Practitioner Forum

Taking a Team Approach
to Treating Substance Use

Disorders

Editor-in-Chief Cynthia M.A. Geppert, MD talks one-on-one with National Mental
Health Program Director, Substance Use Disorders Karen Drexler, MD, about the changing
landscape of substance use disorder treatment at the VA.

hile much of private

health care in the U.S.

is only beginning to

confront the burgeon-
ing opioid epidemic, the VA has
a long-standing commitment
to providing treatment to veter-
ans struggling with substance
use disorders. To understand the
scope of the challenge and the
VA’s approach, Federal Practitio-
ner Editor-in-Chief Cynthia M.A.
Geppert, MD, talked with Karen
Drexler, MD, national mental
health program director, substance
use disorders. Dr. Drexler served
in the U.S. Air Force for 8 years
before joining the Atlanta VAMC
in Georgia, where she directed the
substance abuse treatment pro-
gram. She is an associate profes-
sor of psychiatry and behavioral
sciences at Emory University. In
2014, Dr. Drexler was named dep-
uty mental health program direc-
tor, addictive disorders.

Editor-in-Chief Cynthia M.A.
Geppert, MD. As national mental
health program director for sub-
stance use disorders, what are the
challenges facing VA substance use
programs?

Karen Drexler, MD. The biggest
challenge is the increasing demand
for services. Veterans have been
coming to the VA for mental health
care in general and for substance
use disorder treatment in particular.
The most common substance use
disorder that we treat in addition to
tobacco is alcohol use disorder, and
the demand for alcohol use disorder
treatment continues to grow.

Also, with the opioid crisis,
there’s increasing demand for opioid
use disorder treatments, including
what we recommend as first-line
treatment, which is medication-
assisted treatment using buprenor-
phine or methadone, or injectable
naltrexone as a second-line treat-
ment. Gearing up with medication-
assisted treatment for both alcohol
and opioid use disorders is probably
our biggest challenge.

Dr. Geppert. What were the most
important accomplishments of the VA
substance abuse programs over the
past 5 years?

Dr. Drexler. There have been a lot!
First of all, one of the things I love
about practicing within the VA is
that we are an integrated health
care system. When I talk with col-

Karen Drexler, MD

leagues in the Emory system here
in Atlanta and across the country,
oftentimes mental health and sub-
stance use disorders are isolated.
The funding streams through
the public sector come in differ-
ent ways. Third-party payers have
carve-outs for behavioral health.

It’s really wonderful to be able to
collaborate with my colleagues in
primary care, medical specialty care,
and general mental health care, to
provide a holistic and team-based ap-
proach to our patients who have both
medical and substance use disorder
problems and often co-occurring
mental illness. As we’ve moved
from a hospital-based system to
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more outpatient [care], the VA
continues to be able to collaborate
through our electronic health re-
cords as well as just being able
to pick up the phone or send a
[Microsoft] Lync message or an
Outlook encrypted e-mail to help fa-
cilitate that coordinated care.

Another accomplishment has
been to [develop] policy. It’s one of
our challenges, but it’s also an ac-
complishment even at this early
stage. In 2008, we issued the Uni-
form Mental Health Services benefits
package as part of VHA Handbook
on Mental Health Services. From
that very beginning, we have in-
cluded medication-assisted therapy
when indicated for veterans with
substance use disorders.

Now, we also know there’s a lot of
variability in the system, so not every
facility is providing these indicated
treatments yet; but at least it’s part
of our policy, and it’s been a focus
of ongoing quality improvement to
make these treatments available for
veterans when they need them.

Dr. Geppert. We've heard a lot
lately about the CDC guidelines for
prescribing opiates for chronic pain
that were published earlier this year.
How do you see these guidelines
affecting the VA Opiate Safety Ini-
tiative? Do you see any important
contradictions between current VA
policy and these new guidelines?

