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Key Terms
• MAT (Medicated Assisted Treatment)
• OTP (Opioid Treatment Program) (Clinic)
• OUD (Opioid Use Disorder)
• NAS (Neonatal Abstinence Syndrome)
• CHSX (Correctional Health Services)
• DCS (Department of Child Services)
• DOC (Department of Corrections)
• ED (Emergency Department)

National Statistics
• An opioid related death occurs every 16 minutes.
• 92 people die from opioid overdose every day.
• 35,000 people died in 2016 (Underestimated due to
coroner identification).
• More people die every year from opioid overdose than
car accident fatalities.

Prevalence of Opioid Abuse
• 24.6 million people ages 12 or older (9.4% of the population)
have a substance abuse diagnosis. Only 10% think they need
treatment.
• 1.9 million Americans abuse or are addicted to opioids,
while 517,000 Americans are addicted to heroin.
• Opioid addiction disease occurs in every socio-economic and
ethnic group in the United States.
• 23% of heroin users develop chronic opioid addiction
disease (SAMHSA).
• Of the hundreds of thousands of individuals entering
America’s jails and prisons each year, it is estimated that
approximately 15-20% are addicted to heroin (U.S.
Department of Health Services 2007, Chaiken, 2000).
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Medicated Assisted Treatment
• Agonist; is a drug that activates certain receptors in the
brain. Full agonist opioids activate the opioid receptors in the
brain fully resulting in the full opioid effect.
• Methadone is a full agonist. By fully occupying the mu-opioid
receptor, methadone lessens the painful symptoms of opiate
withdrawal and blocks the euphoric effects of other opioid
drugs. Unlike heroin and other misused opioid agonists,
methadone is longer lasting, usually 24 to 36 hours,
preventing the frequent peaks and valleys associated with
drug-seeking behavior. No optimal length of treatment with
methadone has been established; however, 12 months is
considered a minimum for methadone maintenance.

Medicated Assisted Treatment
• Partial Agonist; activates the opioid receptors in the brain,
but to a much lesser degree than a full agonist.
• Buprenorphine is a partial agonist, meaning it does not
completely bind to the mu-opioid receptor. As a result,
buprenorphine has a ceiling effect, meaning that its effects
will plateau and will not increase even with repeated dosing.
Buprenorphine does not produce euphoria and does not
have some of the dangerous side effects associated with
other opioids. The optimal duration of treatment is
unknown, and decisions to discontinue treatment with
buprenorphine are patient-specific. Once this decision is
made, the process of safely tapering the buprenorphine dose
often spans many months.

Medicated Assisted Treatment
• Antagonist; is a drug that blocks opioids by attaching to the
opioid receptors without activating them. Antagonists cause
no opioid effect and block full agonist opioids.
• Naltrexone is an opioid antagonist, meaning that it covers,
rather than activates, the mu-opioid receptor, effectively
blocking the effects of opioids if they are used. Opioid
antagonists do not produce any euphoric effects, so no
physical dependence is associated with their use. Opioid
antagonists are recommended for relapse prevention and for
abstinence-based treatment, not for withdrawal
management.

Diversion

Efficacy

Safety

Ease of Access

Detox

Cost

Suboxone

• Highly diverted. 10x more
diverted than methadone
• Little regulation involved in OBT
setting
• 40%-50% retention rates (3
months)

• Less researched than methadone.
• May be more effective in pregnancy
than methadone according to 1 study
• 32mg ceiling effect, no effective for
treating heavy opioid users

• Less overdose potential
than methadone
• Less potential for abuse
than methadone (bc
naloxone)

• Easy access from OBT, BH
Facilities, OTPs
• Treatment may not be
comprehensive
• 48,148 Pts total (2013,
FDA)

• 24-hour detox
needed prior
to starting

• $6000/year for
medication alone
• Approximately $250$500/month for
ancillary services

Methadone

• Easily diverted from pain
management clinics. Rarely
diverted from OTPs. CDC
assessment shows that diverted
methadone comes from pain
clinics, not OTPs
• Most heavily regulated form of
treatment
• 50%-80% retention rates (1 year)

