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If we were to translate these figures into what we're seeing
on the ground every day, if we look at opiate-overdose deaths
related to opiate medications alone, we could estimate

there are about 46 deaths per day that are associated with
overdose-related deaths.

Trends in opioid-related deaths in
Massachusetts: 2000-2014
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This data is mirrored in what we are seeing in Massachusetts,
as well. So there has been a steady increase in the rates of
opioid-related deaths since 2000, particularly in the past five
years. The rates in 2015 are still being finalized, but they're
similar to what we've seen in 2014.

So the deaths — the accidental deaths related to opioid
overdose, are now surpassing what we see in terms of car
accidents.

* Overall increase in heroin users
* Increase in transition from prescription opiates
*2010-2014, Northeast has largest increase
* Varying composition / concentration of heroin
* Lower tolerance after period of abstinence
* Relapse = high risk for overdose

So the next logical question is, why are we seeing this
increase in overdose deaths? There are a number of possible
factors that might be contributing to this. First, there's an
overall increase in the number of heroin users. It's more
available and cheaper, and so more people are using it.

There has also been an increase in the transition from
prescription opiate use and abuse to heroin. In some ways,
prescription opiates have become more expensive and less
available in recent years, and so some people are turning
to heroin as an alternative. In particular, between 2010 and
2014, the Northeast region of the country saw the greatest
transition from prescription opiate use to heroin use.

Another factor that contributes to the rates of overdose
deaths could be the varying composition and the
concentration of heroin that people are using. So, if people
were using prescription opiates before, there's a known
amount of opiates that are in there. With heroin, you don't
know what you're getting. There are varying doses and
concentrations in it, and plus, there could be additional
adulterants that are included in the heroin.

Fentanyl, for example, is one that we've heard about on the
news recently, which can be lethal. And people don't know
what it is that they're injecting.

Another reason why we've been seeing this increase in
overdose-related deaths is that people, after they've had a
period of abstinence, have a lower tolerance. If after a period
of abstinence from being in treatment or being incarcerated,
they relapse and go back to the level of use that they had
before they had the period of abstinence, then they're at
higher risk for overdose.

| want to spend some time today really focusing on this
period of relapse—this phenomenon of relapse. There has
been a lot of discussion about the prevention of opioid use, in
general, which is very important.

But it's also important to understand what it's like for people
who are already struggling with opioid use disorder, and

to understand the phenomenon of relapse and relapse
prevention.
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Over time, our understanding of what addiction is has
changed, such that we've been understanding it more

as a chronic and relapsing disease. We've come to this
acknowledgement after realizing that relapse is common,
with rates of lapsed opiate use from treatment-seeking
individuals ranging from 60%-90% after treatment.

Relapse can happen at any time during recovery. It can
happen after one year of being abstinent. It can happen after
five years. It can happen after ten years, at any point —and it
may take an average of nine years following someone's first
intervention before they can have a full year of abstinence. So,
we've come to understand recovery as a process because of
this. Someone may experience multiple episodes of this use,
abstinence, relapse, and treatment multiple times before they
can achieve a full remission.

Relapse and Chronic lliness

COMPARISON OF RELAPSE RATES BETWEEN
DRUG ADDICTION AND OTHER CHRONIC ILLNESSES
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If we're thinking about substance use disorders or opioid use
disorders, as chronic relapsing conditions, you might compare
them to other chronic illnesses that we know something
about. For example, other chronic illnesses are Type 1
Diabetes, asthma, and hypertension; and with those chronic
illnesses, we also see high rates of relapse, affecting over half
of those who are treatment-seeking.
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Now this is hypothetical data; this isn't an actual study, but
unlike other chronic illnesses, individuals who are struggling
with substance use disorders are sometimes expected to
be fixed after they have acute treatment. They go through
detoxification, and that's meant to cure them. Right? We
shouldn't expect any kind of relapse.

If we had that same kind of picture with someone who is
struggling with hypertension, for example, and someone was
really having a difficult time — they went into treatment,
they were discharged from treatment, and there was nothing
else that was done for them — then we wouldn't be terribly
surprised if they relapsed and needed to be readmitted to the
hospital.

Yet, we have this expectation with people who are struggling
with substance use disorders, that they suddenly are cured
from this. It's estimated that 31%-50% of opiate-dependent
patients will relapse within the first two weeks after
treatment. Not surprising if they're just expected to go out
and try to deal with this on their own.

So, like other chronic illnesses, we should consider how we
could best address the long-term maintenance of opioid use
disorders, rather than just focusing on managing acute crises.

Researchers have been trying to understand what increases
the likelihood of relapse. There have been a number of ways
that researchers have tried to look at this. One way is they've
interviewed people who have relapsed already and asked
them to think back on what led to a previous relapse and to
tell us more about that.

Another way that we've been trying to assess it is when
people come in, we collect a lot of different information, do
a lot of the clinical assessments that have been mentioned
earlier, and follow them over time, to see after treatment,
which one of those factors that we assessed beforehand
actually predicts how well someone does afterwards, and
what is predictive of early relapse.

What Leads to Relapse:
What patients in detox say...

* Stressful life events, Craving, Physical discomfort
* Combination of negative and positive emotions

“I feel a lot of guilt, and then at the same time you feel
excited, because you're gonna get your love back, the
boy, you know, or the girl. And you feel shamed, you
feel sneaky, you feel like you're getting over and you're
really not, you're only hurting yourself. And sometimes
you're almost happy, because you're back in your
element again.”

(Source: Armstong & Palm Reed, 2016)
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When we ask patients what they said led to relapse, they
indicate a number of things. Probably some of the most
commonly reported reasons are that they were exposed
to triggers in some way; they might go back to their home
environment or back to being with their friends who were
using with them before. That might trigger a relapse.

There might be some sort of stressful life events, which
could be negative; people also report positive events as
being triggering and leading to relapse. Occasionally, people
describe craving and physical discomfort that's associated
with withdrawal.

Most often, people describe negative emotions that they
experienced as triggering of relapse experiences, and
sometimes it's a combination of positive and negative
emotions.

This is one study that we're wrapping up right now in my

lab— Jessica Armstrong is finishing up her dissertation on
this. She interviewed about 80 individuals in detox and asked
them what they thought was going on that led up to their
relapse experience.

| have a few quotes of what they reported was going on. One
person says, “| feel a lot of guilt. And then at the same time,
you feel excited because you're going to get your love back;
the boy, you know, or the girl. And you feel ashamed. You feel
sneaky. You feel like you're getting over and you're really not.
You're only hurting yourself. And sometimes, you're almost
happy, because you're back in your element again.”

What Leads to Relapse:
What patients in detox say...

