated, physician and nursing
hours requirements are not set and so forth. Please remember that in viewing comparisons to other
states, Pennsylvania is leading the way by demanding quality services. The Department is not
micro-managing and placing unreasonable requirements on the field. While we may not agree in
total with the regulations, the intent and the vast majority of the content strives to guarantee
patients a quality, life-saving service. Some specific comments regarding various parts of the
regulations follow:

5^ 35/1 Patient/Counselor Ratios: There has been discussion among providers
regarding the 35/1 staff/patient ratios, but we do not feel that increasing that ratio
would be clinically advisable. The success of a methadone program depends upon
the strength of its clinical services\ not on the simple provision of a medication.
Methadone does a wonderful job of eliminating the craving for opiates, but long-
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term patient success is only achieved by coming to understand the root causes of
addiction, and developing well-internalized strategies to deal with it on a life-long
basis. The patient population we see at Alliance both needs and benefits from the
level of treatment they currently receive, and reducing the available staff hours for
treatment would certainly have a negative impact on treatment outcomes.

>* The 2.5 hour counseling requirement: Since opening, Alliance has recognized that
there is a high - likely over 50% - coincidence of mental illness among our patient
with the concomitant necessity of providing increased services here as well as
coordinating with community based mental health providers. It's my personal
experience, over the past twenty years, that the patient population is becoming more
infirm, both physically and behaviorally, and more therapeutic intervention is
required both for the good of the patient and the community. The 2.5 hour
requirement is actually much lower than what is most often clinically advisable, and
in the best of all worlds, with adequate financial support, it would be higher.

>* Physician /Nursing time requirements: We do feel that the requirements for
physician/CRNP/PA time as drafted are unnecessarily high and will result in
programs having more of a medical presence than is predicated by need. It is logical
to have one third of the time commitment derive from physician time, but unless
clinics are to move into the business of providing primary healthcare, the 1 hour /10
patients per week will place a financial burden on programs while not providing a
qualitative return on investment.

The change in the requirements for dispensing staff as proposed are realistic, and
should not be lessened.

>* Maximum dosing time: The requirement to move patients through the dosing
process in 15 minutes or less should be maintained. To increase this level, or to
eliminate it, results in patients being treated in a less than humane fashion and
increases the potential for loitering on the clinic grounds.

>- Take-Home Medication: Recently federal requirements have been changed to
permit some patients the ability to have a month's supply of medication in their
possession at any time. We are adamantly opposed to this lessened requirement, and
caution reviewers to understand that methadone is a Schedule II narcotic. As
proposed by Pennsylvania, requiring patients to come to a clinic once a week is not
burdensome to the patient and is responsible.

We thank you for the chance to provide our input. We could comment further, but the points above
should make our position clear: with the possible exception of physician/patient ratios, Alliance
Medical gladly supports the proposed 715 regulations.

Sincerely^
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Chairman John R. McGinley, Jr. .-•...-..-• -.;:...;: j$.u;-j
Independent Regulatory Review Commission
333 Market Street, 14th Floor
Harrisburg, PA 17101

Dear Mr. Chairman;

I am submitting formal comment regarding regulations proposed by the Department of Health,
Standards for Approval of Narcotic Treatment Programs (IRRC Number 2134) representing
Advanced Treatment Systems, Inc., Coatesville, PA. ATS has been a licensed narcotics
treatment program since May 1998.

By way of introduction, I am a Pennsylvania Licensed Social Worker, have been in the
addictions treatment field since 1969, and currently serve as an Opioid Treatment Program
surveyor for CARF, one of the federally approved accrediting bodies for such programs across
the country.

The Department's proposed regulation has developed at a pace behind national progress in the
field. We believe the Department should review these developments and update proposed
regulations.

These changes in the field of narcotics addiction treatment are due to both increases in science
and in demand for services directly related to greater numbers of opioid addicted individuals
across the country, including Pennsylvania. The greatest change in the field relates to how the
Federal Government regulates such programs. Formerly supervised by the Food and Drug
Administration, such programs are now under supervision of SAMHSA's Center for Substance
Abuse Treatment (CSAT), Office of Pharmacologic Therapies.