• Efficacy supported by more research
than any other treatment for any other
chronic disease
• According to CDC, SAMHSA, WHO,
methadone is the gold standard of
treatment for opioid use disorder
• Gold standard for treating pregnant
women

• High overdose potential,
• Extremely difficult to
especially in non-OTP
access. Can only be
setting
accessed from an OTP
• High potential for abuse
• Most comprehensive
(users can feel euphoria if
treatment (OTP only)
improperly dosed)
• 330,308 Pts total (2013,
• Not identified in PDMP (Due
FDA)
to 42 CFR part 2)

• No detox
needed prior
to starting

• $4000 per patient per
year, all inclusive

Vivitrol

• Non-divertible
• <15% retention rates (3 months)

• Most effective in a controlled
environment (non-OP setting)
• Very little research to support efficacy
(received FDA approval after 1 study)
• In OP setting, no more effective than
placebo
• No research on effects in pregnant
women
• Only works for minority of patients with
specific genetic preference
• Not as effective in treating cravings as
methadone or Suboxone

•
•
•
•

• 7-14 days
detox needed
prior to
starting

• $13,200/year for
medication alone
• Approximately $250$500/month for
ancillary services
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No overdose potential
No abuse potential
Not controlled substance
Not suitable to those at risk
of depression

• Easy access from OBT, BH
Facilities, OTPs
• Treatment may not be
comprehensive
• 3,781 Pts total (2013,
FDA)

Research shows Suboxone is 10x more diverted than methadone: http://www.ncbi.nlm.nih.gov/pubmed/1 835921 6
http://www.fda.gov/downloads/AdvisoryCommittees/ CommitteesMe etingMaterials/Scie nce Boar dtotheFoodandDrugAdministration/U CM4892 0 4.pdf
Buprenorphine may be more effective than methadone in pregnancy: https://www.nih.gov/news-events/new s-relea ses/ bupr enor phine-treatme nt-pr egnancy-les s-distress -ba bies
[iv]
CDC assessment shows the recent increase in diverted methadone correlates with increased pain clinic activity: http://www.cdc.gov/mmwr/preview/mmwr html/ mm6 126a5. htm
[v] By month 6 in Vivitrol treatment, only 8 out of 171 pts remained in treatment: http://www.sciencedirect.com/s cience/article /pii/S074 054721 500314 1
[vi] NEJM Study: “The prevention of opioid use by extended-r eleas e naltrexone did not persist through follow-up at week 52 and week 78, approximat el y 6 months and 12 months, respectivel y, after the treatment phase had ended.”
http://www.nejm.org/doi /full/10.1056/N EJM oa1505409#t= article
[vii]
http://www.ncbi.nlm.nih.gov/pmc/article s/PM C2666 924/# R7
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Medication Management
Counseling
Case Management
Group Counseling (Relapse Prevention, IOP, MRT)
Urine Analysis
Community Based Services
Diversion
General Medical and Referrals
Collaborating with OB/GYN, Residential, IOP, Etc
Delivery of Medications
Conduct a Prescription Check with the PDMP

Reduce Opioid Dependence

Medication Assisted Treatment (MAT)
• “Scientific research has firmly established that
treatment of opiate dependence with medications
(MAT) reduces addiction and related criminal activity
more effectively and at far less cost than
incarceration.” Legal Action Center, 2011
• “The highest probability of being effective,” National
Institute of Health Consensus Panel, U. S Department
of Health and Human Services
• Meta-analysis of over 300 published research articles
confirmed MAT to be clinically effective

American Society of Addiction Medicine
(ASAM) Levels of Care
“The least intensive, but safe, level of care...”