“I'll get like, big rushes of excitement before |
know I'm going to do it, and then maybe like,
even waves of nausea, because | know it's a bad
decision, and | just can't stop myself, once the
seed has been planted, it's planted, and it
doesn't get uprooted. It doesn't come out. It
goes until it dies”

Another person describes a similar mix of positive and
negative emotions. They say, “I'll get like, big rushes of
excitement before | know I'm going to do it, and then maybe
like, even waves of nausea, because | know it's a bad decision,
and | just can't stop myself. Once the seed has been planted,
it's planted, and it doesn't get uprooted. It doesn’t come out.
It goes until it dies,” or until the person uses.

Through many of these interviews, we've also noticed that
people know they're going to relapse before they actually
relapse, and sometimes they have it planned out. You can
see that they pull out of different types of support services
that might have been helpful in maintaining their abstinence.
So what that can indicate is that if they know that they're
planning this, this might be an opportunity for treatment
providers to intervene if we can recognize the signs that
someone is starting to make a plan to relapse.

Understanding Relapse

Age of initiation

Education; Limit availability

Drug-free social support;
More residential treatment

Early recovery

Evidence-based treatment
addressing whole person

Co-occurring health
problems — psychiatric,
trauma, chronic pain

Unemployment Vocational services

Exposure to triggers Drug-free social support;

More residential treatment

By looking at the research that has followed patients over
time to see what factors really predict how soon and whether
or not someone is going to relapse, we've identified several
factors.

One is—and this is something that's come up in some of the
talks earlier today — the earlier someone starts, the more
difficult it is to stop, and the more likely it is that they're going
to relapse. So, making sure that we address that the age of
onset of substance use disorders is important in marijuana.
It's also important in terms of individual'’s introduction to
opioids.

We know that early recovery is a stage in treatment. The early
stages of treatment are a time when relapse and overdose
rates are high; this is an important time that we address. We
also know that early abstinence is also predictive of long-term
abstinence.

So this accumulating data is showing that there's something
about the first several weeks, the first several months after
someone has a period of abstinence through treatment;
mostly that it's important that we provide supports during
that time.
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We also know that co-occurring health problems—whether
they be psychiatric, whether there's a trauma history, whether
there's chronic pain—that these are also risk factors for
relapse. | do want to mention that there is some concern out
there that chronic pain is a risk for substance use disorders.
While some people with chronic pain do experience opioid
disorders, that chronic pain in and of itself doesn't mean that
someone is going to have an opioid use disorder.

However, if you have an opioid use disorder and chronic
pain, it could be a risk factor for relapse because once they
don't have the opiate anymore, they don't know how to really
address their pain.

Numerous studies have also found that unemployment

is a risk factor for relapse. So people who have a steady job
are more likely to be able to maintain their abstinence. Then
as | mentioned before, what the patients said was a trigger for
relapse is just being back in the same environments that they
were before they were abstinent. Those environments can be
triggering.

Now we know that these factors are triggers for relapse—are
predictive of relapse. We know a little bit about what types
of interventions can be helpful, but there's a lot more that we
can learn about it.

In terms of addressing the age of initiation, we can do our
best in terms of education and awareness campaigns, so
that we can keep our youth from becoming addicted to these
substances. Then also, we can limit the availability of these
substances so they don't have access to get started with
them in the first place.

In terms of addressing early recovery as a risk period for
relapse? There has been a lot of data showing that ongoing
support, participation in AA and NA, and other peer-recovery
networks, has been really helpful in helping people achieve
positive, long-term outcomes.

There's also been recent data that individuals with opioid
use disorder may benefit, even more than other people
with substance use disorders, from long-term residential
treatment, in helping them maintain their abstinence and
recover.

So, it could be that when they are in a sober environment,
they can really benefit from that, partially because they have
the ongoing drug-free social support and they're not exposed
to the triggers that might be increasing their risk for relapse.

There are a number of evidence-based treatments that have
come out that try to address the whole person, and not just
their substance use disorders. So, there are treatments out
there that are addressing trauma and trauma reactions that
people might be experiencing, that can help them learn
additional pain management strategies, whether they be
psychosocial or pharmacological. And then also, helping
people learn other strategies to deal with anxiety, depression,
or other psychiatric symptoms that might increase their

risk for relapse. Vocational services have been discussed

as a potential addition to existing treatment services,

given that unemployment is such a risk factor for relapse.
Adding vocational services to existing treatments might be
something important to explore.

As | mentioned, a drug-free social support — attendance
at AA and NA or other peer-recovery networks — could be
helpful with decreasing exposure to triggers.

A Roadblock to Recovery: Stigma

One factor that was not on that list that | want to spend a
little time talking about is stigma. So, stigma can be another
risk factor for relapse, and it can be a major roadblock in the
process of recovery.

Individuals can experience stigma through the public’s
perception, through our healthcare system, from healthcare
providers themselves, and then they may internalize some of
this stigma. This experience of stigma can really impact the
patient in terms of just how they're feeling overall, but also
limit their engagement in treatment - in their willingness to
stay in treatment — so, treatment retention and their overall
health.

It could also lead to chronic stress, and keep people from
asking for help in the first place if they're struggling, or if they
know that they're about to relapse. If they're experiencing
stigma, then they might be less likely to ask for help.
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Public Perception

Addiction

AStateWithoutStigha

{Source: Sereenshot from media campaign, created by MA (YouTube))

There have been a number of initiatives that have tried to
address these different levels of stigma, so education and
awareness campaigns can be useful. In fact, there's one —
| don't know if folks have seen it yet, but it's the “End the
Stigma of Addiction” campaign that has been launched by
the State of Massachusetts.

These types of campaigns can be useful, but research
suggests that they may also be insufficient. When looking at
actual stigma reduction, research has shown that there's been
minimal impact on actual stigma reduction.

The strongest evidence is found for interventions that focus
on creating more personal contact between the stigmatizers
and the stigmatized groups in a positive context. So, we
should have these educational campaigns, but know that
they're not going to be the silver bullet that addresses stigma
in the public eye.

Systems of Care:
Institutionalized Stigma

* Lack of coordinated care

* Daily, lengthy collections of methadone
¢ Limited methadone collection times

* Lack of privacy

* Using drug screens to “catch” patients and
throw them out of treatment

Individuals with opioid use disorder also describe
institutionalized stigma. So, within the healthcare system,
they experience a feeling of discrimination. First, there could
be a lack of coordinated care between addiction treatment

services and primary care providers, such that primary care
providers might not know that someone is in addiction
treatment and might be fearful of even mentioning it.

We talked about how unemployment can be a risk factor
for relapse, but if someone is on methadone that means
that they have to go and get it daily. It sometimes could be

a lengthy task. There might be limited times where they can
actually go to collect their methadone, and so it's hard to
sustain full-time employment with some jobs when you also
have to add that into your schedule.

