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Working with communities to address 
the opioid crisis.

 SAMHSA’s State Targeted Response Technical Assistance 
(STR-TA) and State Opioid Response Technical Assistance 
(SOR-TA) grants created the Opioid Response Network to 
assist states, individuals and other organizations by 
providing the resources and technical assistance they need 
locally to address the opioid crisis .

 Technical assistance is available to support the evidence-
based prevention, treatment, and recovery of opioid use 
disorders. 
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Working with communities to address 
the opioid crisis.

 The Opioid Response Network (ORN) provides local, 
experienced consultants in prevention, treatment and 
recovery to communities and organizations to help address 
this opioid crisis. 

 The ORN accepts requests for education and training. 

 Each state/territory has a designated team, led by a regional 
Technology Transfer Specialist (TTS), who is an expert in 
implementing evidence-based practices. 
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Contact the 
Opioid Response Network

 To ask questions or submit a request for technical 
assistance: 

• Visit www.OpioidResponseNetwork.org 

• Email orn@aaap.org

• Call 401-270-5900

7



Physical Dependence vs. Use Disorder

 Dependence-physiological state

– Tolerance (need more for same effect)

– Withdrawal (sick when no more drug)

– Occurs with alcohol, cannabis, opioids, 
benzodiazepines, nicotine

– Does NOT occur with cocaine, amphetamines



Substance USE Disorder (SUD)

 Compulsive use despite consequences

– Brain disorder due to mismatched reward mechanism 



JRB 2010



JRB 2010



Empowering language

 Urine drug screen (UDS) pos or neg for targeted 
substances

 MUDDY sample

This Photo by Unknown Author is 
licensed under CC BY-NC-ND

This Photo by Unknown Author is licensed under CC BY-SA

http://pastexpiry.blogspot.com/2010/01/cartoon-urine-sample.html
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://es.wikipedia.org/wiki/Orinoterapia
https://creativecommons.org/licenses/by-sa/3.0/


Risk factors

 Biological predisposition toward SUD (Family 
history)

 Genetics

 Psychological-depression and/or 
trauma/victimization

 Adverse Childhood events

 Social-family, friends, peers



Critical RISK Factors

 Onset of use before age 15

 Daily or weekly use of one drug

 Poly-drug use

“Youth who make it through the early teen years 
without substance use decrease the likelihood of 
developing the DISORDER by 4 times” 

--McClellan, Lewis JAMA 2000 PLNDP



Treatment



Impact of Short-Acting Heroin As Used on a 
Chronic Basis in Humans
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Opioid Detoxification Efficacy

 Extremely high relapse rates ~90%. Sometimes 
the same day after leaving facility

 High risk for HIV, Overdose upon relapse

 Abstinence based approach is not the treatment 
for Opioid dependence

17



Opioid Agonist Treatment (OAT)

 The recommended treatment for Opioid 
dependence

 Best outcomes, treatment retention and 
lowest rates of return to use

18



Date of download:  2/8/2020

From: Comparative Effectiveness of Different Treatment Pathways for Opioid Use Disorder

JAMA Netw Open. 2020;3(2):e1920622. doi:10.1001/jamanetworkopen.2019.20622
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Date of download:  2/8/2020

From: Comparative Effectiveness of Different Treatment Pathways for Opioid Use Disorder

JAMA Netw Open. 2020;3(2):e1920622. doi:10.1001/jamanetworkopen.2019.20622



Medications for opioid use disorder



Opioid Agonist Treatment (OAT)

 Normalizes immune and endocrine systems

Reduces death rates/OD

23



Opioid Agonist Treatment

 Decreases illicit opiate use, intravenous drug use 
(IVDU), HIV and Hepatitis C transmission

 Increases pro-social activities, employment

 Reduces ER visits and hospitalization

 Decreases criminal activities

24



Crime among 491 patients before and 
during MMT at 6 programs

Adapted from Ball & Ross - The Effectiveness of Methadone Maintenance 
Treatment, 1991 JRB 2010
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Opioid Agonist Treatment

 Once stable on a dose, it rarely has to be adjusted

 Allows behavioral changes to be made

26



Methadone

 Prescribed and dispensed in an Opiate Treatment 
Program (OTP)

 However, in some OTPs buprenorphine is 
prescribed and dispensed instead of methadone



Buprenorphine

 Prescribed by medical providers in an Office Based 
Opioid Treatment (OBOT) program



Efficacy: Full Agonist (Methadone) Partial Agonist
(Buprenorphine), Antagonist (Naloxone)
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Now Simply Add Methadone
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Methadone

 Once-a-day dosing will generally achieve relatively 
stable blood levels.

