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• Brief History

• Research on effective outcomes across the 

country

• Components of effective treatment

• Response initiatives

• Recommendations/Discussion
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Overview



• Every dollar spent in AOD treatment saves 7$

• If medical expenses are included that rises to 11$

• Effective treatment works.

• Clinically appropriate levels of care work.

– But what is that?

• Why care about drug and alcohol treatment?

– 1 in 4 people has substance SUD in their families

– 1 in 4 people with addiction will die as a result

– Most addicted individuals never commit crimes
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Fast Facts



Cost/Benefit

In 2007, the cost of illicit drug use alone (Does not include alcohol use disorder) 
totaled more than $193 billion. Direct and indirect costs attributable to illicit drug use 
are estimated in three principal areas: crime, health, and productivity.

• Crime: includes three components: criminal justice system costs ($56,373,254), crime victim costs 
($1,455,555), and other crime costs ($3,547,885). These subtotal $61,376,694. 

• Health: includes five components: specialty treatment costs ($3,723,338), hospital and emergency 
department costs for non-homicide cases ($5,684,248), hospital and emergency department costs 
for homicide cases ($12,938), insurance administration costs ($544), and other health costs 
($1,995,164). These subtotal $11,416,232.

• Productivity: includes seven components: labor participation costs ($49,237,777), specialty 
treatment costs for services provided at the state level ($2,828,207), specialty treatment costs for 
services provided at the federal level ($44,830), hospitalization costs ($287,260), incarceration costs 
($48,121,949), premature mortality costs (non-homicide: $16,005,008), and premature mortality 
costs (homicide: $3,778,973). These subtotal $120,304,004.

 Taken together, these costs total $193,096,930, with the majority share attributable to lost productivity. The 
findings are consistent with prior work that has been done in this area using a generally comparable 
methodology (Harwood et al., 1984, 1998; ONDCP, 2001, 2004). 

 This report by ONDCP does not include alcohol related costs, which would add to these numbers

 For Pennsylvania this cost for illicit drug use would be $8,289,740,227
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Substance Use Disorders: 

Snapshot
Treatment Gap

Numbers in Thousands Needing Treatment for Illicit 

Drugs or Alcohol, 2011

• According to the NSDUH report, 
nationally we offer enough drug and 
alcohol treatment to address the needs of 
10.8% of individuals who need it.

– In Pennsylvania we do a little better;  
about 13 percent of those needing 
services get them

• According to data from the Survey of 
Inmates in Local Jails, in 2002 more than 
two-thirds of jail inmates were found to 
experience SUD

• SUD expenditures represented 1.3 percent 
of all healthcare expenditures in 2003 ($21 
billion for SUD vs. $1.6 trillion for all 
health expenditures). 

• The 2010 U.S. Drug Control Strategy cites 
that untreated addiction costs society over 
$400 billion annually with $120 billion of 
that in wasted or inappropriate health care 
procedures.
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Risk Factors

Biology: 

Genetics, Biological 
Vulnerability

Psychological: 

Trauma, Cognitive 
Beliefs, Mental Health

Social: 

Family Influences,     
Peer Pressure, 

Culture/Ethnicity, etc.

Emotional:

Coping Skills Deficits, 
Anger, Guilt, Shame 

Spiritual: 

Relationship with Higher 
Power, Relationship with 
Guiding Personal Values
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Overview of Substance and Drug Use

Source: Substance Abuse and Mental Health Services Administration. 

(2009). Results From the 2008 National Survey on Drug Use and Health: 

National Findings Rockville, Maryland. 