There can also be a lack of privacy when going to collect the
methadone. Sometimes in our healthcare systems, in our
addiction treatment services, there are urine screens to test
for whether or not someone is using; they're used to catch
someone doing something wrong and to throw them out of
treatment.

Instead, it might be useful to think of it as a teachable
opportunity, especially given we know that relapse is a part of
the illness. It could be expected that someone can relapse at
some point, and so rather than thinking of it as catching them
doing something, using it as an opportunity to teach them
something different and get them the help they need.

Healthcare Providers

= Majority lack formal education in substance use
disorder treatment

* Language can be stigmatizing

= “Substance abuser” vs. “person with a substance
use disorder”

* “Clean” vs. “dirty” urine
* Lack of trust

* Burnout

There has been a lot of talk of making sure that individuals
with opioid use disorder get access to care, but one thing
that people might not know is that there has been research
examining the level of formal training that physicians get,
that clinicians get, that social workers get, in substance use
disorder treatment. It's really discouraging because not that
many programs actually offer that level of formal education.
So, well-intended treatment providers might not understand
exactly what the person is dealing with.
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Further, our language about substance use disorders can

be stigmatizing. There have been some studies that have
looked at laypeople's and professionals’ reactions to labels

of substance abuser versus a person with a substance use
disorder. People's reactions to a substance abuser: “Well, this
person needs some sort of punishment.” However, if they saw
a vignette about a person who was described as a person
with a substance use disorder, there’s more of an inclination
to get this person clinical intervention and to help this person.

So, how we describe people affects our response to them.
Healthcare providers and researchers, too, should continue
to think about the language we're using to describe the
phenomenon we're talking about, and the experiences that
people are dealing with. We also describe urine screens as
clean versus dirty. These might seem like subtle changes in
our language, but it has an impact on the people that we're
working with.

Internalized Stigma

I'm not happy with myself, that I'm
back, again. But yet I'm grateful, to
be back, ... 'm very disappointed
with my, my choices and my actions
..If somebody put me down the way
| put my own self down, and remind
myself of all the things I've done,
that's like a tape player in my head,
ugh, “I can't believe you did that, |
can't believe you did that, again,
what's wrong with you?”

wA

(Source: Armstong & Palm Reed, 2016)

It's not surprising given these different levels of stigma, that
people with opioid use disorder might internalize this. This
is, again, the same study that | was talking about earlier. This
person'’s quote really exemplifies some of this internalized
stigma and what it might look like for a person who's
struggling with this.

This person says, “I'm not happy with myself, that I'm back
again. But yet, I'm grateful to be back. I'm very disappointed
with my choices and my actions. If somebody put me down
the way | put my own self down and remind myself of all the
things I've done, that's like a tape player in my head. ‘Ugh, |
can't believe you did that. | can't believe you did that again.
What's wrong with you?""

So this internalized stigma is associated with poor mental
health and a greater risk for relapse.
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On top of that, the experiences of stigma for minorities
and the poor can be even worse, with some individuals in
treatment having to depend on other patients to translate
their sessions for them, and the poor having limited access
to state-of-the-art treatment.

Policy Recommendations

= Aftercare services and exposure to drug-free support
networks.

* Specific recommendations by physicians to pursue
peer support programs

* Relocating drug treatment services to mainstream
health centers.

* Improved training, support, and increasing the
number of treatment providers

* Educational campaigns

So, what could be some possible policy implications

of what I've discussed today? One is that it's important to
really focus on that period of early recovery and make sure
there are appropriate aftercare services so that we're working
on the maintenance of the opioid use disorder.

There's been a lot of promise looking at drug-free support
networks, so encouraging participation in AA and NA and
other peer-recovery networks. In fact, some people have
discussed asking physicians, nurses, and clinicians to make
specific recommendations to patients to pursue peer-support
programs.

In terms of addressing institutionalized stigma? Some
researchers suggest that it might be relocating drug
treatment services to mainstream health centers, so that
they're not so divided. Improving training and support of
healthcare providers to try to limit burnout and give them
more education about what substance use disorders are and
what state-of-the-art treatments are. And then, increasing
the overall number of treatment providers that are out there.

Education campaigns are also important in increasing our
awareness and knowledge about opioid use disorder, with
the caveat that education campaigns alone are probably not
going to be the silver bullet that'll address any public negative
perceptions of opioid disorders.
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QUESTION AND ANSWER

Audience: You mentioned that the [inaudible] time

in a recovery home or — what do you mean by a long? In
terms of [inaudible] two weeks? | think that's what the
current is in time, six months, or a year? Like, what's the
research show on that?

Palm Reed: | don't know if it's looked at, the exact length
of time, but just more is better. We need to find out exactly
what that kind of sweet spot is. We're not exactly sure on
that. That data is hot off the presses really. So, we need to
find out what that is exactly.

Audience: What's known about the relationship between
the population that develops opioid use disorder and their
prior use of say alcohol? Typically, the substantial proportion
of the opioid abuse population also have a problem with
abusing alcohol prior to becoming users of opioid?

Palm Reed: There's a lot of poly-substance use. People
who use a lot of different substances, and some people do
start out with alcohol, with marijuana, but it's not the only
pathway to opiate use.

You hear in talking to a lot of individuals that sometimes
they weren't using alcohol, but they might have started
getting hooked on opiates, specifically after surgery. Or
even—|'ve heard people talk about in high schools, people
knowing when everyone's wisdom teeth are going to be
taken out. So it might start there — where alcohol might
have been used, it might now be pills. It might be the thing
to share opiate pills instead.

So sometimes, but there's not any kind of set, gateway type
of drug that gets into opiates. So some people start directly
with opiates.

Audience: [Inaudible].

Palm Reed: So do we want to completely eliminate stigma
because there's some kind of social control and utility to
that in some way? There's been some argument about that
for addressing stigma because of that reason, which might
prevent opioid use disorder, not for everyone. But it's still not
helping the people who are already struggling with an opioid
use disorder and keeping them from seeking help.

So, it's both, you know? It's important to prevent opioid use,
and also, we need to think about the impact of people who
are already struggling.
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Addiction, Overdose, Suicide:
Facts You Need to Know about Treating
Opioid Use Disorder

By Hilary Connery, M.D., Ph.D.

POLICY BRIEF

Opioid misuse and addiction have increased severely during the past decade.
Death rates associated with heroin and prescription opioid use are rising
rapidly, despite efforts to control opioid availability and distribute life-saving
emergency medication. Prevention education and widespread access to quality,
evidence-based treatments are needed now to stem the tide of this tragic,
national epidemic.

