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What's New in Diagnosis?
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New criteria (DSM-V)

= Substance intoxication and withdrawal categones
remain

« Substance abuse and dependence categories
have been eliminated

« A new, over-arching category of “Substance-
related and Addictive Disorders” includes abuse
and dependence among eleven cntera that define
individual Substance Use Disorders

« Substance use is framed as a normative behavior
that may or may not be assoclated with signs/
symptoms that define a use disorder

« Substance use disorders are patterns of use
associated with 2 or more specific signs/sympltoms
within the previous vear
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Signs and symptoms of substance use disorder

+ Basically the same as in DSM-IV
= A criterion of criminal imvohrement was eliminated; craving was added

= Addiction {compulsive harmiul dneg wse) may or may not be part of a substance wse disorderand

iy ar may fal invalie dependence (physiclagical respanss 1o stapping use)
« Criteria for Substance Use Disorder

= Cansurming mcse than ariginally planned

— Womrying about stopping or consistently failed effors to controd wuse

= Spanding & large amaunt of time using drugsfalcehal, or ablaining therm

— Use results in fadhere to “fulfill major rods cbligations™ (home, work, or school)

— "Cravings”

= Conbnued wse despde mentaliphysical health problems caused or worsaned by it

— Continued use despile negative effectzin relationships

— Repeated use in dangerous situations (e.g. driving, heavy egquipment opsration)

= Giving up ar reducing abher acbvites because of drugfalcohal use

— Tolerance — nesding larger amownts 1o get the desired effector noticing less effect from repeated
use of the sarme amount

= Withdrawal = physical symptams related b stopping use [ &g, anxiely, labdty, depressian,
fatigus, msomnia, nauseafvomiting, cramps, tremor or seizure

2-3=Mild  4-5=Moderate 6§ or more = Severs
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What's new in Benefits?

Notes:




Beyond the Procrustean bed

« Almost from the beginning, substance
abuse treatment was a bed that
people were stretched to fit — the 30
day, residential program

» Costs per individual were high,
dropout and relapse significant

« Little evidence supported the
superiority of such approaches

« Evidence based criteria for hospital
(Inpatient) care and detoxification
were relatively clear and accepted;
however, criteria for residential
rehabilitation were politically charged

+ Plans typically adopted the second
Procrustean method: provide a bed
far too small and cut off the feet to fit
(1.e., dollar/course of treatment limits
that effectively excluded treatment)

Q OPTUM
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The Mental Health Parity and Addiction Equity Act created a rich
new benefit

+ Plugged loopholes in the 1996 Mental
Health Parity Act from which substance
abuse benefits had been excluded

« Effective 1/1/12, annual dollar/day or
course of treatment limits were
prohibited for most plans

+ Geographic limitations could be no
more restrictive than those for medical
benefits

» Outof network benefits (if offered) had
to be at par with those for medical

QOut of pocket expenses were capped

+ In effect, an entirely new, unlimited
benefit was added to employer plans

The parity bed

Simultaneously, constraints on OON
utilization were weakened
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Affordable Care Act (ACA) added new populations:

« Fersons previously excluded by restrnictions

Persons previously uncoverad who obtain
subsidized exchange coverage

« 18-20 yo dependents

i
“
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— Prigrfo ACA 18-25 v/ in most emplover plans
were healthy; however, plans dropped 18 vear
olds not In sehool
Thus, 1825 yio In commercial plans had jobs,
ware marriead o workers or weare in collegs
all predictors of mental health

— Actually, the incidence of both major mental
disorder and significant substance ahuse
peaks during this time; but sufferers were less
lkaly 1o have remained on commarsial plans
Flans esperenced significant unexpscted
trends post-ACA atiributable o this cobort

The Patient
Protection

A ffnr&ab le

Care Act

el

111th Congress of the United States

H.B. 3590




What'’s new? More people getting needed treatment
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« Employer MH/SA costs skyrocketed over 2012 and
B Ut 2013

* A significant portion of the trend was due to
substance abuse treatment costs related to 18-25
y/o dependents

« An enormous driver was destination, out of network
care that was often not-evidence based and less
effective
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Cost drivers: Case complexity