Past-Year Initiates for Specific Illicit Drugs 
Among Persons Age 12 or Older, 2008

Past-Year Initiates for Specific Illicit Drugs 
Among Persons Age 12 or Older, 2014



Past Month Heroin Use among People Aged 12 or Older, by Age Group: 2002-2014

Source: Substance Abuse and Mental Health Services Administration. (2014). Results From the 

2015 National Survey on Drug Use and Health: National Findings Rockville, Maryland. 



Overdose Deaths in Pennsylvania 2015

National average: 14.7
PA Average 26

Overdose Deaths: 3,383



Overdose Deaths in Pennsylvania 2016

National average: 16.3
PA Average: 36.5

Number of deaths: 3,642



Heroin Related Overdose Deaths in Pennsylvania

• Based on Pennsylvania Corners Association (PCA) reports in 43 counties, heroin and heroin related 
deaths have been on the rise for the past 5 years (PCA, 2013)

• Between 2009 and 2013 there 2,929 heroin related overdose deaths identified by county coroners.  
Of these, 490 (17%) were heroin only, while 2,439 (83%) involved multiple drugs.

• Other drugs commonly found along with heroin overdose include
– Other opiates: Methadone, Oxycodone, Fentanyl, Morphine, Codeine, Tramadol
– Other Illegal drugs: Marijuana, cocaine
– Other sedating drugs: Alcohol, benzodiazapines
– Antidepressant medications: Prozac, Celexa, Remeron, Trazadone, Zoloft

0

200

400

600

800

1000

1200

1400

2009 2010 2011 2012 2013
(Projected)

47 25
107

159

273
324 356

584

728

1248

Heroin Only and Multidrug Toxicity Deaths

Heroin only

Heroin and other drugs

*Projection based on overdose
data through July



Drug Related Overdose Deaths in Pennsylvania



Source of Nonmedical Use of Prescription Drugs
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Pain as the Fifth Vital Sign

14

History
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History

NEJM, 1980
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History

A 1989 monograph for the National Institutes of Health, which asked readers to 
"consider the work" of Porter and Jick. 

A 1990 article in Scientific American, where it was called "an extensive study" 
A 1995 article in Canadian Family Physician, where it was called "persuasive" 
A 2001 Time magazine feature, which said that it was a "landmark study" 

demonstrating that the " exaggerated fear that patients would become addicted" 
to opiates was "basically unwarranted" 

A 2007 textbook, "Complications in Regional Anesthesia and Pain Medicine," 
which said that it was "a landmark report" that "did much to counteract" fears 
that pain patients treated with opioids would become addicted. 

(Jacobs, 2016)

NEJM, 1980

http://books.google.com/books?id=LCGV5Std8JAC&pg=PA214&lpg=PA214&dq=landmark+Porter+Jick+opioids&source=bl&ots=zjjDGTkrfv&sig=daV39gTlYtxKz3dyrA7PSwMXrKA&hl=en&sa=X&ei=pjc2UafqNqu62gXauoGoBw&ved=0CDoQ6AEwAg
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Treatment Works: But what is treatment?

•Treat addresses a wide range of clinical 
issues that cause and exacerbate risks of 
substance use disorder.  

•These include the needs for habilitation and 
rehabilitation, including vocational supports, 
addressing trauma, learning coping skills, learning 
relapse prevention skills, improving relationships 
etc. 

•This is not to be confused with supporting 
services such as detoxification, medications, 
peer supports, 12-step programs, housing 
and other similar approaches which 
complement the core treatment program. 
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Length of Stay

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

Source: Greenfield et al, (2004). 
Effectiveness of Long Term Residential 
Treatment for Women: Findings from 3 

National Studies

Days in Treatment
Source: Zhang (2002). Does retention matter? 
Treatment duration and improvement in drug use.  
(4,005 clients)
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• Improvements in criminal recidivism and relapse rates are correlated to length of 

treatment, with highest rates of improvement among those with 9 months of 

treatment, and reduced effectiveness for treatment of less than 90 days (NIDA, 2002)

• Highest improvements were found in long term treatment with least improvement 

found in methadone maintenance (Friedmann et al, 2004)

• Lengths of stay are the number one predictor of outcomes for treatment (President’s 

Commission on Model State Drug Laws, 1993)

• Average length of stay for Medicaid clients was 90 days (Villanova Study, 1995). Best 

outcomes were found for longer lengths of stay and more complete continuum of 

care, measured as lack of criminal recidivism, abstinence, employment and higher 

paying jobs.  No benefit was found for treatment less than 90 days.  Currently, 

average length of stay in treatment for long term residential is 47 days (DPW, 2011)

• Length of stay has a direct linear relationship with improved outcomes (Toumbourou, 

1998)
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Length Of Stay
Studies consistently find length of stay as the primary predictor of 
outcomes, along with intensity of treatment and continuum of care.