Dr. Drexler. Yes—not necessarily
with policy but with our VA/DoD
Clinical Practice Guidelines from
2010 and the new CDC guide-
lines. There’s a shift in emphasis.
The 2010 VA/DoD guidelines were
maybe a little too optimistic about
the safety of opioids for chronic,
noncancer pain. As time goes on,
more evidence is mounting of the
potential harms, including from my
perspective, the risk of developing

Table 1. Specific Treatment for the Most Common SUDs

SubD Medications Psychosocial Intervention

Alcohol Acamprosate Behavioral couples therapy (BCT)
Disulfiram Cognitive behavioral therapy for SUD (CBT-SUD)
Naltrexone Community reinforcement approach
Topiramate Motivational enhancement therapy (MET)
Gabapentin? Twelve-step facilitation therapy (TSF)

Opioid Buprenorphine Medical management?

Methadone
Extended-release
injectable naltrexone?

Contingency management (CM)°
Individual drug counseling (IDC)°

Cannabis CBT
MET or
CBT/MET
Stimulant CBT/community reinforcement approach/General drug

Abbreviation: SUD, substance use disorder.
aSuggested.
PRecommended only with medication.

an opioid use disorder when taking
opioid analgesics as prescribed.

In the 1990s and the early 2000s,
experts in the field reassured us.
They told us all—patients and pro-
viders alike—that if opioid anal-
gesics were taken as prescribed for
legitimate pain by people who didn’t
have a previous history of a sub-
stance use disorder, they could take
them and would not be at risk for
becoming addicted. We now know
that’s simply not true. Patients who
take these medicines as prescribed
by their providers end up developing
tolerance, developing hyperalgesia,
needing more and more medication
to get the desired effect, and crossing
that line from just physiologic tol-
erance to developing an opioid use
disorder.

We now have better guidelines
about where that risk increases. We
have some data from observational
studies that patients who are main-
tained on opioid analgesics that are

counseling +/- CM

< 50 mg of daily morphine equiva-
lent dose (MED) tend not to have
as high a risk of overdose as those
who are maintained on more, but
the risk of developing an opioid use
disorder actually is not insignificant
even below 50 mg MED.

The key for developing an opi-
oid use disorder is how long the
patient is on the treatment. For pa-
tients who take opioid analgesics for
< 90 days—again, these are observa-
tional studies—very few went on to
develop opioid use disorder. How-
ever, those who took it for > 90 days,
even those who were maintained on
< 36 mg MED, had a significantly in-
creased risk of developing an opioid
use disorder. And for those who were
on the higher dose, say, > 120 mg
MED, the risk went up to 122-fold.

We just don't see those kinds of
odds ratios elsewhere in medicine.
You know, we address risk factors
when it increases the risk by 50%,
but this is 122-fold.

www.fedprac.com

NOVEMBER 2016 -

FEDERAL PRACTITIONER - 9



TREATING SUBSTANCE USE DISORDERS

Table 2. Alcohol Use Disorders Identification Test-

Consumption (AUDIT-C)?

Question

Points

1. How often did you have a drink containing alcohol in the past year?

Never

Monthly or less

2-4 times/mo

2-3 times/wk

4 or more times /wk

B wnMNN = O

2. 0n days in the past year when you drank alcohol how many drinks did you typically drink?

0,1,0r2
3ord
50r6

7-9

10 or more

B~ wnNn =2 o

3. How often did you have 6 or more drinks on an occasion in the past year?

Never

Less than monthly
Monthly

Weekly

Daily or almost daily

B wnNhN = O

aScoring: The minimum score (for nondrinkers) is 0, and the maximum possible score is 12. Consider
a screen positive for unhealthy alcohol use if AUDIT-C score is > 4 points for men or > 3 points for

women.

°For VA, documentation of brief alcohol counseling is required for those with AUDIT-C > 5 points for
both men and women. This higher score for follow-up was selected to minimize the false-positive
rate and to target implementation efforts. Follow-up of lower screening scores.

Dr. Geppert. Pain as the fifth vital
sign had a dark side there. Is there
anything else you want to say to us
about the Opiate Safety Initiative?

Dr. Drexler: I think it's been incred-
ibly successful; but like any change,
there are unintended consequences
and challenges with any change,
even a good change. One of the
things that has been a good change
is raising awareness that opioids
are not the answer for chronic pain.
We have better evidence that self-
care strategies (movement, exercise,
physical therapy, and cognitive be-
havioral therapy for pain) help folks
learn strategies for addressing auto-
matic alarming thoughts about their
pain—that it’s signaling something
terrible when, really, it's not. There

are things that people can do to
manage pain on their own. Those
[strategies] are safer, and we have
better evidence that they are effec-
tive than we have for opioids taken
past 12 weeks.