After lengthy review of the old regulations and rules for federal oversight, CSAT determined that
methadone treatment facilities should begin to be considered as part of mainstream healthcare.
To this end, CSAT implemented rules requiring independent accreditation (JCAHO, CARF, etc.)
for all such providers across the country. They simultaneously developed treatment standards in
accordance with best practice guidelines. While we support the Department's efforts to update
these regulations, our hope to see more of these guidelines reflected in the final product.

The following comments reference specific proposed regulations:

701.1 Definitions; Narcotic treatment physician.

This level of training requirements is excessive and will serve to discourage physicians
from working in clinics. Note that Buprenorphine rules require only 8 hours of training
before being approved to treat heroin addicts in a primary care practice.



715.5 Patient Capacity

Most states do not regulate patient census; the Department's current regulation of census
results in waiting lists at most clinics. The Department should either develop standards
permitting interim maintenance or develop strategies to assure the elimination of waiting
lists due imposed limits on capacity.

715.6 Physician staffing

Physicians, Nurse Practitioners and Physician's Assistants are already regulated by the
Department of State. It is unnecessary for the Department of Health to impose additional
rules for the treatment of opioid addiction. By doing so, the field of narcotics addiction
treatment is further stigmatized among such licensed practitioners.

715.7 Dispensing or administering staffing

Increasing nursing FTE's does nothing to improve quality or efficiency of operations in a
clinic. However, the number of dispensing stations does both. This regulation will allow
providers with only one dispensing station to continue experiencing long waiting lines
while having more nursing FTE's than available nursing duties.

715.8 Psychosocial Staffing

The Department is correct in its desire to assure psychosocial services to patients.
However, this standard is excessive. This proposed standard fails to take into
consideration the longevity of patients in treatment. Currently, patients who have
completed their psychosocial treatment are thought to have the same therapy needs as a
newly admitted patient. In reality, such patients continue participation in the clinic only
because the clinic is the only place they can receive their medication. Adhering to a ratio
of 1 to 35 destroys productivity standards for counselors, is wasteful of limited resources,
and forces patients without the need for counseling to endure sessions they consider
ridiculous.

715.16 Take Home privileges

It is clear that the stigma associated with heroin addiction influenced development of this
regulation. There is no evidence that such patients divert medication to the illicit market.
Patients with long-term demonstrated success in treatment should be permitted "take
home" medication according to the schedule proposed by CSAT. This regulation in
particular will result in patients crossing state lines to obtain take home privileges.

For those patients who have proved that "treatment works" and have "recovered" from
the addicted lifestyle they had at the time of admission, the clinic environment itself is the
most deviant they visit. A comparable example would be for recovering alcoholics being
required to visit a Detox center daily.



715.21 Patient Termination

Healthcare providers should not be prohibited from discharging persons who no longer
pay for their services.

In summary, we are requesting that final approval of this proposed regulation be delayed
and that Department seek input from a "blue ribbon panel" of current providers, CSAT
officials, and national experts to reframe designated standards. We are aware that IIRC
procedures allow a 45-day period to accomplish this.

I expect to attend the hearing on September 26, 2002.

Sincerely,

Jeffrey J.Kegley
Executive Vice President
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John R. McGlnley, Jr., Esq., Chairman
Independent Regulatory Review Commission
333 Market Street, 14* Floor V
Harrisburg, PA 17101

Dear Chairman McGinley,

The purpose of this letter is to request on behalf of the members of
the Pennsylvania Community Providers Association that the
independent Regulatory Review Commission disapprove Chapter
715 Standards for Narcotic Treatment Program as submitted by the
Department of Health.

The Pennsylvania Community Providers Association (PCPA) is a
private non-profit association representing nearly 200 community-
based agencies that provide mental health, mental retardation,
substance abuse, children's, and other human services. Nearly half
of PCPA's 200 members provide drug and alcohol services. Our
members cover all 67 counties In the Commonwealth, and it Is
estimated that they serve almost 1 million Pennsylvanians each

PCPA was founded in 1972, and since that time has represented
providers on legislative and regulatory matters. The association
works closely with the various departments within the
administration and with members of the legislature.