Substance use disorder
accounted for the majority of Optum costs in 20137

Schizophrenia Eating Mood
Disorders Disorder

38% LA 6% 2%

Hational SAMHSA prevalence estimates of comorbidity with other behavioral
conditions®

32.4% 40

had a co-occurring substance use disorder, hada co-accuming substance use disorder
among those with a mental liness among those with a severs mental iliness
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18-25 year old dependent trend

0/ increase in overall PMPM costs for this
0 cohort over the past two years'

0/ increase in PMPM costs for this cohort
0 with substance use disorders’
Key drivers

p More people entering the system
11.4% overallincrease? due primarily to extended coverage under the ACA

A Increased use and intensity of services
primarily in residential settings and ancillary lab testing

A General increase in opiate treatment
due to a combination of prescriplionand illicit drug use
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The out-of-network challenge for this cohort

En T
Sb%0 of our overall utilization spend is driven by out-of-network service

driving a 79% increase in PMPM costs from 2011 to 2013

Florida Example

SUD treatment spendin Florida?
{18 b 26.year.old dependants)

= 3X higher cost per member for out-of-network

» Lenger beigthe of $lay (bl mat sick)

+ Unnecessary use of extended |lewels of care

v Highes ream ard Baard coses (than syvessg s in-ne el rates)

+ Spparate billing of ancilllary servioes {inchuding drug screendn
and kb services); typically cowered under an inenetaork per-dlem
eharge

+ uestionabde SUD treatment and billing practioes, inoluding
increase in fraudulent lab charges

InMetwork  Out-af-kebaork
{7 of members]  [83% of memisers) T4% of cases are out-of-state — use of these

rmambar mambar *destination providers” presents several challenges:
?1 1,602 F;ﬂ-ﬁ- 64 5' = Fragmented car with lack of coondngtion

# 11% bo 4% inCresss N resdmission rales wikh prosaders bath oul-

'-" ol-siabe ard col-ol-redwork (depending on the level of cara)
COMpared bo Memoers who S=25 care in her home commries
withn n-network provders-
3x h I g h er ":ﬂ'st « Traaling people away Trom homa = conirang 10 evdan a-Based
pEr meamber for out=ct-nebywork prachces, and do=s not bkl connechores bo local communty

supports for long-term recovery (buldrg recovery capkal |
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Inappropriate Drug testing

Some treatment providers and sober home operators are being offered a chance
to share the profits of their patients’ and residents’ drug tests

Examples of typical stratagems
1. Billing for quanttativetests (how much of

a drug is present) when there are ne m@,

positive indtial qualitative (presenceofa
subsgtance)| results”

Drugtesting *partmership’ lures treatment
2, Charging excessive amaunts beyand centers despite ethics issues

usual and customary for lab tests

3. Excessive drug screenings during a

“With an sul-of-network payment, there's no

Residential stay (screening up to five utilization review, no conbract and no tracking, and
times a week when the patient has not left the paltient co-pay gats wiitten off™
1 faciliby

« Facilty tegis residents via a sifngle soreen

“The people getting ripped off are the insurance

far up 1o 15 substances companses, and the people paying premiums,

« Il that single Screen comes up posilive, e
speamen then goas o confirmation kasting
ta detemine which af the 15 substances it
was pasitive Tor (5100 far each canlirmabian)
= 51,50 a tast

Five lests per paben perweek X 51,500
periest = 57 50 par palient par waek

whose rates ane going up because of these scams™

— filcobolimm & Drug Abees ‘Weekly, March 17, 2004
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Finding treatment:

MBHO more helpful than the Internet

When patients look for treatment on
the Internet, they are ut the mercy of
call conters and websites that may
divert them to certaln  programs
based on thelr insumnce coverage
This Is where managed behavioeal
health organizations (MBHOs) can,
if given the opportunity, help the
patient navigate what has become
the increasingly competitive and of-
ten unethical business of Internet
marketng, ALAW has learmned. The

Bottom Line...