ASAM Levels of Care

ACOG Standard of Care
• Medically supervised withdrawal from opioids in opioid-dependent
women is not recommended during pregnancy because the withdrawal
is associated with high relapse rates. However, if methadone
maintenance is unavailable or if women refuse to undergo methadone
or buprenorphine maintenance, medically supervised withdrawal
should ideally be undertaken during the second trimester and under
the supervision of a physician experienced in perinatal addiction
treatment. If the alternative to medically supervised withdrawal is
continued illicit drug use, then a medically supervised withdrawal in
the first trimester is preferable to waiting until the second trimester.
• It is important that frequent communication be maintained between
the patient’s obstetric care provider and the addiction medicine
provider to coordinate care. The federal confidentiality law 42 CFR Part
2 applies to addiction treatment providers. Patient information release
forms with specific language regarding substance use are required.
• Opioid Abuse, Dependence, and Addiction in Pregnancy - American College of
Obstetricians and Gynecologists http://www.acog.org/Resources-AndPublications/Committee-Opinions/Committee-on-Health-Care-for-UnderservedWomen/Opioid-Abuse-Dependence-and-Addiction-in-Pregnancy

Things to Consider
• 80% of opioid dependent people return to use within
(2) years after participating in abstinence based
treatment, 93% will with detox. These outcomes are
reversed with MAT treatment (Gavin, 2012)
• •Approximately 95% of incarcerated opioid users
return to use within 3 years of being released from
custody (Marlowe, 2003).
• http://www.azdhs.gov/prevention/womenschildrens-health/injury-prevention/opioidprevention/index.php

NAS and Arizona
• 3 out of every 1000 babies born in Arizona test positive
for opioids
• Every 25 minutes a baby is born suffering from opioid
withdrawal (21,700 in 2012).
• Newborns with narcotics in their system rose 205%
from 2008-2013 (this is also underreported) (Arizona
Discharge Data 2013).
• NAS cases for narcotics have increased 218% since
2008, 27% between 2013 and 2014.
• AHCCCS was the payer in 76% of those NAS cases
• CMS currently is supporting 64 women (55 general
population, 4 jail, and 5 women in prison).

Pregnancy and MAT
• Pregnant women are more likely to continue through the whole
gestation period while on Suboxone
• Methadone is twice as effective during pregnancy for mothers to
not use an illicit substance
• Research can be skewed due to Poly-substance use, smoking,
environmental factors, stress, ect.
• Methadone Maintenance during pregnancy is the “gold
standard” of care by the World Health Organization (WHO) and
the American Congress of Obstetricians and Gynecologists.
• It is also the policy of Maricopa County Hospitals. However,
stigma sometimes outweighs policy and procedures.
• Breast Feeding, entering into treatment, Other substance use

Children Services
• 3 out of every 1000 babies born in Arizona test positive
for opioids
• Every 25 minutes a baby is born suffering from opioid
withdrawal (21,700 in 2012).
• Newborns with narcotics in their system rose 205%
from 2008-2013 (this is also underreported) (Arizona
Discharge Data 2013).
• CMS currently is supporting 64 women (55 general
population, 4 jail, and 5 women in prison).

Practices Historically done by OTP(s)
• Would like to only provide the good and not the bad
information.
• Would “overprotect” client information.
• Advocated for reunification or a client that may still be “highrisk.”
• Not imbedded in the collaboration of services with other
agencies.
• Not honoring or valuing other agency’s observations and/or
concerns.
• Not utilizing the Arizona's Controlled Substances Prescription
Monitoring Program (PMP).

Changes in Practice
• MAT availability to coordinate care or provide
information.
• MAT drug testing for pregnant women every week and
continues after delivery.
• Meet with practitioner once a week once stabilized,
once stable once a month during first (2) trimesters
and then during the last trimester is every (2) weeks.
• General treatment populations meet with a
practitioner on a progressive scale, once a week, once
every (2) weeks, once a month, etc, or if a medication
needs adjustment.

Changes Continued
• Provide monthly updates and/or reports to system
partners.
• Coordinating concerns (over medication, other
prescriptions, observations) from other agencies to
practitioners and medical staff.
• A heavy focus on transparency with system partners.
• Provided valuable information to decision making
processes such as start date of treatment, participation in
treatment, UA results, counseling attendance, clinic
attendance, concerns about safety, other agency
involvement, and more.
• Community based case management services and/or
support.