OUT OF CONTROL: WHEN OPIOID USE BECOMES OPIOID USE DISORDER

Naturally-occurring opioids (e.g., morphine) and man-made synthetics (e.g., painkillers such as oxycodone
and hydrocodone) have been used successfully to treat pain, cough, diarrhea, and mental distress associated
with physical injury and illness. Opioids are potent sedatives and in high dose can shut down the part of the brain
in charge of regular breathing. Thus, there is always some risk associated with opioid use, especially in those with
other risk factors for sedation or compromised respiration (e.g., pneumonia or other lung disease, use of other
sedating medications, or alcohol use).

Some people who are sensitive to the pleasurable effects of opioids have additional risks for taking more
than prescribed or using opioids routinely to cope with stress. When this happens, repeated misuse can lead to
patterns of addiction, with too much time spent seeking and using opioids, and too little time spent in normal
life activities. This is referred to as opioid use disorder, and for many, the addiction cycle includes a need to keep
taking opioids in order to avoid feeling sick (opioid withdrawal syndrome).

It is also important to know that anyone chronically exposed to opioids will develop physical dependence
and increased tolerance to the effects of prescribed opioids, even if they don't develop addiction. Sometimes
they will require higher opioid dosing to achieve the same effect, which presents more risk for sedation, reduced
breathing, and overdose death.

TREATMENTS PROVEN TO REDUCE OPIOID MISUSE AND PROBLEMS OF ADDICTION

Medical treatments proven to reduce opioid misuse begin with a careful assessment of the need for opioid
prescribing, and limiting unnecessary exposure to opioids for medical conditions that may be successfully
treated with less risky medical approaches.

In the case of people presenting with opioid use disorder with physical dependence, three FDA-approved
medications targeting brain opioid receptors will double the chance of good outcomes when added to evidence-
based psychosocial treatments for opioid use disorder (individual and group therapy, peer support such as
Narcotics Anonymous and SMART Recovery). These medications include methadone and buprenorphine,
which activate brain opioid receptors, reducing opioid craving and withdrawal; and extended-release naltrexone,
which blocks brain opioid receptors and thereby prevents the pleasurable effects of illicit opioid use.
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In addition, people with opioid use disorder have high rates of co-occurring depression and suicidal thoughts and
behaviors. Screening and providing evidence-based treatment for depression and suicide prevention is recommended
for all people with opioid use disorder.

CAN WE PREVENT OPIOID OVERDOSE DEATHS?
Controlled clinical trials and observational clinical data demonstrate that opioid overdose deaths are reduced in
people with opioid use disorder who participate actively in a medication-assisted, evidence-based treatment.

There is also evidence that the rapid administration of intranasal naloxone will reverse an opioid overdose
death occurring in the community, and dissemination of easy-to-use kits to drug users, families, clinicians and first
responders is indicated. Keep in mind that this approach is not treatment, but a life-saving intervention similar to
cardiac defibrillation for heart attack. A person will not experience reduced risk following naloxone rescue unless that
person engages in evidence-based treatment.

Educating patients on the risks associated with opioid use, screening for suicidality prior to prescribing opioids,
and outlining procedures for safe storage and disposal of opioid medications will reduce unintended opioid exposures
and overdose deaths.

OPIOID USE AND THE FAMILY: SAFETY FIRST, CONNECTION SECOND

Families struggle with behavioral patterns associated with illicit substance use, such as personality changes,
lying, stealing to support a habit, and otherwise unreliable behavior that is out of character and a symptom of active
addiction. It is important that families have adequate options for receiving education and support about opioid use
disorder, and that they understand how loved ones under the influence are chemically “disconnected” from normal
relational attachments.

Families need to be taught that safety is the priority in managing loved ones with active opioid use disorder,
both their own safety and that of a loved one with opioid use disorder. Family connections may be weakened in
the addiction cycle, and often are not a strong enough incentive for a loved one with opioid use disorder to enter
treatment.

CRAFT (community reinforcement and family training) is an evidence-based strategy for family members to
help engage a loved one in treatment. Once the recovery process is occurring, family connections will strengthen or
be repaired if all members are supportively engaged in the treatment process. Families are thus advised to consider
safety as the first priority, and family repair work as a next priority integrated within the recovery treatment process.

KEY REFERENCES AND FAMILY RESOURCES

1 Nora D. Volkow, M.D., George F. Koob, Ph.D., and A. Thomas McLellan, Ph.D. Neurobiologic Advances from the Brain Disease
Model of Addiction. New England Journal of Medicine 2016; 374:363-371; January 28, 2016.

2 Connery HS. Medication-assisted treatment of opioid use disorder: review of the evidence and future directions. Harvard Review
of Psychiatry. 2015 Mar-Apr;23(2):63-75.

3 Meyers, RJ. & Wolfe, B.L. (2004). Get Your Loved One Sober: Alternatives to nagging, pleading and threatening. Hazelden
Publishing & Educational Services: Center City MN.

Narcotics Anonymous: www.na.org
SMART Recovery: www.smartrecovery.org
Learn to Cope: www.learn2cope.org

GRASP: Grief Recovery: www.grasphelp.org
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Provider's Clinical Support System: www.pcss-o.org and www.pcssmat.org

Dr. Hilary Connery's expertise includes treatment of opioid use disorders and co-occurring mental illness and
substance use disorders. She contributed to American Psychiatric Association Practice Guidelines for treatment of
substance abuse and is an investigator in Harvard University/New England Consortium of the NIDA Clinical Trials
Network. Dr. Connery is New England director for the American Academy of Addiction Psychiatry, rotation director
for addiction psychiatry in Massachusetts General Hospital/McLean Hospital Adult Psychiatry Resident Training
Program, and mentor in Partners Healthcare Addiction Psychiatry Fellowship.
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It's a pleasure to be here. Before | start, | will tell you

I'm keeping this presentation intentionally brief. It's the end
of the day, and there are a couple of points that | just want to
make sure people have some basic knowledge about.

| did want to comment on that last question about stigma,
only to point out that there is no other chronic medical illness
where we use a negative stigma as a prevention strategy, and
| don't think we should be thinking about mental health or
substance use any differently.

No disclosures Fg MeLean HosriTaL

Or conflicts of interest to declare.

So | don't have any conflicts of interest or disclosures to
make.
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Bottom Line Up Front (5 Mcteaaosmu

Treatment works. in spite of what you hear.

Objectives:

I. Understand rationale for medications to
treat opioid use disorder.

2. Understand that self-harm and suicide
contributes to overdose epidemic.

3. Advocate for opioid use disorder family
needs.

Bottom line | want you to take home is that treatment works,
and we're going to talk about medication-assisted treatment.