Managed behavioral health
organizations can help patients
navigate the scams of the lntemet
when seeking treatment.

boly grail for these programs is the
patient with out-ol-network cover-
age ~ something that has MUHOs
scrambling to try, often unsucoess
fully, to intervene, Its only when pa-
vents contuct thelr insurance com-
pany for assistance in finding «
program, or when they go o an in-
network program, that the company
cun help find quality care that is af-
fordable
"We encourage members to call
us for assistance,” said Joseph Hul
let, MDD, national medical director
for Optum  Beluwvioral  Solutions,
basedd in Santa Ana, Callformia. “But
one of the things we've seon is that
people will just Google, and the first
See MBHOs page 2
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What can we do?

N OPTUM P e =

Notes:
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Adaptation — intelligent design or
survival of the fittest?

Notes:
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Intelligent design

* Optum in 2012 chartered a company wide
group charged with a white-board rethinking
of our approach to both substance abuse
treatment and management with a goal to
improve quality of care and thus outcomes

« Expert led workgroups looked at
- Evidence based bes! practices for treatment
- Resource/treatment gaps (e.g. MAT)
- Treatment outcomes

— Objective provider ranking of quality and
efficiency

— Best practices for care management
* Guidelines
* Training and job aids
« Supervision and accountability

* Implemented a system wide
retraining/retooling

Q OPTUM
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Lesson 1: state of substance use treatment is poor

R + “Cument approaches %o risky substance
Q wse are Inconsistant Jance and
evidence-based care.”

e + “Mast of these currenty providing

addcton treatment are not equipped

with the knowledge, skils or credentials

= necassary 1o provide evidence-based
m-l

= + “Delosification tequendy s considered
=" bt Yeatment rather than a precurser
= Featmant”

— [ ~ ot Nabond Casler on A0Ion a0 Sbstan
amie”  BAmviun Abuze 3t Colombia Unversdy, June 3047

N e

o

Why?

« Limited benefits and
high out of pocket
expenses made SA
treatment unprofitable

+ Little impetus to invest
In research, treatment
improvement, or training

* Treatment providers,
often underpaid, were
philosophically-
experientially motivated,
often undertrained, and
sclence averse

¥ D Do

"
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Evidence-based practice

» [Aterdentions are “evidence based” when consistent
scientific evidence has shown them related fo
preferred client cutcomes

- Types and hierarchy of evidence
» Controlled scientific studies
« Consensus opinions/guidelines
* Individual, small-n reports
* Not proven effective, however, does not mean
proven ineffective

— e.g. Client retention in freatment is also tied to
positive outcomes.

= Methods that demonstrate improved retention may
be preferable to evidence based practices for
which retention was a variable insufficiently
incorporated in study design

+ Evidence based practice means that evidence
informs professional expertise and client values

QGFTUH G eyl poogmrye ! G, [ o e o mondivm o DR E LR e D 15
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NIDA

iﬁTIDIAL INSTITUTE

13 Principles for Effective Drug Treatment

T ON HRIFG ABUSE

1. No single treatment is appropriate for all 8 Addicted ordrug-abusing individuats with
indeviduals copxisting mental desorders should have both

disorders treated inan imegrated wa

Z. Treatment needs 1o be readily avallable o Medicald r i ' "Tr b 4 :

. . . ical detoancaticn s anly rsistage o

3. Effective irsaimant attands to multiple naeds of addictions treatment and by Aself does litle to
tha individual, not just his or her drug use change long-term drug use.

4. Anindividueals treatment and serices plan 10. Treatment d ot need to be valuntary to
must bie assessed continually and medified as ) b ‘"‘Em‘ﬂﬁn "= valrany
necessary to ensure that the plan meets the
person’'s changing needs. 11. Possible drug use duing freatment must be

- . _ manitorad contineausly.

5. Remaining in treatment for an adeguate perniod
of ime s critcal for treatment effectiveness 12, Treatrment pr{ag:m ;Ir'lljcghd t-.Em'ﬁ'i‘E: e

e assessment ior , epatins B a ,

B. Counseling (indrvidual andfor group] and other tuberculosis, and other infectious diseases,
behaviaral therapies are citical campanents of and counseling io help patients madify or
affective reatment for addiction change behavicrs that place themssahwes or

7. Medications are an important element of sthers at the fisk ofinfestion
treatrment for many patents, aspecially whan 13. Recoveryirom drua sddiction can be 8 |ang-
combined with counseling and cther behaviaral laem prczaaa En,; {Eequenﬂﬁ, requires mumfgh
therapies. episodes oftreatment

