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What are Opiates?
• Narcotics that originate from the poppy plant.
• Used to alleviate pain, suppress
coughing and treat diarrhea.

Opiates Vs. Opioids
• The difference has more to do with the effects these substances have
on the body than actual differences between them.
• Both work to depress or slow the central nervous system functions,
which account for their analgesic effects.
• Medically speaking, the term “opioid” refers to any substance that
binds to the body’s opioid receptor sites.
• Technically speaking, not all opioids are opiates, but all opiates are
opioids.

Opiates
• Originate from naturally occurring alkaloids found in the
opium poppy plant.
• Opium
• Heroin
• Morphine
• Codeine

Opioids
• Synthetic drugs that produce opiate‐like effects.
• Demerol
• Oxycodone
• Fentanyl
• Methadone
• Percodan
• Percocet
• Darvocet
• Hydromorphone (Dilaudid)
• Hydrocodone (Vicodan, Lorcert)

How Do Opioids Affect The Brain & Body?
• Opioids act by attaching to specific proteins called opioid receptors,
which are found in the brain, spinal cord, gastrointestinal tract, and
other organs in the body.
• Some people experience a euphoric response
since these drugs also affect the reward
regions of the brain.

Effects of Opiates in the Human Body
• Opiates bind to the opiate receptors in the brain, the
same receptors that
endorphins bind to.

Receptors
• Different types in the brain
• MU Receptor is most relevant to opioid treatment
• Activation of the MU Receptors allows opioids to exert their
analgesic, euphorigenic, and addictive effects

Symptoms Of Use
• Drowsiness
• Droopy lids
• Pin Point Pupils
• Lethargy
• Needle marks
• Loss of appetite
• Hazard of use is addiction with severe withdrawal symptoms

Common Opioid Side Effects
• Constipation
• Mental clouding, fatigue
• Nausea, vomiting
• Itching
• Sweating
• Urinary retention

History

History
• The word addiction comes from the Latin root word Addicere
which means to adore or surrender oneself to a master. This
is a highly descriptive word when you are talking to opiate
addicts.
• Talk to your clients, listen to them when they tell you that,
“That shot of dope makes you feel like you’re being wrapped
up in a nice warm blanket that you never want to come out
of.”

History
• In 1803 a German pharmacist isolated the active ingredient
in Opium and he called it “Morpheus,” after the Greek God
of dreams and sleep.
• Morphine quickly became
a popular drug in various
medicines as well as “cures”
and “tonics.”

History
• Morphine was the drug of choice in treating wounded soldiers during
the Civil War in America.
• It is estimated that the Civil War created 400,00 morphine addicts.
• By 1900 it was estimated there were 300,00 opiate addicts in the
United States.
• In 1903 the Federal Opium Commission estimated that 160,00 lbs of
opium and 2,600,000 cocoa leaves had entered the country for
consumption by drug addicts in the U.S.
• Around the turn of the century, one of the methods that was tried to
help opium addicts was to give them Cocaine. (This was not
successful.)

History
• The early 1900’s private physicians were trying to help opiate addicts
in their practices so they would not be so sick with withdrawal. This
rarely involved weaning addicts off of opiates, but was geared more to
maintaining them on regular doses of drugs to stabilize them. This was
viewed as a humanitarian effort and was literally a practice utilized by
thousands of well‐intended doctors.
• In 1914 the Federal government passed the Harrison Act in response
to the rampant drug problem that existed in the U.S. We know this Act
created the various drug “schedules” that are used to classify
narcotics.

History
• The Harrison Act also made it so one had to register with the Opium
Commission in order to get opiates. Addicts could not register, but
doctors could, so addicts flocked to doctors who could provide them
with a prescription. The federal government began to press doctors.
If in fact they were trying to “cure” their patients, prescribing was
acceptable, and if not, they could
not treat them with a maintenance
prescription of opiates in order to
make them comfortable. This was
challenged in 1919 to make doctors
exempt from the Harrison Act but
the challenge was lost.

History
• Between 1914 and 1938, 25,000 doctors were indicted under the
Harrison Act. 3,000 of them went to jail and over 20,000 of them were
heavily fined and many of them lost their medical licenses. It is widely
believed that the overwhelming majority of these doctors were acting
out of compassion with the best of intentions in treating their patients
who were drug addicted.
• In 1925 a Dr. Charles Linder, who had lost his medical, license challenged
the Webb decision and the decision was overturned. The Supreme Court
ruled that “addicts were diseased and proper subjects for treatment and
that a doctor acting in good faith could thereby treat addicts to alleviate
withdrawal symptoms.”