 Methadone reaches peak blood concentration 
between 2 and 4 hours after dosing



Steady-State Simulation - Maintenance Pharmacotherapy
Attained after 4-5 half-times, 1 dose / half-life

Time (multiples of elimination half-lives)
Daily dose remains constant to steady-state

Adapted from 
Goodman & 
Gilman

Opioid Agonist Treatment of Addiction  - Payte - 1998



Methadone

 Can take up to 6 months for most individuals using 
heroin to stabilize and for stress hormone levels to 
normalize



Opioid Treatment Program (OTP) Access



OTPs

 Counseling

 Urine drug testing

 Daily dosing until stable



Drug testing

 Urine or saliva

 Duration of time after taking affects results

 Cut off on levels affects results

 Morphine analogues



Integrated Health System for Addictions 
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1. Northwestern Hub  
HowardCenter Chittenden Clinic 
Chittenden, Addison & Grand Isle

2. Farwestern Hub  
BAART Behavioral Health Services
Franklin & Grand Isle

3. Northeastern Hub  
BAART Behavioral Health Services     
Essex, Orleans & Caledonia

4. Central Vermont Hub 
BAART/Central Vermont Addiction 
Medicine
Washington, Lamoille & Orange

5. Southwestern Hub
Rutland Regional Medical Center  
Rutland & Bennington

6. Southeastern Hub 
Southeast Regional Comprehensive 
Addictions Treatment Center (Habit  

OPCO &  Brattleboro Retreat)
Windsor and Windham 

Vermont:  Population 626,562



Opioid Treatment Programs (OTPs)

 What it be like for you to:

 Spend 1 hour to get to treatment, 

 Then stand in line, 

 Get a dose of medication 

 And then get home or to work EVERY SINGLE DAY?

39



Retention Rates in OTPs

 Can range from 19% to 94% at 3 months 

 Overall 60.7% at 12 months due to:

– Dissatisfaction with treatment 

– Distance and travel time of >30 minutes

 Mortality rates rise with treatment dropout

40



Most Common Reasons for OTP Drop Out 

 Work hours

 Incarceration

 Pressure from family, friends, or abstinence-based 
communities

 Transportation

41



Buprenorphine

Partial agonist used for the treatment of opiate 
dependence in a doctor’s office

Dose

E
ffect

Full agonist

Partial agonist

JRB 2010



Efficacy: Full Agonist (Methadone) Partial Agonist
(Buprenorphine), Antagonist (Naloxone)
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Buprenorphine

 Buprenorphine is the opioid blocker

 Naloxone is added to reduce injection of bup

 Taken under the tongue (film) or as pill

 Injectable forms and rods as alternatives



Buprenorphine

 Ceiling effect on respiratory depression

 Long acting

 Less reinforcing 

 Harrison Act of 1914 was reversed by DATA 2000



Buprenorphine

 Have to take an 8 hour training

 Needs a waiver on the DEA license in order to prescribe 
for opioid use disorder

 Caps apply

 60% of all rural counties in US have NO bup provider



Naltrexone

 Full opiate antagonist

 Given in select circumstances

 Doses range 50-100 mg/ day orally or 

 Once a month injection (Vivitrol)

 Reducing craving for alcohol

 Side effects: depression, nausea, GI upset, HA, 

drowsiness, serious effects on liver



How Easy Can We Make It?

 Better hours

 Low barrier programs

 Same day admissions

 Staff trained in mental health and trauma

 DESTIGMATIZE to make it more welcoming for ALL

 Full insurance coverage

 HARM REDUCTION thinking

50



Factors

Strength of the therapeutic relationship with the 
provider.

51



What Can We Expect

52

BZD COC OPI AMP
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Retention

53

July August Sept Oct Nov Dec
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Ease of Admission -> 95% Dose on 
Admission

54
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What About Jails

 Does your system of incarceration support MOUD?