QGPTUH . e | iyl promypty ! . [ o da i o ey wibndl e ol e D H
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Effective treatment is comprehensive

Components of Comprehensive Drug Abuse Treatment

CHiLD CARE
Benvicen

FamiLy DUCATIONAL
SERvVICES Scrviczs

INTAKE
PROCES GG
ASBESSNENT

Housing /
TRANMFONTATION
sSrevices

MenTaLr Hear
SURSTANCE USE Scavices
MoNITOMIND

BreavIOnAL
THERAPY AND
CouNsELING

TREATMENT PLAN

CLINICAL
AND Canz
FinanCiaL MANAGEMENT MEOICAL
Seevices Bravices

SrLr-Heum Peem

SUPPORT QRO UM

OTHERAFY

ConTINUINDG
LARE

EQucATIONAL
Scawees Srmvicen

HIV/AIDS
SERvicEs

I ke ded ot

W IO Sroonds O ceeviataig O

ant wher sevaaces Mo weet Re & af 8 v

~orTumM
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Effective treatment is “manualized” and goal directed

Counseling and Other Behavioral Therapies

Drug
Resistance

Skills Problem

Solving Skills
Replace
Drug Using
Activities

Interpersonal

Relationships
Motivation

N oPTUM e e—————
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Growing evidence base supports

* Cognitive behavioral interventions — « Contingency management — LUses
Manualized approach te psychological behavicral contracting where clients
awareness and skil-bullding via focus on have opportunities to eam rewards for

thoughts and feelings and their connection to specific behaviars (particulary effective
behaviors as well as exercises and exposure with stimulant users).

« Community reinforcement — Connecis the * Systems treatment — treating clients
client with community services in their natural social environment.

+ Pear based facilitation —Ofers ﬁi:ﬁ:ss:::::parﬁm'ﬁ;r: rap;::l::
individualized alternatives to 12-step (e.g., o= ' o Py

SMART Recovery, on-dine groups. individual examples of systems freatment models
gty e WY . Pharmacological (WAT) therapies —

Uses specific medications for substance

* Motivational enhancement therapy — abuse (e.g. Antabuse, nalirexone,
Uses non-judgmental, motivational huprenarphine, acamprosate,
interviewing strategies and interventions methadone) to reduce cravings, relapse.

based on a stages of change model foster engagement in treatment, allow

for skills building. Also included are
medications needed o treat behaviaral

.ﬁ ﬁ ﬁ fﬁ ‘E and medical co-morbidities (e.g. pain)

B | e ] W | ™

QDFTUH e Vel povompetry ! G [ g iy it i -0 receruon. wivon| 00 B DRFmar e Do 13

Notes:

23




Other areas of increased attention

« Delivery system redesign that encompasses a collaborative, more integrated
approach to care with decision support tools and shared information

» Individualized recovery focus that may involve harm-avoldance as opposed
to abstinence (e.g. planning for relapse and controlled use)

« Person-centered care that incorporates the patient's wants, needs, and
preferences in an individualized recovery plan that promotes informed
decision making through a partnership of member, provider and family

- Attention to special needs (e.g. women (financial independence, pregnancy,
child care), minarities, youth, elderly, 18-25 y/o dependents, homeless,
incarcerated, psychiatrically and medically comorbid

 Personalized (local) care management
» Encouragement of community treatment

QGF‘TUH
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Consumer Survey: Results

Incivilduwal

Top 3 Most Helpful Elements Care

Family

Familly with Loss

Mubiial @d groug Mubiial @d groug Clean Eivdronmsnk
Famiy and fiards Clian sivdionmsint Famiy ard Frignds
Paer siipsoit Fomiy ard friards Pair Eaipoit
Cleyn evaron menk Paer supsort Mutual wpsort
Rabyimnship o counseior Rabylmrship o counseior Tiad M eiiz phione Tad
Kadicaion Indradual coynzeing

