Monterey Summit Points by Dr. Barry Karlin, CEO, CRC Health Group

“WHAT WILL ADDICTION TREATMENT LOOK LIKE IN THE FUTURE?  WHO WILL SURVIVE?”

· Welcome and acknowledgement of dignitaries and VIPs

· Acknowledge McCaffrey-friend, his contribution to the field

· Thank Paul Ortman, Founder and Executive Director of the Ben Franklin Institute, host/organizer of the conference. (He will be introducing both you and McCaffrey)
· Thank the front line therapist, councilors

· Who have direct contact with the patient

· Passion

· Commitment

· You are the lifeline for our patients

· I am convinced that in the near future, addiction treatment will look very different than it is today

· WE ALL AGREE THAT ADDICTION IS A CHRONIC DISEASE. I know it; you know it, everybody working in the field knows it. But, have we set up our treatment programs to address the true chronicity of addiction?

· Let me preface my remarks by stating that what we did in the past had value and our current treatment regimens are better at addressing the need of our clients than was the case previously. But, as treatment has evolved, so have societal attitudes towards addicts and those who treat them. I would like to begin with a brief history of where we have been in order to set the stage for where we need to go. 

Historical Evolution

· Before 1970, addiction was considered a human weakness, character defect. The so called “moral model”.  

· During the 70’s and 80’s, treatment was revolutionized with a shift to a “Disease” that treated addiction rather like a patient who appears at the hospital with appendicitis. Diagnostic tests are run and the diseased tissue is removed. After a brief recovery period the patient is sent home to resume his or her normal life. 

· This approach resulted in the 28 day Minnesota model that involved stabilization for the acute phase; community support; insurance willing to pay because it was a “disease”
· What followed was disappointment for patients, their families, and communities.  High relapse rates, poor expectations for “long-term” sobriety, tarnished the reputation of addiction treatment. 

· Managed care added to the problem (unknowingly) by seeking to control the cost of a treatment model that was already experiencing limited results. Managed care sought and seeks to…limited length of care, reduced rates and a cap on the number of treatment episodes per life time

· A second order outcome of cost-containment decision-making under managed care is a shift to outpatient treatment modalities.  In twenty years the percentage of outpatient recipients increased to over 90% of the industry. This is in part the result of economic thinking: “All else being equal, the method that provides the lower cost is to be preferred.”

· All else, however, is rarely equal. One size does not fit all and treatment providers must look to the needs of the individual client providing the individual with a mix of care appropriate to their needs. 

· The 1990 also saw a change in society’s view of addiction and treatment. The federal war on drugs shifted, in part at least, from one of interdiction and enforcement to the recognition of addiction as an illness that is not by definition a matter for the criminal justice system. Notably, there was a national emergence of drug courts and an increased willingness to expend public funds for treatment.  

· With government funding came the demands for increased accountability in the form of performance-based allocation of resources. That is, demonstrable outcomes are a condition for continued funding. Outcomes imply an end to treatment, i.e. a cure for the addiction.

· The problem was and is the treatment design.  It is based on an acute disease model with an expected cure as the end result. We oversold treatment in the 70 and 80’s and in the 90s an obsession with performance measures displaced care for the patient.   
· Moving forward we need to redefine outcomes to mean enabling the patient to self-manage the disease rather than obtaining a “cure”

What is the next step in the future of treatment
· There is an exciting new body of literature that suggests that in the alternative we treat addiction as a chronic disease requiring lifetime management much like the way physicians treat other chronic diseases like asthma, hypertension and adult onset diabetes. Moving forward we should define addiction as follows:

· Addiction is a primary, chronic and relapsing biologically-based disease with genetic, psychosocial and environmental factors influencing symptom development and manifestations

· Scientists in the addiction research field have studied the matter in-depth and their findings are both impressive and informative

Let’s look at some statistics regarding other chronic diseases


HYPERTENSION


 
Less than 60% maintain their medication regimes



Less than 30% follow their diet and exercise regimes

50 to 60% have to be retreated by physicians or emergency rooms within 12 months

DIABETES

Less than half adhere to their mediation regimes

Less than 30% follow diet and exercise regimes.

30 to 50% are retreated within 12 months


ASTHMA


                        Less than 30% adhere to medication regimes


                        60 to 80% must be retreated within 12 months


This brings us to addiction 


                       About 60% use drugs within 6 mos. Following discharge


                       About 45% apply for re-treatment within 12 months

DOES ANYBODY SEE COMMUNALITY HERE?

· Those suffering from chronic disorders such as Type II diabetes, hypertension and asthma, have the same relapse rate as those with the disease of addiction (60%).  The principal reason for relapse across chronic disease categories is non-compliance to the treatment protocols 

· But we would never think of saying to people with Asthma, Diabetes, and Hypertension…”no more treatment for you, you are not conforming to the treatment regime.”  