My main objectives are for you to understand in basic terms
why we recommend medications to patients with opioid

use disorder. Also, to understand that the overdose epidemic
is more complicated than just addiction and accidental
overdose. That mental health comorbidity is significant, and
there is also good data to show that self-harm and suicide
contribute much more significantly than you're hearing in
the public dialogue. | would like to raise more awareness
around that.

Then finally, to talk about what families are worried about
and the kinds of things that we know help them in terms of
supporting loved ones in their recovery.

MYTH #1:

Medication is replacing a drug with a drug

So, let's start with the myth that's been around for going on
half a century. Every time | hear somebody say, “Aren't we
just replacing a drug with a drug?” | think to myself, “Really?
Are we still having this conversation? How much science, and
how much medical evidence do we need before we're going
to stop this conversation?”

y y * McLean HosPITAL
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Medication

So, if you take a look at this slide, it's representing x-ray
crystallography of the protein structure of the mu-opioid
receptor in the brain. On the left side is a picture of what it
looks like — looking front on — and that line in the middle
there suggests that you have a neuron, or brain cell, that sits
half on the outside and half on the inside.
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The way that protein receptors work is that when you have
something that binds to them and activates them —in this

case, we're talking about an opioid — it binds to the outside
of the cell, changes the shape of the receptor, and then the

inside part of the protein has cellular activation. Okay?

So that's how it works.

I've shown you where medications bind; that would be the
outside of the cell. Essentially, | always feel like we're so
fortunate when we treat opioid use disorder, that we
understand that this receptor is destabilized in this illness.
Because if we understand the site of where the destabilization
is, we can actually develop —and we have developed —
effective targeted medication treatments for that.

So this is what you need to know: The mu-opioid receptor in
the brain is the site of the three FDA-approved medications
that are demonstrated to be effective in treating opioid use

disorder and helping people to get into recovery.

- " " % McLean Hosriman
Stabilize diseased brain receptor @ Mecnmom

blocks/stops receptor
naltrexone (Vivitrol), naloxone (Narcan)
activates receptor

buprenorphine (Suboxone), methadone

How do they work? We have two categories. One category
blocks activation entirely at the receptor. When we talk about
this, we're talking about naltrexone, and in the case of opioid
use disorder, preferably extended release naltrexone, which

is also known by the trade name Vivitrol. Or we're talking
about naloxone, known by the trade name of Narcan, which
is the emergency rescue. Both of these medications bind to
that binding site, and they basically cap off the receptor; no
activity can happen. That's how they work.

So, if you're talking about naloxone rescue, you are talking
about something that rapidly displaces the activating opioid
from the receptor and puts the person into an immediate
withdrawal state, which is horrifically painful to the person
who's experiencing it, but it saves their life.

If you're talking about medication treatment for somebody
who's coming into recovery, essentially what you do is have
the person stop using opioids for a long enough period of
time that then they can start taking the naltrexone treatment,
which just seals off the receptor. In doing so, if during the
course of their recovery, they have a bad day, and they use,
nothing happens. They don't get high. Essentially, they have
an opportunity to say, “That didn't work, and | didn't want

to do it in the first place; | was just having a bad day.” So it
preserves them in recovery.

The second category activates the receptor. These would be
buprenorphine, also known by the trade name of Suboxone,
or methadone maintenance. The way that these work is that
they bind to the receptor and they activate the receptor in a
controlled fashion.

So somebody who is in recovery now takes a medication
that's prescribed at a very precise dose, and is monitored
very carefully, and has a steady state effect, so that they're
not getting high; there is no euphoria. Essentially, they're
comfortable and able to get on with paying attention to all
of the lifestyle changes that need to happen when you're
entering into recovery.

All three of these types of medications are really effective in
treatment. And of course, we know that intranasal naloxone
is saving many lives in the state of Massachusetts and across
the country, for those who are in an overdose state.

Twice as likely to be opioid-free! § Meeannow

Medications + therapy doubles good outcomes
and reduces overdose

Medications alone DONT work

Therapy alone may work for 5%

When you look at the controlled clinical studies, the other
thing about the FDA-approved medications is that for all
three of them, the evidence shows that patients who add
medications to the psychosocial treatment have doubled the
chance of actually sustaining an opioid-free outcome. At least
double the chance. In some studies, you're looking at a six-
fold improvement.

So, these are effective. Medications without the mental health
treatments attached to it, without an attempt to change your
lifestyle, without peer support — medications alone won't
work.
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We know this. Why do we know this? Because there's
diversion. So, a lot of people in the community are using
diverted buprenorphine, not in recovery. If it worked all by
itself, you wouldn't need people like me running clinics.
People would just figure out how to get it, and they'd be
better. They don't work without all the supports.

The other issue: People argue, “What about those who don't
need a medication to get clean and sober?” The problem is
what we know from clinical studies is that it's a minority of
people who come in for treatment, are detoxified, and do not
have a relapse episode.

Some people can do it. But from the medical perspective,

we have no way of differentiating who's going to be able to
successfully enter a sustained recovery without a medication.
Because we can't tell that —and the data is such that it's
probably about 5% — and because the majority of people will
do much better with a stabilization period with medication,
we recommend it universally.

What | would hope in the future is that we might be able to
identify the subset through a blood test or a brain scan or
something like that, and then be able to more precisely target
not just who needs medication, or who can do it without
medication, but beyond that, which medication is right for this
person? We have three medications because not everybody
responds well to any single one of them, and we need to have
these options.

MYTH #2:

Suboxone and methadone treatment
cause overdose deaths

Myth number 2 is that, “Aren’t we contributing to overdose
deaths by prescribing Suboxone and methadone?” The
answer to that is simply: it's true if these medications are
used illicitly, not so under a monitored treatment. Somebody
gets it on the street. Somebody gets it from their dealer. Yes,
we have data that these medications are involved in overdose
deaths, but they're being used in the wrong way. People are
accessing them not in treatment.

FACT: not in treatment @ Melezuzone

Both treatments reduce overdose deaths

Hlicit Suboxone/methadone overdose is real

The truth is that when people are taking them in a treatment
setting, overdose deaths are reduced. So, we shouldn't

be afraid that treating people appropriately with these
medications is going to increase overdose. It doesn't. The
data is totally against that. It decreases overdose.

We should be concerned that when these medications get
diverted into the community and people are doing who knows
what with them, that they show up in forensic reports as part
of a tragic overdose death.

MYTH #3:

Opioid overdose deaths are accidents

Did anybody see President Obama yesterday in the opioid
summit — the National Opioid Summit? Nobody? I'm
surprised. Well, it was great. It was really terrific. A lot of
great stuff was talked about, and I'm encouraged that we
have some of the most comprehensive dialogue around what
we need to stop this epidemic. It's not just about medication,
and it's not just about treatment, and it's not just intranasal
naloxone, but a full-on community effort.