Top 3 Dificultes Getling Care

IeaLrance |Saiss 3y Dalay i gating help JE Ceel of cand
Caet af car Fi% Pip ol pw-ug pfier corm JE= Eralpbdiy of carm Ea%
[iabyy i gating heip 14% irsurance jmpar 1% Ha follawup abar cars
snababilty of core 1% Coet af cars 255 inEurmnce ispes 0%
P folow-ug ofier cors % Tra for awa 2% Dledarye in getting help 4%
IJIE'IIE|E'H'IE'I'It5. im Definming
Ahsinens % Imgrmved funclianing ars improwsd Anctioning 100
imgrved Rinclianing 1% Ahsinenca 3% improved rebylianships 2%
ktamian focue on recmesny fal% Imziees edahionehips 07 Raduchion in degression
Ingitwed redaficnshigs 9% improvad phegsical healh Risduciin in ansisty B1%
Improvwad pysical heakh % Waimiain fcus on racosn B improvad physical baaih
Slalka Khaod

Top 5 Care and Support Settings
Muual ad goup Muual ad goup % Dietawifcation [P} 1%
Duipatien] counseing Distrcaific ation (F e Fiesidemiial cam 1%
Rusidantial ca N Rusitantial cara 2% Outpatiart comnsabng (N
Duaicorifez alion (1F) 2% Drutpabiciml Codnasding
Camminiy-hasad 2uepor % Camminty-hazad auspan 2%
GPTUH G Vo=l oy ! D [ =i dn v = rondem v mrme R e D 13

Notes:

25




Consumer Survey: Results

Importan
individual Family with Loss
Essental Ho% Essential N E==erhal 1%
Wery helphd 15% Wery halpha 11 Vary Fedplul %
Hinderad 2% Hindensd o Hirdered 0%
Mada no diference 5% Mada no diferance 21% Wade rio difference G4
P trestrment LS Pdo trestrment 14% Ho reatment B%:
lop 9 Attnbutes of Ideal Treatment
Esperience in addilion 5% Esperience in addilion 2k Ciifar variety of patheys TE%%
| 6 | e | o [
Oifer vanety of pathreays 68% SHAT in resovery E] Eeperience in addiction o
- Ewpe=ctations of recovery 3% Ewpe=ctations of recovery ‘ Expeciations of recovery
ST %
_ 9% Ind. Counsekr kcensed Siall in racovery

QGFTUH
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Barriers to adoption of best or better practice

» Difficulty interpreting the * Traditionally, medical

evidence advances are reluctantly

* Incompatibility with agency adopted (research to
values and procedures practice is about 15 years)

* Poor visibility into peer » Need for training and
comparison supervision

» Rapid changes foster * Physicians and medications
hesitancy may not be available

« Reimbursement and profit
margins
Qoprum
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Member Partnership vis a vis Out of Network Care

+ Develop strategy to discourage
destination treatment for SUDS

— Educate members after destination treatment
episode of benefis oflocal care (FBI2.0)

- Enhance referral process from EAP to support
local reatment

- Develop counter-marketing strategy
— Incent adoption of ambutatory treatment locus

« Explore new case management
services to improve treatment
outcomes and reduce readmissions

+ Implement "Sherpa" program to assist
parents of adult dependents to locate
evidenced based INN treatment or
recovery options

« Explore opportunity for MBI with
chronic pain, ER and other
populations

Q OPTUM

Covlgewy pmoety o Ot Do wmd SobSum o morodes wihoc! Eoveis Sorrma e Yo Cates i

Notes:

28




Continuing to bend the quality/affordability curve

* Prevention and Education

- Education & Motivation

- Screening

- Self-help interventions
+ Professional training

- Evidence based practice guidelines
— Screening tools (CIWA, COWS, etc.)

- Promote full Psychiatric evaluation to
address psychiatric co-morbidity

- Medical assessment
- Appropriate lab use

+ Early intervention/treatment
- Patient Engagement & Education
- Detox Tapers; Sx-Driven (EBP)
- Motivational Interviewing,

QOPTUM '
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Bending the curve (cont.)

* Rehabilitation

- CBT, Contingency Mgt., Cue Exposure
Tx., etc.

- MAT (where indicated) in conjunction
with psychosocial Tx.