Dr. Geppert. It5 really a paradigm
shift in understanding. The Compre-
hensive Addiction and Recovery Act
of 2016 has proposed to allow some
nurse practitioners (NPs) and phy-
sician assistants (PAs) to obtain a
waiver to prescribe buprenorphine.
What role does the VA see for PAs
and NPs in patient care for veterans
with substance use disorders with
medication-assisted therapy, and do
you think that’ll involve prescribing
buprenorphine?

Dr. Drexler. One of the things that
I love about practicing within the
VA is working within an interdisci-
plinary team and having that team-
based approach. When we work
together, our results far outshine
anything that any one of us could
do separately. I am very much
looking forward to being able to
provide or collaborate with other
federal partners like the Substance
Abuse and Mental Health Services
Administration [SAMHSA] to pro-
vide the training for VA NPs and
PAs who are able to prescribe con-
trolled substances with their state
licensure to provide buprenorphine
for our patients.

Even without that prescriptive
authority, NPs and PAs are already
important partners and members
of the interdisciplinary team who
are managing patients and provid-
ing the evidence-based counseling,
the monitoring, following up urine
drug screen results, and doing a lot
of the management, but not signing
the prescription that’s being pro-
vided now by the Drug Addiction
Treatment Act-waivered physi-
cians. But SAMHSA has yet to de-
fine what the 24 hours of training
will be that NPs and PAs will need
to complete in order to apply for
their U.S. Drug Enforcement Ad-
ministration waiver, but we're very
much looking forward to it. And
I am in contact with colleagues at
SAMHSA, and they promise me
they will keep me informed when
they have the regulations set out
for us to follow.

Dr. Geppert: The new VA/DoD
Clinical Practice Guidelines for
Management of Substance Use
Disorders (www.va.gov/painmanage
ment/docs/cpg_opioidtherapy_full
text.pdf) were published earlier this
year. Could you give us an overview
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of the guidelines and what’s signifi-
cant for most of our providers in the
field?

Dr. Drexler: I'm very excited
about the guidelines. One of the
first things you should know is
that they are very evidence based.
If you've been practicing medicine
as long as I have, yowll remem-
ber, when the first clinical practice
guidelines came out, they were ex-
pert opinion. They got some of the
leading practitioners and research-
ers in the country together, put
them in a room, and said, “What
do you think people should do to
treat this disorder?” Over time,
clinical practice guidelines have
become more evidence based; and
the VA/DoD collaborative follows
a highly respected methodology
called the GRADE methodology.

Let me explain that just briefly.
It means that our recommendations
are based on systematic reviews of
the literature. We all have our own
screens and filters and our favorite
studies. And so, if you get a bunch
of experts together, they may not
have as dispassionate a view of the
entire literature as when you do a
systematic review; and that’s what
we started with.

We followed a specific meth-
odology as well that took into ac-
count not only the strength of the
evidence where the gold standard
is a randomized, controlled clinical
trial and, even better than that, a
meta-analysis of multiple clinical
trials. And for our recommenda-
tions, the strength of the evidence
was, by far, supported mostly by
clinical trials or meta-analyses. So,
when you look at the VA/DoD Clin-
ical Practice Guidelines, and I hope
you will, you can feel confident that
what we’re recommending is not
just pulled out of the sky or some
idiosyncratic favorite thing that

TREATING SUBSTANCE USE DISORDERS

Karen Drexler likes. Its really based
on good, strong clinical evidence.
We went from the previous ver-
sion that had over 160 recommen-
dations. We distilled them down to
36, and those 36 recommendations
cover everything from prevention
in primary care settings to stabi-
lization and withdrawal manage-
ment for alcohol and sedatives and
opioids, and then treatment or re-
habilitation of the 4 most common
substance use disorders and then
some general principles (Table 1).
There’s good evidence that what
we're doing in VA with screening in
primary care every year using the
AUDIT-C [Alcohol Use Disorders
Identification Test-Consumption]
is making a difference (Table 2).

just addressed the other 10 sub-
stances.....