Although, one thing that | noticed is that we're still using this
terminology of overdose accidents. It's really quite inaccurate
if you think about what an accident is. An accident assumes
that the person’s not really aware of risk.

So when you think of opioid overdoses, the only real accidents
that | know of are the ones where there's a pediatric exposure.
Somebody leaves their opioids out, and a child who knows
nothing about the pills, what they do, or what the risk is, takes
the pills and has an accidental overdose.

3 % MeLean nosproar
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Opioid users know they might die using.

Many think it wouldn’t be so bad to go out that way.

Some mostly wouldn’t want to die, but sometimes.

For those who are using opioids, you ask any of them, and
they'll be the first to tell you, “I know this could kill me.

| don't think it's going to, but | know this could kill me.” So,
right then and there, if somebody’s engaging in a self-harm
behavior that they know could potentially kill them, it's not
quite accurate to label a death like that as purely an accident.
There was some risk assessment involved.
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The other part is that the overlap, the co-occurrence of
mental health problems among substance use disorders is
very, very high, particularly major depressive disorder.

In the field, we sort of have this artificial distinction between
mental health disorders like depression, PTSD, bipolar
disorder, schizophrenia, and substance use disorders, such

as opioid use disorder, alcohol use disorder, tobacco use
disorder. It's a pretty artificial divide. It really shouldn't exist.
They're all brain diseases. They're all chronic ilinesses. There's
a lot of genetic vulnerability overlap, and there's a lot of
behavioral overlap—and one of the behavioral aspects that
overlaps across the spectrum is suicidality.

So, we have a spectrum of suicidality. We have patients that
(A) are flirting with disaster in the first place. They're using a
substance that they will tell you, “I know it could kill me,” and
(B) a lot of these people are suffering, tremendously. Their
lives are chaotic. They have depression. They have trauma.
And there’s despair. It may not be all the time, but many of
them will say, “You know, if | had to go out using and sort of
sleeping into my death? Not such a bad thing. There's a lot of
worse ways that | could die, especially with what's happening
in my life right now.” So that's not quite suicidality, but it's
getting closer on the self-harm spectrum.

Then the other thing that we forget is that the way that
substance users experience suicidality is quite different

from the way that somebody with a melancholic, chronic,
major depression experiences suicidality. The melancholic
depressed patient can't get out of bed, doesn't want to brush
their teeth, and is thinking about suicide as the only possible
relief to this awful state that just goes on.

One of the reasons | like working with substance users is
they're full of life; very resilient people. They have incredible
stories. They've lived through all sorts of things. Oftentimes,
they're lively and have a good sense of humor. The way they
experience despair and suicidality is quite different.

It's often brief, episodic. They could be having a great day,
then something shifts. Sometimes it's related to using a
substance because they get more disinhibited about the
despair side or prior suicidal thoughts that they've had. They
can have these brief onsets of very deep despair and active
suicidality that because they're using lethal substances

are even more dangerous. That's suicidality. That's not just
because it looks different from a melancholic, depression
suicidality. It's still lethal suicidality.

So, they'll say to you, “Most of the time, | don't really wanna
die. |—1I have a lot to live for. But there are times when | really
do wanna die.” And those are really the danger times.

SlliCidC rg MeLean noserrat

Suicide attempts reported by 42% of heroin users.

Suicide deaths in 75% of Rx opioid deaths counted
in Poison Control between 2006-2013.

Why do | think this is happening and contributing to the
overdose epidemic? Two reasons. Two publications this year
that really got my attention that people are not talking about.
One was a longitudinally followed cohort, an 11-year follow-up
of an Australian study of heroin users — 600+ people,

a large cohort.

Of people who entered treatment, 42% of them had
self-reported suicide attempts. We know that already.

We know substance users have high rates of baseline suicide
attempts. But when they followed them out even at year 11,
the persistence of suicidality was tremendous: 10% with still
active suicidal ideation, and about 4% actually maintained
aplan.

Even though they were in treatment, and getting better in
certain ways, suicidality persisted. We see that in our own
clinics. We see that in practice. That's the mental health
component.

The other thing was that there was a national report put out
this year that looked at overdose deaths with prescription
opioids. It was a multi-center collection of poison center calls
that looked from 2006 to 2013 at the overdose deaths related
to prescription opioids. Seventy-five percent were called in
with known suicidal intent. Why is nobody talking about this?

Then, if you looked at just those who are age 60 or older:
86% suicidal intent. That says something really important.

| feel like we're missing this in the dialogue. I'm not saying
that there aren't unintentional overdose deaths. I'm just
saying that we don't want to simplify the problem as people
getting prescribed too much pain medication, then they're
addicted, and now, as an addict, they have reckless behavior,
and they accidentally overdose.

That's not really the story here. We have a much richer story
about people’s lives being tough; people having vulnerability;
people having co-occurring mental health problems; and
suicide as a real problem.
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You can also reflect on the fact that suicide rates in the
United States continue to go up, and are particularly
alarming among our youth. So, there's something bigger
that's happening here. | think that it's relevant for reducing
stigma. | think it's relevant for developing programs that have
more comprehensive treatment and aspects that are going
to address depression and suicide prevention. It's not just
looking at, “Let’s get you clean and sober.”

MYTH #4:

We should just use non-opioid treatment

Then the other question that has come up a lot, particularly
when people talk about changing the criminal justice system:
What should we do for people who have been incarcerated,
who have an opioid use disorder, and are now being released
in the public and are at very high risk for relapse as well as
overdose?

There's a push to use just antagonist treatment, Vivitrol, and
| don't really have a problem with that, as long as it turns out
that we can study it, and it's effective.

Because there was a lot of interest in doing this, the question
sort of generalized: why are we giving anybody agonist
treatment? Why can't we just treat everybody with the
blocker —with Vivitrol?

@ MeLean woseira

PROBLEM: many won'’t respond

Vivitrol stabilization still problematic

High drop-out

No preservation of opioid tolerance to protect
against death with relapse

Right now we need all three medications

The reason for that is that there are a lot of people who just
simply won't respond to that. Not everybody will do well
with an antagonist-based treatment like Vivitrol. There are
a couple of problems with it. For the example of the person
who's been incarcerated, if they haven't been exposed to
opioids (which is another story—there is a lot of opioid use
in the prisons), they don't need to have a washout period.

That's straightforward. You can start them on naltrexone
before they go. They can then continue to get their treatment.

However, for many people coming into treatment, they

have to really go through a detoxification process, where the
opioids wash out, so there has to be a significant amount of
time, at least a week, before it's safe to give them naltrexone.