Which Brain do You Want?
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During substance use                               One year drug and alcohol free

Notice the overall holes and shriveled appearance during SUD

and marked improvement with abstinence.

Normal healthy view.

Top down surface view. 

Full, symmetrical activity
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Progression of a Disease and Recovery

Late Addiction
“Rock Bottom”, Arrests 

Divorce, Loss of Job
Depression, 

Hopelessness,
Suicide, Death

No drinking
Social drinking
Drinking feels good

Drink to relax
Drink to escape

Withdrawal from friends
First DUI

Conflict in relationships
Missed time from work

Regular drinking
Amount of drinking increases

Drink to stop feeling bad
Disciplinary action at work 

Association with negative peer group
Antisocial beliefs justify behaviors

Increasing health complications
Relationship isolation/ alienation

Give to others
Optimism

Regain job
Face problems 

Honesty
More relaxed

Relationships improve
Begin to develop trust

Resolve legal issues
Self respect returning

Connect with sponsor/
positive peer group

Self examination
Medical stabilization
Thinking begins to clear

Desire for help



Transition Timeline
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Cognitive Therapy

• In CBT, Behaviors are motivated by beliefs

• Behavioral change is made by changing the 
belief patterns
– Police car example. 

• Examples of Addiction Generating Beliefs
– I can’t do anything else. 

– I need it. 

– I can’t survive without the (drug).

– I tried, but I’m not able to do it (terminally unique).

– It is easier to avoid than to face life's difficulties and self-responsibilities.

– I must have certain and perfect control over things.
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Peer Supports

• Increasing attendance at 12-step meetings following treatment are 
associated with increased rates of abstinence (Timko & 
DeBenedetti, 2007). 

– This includes a range of activities such as attendance, getting a sponsor, being a 
sponsor, reading at meetings, calling a 12-step member for help etc. 
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• Physical warning signs of drug use
– Bloodshot eyes, pupils larger or smaller than usual

– Sudden weight loss or weight gain

– Deterioration of physical appearance, personal grooming habits

– Unusual smells on breath, body, or clothing

– Tremors, slurred speech, or impaired coordination

• Behavioral signs of drug use
– Drop in attendance and performance at work or school

– Unexplained need for money or financial problems; may borrow or steal to get it.

– Engaging in secretive or suspicious behaviors

– Frequently getting into trouble (fights, accidents, illegal activities)

• Psychological warning signs of drug use
– Unexplained change in personality or attitude

– Sudden mood swings, irritability, or angry outbursts

– Periods of unusual hyperactivity, agitation, or giddiness

– Lack of motivation; appears lethargic or “spaced out”

– Appears fearful, anxious, or paranoid, with no reason
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Intervention- Identify Warning Signs



Overdose

• Signs of an overdose: 

– Slow or shallow breathing. 

– Very sleepy and unable to talk, or unconscious. 

– Does not respond to attempts to rouse to consciousness. 

– Skin color is blue or grayish, with dark lips and fingernails. 

– Snoring or gurgling sounds 

• If there are symptoms of an overdose: 

– Lightly tap, shake, and shout at the person to get a response. If there is still no 

response, rub knuckles on the breast bone. 

– If the person responds, keep them awake. 

– Call 911 
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• What does “recovery” look like?
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Recovery Lessons Learned

• Faces and Voices of Recovery Survey of 3,200 

individuals with an average of 10 years in recovery. 

• Personal Descriptions:

– The majority (75%) selected “in recovery”; 

– 14% chose “recovered,” 

– 8% “used to have a problem with substances and no longer do,”

– 3% chose “medication-assisted recovery.” 