For alcohol we have great evi-
dence for 5 different medications
and for 6 different psychosocial
approaches. It is the most com-
mon substance use disorder, but
we also have a whole menu of dif-
ferent treatments that folks can
choose from, everything from na-
ltrexone—oral naltrexone is the
most common medication that we
prescribe—but also acamprosate;
disulfiram; extended-release inject-
able naltrexone. Topiramate, inter-
estingly, is not FDA approved for
that indication, but we have found
good evidence from clinical tri-
als supporting topiramate, so we
strongly recommend it. If any of

l Jor opioid use disorder, interestingly, we found good,
strong evidence that medication-assisted treatments

work but no evidence for any psychosocial intervention

without medication.

That folks who screen positive for
at-risk alcohol use are very likely
to respond to a brief intervention
by their health care provider and
reduce their alcohol consumption
to safe levels, where they’re not
likely to go on to develop an ad-
diction to the alcohol or to develop
medical complications from heavy
alcohol use.

After screening, then, if some-
one does develop a substance use
disorder, we have evidence-based
treatments, both medications for
2 of our most common disorders
and psychosocial interventions for
all 4 most common disorders after
tobacco. And I don’t exclude to-
bacco because it's not important;
it’s incredibly important, but it gets
its own clinical practice guidelines.
So, with our limited budget, we

those are not acceptable or not tol-
erated or ineffective, then we also
have some evidence to support
gabapentin as well. So we have a
strong recommendation for the
first ones and a suggestion for ga-
bapentin if it’s clinically indicated.

In terms of psychosocial ap-
proaches, [we recommend] every-
thing from motivation enhancement
therapy or motivational interview-
ing; cognitive-behavioral therapy;
12-step facilitation, which is a struc-
tured way of getting folks to get
more active in Alcoholics Anony-
mous; behavioral approaches like
community reinforcement approach
or contingency management.

For opioid use disorder, inter-
estingly, we found good, strong
evidence that medication-assisted
treatments work but no evidence
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for any psychosocial intervention
without medication. Let me say
that again because, nationwide,
the most common treatment that’s
provided for opioid use disorder,
for any substance use disorder, is a
psychosocial intervention—talking
therapy alone.

For all of the medicines for alco-
hol use disorder, the medicine im-
proved upon talking therapy alone.
For opioid use disorder, medica-
tion helps people stay sober; it re-
tains them in treatment; it saves
lives. But for talking therapy with-

federal law, so it’s a very interesting
legal situation where its illegal feder-
ally; but some states have passed laws
making it legal by state law. It will be
interesting to see how this plays out
over the next few years.

But in that situation—and re-
ally, this is our policy, in general for
substance use disorders—a patient
having a substance use disorder
should not be precluded or ex-
cluded from getting treatment for
other medical conditions. Similarly,
other medical conditions shouldn’t
exclude patients from getting

In the same way that patients can become addicted
to their opioid pain medicines, patients can become
addicted to medical marijuana.

out medication, we have found in-
sufficient evidence to recommend
any particular treatment.

Dr. Geppert. Incredible. That leads
to my next question: One of the most
challenging issues facing primary
care practitioners is how to manage
patients who are on chronic opiate
therapy but also use medical mar-
ijuana in the increasing number of
states where it’s legal. Do you have
some advice on how to approach
these situations?

Dr. Drexler. It's a great question,
and it’s one I'm sure more and
more VA practitioners are grap-
pling with. By our policy, we do
not exclude veterans who are tak-
ing medical marijuana from any VA
services, and we encourage the vet-
erans to speak up about it so that it
can be considered as part of their
treatment plan.

By policy, however, VA practitio-
ners do not fill out forms for state-ap-
proved marijuana. Marijuana is still
a Schedule I controlled substance by

treatment for their substance use
disorder. However, the best treat-
ment comes when we look at the
whole person and try to take both
things into account.

In the same way that patients
can become addicted to their opi-
oid pain medicines, patients can
become addicted to medical mari-
juana. So the marijuana use needs
to be evaluated objectively; and
whether or not they have a form,
just like whether or not someone
has a prescription for their opioid
that may be causing them problems,
that needs to be taken into account
in the treatment plan; and the treat-
ment needs to be individualized.