First and foremost we want to acknowledge that we understand
that this is an extremely difficult and controversial subject. We do
not believe that it should be but we realize that it Is Indeed. Drug
and alcohol treatment Is not fully understood by many. Methadone
treatment is even more misunderstood. PCPA represents five
methadone treatment agencies directly. However, as stated above,
we represent almost 100 drug and alcohol treatment facilities, all of
which are effected indirectly by these regulations. Methadone is a
crucial modality of service that must be available in the
commonwealth. Many PCPA members refer to the methadone
providers for these needed and already scarce services.

G
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The American Society of Addiction Medicine has stated,
"Methadone maintenance is effective and safe and is an integral
part of addiction medicine." Also, Richard M. Glass, M.D., Deputy
Editor of the Journal of American Medical Association has stated"
the available evidence indicates its effectiveness in reducing
intravenous drug use and crime and in enhancing social
productivity, with methadone maintenance showing a clear
advantage over the other treatment modalities available for opioid
addiction." In addition, an expert panel at a National Institutes of
Health Consensus Development Conference on Effective Medical
Treatment of Heroine Addiction concluded that heroine addiction
could be effectively treated in methadone programs. The consensus
panel strongly recommended expanding access to methadone
treatment by eliminating excessive federal and state regulations
and increasing funding for methadone treatment.

It is important to note that PCPA strongly supports the need for
new methadone regulations; however, we oppose the adoption of
Chapter 715 as recently published. We believe that the regulations
as submitted are unreasonable, costly to the commonwealth and
are not in the best interest of public health, safety, and welfare of
Pennsylvania citizens.

We request that IRRC disapprove the regulations as submitted and
that the Department of Health be asked to revise several items j
after taking into account the concerns of those most I
knowledgeable in the field as well as that which is consistent with j
most other states, with accreditation agencies, and with the
recommendation of national experts

PCPA has been working with the Pennsylvania Association of
Methadone Providers for over two years on the new Methadone |
Regulations. Letters were submitted to the Department of Health in (
July of 1999 and August of 2000 expressing concern about the j
proposed regulations. In an effort to support the new regulations I
our Association has narrowed our request for changes dramatically.

The following is a summary of the four areas we recommend the j
Department change: |

715.8 Psychosocial Staffing

The counselor to patient ratio of 35-1 is inappropriate for
Methadone Programs. We understand that this is the ratio in |
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Chapter 704 of the staffing regulations for outpatient clinics but we
believe strongly that this is inappropriate for methadone services.
Many programs have long-term stabilized patients on reduced
counseling schedules. The 35-1 requirement Is beyond what are in
"best practices" accreditation standards and what most other states
with a substantial methadone patient population require. Likewise,
FDA/NIDA federal guidance has been a 50:1 ratio. Chapter 704
regulations on this subject are not appropriate for methadone
treatment where fully rehabilitated patients remain in treatment
often for years at a time. We advocate that the ratio be changed to
50:1 if a ratio must be employed. Most states have no ratio. We
strongly believe that the Department has failed to provide any data
to support how the ratios were developed and/or that they are
reasonable or appropriate to protect public health, safety and
welfare.

715.19 Psychotherapy services

This section specifies that all patients in treatment for a particular
length of time receive what are quantitatively the same counseling
services. This requirement is inappropriate and wasteful. There is
an acute lack of resources in regard to methadone treatment
generally. Every dollar must be spent with utmost care and no
resources can be wasted. The language should exempt from any
counseling requirement for those patients who have shown
evidence of being rehabilitated and free of illicit drugs for an
extended period of time as certified by the medical director, i t Is a
common scenario where a patient left treatment voluntarily and
later returned because of a recent or impending relapse. Such
patients often have an ongoing need for medication but have
already had years of counseling and should not have to pay for or
receive counseling services which they don't need and can't afford.
Services provided must be services that are clinically driven and
medically necessary. Again, we maintain that the Department has
failed to provide any justification for this regulation,