History
• Between 1918‐1922 various Morphine maintenance clinics began to
pop up around the country. One in Memphis, TN had 350 patients,
nearly all of them were women, which was not uncommon as
morphine was often prescribed to women and children to “calm” or
“soothe” them. In 1919 one clinic that opened in New York City,
3,300 addicts enrolled for treatment in the first week it was open.
• Many clinics were overrun with patients, were poorly run, and had
staffing issues.

History
• The U.S government passed the James‐Miller Act in 1922 which
dramatically increased penalties and fines for narcotic violations,
further criminalizing drug addiction and adding to the confused
and convoluted handling of the nation’s addiction problem.
• One of the finest clinics opened in 1919 in Shreveport, LA but it
finally closed after repeated and intense pressure by the U.S
Treasury Dept who was at the forefront of that “war on drugs.”

History
• In 1928 there was one known hospital in America
that was a treatment hospital, the State Narcotics
Hospital in Spadra, Ca which closed in 1941.
• Addicts very rarely showed up at Towns Hospital
in NYC (where Bill Wilson went in 1935), which
actually at that point had been open for 25 years,
but addicts were admitted with a great deal of
secrecy and no success.

History
• In 1915 there were 83 “known” drug addicts in federal prisons, by
1929 there were 1889.
• In 1929 2/3rds of the population at
Leavenworth, Atlanta and McNeils’s
Island federal prisons were “known”
drug addicts.

History
• In 1929 the Porter Act was passed allocating funds to the U.S Public
Health Service to construct 2 “narcotic farms”‐ prisons – to
“rehabilitate addict offenders.” Interestingly, James Bennet, the
superintendent of the federal
prisons, was an advocate of the
care of addicts but the U.S.
Surgeon General was not.
• The first “farm” opened in 1935
in Lexington, KY and the 2nd
opened in 1838 in Fort Worth, TX.

History
• “Admission” to the “farms” was from inmates already in the
federal system or one could be directly “admitted “there. There
were also cases of voluntary “admissions” meaning you put
yourself in a federal prison to get treatment. “Treatment” lasted
2‐10 yrs. Voluntary admissions stayed a year or so and they had
the freedom to leave the “campus” without permission. There
were no “referrals” or “aftercare” when you left. It is estimated
approximately 96 % of the “patients” were using within 6
months or less.

History
• The “farms” were placed under the umbrella of the National
Institute of Mental Health and became research centers. Part of
the Lexington unit became a therapeutic community called the
Matrix House and shut down in 1972 amid charges of fraud,
financial misconduct and patient abuse, sadly and an end not
uncommon to more than one such facility dedicated to the
treatment of addicts and alcoholics. The “farm” in Fort Worth
also closed in the early 70’s.

History
• In 1951 the Boggs Act was passed, once again raising penalties
for narcotics offenses that included mandatory jail sentences
and eliminated probation/parole options for drug offenders.
Then in 1956, President Dwight Eisenhower declared a “new war
on narcotic addiction” leading to even more penalties and less
treatment options all resulting in an ongoing problem with no
coherent answers or policies.

History - Treatment
Treatment options as early as the 19th century included:
1. Sudden termination of the drug being ingested, resulting in what
was known as “cold turkey” because of the common occurrence of
piloerection or what we call “goosebumps.”
2. Quick step‐down dosing of the drug being ingested to manage
withdrawal over 1‐2 weeks. This resulted in a quick pattern of
relapse.
3. A more prolonged step‐down dosing of the drug being ingested
that resulted in a withdrawal that maybe would be managed over a
period of many weeks or months.

History - Treatment
• There have been many substances used to help “bolster the
weakened addicts system” which include the use of codeine,
cannabis, “nux Vomica”‐strychnine, belladonna, atropine,
cocaine, quinine, whiskey and even coffee. Also various
purgatives have been tried so the addict “gets the toxins out of
his system.” Various hypnotics and sedatives have been used as
well, all with little to no success and often the treatment was
worse than the problem leading addicts to avoid treatment.

History - Methadone
• German scientists synthesized Methadone during World War
II because of a shortage of morphine.
• It was introduced in the U.S.
in 1947 as an analgesic.

History - Methadone
• Methadone was eventually released in the USA in 1947 by Eli Lilly, Inc
under such names as “AM148”, Ammidon and Methodon.
• It soon became the drug of choice for detoxing narcotic addicts who
entered the federal “treatment” farms in Lexington, KY and Fort Worth,
TX.
• The early 1960’s saw a raging debate between medicine and the
government about the need to treat addicts as people with a disease
and not as criminals.
• Dr. Lawrence Kolb, who was the chief of staff at the Lexington farm was
one of the leading voices of this cause.