- Stage appropriate treatment choices
- Dual Diagnosis (Dx, Rx & Tx)

» Supports
- On line chat (in the works)
- Wrap around Care Advocacy service
- Mobile phone apps

- Community Supports, Recovery
Coaches, & Services

- Relapse resources
* Network management tools directed at

outcomes (P4P, practice management,
alignment of provider incentives)

Notes:

+ Refinement of our stratification algorithms
to better channel SUD subtypes and
populations (e.g. 18-25 dependent)

* Improve InNet access and responsiveness

» Counter-marketing pilots to address
destination facilities

* Refine our SUDS facility tiering to better
utilize high quality/high-efficiency programs

* Incorporate longer term 6 mo and 1 year
outcomes measures into contracting and
steerage

30
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Medication Assisted Treatment (MAT)

Notes:
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M.A.T. - Background

« Why is medication assisted treatment so shunned?
- Some meds may be enabling or cause relapse,
but all medication is often suspect, e.g. lithium,
antidepressants

- There is a prevalling ambivalence about
addiction as a medical rather than a motivational

disorder

» Hence, except for detoxification and occaslonal
acceptance of Antabuse, rehabilitation has been left
to psychosocial therapies + 12-5tep participation

» Methadone maintenance was the first
“breakthrough” but opposition continues

« Data shows medication magnifies counseling

effect
- Methadone and Suboxone: no meds=no patlents

+ Data shows counseling magnifies medication
effects, especially for patients with significant
psychosoclal problems

GFTUH C eyl pmgmpery ! e, [ o iy s i - pndum oo P F DT Yo D
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Evidence based medication-assisted detoxification

+ Medication assisted detoxification
shouldbe Individualized and symptom
driven, not per schedule

* Phenobarbital should be avoided for
alcohol and most-sedative tranquilizers

+ For alcohol a symptom driven
benzodiazepine substitution and taper

+ For anxiolytic dependence a gradual
outpatient taper is often needed

« Extended Buprenorphine (Subutex) and
Buprenorphine/ Naltrexone (Suboxone
or Zubsolv) detoxification for opiates:;
however, methadone may be indicated
for significant heroin addiction or based
on history of fallure

OPTUM Covtewyl pmsety o Opte Do oot dotSum o mosodess wihoc! Eovms Sorvaa e Som Gt n
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Evidence based medication-assisted rehabilitation

» Opiates

— Suboxone or Zubsolv extended taper or Learni ng to live

maintenance (implants?)
- Methadone taper or maintenance
» Alcoholism
- Maltrexone: dally oral or monthly IM (Vivitral)
—Antabuse
- Campral
- Topamax (off label)

« Amphetamine (naltrexone?)
» Cocaine (Modafinil?)
« Nicotine
- Micotine replacement (agonist)

- Bupropion SR (Zyban®) (antagonist)
—Varenicline (Chantix®) (partial agonist)

without drugs

i
|

=

~._.-""

one step at a time...

QDFTUH
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Maltrexone in Alcohol Rehabilitation: Non-relapse

0.7-

0.9 el MNallrexone HCL (N=35)

01 . Placebo (N=35)

Cumudative Proportion with Mo Relapse
¥
7

R T O R T T I R R A T T R
o1 2 3 4 5 6 ¥ 8 9 10 1 12
No. of Weeks Receiving Medication
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Naltrexone in Alcohol Rehabilitation:
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Clonidine vs. Buprenorphine: Percent Present and Clean
from Inpatient detox at Days 13-14 (Ling et al)
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Clonidine vs. Buprenorphine: Percent Present and Clean
from Outpatient Detox at Days 13-14 (Ling et al)
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Naltrexone Implant in Opiate Addiction (Not yet in U.S.)
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FIGURE 4. Survival Curves Representing Continuous Rates
of Abstinence for the Naltrexone and Placebo Groups Dur-
ing the 12-week Trial (Intention-to-Treat Analysis)
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Nicotine Dependence

Effectiveness of Non-Pharmacologic
Treatments

%o Chnt 30
at12-

months 3

20

15

10 —

5 —

0

No Therapy Brief Advice Behavior Therapy

an'ru” Lerman, Patterson & Berritting 2003,

Ze Uiyl pevameryor? Gy [l o iy ity - mpevciom =m0 E B DT e D 41

Notes:

41




Current treatments

Abstinence Rates Varenicline vs. Bupropion vs. Placebo
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Thank you!
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OEAP ResourceConference.
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