Dr. Geppert. What in VA substance
use disorder programs and treatment
do you think is especially innovative
when compared to the community?

Dr. Drexler. One of the places where
I think the VA is well ahead of our
colleagues elsewhere in health care
is...from SAIL [Strategic Analyt-
ics for Improvement and Learn-

ing] metrics. About 34% or 35% of
veterans who are diagnosed clini-
cally within our system with opi-
oid use disorders are receiving
medication-assisted therapy either
with buprenorphine, methadone,
or extended-release injectable nal-
trexone. When you look at the
SAMHSA survey, the National Sur-
vey on Drug Use and Health, the per-
centage of patients in the community
who meet criteria for a substance use
disorder [who] actually receive treat-
ment is more like 12%. We have no
numbers from SAMHSA about what
percentage are receiving medication-
assisted treatment. They don’t ask.
In that way, even though we have a
long ways to go, we're ahead of the
curve when it comes to medication-
assisted treatment. But the demand
is growing, we’re going to have to
keep working hard to keep up and
to get ahead at this. When I think
about it compared to other chronic
illnesses, only 35% of our patients
are getting the first-line recom-
mended treatment. We still have a
long ways to go.

Another place where we're in-
novative is with contingency man-
agement. I mentioned psychosocial
treatments. Behavioral treatment is
very effective and yet is not often
used in treatment of substance use
disorders; but it works. And even
better than that, it is fun.

Let me try to explain what this
means. It’s based on the idea that
the benefits of using drugs are im-
mediate, and the benefits of staying
sober take a long time to realize.
And it is that difference that makes
early recovery so challenging be-
cause, if someone has a craving for
alcohol or another drug, they can
satisty that craving immediately
and then have to pay the price,
though, of health consequences
or financial consequences or legal

12 - FEDERAL PRACTITIONER -

NOVEMBER 2016

www.fedprac.com



consequences from that alcohol or
drug use.

On the other hand, staying sober is
tough. But it takes a long time to put
one’s life back together, to get one’s
chronic health conditions that have
been caused or made worse by the
drug use back together. And the idea
behind contingency management is
to give immediate rewards early in
recovery to keep folks engaged long
enough to start realizing some of the
longer-term benefits of recovery.

So the way this works, we use
what we call the fishbowl model of
contingency management. And we
started with stimulant use disor-
ders, which is one of the substance
use disorders for which there’s no
strong evidence for a medication
that works; but this particular psy-
chosocial intervention works very
well. So patients come to the clinic
twice a week, give a urine specimen

TREATING SUBSTANCE USE DISORDERS

for drug screen; and, based on those
test results, if their test is negative
and they haven't used any stimu-
lants, then they get a draw from the
fishbowl, which is filled with slips of
paper. Half of the slips of paper say,
“Good job! Keep up the good work,”
or something encouraging like that.
And half of the slips of paper have
a prize associated with them, and
it could be a small prize like $1 or
$5 for exchange at the VA Canteen
store, or it could be a larger prize
like $100 or $200. Of course, the
less expensive prizes are more com-
mon than the more expensive prizes;
but just that immediate reward can
make such a difference.

With the first negative urine drug
screen, you get 1 draw from the fish-
bowl. The second one in a row, you
get 2; and so it goes that the longer
you stay sober, the more chances
you have for winning a prize. And

this treatment can go on for as long
as the veteran wants to continue
for up to 12 weeks. Usually by 12
weeks, folks’ health and their lives
are coming back together; and so
there’s many more rewards for stay-
ing sober than just the draws from
the fishbowl. And what we find is
folks who get a good start with con-
tingency management tend to stay
on that trajectory towards recovery.

And this has been a wonder-
ful partnership between the Center
of Excellence for Substance Abuse
Treatment and Education in Phila-
delphia and the VA Canteen Service,
who has generously donated canteen
coupons. So it doesn't cost the medi-
cal center anything to offer these
prizes, and we’ve had just some
amazing results. @

To listen to the unedited interview,
please visit www.fedprac.com.
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