715.25 Prohibition of medication units

The department, In Its comments response, misstates the nature of
medication units. I t is untrue that persons medicated at medication
units do not receive counseling or other comprehensive services. In
fact they do receive comprehensive services. The federal definition
states that the medication units are part of a narcotic treatment
program and the federal definition of narcotic program requires
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comprehensive services. The department simply objects to
physically separating the medication function from the other
functions. In a large, mostly rural state with few methadone
programs, medication units are essential. Many persons cannot
drive 100 or 150 miles round trip daily and doing so prevents
employment and other patient advancements. Coming to the clinic
site once per week for counseling and other services while getting
daily medication closer to home is much more feasible and cost
effective, The current prohibition also Is costing the Commonwealth
hundreds of thousands of dollars per year in mileage payments to
Medical Assistance patients, i f the department is concerned about
such units being "hundreds of miles" distant, we do not object to
reasonable restrictions rather than outright prohibition. The
Department has failed to provide any justification for the
prohibition of medication units. We maintain that the limited
accessibility that these regulations impose cause increased costs,
and jeopardizes public health, safety and welfare.

715.7 Dispensing or administering staffing

(a)(l) - The language specifying one full-time equivalent dispensing
staff for 200 patients Is excessively restrictive, and should instead
reference 300 patients. Neither accreditation standards (e.g.,
JACHO, CARF) nor most other states specify any maximum number
(see enclosed). Again, we strongly believe that the Department has
failed to provide any data to support how these ratios were
developed and/or that they are reasonable or appropriate in any
way to protect public health, safety and welfare.

(b) - We object to new language specifying a 15-minute time
period for dosing. This requirement is excessively restrictive and
has not been subject to normal rule-making comment procedures.
We are unaware of any other state that has any similar time
restriction. We believe a time limit of this type is Inappropriate for
state regulation and respectfully ask when private doctor's offices
and dentist's offices might have to comply.

On a separate but related note PCPA would like to take this
opportunity to state our objections to the process that the
Department has used to advance these regulations.

1. The stakeholder meeting was flawed and needs to be
improved. Even participants of the group felt their concerns
fell on deft ears.
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2. The Department has disregarded Federal Regulations,
regulations in most states in this country, and the major
accrediting bodies, JACHO and CARF, referring to them as
"lap dogs of the industry".

3. The providers that must implement these regulations were
refused numerous times over the last two years to be a part
Of the revision of the regulations. No opportunity has been
given for discussion of the changes since the first comment
period two years ago. Numerous requests were made to the
Department to learn what revised regulations would be
proposed and all requests were refused. In fact, on several
occasions, department officials went so far as to tell
providers that they would like the changes that had been
made. That of course is not the case.

4. The Department submitted the regulations to IRRC late in
the process, close to a holiday weekend, and while the
legislature was not In session. This has made it all but
impossible to use remedies that would have otherwise been
available to those most effected by the regulations.

We respectfully request that IRRC disapprove the regulations as
submitted and that the Department of Health be asked to revise
the items listed above after taking into account the concerns of
those most knowledgeable In the field as well as that which is
consistent with most other states, with accreditation agencies, and
with the recommendation of national experts.

icerely,

nior Policy Specialist
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729 Ensign Avenue
Phtsbutrh, PA 15226

September 18,2002

Robert Nyce, Executive Director

14lh Floor
333 Market St.
Harrisburg, PA 17101

Re: Proposed Methadone Regulations (§715.1 - 715.30)

Dear Mr. Nyce:

We are taking this opportunity to provide our comment on the proposed methadonc regulations
currently under consideration by IRRC. Alliance Medical Services is a methadone maintenance
provider operating in the Pittsburgh area.

To begin, we would like to thank the representatives from the Department of Health for their
sincere interest in the methadone field. With over 800 facilities state-wide to license and monitor,
the Department continuously demonstrates their support for the value of maintenance services by
remaining accessible to the field and by continually working to increase their own knowledge of
methadone services. The regulations before you are the result of an ongoing give-and-take process
that involved several years of effort and the collaborative involvement of both government and
service providers.