 What do you think happens when you send 
someone on methadone or buprenorphine to jail?

 What happens on release?

55



What Can Providers Give to Courts

 Treat the underlying brain changes with MOUD

 Help people stay in treatment

 Provide information on patient progress

 Advocate when appropriate

 Timely information before hearing

 Testimony in extreme cases

56



Mandated Treatment

 What is the evidence?

 What is the stage of change of the patient?

 How can we separate drug use from compliance in 
treatment?

57



Recovery 
Processes: 
Is Recovery 
Abstinence

John F. Kelly, PhD., ABPP

May 27, 2021

The New Science on 
Addiction Recovery



John F. Kelly, PhD ABPP
Elizabeth R. Spallin Professor of Psychiatry in Addiction Medicine

Harvard Medical School
Director Recovery Research Institute

Associate Director Center for Addiction Medicine 
Massachusetts General Hospital 

No disclosures.

Content presented here represents the views of the 
presenter/author and do not necessarily represent 
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50 years…
1970-2020



1970

During the past 50 yrs since “War on Drugs” 
declared, we have moved from “Public Enemy 
No. 1” to “Public Health Problem No. 1”





Laws passed in the past 50 yrs have moved from more 
punitive ones to public health-oriented ones…. increasing 
availability, accessibility and affordability of treatment.



2013 ONDCP Director 
Kerlikowske declares move 
away from “war on drugs” 
toward broader public 
health approach



Public Health Approaches to Addressing 
Drug-Related Crime: Drug Courts 



Public Health Approaches to Law 
Enforcement 

 Chief Campanello 

▪ Angel Program 

“Help not 
Handcuffs” 





National (Portugal) and State Drug Policy Positions are shifting across the US 

including decriminalization of possession of small amounts of all drugs (Oregon) 

and legalization of others (cannabis)…

Source: Canada Drug Policy Coalition





The “War on Drugs” rhetoric reflected a national concerted effort to reduce 
“supply” but also “demand” that created treatment and public health oriented 
federal agencies.



Paradigm Shifts 



Past 50 yrs since 
declaration of “War 

on Drugs” led to 
large-scale federal 

appropriations and a 
number of paradigm 

shifts…

Etiology

Neurobiology

EpidemiologyPathways

Clinical 
Course

Treatment



Genetics, Genomics, Pharmacogenetics



Neuroscience: Neural plasticity





What people really need is a good 
listening to…



“Quitting smoking
is easy, I’ve done it 
dozens of times.” 

- Mark Twain



Swift, certain, modest, 
consequences shape behavioral choices…



Effective Medications

Effective Medications



Harm Reduction Strategies 

 Anti-craving/anti-relapse 
medications (“MAT”)

 Overdose reversal medications 
(Narcan)

 Needle exchange programs

 Heroin prescribing

 Safe Injection Facilities/Safe 
Consumption sites/Overdose 
prevention facilities





Addiction 

Onset

Help 

Seeking
Full Sustained 
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Risk drops 
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The clinical course of addiction and achievement of stable 
recovery can take a long time …

can we speed this up??



 Putting out the fire -
good job

 Preventing it from re-
igniting (RP) - less 
emphasis

 Re-building materials
(recovery capital) –
largely neglected

 Granting “rebuilding 
permits” (removing 
barriers) –largely 
neglected 

 

New emphasis on 
understanding how 
people successfully 
achieve stable remission… 
with a focus on “recovery 
research”

Traditional addiction 
treatment approach: 

Burning building 
analogy

• Putting out the fire -good 
job

• Preventing it from re-
igniting (RP) - less emphasis

• Re-building materials
(recovery capital) –largely
neglected

• Granting “rebuilding 
permits” (removing 
barriers) –largely neglected 



Etiology

Neurobiology

EpidemiologyPathways

Clinical 
Course

Treatment

Addiction field now 
experiencing another 
paradigm shift beyond
acute care models 
addressing only clinical 
addiction pathology and 
towards holistic models of 
sustained disease, or 
“recovery”, management 
…
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National 
Recovery 

Study (NRS)

Designed to:

– Estimate national “recovery” prevalence using 
nationally-representative, probability-based, 
sample of individuals who self-report once having a 
problem with AODs but no longer do…