Experiences with System Partners
• Case Managers practicing, dictating, or encouraging
medical practice.
1. Asking for a tapering plan
2. Questioning client’s level of medication (to high)
• Determining not to reunify due to participation in an
MAT, encouraging a taper to reunify.
• Release of Information is dated for an inappropriate time
(not in Tx)
• Unsupervised visits not being granted based on MAT (ie
driving or alertness).
• Complex decisions being made on assumptions about
MAT or past experiences.

Experiences Continued
• Psychiatric evaluations being scheduled solely on
Methadone medication.
• Attempting to decipher UA outliers, using this against
the client (fluctuations, creatine levels, EDDP
metabolite, etc).
• Family Court Judges not being aware, open, or
educated in areas of MAT.
• Referrals not made for using pregnant females
(research shows that up to 90% will use without Tx).

Striving for Better Outcomes
• Low rates of service utilization, barriers in matching services
to co-occurring disorders and family's strategizing with DCS
(Choi & Ryan, 2007).
• Residential treatment along with transitional services can
easily be combined with MAT and increases reunification
(Huang & Ryan 2011).
• Parents in Opiate Substitute Treatment (MAT) were 70%
more likely to be permanently reunified compared to a
family not enrolled in MAT. (McGrade, Ware, & Crawford,
2009) (Bruns, Pullman, Wiggins, & Watson, 2011), I believe
these numbers could also increase more with other
modalities working together.
• In a longitudinal study of 1,911 mothers, Green, Rockhill &
Furrer (2007) found that those who entered substance
abuse treatment faster after their children were placed in
substitute care, stayed in treatment longer, and completed
at least one course of treatment were significantly more
likely to be reunified with their children.

Collective Impact

1. All participants have a common agenda for change
including a shared understanding of the problem and a
joint approach to solving it through agreed upon actions.
2. Collecting data and measuring results
consistently across all the participants ensures shared
measurement for alignment and accountability.
3. A plan of action that outlines and coordinates mutually
reinforcing activities for each participant.
4. Open and continuous communication is needed across
the many players to build trust, assure mutual objectives,
and create common motivation.
5. A backbone organization(s) with staff and specific set of
skills to serve the entire initiative and coordinate
participating organizations and agencies.
(Kramer and Kania)

2 Year Outcomes

• MAT Outcomes vs Detoxification and Residential. A
Comparison:
• A local study of detox-residential yielded 7-12%,
outcomes from 2010-2013 (SAMHSA Grant and
Published in NIDA)(Follows National Trends)
• Currently an average of 76% compliance in Maricopa
County Drug Court for OUD populations. Similar
averages in Pima County Drug Court (70%).

• Currently, Felony Diversion Program in Maricopa
County are 100%. (sample size of 8).

In Closing
• Neither Suboxone nor Methadone is a miracle cure.
Medications allow addicts time to develop a foundation
for their lives, seek out counseling, find community
connections, repair relationships, develop positive social
networks, and allow their brains to heal.
• Cognitive Therapies and the adoption of pro-social core
beliefs are the ultimate agent of change.

Resources
•

http://substanceabuse.az.gov/

•

http://projects.huffingtonpost.com/dying-to-be-free-heroin-treatment#chapter-one

•

http://hookedaz.cronkitenewsonline.com/documentary/

•

http://www.huffingtonpost.com/2015/02/05/drug-courts-suboxone_n_6625864.html

•

http://www.pbs.org/wgbh/frontline/film/chasing-heroin/

https://www.samhsa-

•

gpra.samhsa.gov/CSAT/view/docs/SAIS_GPRA_CostOffsetSubstanceAbuse.pdf

•

https://www.hhs.gov/about/agencies/asl/testimony/2016-02/what-science-tells-us-about-opioid-abuse-andaddiction/index.html

•

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2743749/

•

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2658719/

•

https://www.dshs.wa.gov/sites/default/files/SESA/rda/documents/research-11-117.pdf

•

http://www.huffingtonpost.com/entry/obama-opioid-addiction-treatment_us_5627b3d6e4b0bce347034174

Referral In Action
• https://findtreatment.samhsa.gov/
• http://substanceabuse.az.gov/

• Michael.White@addictiontx.net