And this week, where they're just in opioid withdrawal, is a
high dropout period. People don't tolerate it well, and they
just basically have trouble making it to that first dosing. So
that's one problem.

Another problem is that many people who get onto Vivitrol
come in, they get their first injection, and then they disappear
from treatment. Or, maybe they get two injections, and then
they drop out. That's a problem, too. We're working on trying
to improve retention in this treatment model.

It has been a problem because when they do drop out,
they've lost their tolerance, and if they relapse, they're now
at a great risk for opioid overdose.

The other treatments, while there's a downside to having
activation at the opioid receptor, the upside is that it does
preserve a little tolerance. They're less likely to have an
overdose fatality when they do overdose.

So, for the moment anyway, until we get better with all
of this, we need all three medications.

]

What do families need in addition

to naloxone training?

Then, finally, what do families need in addition to
intranasal naloxone rescue training? Which I'm so pleased
Massachusetts has taken up very rapidly, and access keeps
improving, so I'm not going to actually talk too much about
that, because we're really doing a good job with that.

I'm going to talk about the other aspects, though. In a
nutshell, families are mostly suffering from anxiety of losing
their loved one. They're terrified. They know that at any
moment, they could get the knock on the door or the phone
call, telling them their loved one is dead.

Then, there's all of the other problems of addiction that they
suffer with, what | call active using behaviors, that don't
reflect the person'’s character baseline, but is a symptom of
being actively in the disease: lying, cheating, stealing, etc.
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2. Clinical treatment
Law enforcement support

4. High-risk pregnancy support

So what families really benefit from are peer support groups.
That means getting together with other families who are in
similar situations to share support resources and information.

| think the peer support groups can be especially helpful if
you have a licensed professional facilitating it, not necessarily
directing it, but being there to answer questions that may
come up, or offer resources when somebody has a question
that nobody can answer.

Families need clinical treatment. The families that | see?
They have high levels of insomnia, anxiety, horrible
depression, despair, hopelessness, fear, and trauma. The
trauma of watching somebody get well, thinking you're out
of the woods, and then all of a sudden, “Oh my God, are we
here again? | don't know if | can live through this again.”

They need clinical treatment. They need therapy supports.
Sometimes, they need targeted treatment for their own
mental health issues: getting to sleep, depression, etc.

They need help from the law enforcement world. | can tell
you, a lot of patients that I've seen, their families will say,
“You know, in the worst of this, | found needles, heroin, a
supply. | went to my police station saying, 'l don't know what
to do with this. Can you do something with this?” Basically,
you know, they're up against, “We really can't take that,
ma'am, and also, your child will have drug charges if we do
something about it."

So, we have to figure out some way that families can get
some more and better support from law enforcement without
being put in this really strange situation of, it doesn't belong
in my possession, but I'm not really sure what else | can do
with it.

And then, you know, unintended pregnancy, unplanned
pregnancy—there are very high rates of that among
substance users for a variety of reasons. But when a
substance-using woman becomes pregnant and makes a
decision with their family that they want to keep the child,
the way they are treated in our healthcare system is awful.
Just awful. This extends to families, too.

So, | think that one of the places that we could immediately
do a lot of good is to train our clinicians who work in prenatal
and postnatal care how to be more understanding about

what the disease of addiction is, how difficult it is to break.
Essentially, deliver more effective, compassionate care, which
is not only going to be good for the families and the woman,
but also for the baby who is developing.
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Medication access
Mental health care
Levels of care
I. Toxicology services
5. CHRONIC maintenance care

Medication access. These are things that the Division of
Insurance can work on — medication access for everybody.
For all three medications, having the choice, so that if you try
one and you don't respond to it, you can easily and rapidly be
tried on another. And not have gaps in your treatment due

to your requirements for pre-authorization, delays in being
able to get something shipped to you, etc., etc.

Mental health care: | think I've already said enough
about that, but if that's not put into the treatment planning,
you're not likely to get the kind of outcome that you want.

Offering more levels of care: The gap between inpatient level
of care and outpatient level of care is just too wide. We need
day treatment. We need more residential treatment.

And then finally, toxicology services. Again, not for the point
of policing patients, but they're the only objective data. |

call them my vital signs — our breathalyzer for alcohol use
disorder, and urine toxicology or other toxicology for drug use
disorders. These are our vital signs. They're the only ones we
have, really.

Yet, somehow, in our line of work, instead of having a
technician who comes in and takes your blood pressure and
your pulse and then collects some blood for routine tests,
we're told, “Oh no, no. You can't have that. And we're going
to put a limit on the number of times that you can use this
kind of assay to inform your clinical interventions.” That's
just dumb.

You know, effective care needs to have reasonable access to
toxicological services. It would actually benefit from having
more of a medical model of payment for somebody up front
to do the weight, the blood pressure, the pulse, other vital
signs, and wellness checks, which would be very helpful to
providing comprehensive care.

This is chronic maintenance care. That's the point. So, if those
things are provided better for patients, families are also going

to have a much easier time with it.
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QUESTION AND ANSWER

Audience: You had mentioned the high-risk pregnancy
[inaudible]. Have you seen children who are born from high-
risk pregnancies, the side effects that they suffer?

Dr. Connery: In this case, we're talking about opioid use
disorders, so we're talking about the awful event of neonatal
abstinence syndrome, which is when you see a baby who has
been exposed in utero to opioids to a level of addiction, and
are born in opioid withdrawal.

As | mentioned, opioid withdrawal is miserable. It's an awful
physical and anxiety depressive state. When you see these
babies, it is actually very horrifying. | understand why people
look at that and say, “How can we allow this to happen to
these babies?”

But | ask the question, if we don't treat women, then what?
The babies are going to come anyway, right? But now, these
babies will not have had any appropriate prenatal care. So
they'll have all the problems of addiction, including a mother
who's actively addicted and probably depressed, as well as
all of the health problems of having not received a stitch of
prenatal care and not having the opportunity of a planned
delivery. This baby is going to have special requirements.
We need to be ready for it. We need to plan for it.

So, the alternative just isn't viable. | mean, leaving these
babies to be born God-knows-where and without proper
prenatal care and delivery planning; that's not an answer.
| don't have the miracle answer, which | wish | did, which
would be: Can we spare the babies from all of this?

But in reality, right now, the best we could do is really be
compassionate, engaging these women who are pregnant in
treatment that works, providing resources. If they can't stop
using even with treatment, residential treatment, protect
them from the environment. Provide for them. Provide for the
child. At least give them the opportunity to become

good mothers.

They may not make it, but some do. And on the point of the
post-delivery part, we thankfully have medical treatments
that will stabilize these babies. You know, there are some
people who were babies born to opioid-addicted women, who
suffered through the neonatal abstinence syndrome, and are
productive members of society; happy to be alive.