– Uncover and discover more about chosen recovery 
pathways and their correlates

– Estimate number of serious quit attempts prior to 
problem resolution

– Investigate relationships between duration of 
recovery and changes in other health behaviors 
(e.g., smoking cessation) indices of functioning and 
quality of life
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Kelly et al, 2017, Drug and Alcohol Dependence



Alcohol
59%

Cannabis
13%

Cocaine
11%

Methamphetamine
8%

Opioids
6%

Other
3%

Primary Substance

Alcohol Cannabis Cocaine Methamphetamine Opioids Other

Kelly et al, 2017, Drug and Alcohol Dependence
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Proportion self-identify as 
being “in recovery”

 Odds of self-identifying in this 
manner associated with greater 
indices of greater severity (earlier 
age of onset, psychiatric 
comorbidities, greater treatment 
and recovery support services use)

46%

Kelly et al, 2018, Psychology of Addictive Behaviors



Outline

Why long-term 
remission/recovery 

important? 

National Recovery 
Study

What is the 
prevalence of alcohol 
or other drug problem 

resolution?

What proportion self-
identify as being “in 

recovery”? 

What are the 
pathways followed? 

How many serious 
attempts does it take 

to resolve AOD 
problems? 

What is quality of life 
and functioning like in 

recovery? 



MULTIPLE PATHWAYS TO 
RECOVERY

Acknowledges myriad ways in which 
individuals can recover: 

• Clinical pathways (provided by a clinician 
or other medical professional – both 
medication and psychosocial interventions)

• Non-clinical pathways (services not 
involving clinicians like AA)

• Self-management pathways (recovery 
change processes that involve no formal 
services, sometimes referred to as “natural 
recovery”).



Assisted 
54%

Unassisted
46%

Recovery Pathways: Assisted vs Unassisted

Assisted Unassisted
Kelly et al, 2017, Drug and Alcohol Dependence



Formal Treatment
27%

Medications 
9%

Recovery Support 
Services

21%

Mutual-Help
43%

Assisted Pathway: Services Used

Formal Treatment Medications Recovery Support Services Mutual-Help
Kelly et al, 2017, Drug and Alcohol Dependence



…broad array of 
support services 
utilized…

Recovery

Mutual help 
organizations

Peer-based 
recovery 
support 
services

Recovery 
Residences

Clinical 
models of 
long-term 
recovery 

management

Recovery 
community 

centers

Recovery 
supports in 
educational 

settings



Cochrane 
Systematic Review 

on AA/TSF 
(2020)

 Kelly, JF

 Humphreys, K

 Ferri, M



Kelly et al, 2020, Cochrane Database Sys Rev



Kelly et al, 2020, Cochrane Database Sys Rev



HEALTH CARE COST OFFSET
CBT VS 12-STEP RESIDENTIAL TREATMENT

Compared to CBT-treated 
patients, 12-step treated 
patients more likely to be 
abstinent, at a $8,000 
lower cost per pt over 2 
yrs (potential $15 billion  
total savings for AUD 
patients nationally)

Also, higher 

remission rates, 

means decreased 

disease and deaths, 

increased quality of 

life for sufferers and 

their families  

Kelly et al, 2020, Cochrane Database Sys Rev
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Negative Affect 

Abstinence self-

efficacy

Social network

Spirituality

Social 

Abstinence self-

efficacy

Recovery 

motivation

Impulsivity
Craving

Coping 

skills

Empirically-supported MOBCs through which AA confers benefit

Adapted from: Kelly, 2017; Kelly, Magill, Stout, 2009
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46

Proportion Reporting Alcohol/Drug 
Problem Resolution and Complete 

Abstinence from Alcohol/Drugs at Time of 
Survey (NRS)

Total Abstinence at time of survey

Still using primary/secondary substance

20.0

34.0

46.0

Proportion Reporting Alcohol/Drug Problem 
Resolution and Use Status Since Problem 

Resolution

Completely continuously abstinent  since problem resolution

Some use of some substance at some point since problme resolution

Some substance use at time of survey

Abstinent vs Non-Abstinent Problem Resolution

Kelly et al, 2017, Drug and Alc Dep; Eddie et al, under review



Association 
between 

abstinence 
status and well-

being, 
functioning, and 

psychological 
distress… 

 Of all those reporting problem resolution at the time of 
the survey only 20% reported complete abstinence from 
all AOD since resolving their problem, and an additional 
34% reporting some use of a substance since resolving 
their problem.