• Paths to Recovery: 

– 71% professional addiction treatment 

– 18% had taken prescribed medications (e.g., buprenorphine or methadone). 

– 95% had attended 12-step fellowship meetings (e.g., Alcoholics Anonymous),

– 22% had participated in non-12-step recovery support groups (e.g., LifeRing, 

Secular Organizations for Sobriety (S.O.S.). 
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Substance Use Disorder and 

Older Adults
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Alcohol use across the lifespan

NHSDU – SAMHSA 2006



Overdose deaths across the lifespan
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• Factors associated with prescription drug misuse/SUD 

in older adults 

– Female gender

– Social isolation

– History of a substance use disorder 

– History of or mental health disorder – older adults 

with prescription drug dependence are more likely 

than younger adults to have a dual diagnosis

– Medical exposure to prescription meds with misuse 

potential

Who is at greatest risk for medication misuse/SUD?

(Source: Simoni-Wastila, Yang, 2006)



Early vs Late onset 



SUD in the Elderly

• Factors associated with SUD

– Genetics

– Stress

– Co-morbidities

– Metabolism

• Structural Problems

– Research not consider aged

– Dosage one size fits all

• Age related changes in SUD

– “Maturing out” Theory

• Mortality

• Morbidity

• Maturational Factors

• Until problems emerge difficult to ID

• Access to prescription drugs is changing 



Risk Factors



Prescription Drug Misuse

• Reason for misuse of meds

– Difficulties reading and following 

prescription

– Cognitive deficits

– Cost

– Complexity of drug treatment



Proper use 
of 

Medication
Misuse Abuse Dependence
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Spectrum

Substance Use Disorder



• Misuse is defined as non-adherence to prescription directions and can 
be either willful or accidental. 

• One-quarter of the prescription drugs sold in the United States are used by 
the elderly, use more meds than any other age group 

• Older adults are likely to experience more problems with relatively small 
amounts of medications because of increased medication sensitivity as well 
as slower metabolism and elimination.  

• Factors associated with prescription medication misuse and SUD by older 
adults include female sex, social isolation, history of substance use or 
psychiatric disorder, poly-pharmacy, and chronic medical problems.

• Commonly prescribed drugs with misuse potential include those for anxiety, 
pain, and insomnia, such as benzodiazepines, opiate analgesics, and 
skeletal muscle relaxants 

Medication Misuse



• Improve medication compliance by consumers 

• Encouraging health care professionals to explain carefully how and       
when to take medications and what must be avoided, e.g. alcohol, 
OTC, etc. 

• Improving doctor-patient communication 

• Encouraging consumers to let physicians know all they are taking, 
e.g. OTC, herbal preparations, etc

• Addressing communication barriers, e.g. language, hearing or visual 

problems 

• Patient medication list or brown bag with all prescriptions and OTC 
medications to be reviewed by ALL specialists and physicians

• Providing consumers aids, e.g. medication tracking devices 

• Implementing policy changes, e.g. geriatric-relevant labeling 

• Encourage annual “medication review” with primary care physician 

Medication Misuse Strategies



• Ageism: The term ageism was coined in the mid-1960s (Butler, 1969) to 

describe the tendency of society to assign negative stereotypes to older adults. 

Older adults often internalize such stereotypes and thus are less likely to seek 

out mental health and SUD care (Patterson and Dupree, 1994). Older 

individuals with SUD may be deemed not worthy of the effort involved in treating 

or changing behavior because "they are likely to die soon anyway."

• Lack of Awareness: A second barrier to treatment is a lack of awareness of the 

problem that is often shared by the older individuals with SUD, his or her loved 

ones, the community, and society as a whole. If adults attribute their alcohol 

problems to a breakdown in morals, they are not likely to seek SUD treatment.