So, that's my picture of it. It is an awful reality, but there's a lot
that we can do to mitigate that awful reality, and end up in a
better place.
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Audience: You mentioned that [inaudible] users know that
they're—say heroin, for example—when they shoot up,
they know they can potentially kill themselves? What are
your thoughts on the effectiveness of Narcan? And while
it's keeping people alive, some of these [inaudible] users—
they're starting to use it as a safety net. And do you think
that's starting to ruin that perception of, “Oh, well, | don't
have to worry about dying because | have a couple bags

of this?"

Dr. Connery: Okay. I'm glad you bring that up. So the
question is, is the use of intranasal Narcan actually creating a
safety net for opioid users whereby they think, “Well, if | have
that handy or my friends have it handy, you know, I'm not
gonna kill myself. So that gives me more freedom to use.”

| have two answers to that. Actually, | have...

Audience: Or just maybe take away some of the danger.

Dr. Connery: Yeah. | have three answers to that. Number one,
if you've ever worked with an opioid addict, they don't think
that way when they're using. None of that is going on in their
head at all. They're not rational. They're not thinking about
anything other than my brain receptors are screaming that it's
time to use, and I've got to use.

So that line of logic that seems like it would be expected
from those of us who aren't addicted to opioids, you have
to understand, they're not even thinking about that. That's
number one.

Number two, there's no evidence that the use and
dissemination of intranasal Naloxone has increased opioid
use. The only evidence we have is that it's done a damn good
job of preventing people who would otherwise be dead from
being dead. They're still alive.

Number three, there is the very important question of, “What
do we do with them once we've resuscitated them?” Because
as | mentioned earlier, you give somebody intranasal Narcan,
they don't wake up and say, “Thank you for saving my life.”
They wake up and they're in the most miserable level of
opioid withdrawal that you can imagine. And they wake up
screaming, angry, get away from me. | mean, literally, they're
out of their minds. And the only thing on their mind is, | need
to use again. Right? Because that's what's going to fix it. This
is part of the brain illness aspect to it.

We've got AEDs in our malls. When we defibrillate somebody
who has had a heart attack in the mall, what do we do? Do
we say, “Oh, you don't want treatment? Okay, good luck.
Hope you have a good life. If you're not dead in a month,
maybe I'll see you at the mall again.”

We don't do that. If somebody gets defibrillated in public,
they get treatment. Right away, they get treatment. Right?
And if they say, “Oh, you know, no thanks. | don't want



2016 MASSACHUSETTS FAMILY IMPACT SEMINAR

treatment,” people bend over backwards trying to say, “Are
you nuts? You almost died there. You need treatment.” Right?

But somehow, we've had intranasal Naloxone for years, where
people wake up and they're angry, they want to use. A lot of
times, they just get discharged and sent on their merry way.
There's a discrepancy there that's just crazy.

| think that Governor Baker's new mandate—that somebody
within 24 hours gets a qualified professional evaluation for
substance use disorder and offered appropriate access to
treatment—is such a step in the right direction.

We may end up needing more than that, but that is just right
on target, and | really applaud that.

Audience: So, to me it sounds like when we're talking about
the spectrum of self-harm, there's a group that, you know, is
flirting with disaster in the sense that they are suicidal and
there is medical treatment for that. But there's also on the
other end of the spectrum, risk-seeking individuals who, you
know, might not wear their seatbelt. And then, you know,
maybe this group is a potential group to target prevention,
intervention as a [inaudible] for a drug use disorder? | was
wondering if there's any research that goes into that? Or

is the dialogue surrounding this self-harm, but not quite
classified as a medical need?

Dr. Connery: There is. So, the question is, on the topic

of self-harm and just risk-taking behavior in general, how
can we use this for the purpose of prevention? Prevention of
injury. Prevention of death. Prevention of addiction.

The dialogue is actually happening amongst the public health
experts. There's a group of them who have been pretty
vocally advocating that we change the way we're coding
deaths.

The self-harm aspect: if we identify this as an accident, then
our capacity to intervene in ways that will be effective for
prevention is minimized, but if we identify this as behavior for
which we can identify effective interventions for prevention,
now we're doing a lot of good.

One of the points that these public health experts make

is that the burden of evidence on medical examiners to
determine cause of death as intentional or suicide-related is
very, very high.

So, if somebody hangs themselves; somebody puts a gun

in their mouth; somebody puts a bag over their head; those
are pretty obvious. They get coded suicides. Somebody does
something less obvious like overdose on pills or drugs, and
there's a note there, “Dear loved ones, please forgive me,
but | couldn’t take it anymore.” Okay, that's suicide.

But in the many cases of overdose — whether it's by the
needle or by a bottle of pills, or a bunch of alcohol mixed with
all of this —there's no note. The only way that you would
really be able to call it a suicide, according to our current
coding, is if there was a sufficient investigation of that case
that determined pre-existing mental health problems or
suicidality. And enough evidence to piece it together and say,
“Yes, probably this was in the self-harm suicide spectrum.”

So, the problem is that the deaths are getting captured, but
not necessarily being categorized in the right bins. We're
probably undercounting suicides significantly. If we change
the way that we're coding these things to include deaths that
are self-inflicted, or self-harm deaths, we can do a whole lot
more on the public health prevention side around testing
interventions that will effectively prevent this. I'm 100%
behind that.

The other piece that | think is so important is that the
dialogue is happening, and many people are now mobilizing
to do something about this problem, but mental health is not
really getting the play that it needs in this picture.

And, you know, some of the reasons for that may be people
are afraid of how much it's going to cost. Right? If we can

cleanly separate this as an addiction problem, then let's just
get this supply of opioids out of the way and treat addiction:
that seems like it's going to cost less than dealing with all of
the other chronic illnesses—trauma, depression, suicidality.

Treatment is costly. Treatment for mental health and
substance use is not like many other medical treatments in
the sense that it often requires multiple contacts per week
as an outpatient. You might see a psychiatrist. You might see
a therapist. You might go to group therapy. You're going to
peer support, like 12-step or Smart Recovery, multiple times
a week.

This is hard on people, especially people with jobs or children
that they're raising. And, frankly, it's part of what continues
to fuel the stigma because you're doing the treatment that's
prescribed. It's very intensive. It's what's required to get
recovered, but what does your boss think of that? Another
medical absence?

| mean, it's different than even having to go into an office
once a week and get your vital signs monitored and
something checked. It's much more intensive. So there is
that perpetuation of stigma because it interferes with other
conflicting responsibilities.

But the problem is, we don't have a more efficient way to get
people well yet. Hopefully, that will continue with research
and development. But right now, this is what it takes to get
people well.
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