You will hear comments from others in the field opposing much of what Pennsylvania and the
Department of Health are suggesting as regulatory requirements. You will hear that in other states
counselor/patient ratios are not mandated, counseling time is not mandated, physician and nursing
hours requirements are not set and so forth. Please remember that in viewing comparisons to other
states, Pennsylvania is leading the way by demanding quality services. The Department is not
micro-managing and placing unreasonable requirements on the field. While we may not agree in
total with the regulations, the intent and the vast majority of the content strives to guarantee
patients a quality, life-saving service. Some specific comments regarding various parts of the
regulations follow:

>* 35/1 Patient/Counselor Ratios: There has been discussion among providers
regarding the 35/1 staff/patient ratios, but we do not feel that increasing that ratio
would be clinically advisable. The success of a methadone program depends upon
the strength of its clinical services, not on the simple provision of a medication.
Methadone does a wonderful job of eliminating the craving for opiates, but long-
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term patient success is only achieved by coming to understand the root causes of
addiction, and developing well-internalized strategies to deal with it on a life-long
basis. The patient population we see at Alliance both needs and benefits from the
level of treatment they currently receive, and reducing the available staff hours for
treatment would certainly have a negative impact on treatment outcomes.

>* The 2J hour counseling requirement: Since opening, Alliance has recognized that
there is a high - likely over 50% - coincidence of mental illness among our patient
with the concomitant necessity of providing increased services here as well as
coordinating with community based mental health providers. It's my personal
experience, over the past twenty years, that the patient population is becoming more
infirm, both physically and behaviorally, and more therapeutic intervention is
required both for the good of the patient and the community. The 2,5 hour
requirement is actually much lower than what is most often clinically advisable, and
in the best of all worlds, with adequate financial support, it would be higher.

>* Physician / Nursing time requirements: We do feel that the requirements for
physician/CRNP/PA time as drafted are unnecessarily high and will result in
programs having more of a medical presence than is predicated by need. It is logical
to have one third of the time commitment derive from physician time, but unless
clinics are to move into the business of providing primary healthcare, the 1 hour /10
patients per week will place a financial burden on programs while not providing a
qualitative return on investment.

The change in the requirements for dispensing staff as proposed are realistic, and
should not be lessened.

>* Maximum closing time: The requirement to move patients through the dosing
process in 15 minutes or less should be maintained. To increase this level, or to
eliminate it, results in patients being treated in a less than humane fashion and
increases the potential for loitering on the clinic grounds,

>* Take-Home Medication: Recently federal requirements have been changed to
permit some patients the ability to have a month's supply of medication in their
possession at any time. We are adamantly opposed to this lessened requirement, and
caution reviewers to understand that methadone is a Schedule II narcotic. As
proposed by Pennsylvania, requiring patients to come to a clinic once a week is not
burdensome to the patient and is responsible.

We thank you for the chance to provide our input. We could comment further, but the points above
should make our position clear: with the possible exception of physician/patient ratios, Alliance
Medical gladly supports the proposed 715 regulations.

Sincere!
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CITY OF PHILADELPHIA

THE OFFICE OF BEHAVIORAL HEALTH/
MENTAL RETARDATION SERVICES

COORDINATING OFFICE FOR
DRUG AND ALCOHOL ABUSE PROGRAMS
1101 Market Street, Suite 800
Philadelphia, PA 19107-2908

MARK R. BENCIVENGO
Executive Director

September 13, 2002

Robert Nyce, Executive Director •
Interagency Regulatory Review Commission (IRRC) :•
333 Market St. 13th Fl \"
Harrisburg Pa. 19101

Dear Sir:

With the release of the final-form regulations (Department of Health Regulations No. 10-159),
Standards for Approval of Narcotic Treatment Programs, it is our understanding there are now efforts to
have some of these regulations altered. Ideally, the treatment of patients in need of medical/behavioral
healthcare should be governed by professionally directed providers following best practice standards
(i.e.,SAMSHA/CSAT regulations). In this letter, we have identified a number of sections of the
regulations where we feel strongly that change would be inopportune while in others where what is
proposed should most certainly be supported.

1. Section 715.6. Physician Staffing; subsections (d) and (e), i.e., staffing ratios for physicians and
certified health care professionals providing treatment to patients in narcotic treatment programs.
The regulation ratio is one (1) physician hour to every 10 patients per week.
There are requests, for economic reasons that the ratio be increased adding several more clients
to one (1) physician hour

Comment:: This recommendation is not consistent with the needs of a highly diverse patient
population , many of whom are growing old and have many different medical conditions and/or
complications which must be addressed in their treatment. Also the amount of time needed io
properly initiate, orient, and stabilize medication regimens suggests that the present physician to
client ratio should in no way be increased.