• Clinicians' and Service Professionals' Behavior: Health care and older adult 

service providers may be as slow to spot SUD. With an older patient, health 

care providers are often in a quandary - symptoms such as fatigue, irritability, 

insomnia, chronic pain, or impotence may be produced or influenced by SUD, 

common medical and mental disorders, or a combination of these conditions.
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Treatment Issues



Transportation: Transportation to treatment and coordinated care can be a 
challenge.  This is less an issue for residential care than for other outpatient levels 
of substance use disorder treatment. An increasing number of at-risk older adults have 
no family members available to assist them in seeking advice. 

Shrinking social support network: Fewer friends to support them, participate in 
the

treatment process, or take them places.

Time: Despite the assumption that older adults have an excess of free time, 
they may well have to provide 24-hour supervision to a spouse, other relative, 
or friend, or have to care for grandchildren while the parent works.

Lack of expertise: Few programs have specialists in geriatrics, treat many 
older

adults, or are designed to accommodate functional disabilities such as hearing 
loss or ambulation problems.

Financial: The structure of insurance policies can be a barrier to treatment.

Stigma: The stigma of behavioral health problems can prevent older adults 
from seeking treatment. 

46

Treatment Issues



Signs of Alcohol Misuse and SUD

Early Signs 

• Sneaking drinks 

• Gulping first drinks 

• Unwillingness to discuss drinking 

• Guilty feelings about drinking 

• More frequent memory blanks 

Addictive Signs 

• Conspicuous drinking 

• Flashes of aggression 

• Grandiose or “showy” behavior 

• Personal relationships risked and devalued 

• Decreased sexual drive 

• Loss of friends due to drinking 

• Unreasonable resentments 

• Noticeable self-pity 

• Most functioning is focused on getting and using alcohol 
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Warning Signs to Watch For



• Continuing education on risk management, SUD, 
identification of substance SUD risks

• Education in Screening, Brief Intervention, Referral to 
Treatment (SBIRT) 

• Education in cultural issues in treating older adults

• Refer to recently adopted Prescribing Guidelines for: 

– PA Emergency Department (ED) Pain Treatment 
Guidelines

– PA Opioid Guidelines with prescribing practices for 
chronic non-cancer pain

– PA Prescribing Practices for Geriatric Pain

• SAMHSA TIP 26 Substance Abuse Among Older Adults
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Recommendations



Commonwealth Response
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Naloxone and Act 139
• How do I get naloxone?

– Family members and friends can access this medication by obtaining a 

prescription from their family doctor or by using the standing order (a prescription 

written for the general public, rather than specifically for an individual) issued by 

Rachel Levine, M.D., PA Physician General.

• What types of naloxone are available?

– Nasal Spray (Narcan by Adapt Pharma)

– Auto Injector (Evzio by Kaleo)

• Is additional training available?

– Training is available at one of the Department of Health approved training sites 

www.getnaloxonenow.org or https://www.pavtn.net/act-139-training.
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http://www.getnaloxonenow.org/
https://www.pavtn.net/act-139-training
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The Solution

• Prevention
– Permanent Drop Boxes for medication disposal

– Proper Storage Procedures (i.e. lockbox in the home)

– Pennsylvania Youth Survey

– Prescribing Guidelines

– Prescription Drug Monitoring Program

• Intervention
– Naloxone

– Good Samaritan

• Treatment
– Warm Handoff Initiatives

– Centers of Excellence

– Examine barriers to treatment (e.g. payment, access etc.)
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Prescribing Guidelines

Key elements include safety 

issues (falls, safe storage), pill 

box organizers, starting with 

opioid alternatives, using lower 

dose/durations.  

Key elements include identification 

of best practices, recognition of 

red flags/risks, and quality 

practices such as patient 

validation, and prescription 

validation



The Solution (cont.)