 However, a more abstinent resolution status was 
associated independently with better functioning, well-
being, and lower psychological distress, despite having 
more severe clinical histories prior to resolving their 
problem. 

 Suggests while many report having resolved a significant 
AOD problem, use persists for some and greater use of 
secondary/primary substances over time is related to 
poorer functioning and well-being… but longer problem 
resolution was associated with abstinent status suggesting 
that people tend to discontinue use over time… 

 Cross-sectional nature of this study cannot speak to 
directionality of effects but other studies support the 
notion that abstinence remission is more stable remission 
and associated with better functioning… 



Dawson DA, Goldstein RB, Grant BF. (2007). Rates and correlates of relapse among individuals in remission from DSM-IV alcohol dependence: A 3-year follow-up.  

STUDY DESIGN: Cross-sectional, nationally-representative sample

PARTICIPANTS: Of the N=2,109 U.S. adults who were in full remission from 

prior DSM-IV alcohol dependence in the year preceding the Wave 1 

interview, N=1,772 participants were reinterviewed in Wave 2

AIMS WERE TO DETERMINE:

• Remission type

• Rate of relapse

• Risk of relapse compared to duration of remission

MEASURES INCLUDE: 

• DSM-IV alcohol use and dependence

• Recovery status

• Relapse

• Covariates (e.g., age, gender, race/ethnicity, etc.)

This study assessed the 

risk of relapse among U.S. 

adults who reported at 

least 1 full year of 

remission from alcohol 

dependence

REMISSION FROM ALCOHOL DEPENDENCE: National 
Epidemiologic Survey on Alcohol and Related Conditions



Dawson DA, Goldstein RB, Grant BF. (2007). Rates and correlates of relapse among individuals in remission from DSM-IV alcohol dependence: A 3-year follow-up.  

Table 1. Percentage distribution by Wave 2 past-year recovery status, 
according to type of remission at baseline

Baseline 
recovery status

No. of 
cases

Wave 2 past-year recovery status

Dependent
Partial 

remission
Asymptomatic 

risk drinker
Low-risk 
drinker

Abstainer

Asymptomatic risk 
drinker

431 6.0 (1.1) 33.9 (2.6) 31.3 (2.6) 21.4 (2.6) 7.4 (1.7)

Low-risk drinker 645 2.9 (0.6) 19.2 (1.8) 11.3 (1.4) 48.3 (2.4) 18.3 (1.9)

Abstainer 696 2.1 (0.6) 3.8 (0.9) 3.4 (1.0) 13.5 (1.7) 77.2 (2.1)

Recovery status at Wave 2 varied strongly as a function of remission 

type, with baseline abstainers being the most stable category

Baseline abstainers were the most stable 

category, with 77% remaining abstinent

Asymptomatic risk drinkers were just as likely 

to develop AUD symptoms (34%) as they were 

to remain asymptomatic (31%)

48% of baseline low-risk drinkers remained in 

the same category, while 18% became 

abstainers and 19% developed dependency

REMISSION FROM ALCOHOL DEPENDENCE: National 
Epidemiologic Survey on Alcohol and Related Conditions
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Frequency Distribution of Serious Recovery Attempts Prior to Successful Resolution
(LEFT: Full sample RIGHT PANEL: Outliers removed)

Kelly et al, 2019, Alc Clin Exp Res



Frequency Distribution of Serious Recovery Attempts Prior to Successful Resolution
(LEFT: Full sample RIGHT PANEL: Outliers removed)

Skewness=5.89, SE=0.57; Kurtosis=50.27, SE=9.66

Kelly et al, 2019, Alc Clin Exp Res



Frequency Distribution of Serious Recovery Attempts Prior to Successful Resolution
(LEFT: Full sample RIGHT PANEL: Outliers removed)

Mean Median

Full Sample 5.35 (13.41) 2 (1, 4)

Kelly et al, 2019, Alc Clin Exp Res



Median Recovery Attempts by Primary Drug

Kelly et al, 2019, Alc Clin Exp Res



Number of Recovery Attempts by Clinical and Recovery Support Services Use

Kelly et al, 2019, Alc Clin Exp Res
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Kelly et al, 2018, Alc Clin Exp Res



Significant Change 
in Slope 
5-6yrs

Kelly et al, 2018, Alc Clin Exp Res



QoL same as Gen. Pop. 
After 15yrs

Kelly et al, 2018, Alc Clin Exp Res
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9.1% or 22.35 Million Americans resolved sig. AOD prob.