History - Methadone
• Two models of methadone treatment emerged in the early
‘60’s.
• The first was pioneered by Nyswander and Dole which
sustained the addict on high doses of methadone daily, doses
between 50 ‐120 milligrams. It was called “Blockade Treatment”
and the hope was to stave off withdrawal that could be
crippling to the addict and also to block the euphoric effects of
Heroin.

History - Methadone
• The second form of methadone treatment that emerged was
using lower, daily doses of methadone at 30 milligrams per day
or less.
• This is a debate that continues into today’s treatment
community. There are legitimate pros and cons on both sides of
the debate. We offer some of these points here today as talking
points, NOT opinions.

History - Methadone
• Methadone was introduced in the treatment of Heroin addiction in
1963 by Dr. Marie Nyswander & Dr. Robert Vincent Dole.
• Nyswander & Dole were viewed suspiciously by the Federal
Government and they soon found themselves being harassed by
covert Federal agents, action that was an extension of the “war on
narcotics” that was “declared” in 1956 by President Eisenhower.

History - Methadone
• By 1965 Methadone clinics began to pop up around the country and
there was an explosion of Methadone clinics into the ‘70’s, including
the advent of for profit clinics, after President Nixon declared a new
“war on drugs.” Nixon sought votes in reducing crime and it was a
policy issue to target drug addicts and the hope was that the use of
Methadone would reduce crime by addicts seeking to support their
habits. Methadone in that manner was not a treatment issue, but a
crime reduction issue.
• Nyswander & Dole NEVER intended for Methadone to be a for‐profit
treatment.

What’s Changed?

Just The Facts...
• An estimated 2 million people in the United States are dependent
upon or abuse opiates, including heroin and prescription opioids such
as oxycodone and hydrocodone.
• Opiates are increasingly replacing marijuana and alcohol as gateway
drugs.
• Hydrocodone (Vicodin) is among the most widely prescribed
medication in any drug category
• Oxycontin, ocxycodone and methadone are more frequently
prescribed to treat non‐cancer pain than in prior decades.

Just The Facts...
• More than 40% of patients indicate prescription opioids are their
primary drugs of abuse as they enter treatment.
• More than 50% indicate that their source of the primary
prescription opioid was either a friend or relative.
• We know that approximately 44% of incarcerated men and 52%
of women meet the criteria for alcohol and drug dependence as
they the enter the criminal justice system.

Opiate Use Prevelance
• 400% increase in prescription painkillers from 1999 to 2010.
(National Center for Injury Prevention and Control, Division of Unintentional Injury Prevention, 2012)

• In 2011, prescription painkillers are the largest single category of
illicit drug use other than marijuana.
(Substance Abuse and Mental Health Services Administration, 2012)

• The USA and Canada combined account for 6%, 22 tons, of the
world’s heroin consumption in 2010.
(United Nations Office on Drugs and Crime 2010)

Just The Facts...
• According to CDC, there is an
epidemic of overdose deaths
from opioid pain relievers in
the United States.
(11,882 in 2008)

Just The Facts...
• It is now comparable to deaths from motor vehicle accidents
involving persons under the age of 65.
• Overdose rates have more than tripled since 1990.
• Opioid overdose death rates were highest among persons
aged 45‐54 years.

Just The Facts...
• Deaths from Opioid pain
relievers exceed those of
all illegal drugs.

Just The Facts...
• The public often associates opioid addiction with the use and
abuse of heroin, but the reported illicit use of prescription pain
relievers in the U.S. currently exceeds illegal use of heroin.
• According to the National Survey on Drug Use and Health
(NSDUH), in 2011, 0.2% of the U.S. population aged 12 and over
reported having used heroin in the past year, compared to 4.3%
who reported illicit use of pain relievers.

Trends In Abuse...
• Abuse of prescriptions drugs is highest among young
adults aged 18 to 25.
• People aged 65 and older comprise only 13 % of the
population, yet account for more than 1/3 of total
outpatient spending on prescription medications in the
United States.

Trends In Abuse...

1 in 15
PEOPLE WHO TAKE NON MEDICAL
PRESCRITION PAIN RELIEVERS WILL TRY
HEROIN WITHIN 10 YEARS.**
**National Institute on Drug Abuse January 2014

Consequences of Opioid Use
• Addiction
• Overdose
• Death
• Use related (e.g., HIV infection, malnutrition)
• Negative consequences from injection:
•
•
•
•
•
•

Infectious diseases (e.g., HIV/AIDS, Hepatitis B and C)
Collapsed veins
Bacterial infections
Abscesses
Infection of heart lining and valves
Arthritis and other rheumatologic problems

Consequences of Opioid Abuse
• Unintentional overdose deaths involving prescription opioids have
quadrupled since 1999 and now outnumber those from heroin and
cocaine combined.

• Mixing with alcohol greatly increases the risk of death.