2. Section 715.8 Psychosocial Staffing; subsection (6), Outpatient Counseling Caseload.
The regulation establishes a ratio that may not exceed one (1) FTE counselor in an outpatient
narcotic treatment program to thirty-five (35) active patients. There are requests to increase the
counselor to patient ratio by several clients. The reasons proposed are that there are a number of
patients in programs who do not need as much time and attention.

Comment:: The one counselor to thirty-five patients should not be increased. It is true that
components of the treatment populations in narcotic treatment programs have been in treatment
for some time, are stable and need less intense interventions. It is also true that there have been
significant increases in newer, sicker patients who are more challenging to a newer more
inexperienced though educationally improved staffs. Additionally with the inclusion of counselor
assistants to the staffing ratio, the increasing of the counselor to client ratio may not allow for
consistent professional growth and lead to burnout.

^ Equal OoDQilg,m



3. Section. 16. Take-Home Privileges; subsection (e)
The regulation requires (with an exception) a patient in a Narcotic Treatment Program receive no
more than a two (2) week take home supply of medication.
There are requests to allow more senior patients, with substantial "clean time" and 5+ years in
treatment consideration for more take homes than what is allowed.

Comment:: This request is consistent with best practice and the current time frame could be
changed to allow more flexibility for patients with documented long term stability, established
clean time, consistency of appropriate behaviors, and adequate means to secure the medication.

4. Section 715.21. Patient Termination; subsection (1) Involuntary Termination. The regulation does
not allow for a provider to involuntarily terminate a patient for non-payment of fees.
There are requests to allow providers to allow for non-payment of fees to be specifically included
as a justification for termination.

Private pay patients do not represent the majority of clients in the MMT population. A blanket
allowance to discharge a patient involuntarily for non-payment of fees does not account for those
clients who are Medicaid dependent, loose their coverage, are put on a fee paying agenda,
become delinquent, get reinstated on Medicaid and have a bill. It also does not allow for clients
who were once paying out-of-pocket and become delinquent while transitioning to Medicaid
coverage. We must remember that patients who are involuntarily discharged not only are a threat
to themselves but to the public safety. Because of the nature of Opiate Addiction
Pharmacotherapy and the lack of access on demand, we cannot count on someone who is
involuntarily discharged being able to find treatment elsewhere. It is true that programs need to be
fiscally efficient and able to collect fees from their fee paying clients, but it is the contention of this
SCA that a client's inability to pay should never be used as a reason to stop or to prevent
someone from initiating treatment.

We greatly appreciate the opportunity to present this information to the Commission. We feel
strongly that our positions will be most beneficial to the continuing care of opiate addicted clients
throughout the state.

Sincerely,

nW^
Mark R. Bencivengo
Executive Director

Cc: William Thompson

Sean Gallagher

Roland Lamb
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@ Hamilton Health Center, Inc

September 12,2002 c ^

I -
Robert Nyce : ~; *g
Executive Director

14th Floor
333 Market Street
Harrisburg, PA 17101

Dear Mr. Nyce:

This letter is in response to the comments related to the PA Department of Health's proposed
regulations for narcotic addiction treatment programs.

Hamilton Health Center is a community based health center that provides physical and behavioral
health care to insured, underinsured and uninsured persons. Hamilton Health Center's senior
management staff includes several persons with an extensive history of substance abuse experience
at both the state and provider level. Hamilton Health Center has partnered with Dauphin County
Department of Drug and Alcohol Services to coordinate behavioral and physical health care to
individuals with substance abuse disorders. These programs include substance abuse assessment,
maternal addiction and HIV/STD prevention education. Hamilton Health Center also partners
with several substance abuse facilities to provide health care services, including HIV/AIDS to
patients in drug and alcohol programs. Hamilton Health Center is very interested and concerned
with the services provided by the narcotic addiction treatment programs and the proposed DOH
regulations

I have been the director of a narcotic addiction treatment program in Harrisburg and am familiar
with the treatment practices and problems of a methadone facility. I have reviewed the comments
on 28 Pa. Code Chapter 715 relating to the standards for approval of narcotic treatment
programs. The Department of Health has reconsidered and amended their position on many of
the standards the narcotic addiction treatment programs took issue with, however several
standards the Department of Health upheld. Based on my experience, I would like to address
those standards that are significant to an effective recovery process



> Section 715.3 Approval of narcotic treatment programs. Standards and guidelines
maintain quality and performance within a facility and ultimately improve patient care.
Every facility should be operating according to Federal and State regulations and be
prepared for inspection at any time.