Only about half self-identify as “in recovery” –those with 
less severe histories; similar crises but greater ability to 
stop sans help

Approximately half resolve these problems without any 
external assistance- about half have non-abstinent 
problem resolution both are related to less 
severity/complexity

Mean problem resolution attempts is around 5.5 but this 
number heavily skewed; Mdn number = 2; with high 
variability around estimates

QOL indices monotonic improvements over time, with 
steeper increases first 5 years, then ongoing, shallower, 
improvement; post “pink cloud” drop early; 
opioid/stimulant tougher time early on 

Results 
Summary



RESEARCH AND POLITICAL ADVOCACY: Estimates here similar to prior 
national/regional, non probability-based estimates suggesting approximately 
9.1% (20-25M) of adult Americans “in recovery”. Could learn more from this 
large, diverse, group; mobilize for change? 

PUBLIC HEALTH & POLICY COMMUNICTION: “Recovery” term used in past 
estimates, but only half identify as “in recovery”. Label adoption may serve 
adaptive funx; qualitative analyses suggest many resolving AOD may not relate 
and/or oppose this term; thus to engage more people public health and policy 
communication efforts might include “problem resolution” in addition to 
“recovery”.

HOW TO REACH MANY NOT SEEKING SERVICES, LESSEN IMPACT: In keeping 
with other studies, half resolved problem without help; also about half with 
non-abstinent resolution – those with lower severity and higher recovery 
capital. Possible to resolve significant problems without abstinence but 
abstinence is correlated with high funx and most are heading toward 
abstinent resolution with more time in recovery… 

RECOVERY NEEDS DYNAMIC, VARY BY SUBGROUP: QOL changes suggest 
“pink cloud” phase end may create early challenge; 1-yr things looking rosier; 
continue to improve; marginalized opioid/meth groups need recovery 
capital/support early on. RSSs?

REASONS FOR OPTIMISM: Prior estimates of recovery attempts, may be 
“mean” averages, biased upwards (skewed); while reflective of high variability, 
medians should be used. These low in non-clinical (Mdn=1) higher in clinical 
(Mdn=3) samples (overall = 2 serious attempts prior to resolution; Mean=5.6; 
SD=13.41). Hopeful. RCCs and other novel RSS may enhance access to 
recovery capital; increase odds of sooner remission

Implications 





Sponsoring Organizations



RECOVERYANSWERS.ORG

SIGN UP FOR THE FREE MONTHLY RECOVERY BULLETIN

@RECOVERYANSWERS

RECOVERY-RESEARCH-INSTITUTE

RECOVERY RESEARCH INSTITUTE

www.recoveryanswers.org

Recovery Research Institute



Working with communities to address 
the opioid crisis.

 SAMHSA’s State Targeted Response Technical Assistance 
(STR-TA) and State Opioid Response Technical Assistance 
(SOR-TA) grants created the Opioid Response Network to 
assist states, individuals and other organizations by 
providing the resources and technical assistance they 
need locally to address the opioid crisis .

 Technical assistance is available to support the evidence-
based prevention, treatment, and recovery of opioid use 
disorders. 
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Working with communities to address 
the opioid crisis.

 The Opioid Response Network (ORN) provides local, 
experienced consultants in prevention, treatment and 
recovery to communities and organizations to help address 
this opioid crisis. 

 The ORN accepts requests for education and training. 

 Each state/territory has a designated team, led by a regional 
Technology Transfer Specialist (TTS), who is an expert in 
implementing evidence-based practices. 
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Contact the 
Opioid Response Network

 To ask questions or submit a request 
for technical assistance: 

• Visit www.OpioidResponseNetwork.org 

• Email orn@aaap.org

• Call 401-270-5900
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Upcoming Webinars

SUMMER SESSION

Closed Question Forums By State
State-specific registration links and 

information will be announced.

More information to come.

www.ncsc.org/nerjoi

Session will begin at 3:00 pm