· Instead, these patients are stabilized for the acute condition; placed in a continuing care protocol and monitored with the treatment plan adjusted based on symptomatology

· Carrying this out further….using diabetes as an example: the patient is diagnosed and medication is prescribed along with diet an exercise. In addition, patients are put through a series of classes on what may and may not be eaten, how to measure their treatment progress and how to medicate the disease on a daily basis.  In addition, to the behavioral and treatment components, patients are taught to regularly measure their blood sugar and they return to the doctor for regular check-ups for the rest of their lives. 

· I believe we have failed our patients because we have not been clear minded about championing protocols and treatment regimes that exist for the other chronic diseases

WHAT ARE THE ASPECTS OF THE NEW 

TREATMENT MODEL?

· Management of addiction then is a life-long challenge requiring the addicted person to remain within the treatment milieu for a lifetime 

· Realistically, we will have to keep our patients within the appropriate level of treatment for a minimum of five years before we can expect them to successfully self-manage. Once they can self-manage, appropriately paced check-ins and reliable support systems are part of a life time process

· Treatment of the future will require seamless movement through the continuum of services, delivered by a multi-disciplinary team and a true Bio-psycho-social protocol - the concept is that of treating the whole person, no matter where they are in the life cycle of their disease 

· These teams must be better credentialed and will involve psychologists, social workers, medical staff and addiction councilors  

· One of the greatest challenges for sustaining an excellent treatment program is staffing it with qualified credentialed professional. The movement towards more professional involvement and a multi-disciplinary approach is obvious…the picture of the patient changes over time.  For example, as client’s age, medical problems will set in. They therefore may need to manage their addiction while undergoing medical treatment involving at times, addictive substances.  Issues of grief and loss occur as we age.  Co-morbid issues can arise at any stage in our live 

· We must renew our commitment to quality customer service and programming defined as:

· Increasing treatment capacity so that those in need, need not wait for services.

· Provide programs with the breadth and depth of services to meet the individual needs of patients

· Our treatment approach must take into account the whole person:

· Physical

· Emotional

· Psychological

· Spiritual

· Social factors are all critical components

· Our range of services must be sufficiently flexible to provide services tailored to individual needs regardless of where they are in the cycle of addiction.

· We must stay current and open to the advancements in Pharmacotherapy’s which enhance and support the patient’s success in early recovery and long term, their ability to self-manage their disease    

· In the information age, On-line capabilities will be a must:

· Group support sessions will, in all likelihood, be a major component of long term treatment

· To track the progress of the patient

· Provide access for questions and answers

· Hotline and referral service for those in crisis

· Routine check-in’s that allow for case management

· In the age of information, we would be foolish if we did not utilize the resources of the internet (allows the patient to educate themselves about the disease) and online communication capabilities to aid in treating/monitoring/communicating with our patients 

· Internet allows for direct to consumer marketing…reaching out directly

·  to support consumers navigate the health care maze

· general help line (Mayo Clinic or CDC model)

· provide resources in terms of treatment (NRC)

· 60% of US adults utilize the internet

· of those, 80% source health information

· over 8 million source specifically for D & A information

· Commitment of additional expenditures will require an overall upgrade of the way we maintain our client files (paperless charting) for patient history, ease of documentation, tracking, flow of information between treatment members and overall efficiency 

· More importantly, we will have to empirically demonstrate through outcome studies, that what we are doing is working.  We must be able to demonstrate a progression of competence on the part of our patients to self-manage their addiction.  Evidenced based treatment brings us directly to the accountability of the medical model – the ability to truly assess the results of our treatment and revise the treatment needs accordingly

WHO WILL SURVIVE

· In the not to distant treatment world, only those programs that are able to adapt their operations to the necessity of a life time treatment continuum will thrive and prosper

Those in the best position will be companies that are sufficiently large to provide the full range of services.

· Size in this context includes geographic broadness,

· Multi-layered service models

· Those who work at being an integral part of the communities they serve

· Those who are diverse as well as large will have the added advantage of negotiating multi-dimensional contracts with third party payers.

· They will also have the advantage of economies of scale

· There may always be the small Boutique programs that serve a niche group (specialized population) and have achieved strong national reputations due to a specialized clinical approach or expertise…. they may well survive these new realities but it will be few and far between

· For the rest of us, competing means providing evidenced based, life long continuum of comprehensive services, tailored to the needs of the individual patient

Where we need to go.

· We must involve families, school officials, mental health professionals, criminal justice system and third party payers in support for long-term treatment

· We can begin by informing the patients we work with that they are entitled to a life time of support

· The message of chronicity must become a mainstay of all our interactions with the larger community—especially public policy makers. 

· I believe strongly we are on the precipice of another industry revolution- one based on a true chronic disease modal, which will change the general attitude towards addiction and in time eradicate the stigma associated with this disease

THEN AND ONLY THEN WILL BE HAVE IT 100% RIGHT…AT LEAST FOR THE NEXT 20 YEARS 