• Awareness of Insurance and other Protections
– Act 106

• Protects group health insurance plans

– Act 152
• Protects services in Medicaid plans

– Mental Health and Parity and Addiction Equity Act
• Requires SUD to be treated with equivalent coverage as other medical 

conditions

– Patient Protection and Affordable Care Act
• Requires the coverage of SUD as an essential benefit

– 42CFR Confidentiality
• Protects confidentiality of SUD patients from adverse effects from the stigma 

associated with the disease 
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Parity?
Addiction Treatment Coverage:

• Detoxification – 100%

• Opioid Substitution Therapy – 50%

• Urine Drug Screen – 100%

– 7 per year

• Wide variety in coverage across states

Diabetes Coverage: 

• Physician Visits – 100%

• Clinic Visits – 100%

• Home Health Visits – 100%

• Glucose Tests, Monitors, Supplies – 100%

• Insulin and 4 other Meds – 100%

• HgA1C, eye, foot exams 4x/yr – 100%

• Smoking Cessation – 100%

• Personal Care Visits – 100%

• Language Interpreter – Negotiated

Source: (McLellan, 2013)



ACA
• SUD treatment is now an “Essential Service” 

1) Ambulatory patient services; 

2) Emergency services; 

3) Hospitalization; 

4) Maternity and newborn care; 

5) Mental health and substance use disorder services, 
including behavioral health treatment; 

6) Prescription drugs; 

7) Rehabilitative and habilitative services and devices; 

8) Laboratory services; 

9) Preventive and wellness services and chronic disease 
management; 

10) Pediatric services, including oral and vision care

• Funds full continuum of care
• Prevention, Intervention, Treatment

• Accesses federal funding



Client

Medical 
Providers

SUD 
Treatment

Elements of the Warm Handoff

•County Drug and Alcohol Agency 

(SCA) helps ensure active funding 

stream (e.g. Medicaid, county 

funding, etc)

•Their role is to identify payment 

sources, to complete an initial 

assessments, and to connect 

individuals to treatment

•DDAP has led efforts to address 

each of these areas, with specific 

action steps.



CURES
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• The 21st Century Cures Act is a United 

States law enacted in December 2016. 

• It authorized $6.3 billion in funding, mostly 

for the National Institutes of Health

• State Targeted Response to the Opioid 

Crisis Grants of 2017

• Pennsylvania awarded $26 million 
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CURES



Requirements: 

– Needs Assessment

– Strategic Plan

– Outcomes to reduce opioid related overdose 

and death

Process: Interdepartmental Collaborations

• Department of Drug and Alcohol Services

• Department of Human Services

• Department of Health

• Department of Aging
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CURES



– Majority of funding is directed at treatment for 

uninsured and underinsured individuals. 

– Activities include a range of approaches

• Prevention

– PDMP

– Evidence Based Prevention/Intervention Services

– Public Education Materials

• Intervention

– Hotline for Substance Use Disorder
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CURES



• Treatment

– Pennsylvania Coordinated Medication Assisted 

Treatment

• Recovery

– Use of Warm Handoffs in Emergency Departments

• Special Populations

– Criminal Justice Drug Courts

– Targeted workforce trainings

– Older Adults
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CURES



- Safe Prescribing guidelines

- Academic detailing:
• Physician to Physician education 

• PDA/PACE partnership with ALOSA foundation

• CURES money to fund 3-4 new detailers 

• Utilizing PDMP information in conjunction with 

PACE database information 

• Targeting counties with high prescribing rates, and 

a high geriatric population 
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Department of Aging & CURES



• Are my programs trained in cross-system needs (criminal justice, child 
welfare, medical etc)?

• Are my system partner programs trained in drug and alcohol 
treatment?

• Are we using adequate lengths of stay or terminating based on 
funding?

• Are we using a continuum of care?

• Are we educating on proper prescribing practices?

• Does our county have medication take back boxes?

• Are we expanding the use of Naloxone to save overdose victims? 

• Are we facilitating access to funding for needed services such as 
implementing the jail Medicaid project? 

• Are we supporting our community efforts for prevention, to reach long 
term improvement.

• Are we doing SOMETHING?   Pick one and keep moving forward.

What Can I Do?   10 Simple Steps



Contact Information

Ken Martz, Psy.D. CAS
Special Assistant to the Secretary

Pennsylvania Department of Drug and Alcohol Programs

02 Kline Village 

Harrisburg, PA 17104

KeMartz@pa.gov

(717)547-3323
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