> Section 715.6 Physician staffing. Generally physicians are not required to take courses
related to addiction medicine. While a physician may provide exemplary health care they
do not have the skills to provide appropriate care and treatment for individuals with
substance abuse disorders. Credentialing is a mark of professional accomplishment that
indicates the achievement and maintenance of established levels of knowledge and clinical
skills in a specified field and is absolutely required for this level of care and treatment.

> Section 715.6 Physician staffing, Hamilton Health Center employs both midlevel
practitioners and physicians to provide health care services. Midlevel practitioners
supplement physicians and allow physicians to focus on higher-acuity patients. Midlevel
practitioners give physicals, write prescriptions, order tests, manage minor illness and
educate patients. Individuals with substance abuse disorders present with very complex
co-morbidities that require a higher level of skill and ability than a midlevel practitioner
can provide.

> Section 715.7 Dispensing or administering staffing. The proposed 1/200 ratio for
automated dispensing systems is adequate. Increasing the ratio would increase the
possibility of errors and decrease the ability of the licensed person to observe and supervise
the patients as required.

> Section 715.18 Rehabilitation services. In providing services to long-term rehabilitated
patients, the social, political, economic and cultural context within which addiction and
substance abuse exists including the risk and resiliency factors must be continually
addressed. Understanding the addictive process and the potential for relapse, the need for
continuing care and support for individuals with substance abuse disorders is absolutely
necessary.

> Section 715.21 Patient termination. Refusing to provide services due to inability to pay is
an unacceptable reason to terminate treatment. Programs should establish intake
procedures that allow providers to screen for financial liability to determine if an
individual with substance abuse is capable of paying for their treatment before entry into
the program.

> Section 715.24 Narcotic detoxification. Narcotic detoxification requires supervision to
ensure mental and physical health and welfare. Narcotic treatment programs should have
a 7-day-per-week operating schedule not only for detoxification of patients but also for
patients newly admitted to the program. Newly admitted patients are too unstable and
unpredictable to be given take-home medication, increasing the possibility of diversion.



> Section 715.25 Prohibition of medication units. The need for counseling and support
services when receiving medication is absolutely necessary to obtain and maintain effective
recovery. Medication units do not address the addictive process. By only administering
medication and not addressing the underlying issues causing the addiction, the issues are
only masked and not resolved.

Hamilton Health Center is hopeful these comments are helpful in developing and implementing
standards and guidelines that will provide a comprehensive continuum of care to individuals with
substance abuse disorders. If I can be of further assistance, please do not hesitate to call me at 717-
230-3942.

AA
jjo^J j^u^^y^s>^

Karen Wilson BSN, MHA
Director of Nursing and Behavioral Health
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ESPER TREATMENT CENTER
An Opiate Treatment Program

September 9,2002

Mr. Robert Nyce
Executive Director

333 Market St. 14th Floor
Harrisburg, PA 17101

Dear Mr. Nyce:

I am voicing my support for the final-form Standards for Approval of Narcotic Treatment
Programs submitted to the Independent Regulatory Review Commission (IRRC) on August 20,2002.

If you have any questions, please feel free to call me at (814) 459-0817.

Sincerely,

Project Director
Esper Treatment Center

25 West 18th Street
Erie, PA 16501

Phone (814) 459-0817
Fax (814) 455-2371
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Original: 2134

September 9,2002

Mr. Robert Nyce
Executive Director

333 Market St. 14th Floor
Harrisburg, PA 17101

Dear Mr. Nyce:

I am voicing my support for the final-form Standards for Approval of Narcotic Treatment
Programs submitted to the Independent Regulatory Review Commission (IRRC) on August 20,2002.

If you have any questions, please feel free to call me at (814) 459-0817.

Sincerely,

rkfan Applebee, CAC/CCS
Clinical Director/Clinical Supervisor
Esper Treatment Center

25 West 18th Street
Erie, PA 16501

Phone (814) 459-0817
Fax (814) 455-2371