Costs of Opioid Abuse
• U.S. societal costs of opioid abuse are estimated at $53.4 billion
which includes $42 billion in
lost productivity, $8.2 billion
in criminal justice costs, $2.2
billion in inpatient and
outpatient medical costs, and
$944 million due to medical
complications (2%).*
*Hansen N, Oster G, Edelsberg J, Woody G, Sullivan S. Economic Costs of Nonmedical Use of Prescription Opioids. Clin J Pain. 2011; 27: 194–202.

Impact of Opiate Use
• Absenteeism among employees with opiate dependence is nearly
three times higher than the average employee. (Reutsch, 2010)
• Using a prescription opioid non‐medically predicted violence and
some types of crime. (Catalonoa et al., 2011)
• HIV and Hepatitis risk, as well as premature death, are associated
with opiate abuse, even cessation of use. (Butler, 2010)

What’s Driving Increased Usage...
• Misperceptions about their safety
• “My doctor prescribed it so it must be safe.”
• Increasing Environmental Availability
• Between 1991‐2010, prescriptions for opioids increased from about
75.5 million to 209.5 million
• Varied motivations for abuse
• To get high
• To counter anxiety
• To enhance cognition
• Pain** or sleep problems
**Increased prescribing is driven by more aggressive treatment of pain in response to patient advocacy groups

Emerging Trends

Poly-Opioid Mixes
• Increasingly common practice of mixing one type of opioid
(typically Heroin) with another, more potent opioid.
• This increases the “Potency”(increasing profit) without
increasing the “purity” (i.e. the cost)
• Retains the euphoric effects of some opioids while getting the
heavier nod of others.
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Zohydro
• Is an new opioid painkiller from Zogenix available through
prescription as of March 2014
• Zohydro is a powerful opioid intended for treating patients requiring
daily, round‐the‐clock, long‐term treatment
for pain.
• Zohydro is the first pill made entirely of
hydrocodone. With alcohol it can be deadly.

Zohydro - Why Is There Concern?
• It is the first FDA approved drug that is purely hydrocodone.
Hydrocodone and oxycodone addictions are believed to lead to
heroin addiction.
• It will be the first time released hydrocodone pill approved by
the FDA. Time‐release pills contain large doses not intended for
immediate release, yet these Zohydro pills are crushable.
Crushing bypasses the time‐release control.
• The smallest dose of Zohydro contains twice the hydrocodone
found in a Vicodin, one of the most widely abused prescription
painkillers.

Zohydro - What’s Being Done About It?
• Prevention advocates are very concerned, claiming another
addicting painkiller is not needed. An FDA advisory board voted
11‐2 against approving it, citing risks of abuse.
• Attorneys General from 28 states have petitioned the FDA’s
commissioner in protest of Zohydro’s approval, fearing it would
add the opioid and heroin addiction problems in the United
States.
• Zogenix says a non‐crushable pill is in development, but won’t
be available until 2017.

“Syrup”, “Purple Drank”, “Sizzurp”, “Lean”
• Prescription strength cough syrup containing codeine and
promethazine mixed with soda.
• Increasingly popular among youth and frequently referenced in
popular music beginning in the late
90’s.
• Users may also flavor the mixture
with the addition of hard candies.

“Krokodil”
• A toxic homemade opioid that has been used as a cheap heroin
substitute in poor rural areas of Russia.
• It is a synthetic form of a heroin‐like drug called desomorphine
that is made by combining codeine tablets and various toxic
chemicals including lighter fluid and industrial cleaners.
• It has recently been featured in news reports alleging his
appearance in the United States, although the DEA has not
confirmed it.

“Krokodil”
• Krokodil gets its name from the scaly, gray‐green dead skin that
forms at the site of the injection.
• The flesh destroyed by krokodil
becomes gangrenous, and, in
some cases, limb amputation
has been necessary to save a
user’s life.

What Do We Do?

Problem Solving
“We can’t solve problems by
using the same kind of thinking
we used when we created
them.”
‐ Albert Einstein

Treatment
• Years of research have shown that successful treatment
needs to incorporate several components, including
detoxification, counseling, ongoing support, and sometimes
the use of addiction medications.
• The two main categories of drug addiction treatment are
behavioral and pharmacological.

Behavioral Treatment
• Help patients by teaching them strategies to function
without chemicals, deal with cravings, avoid drugs and
situations that could lead to drug use, and handle a relapse
should it occur.
• When delivered effectively, behavioral treatments can help
patients improve their ability to function at work and in
community.

Behavioral Treatment - Examples
• Individual counseling
• Group counseling
• Family counseling
• Contingency management
• Cognitive‐behavioral therapy

Pharmacological Treatment Examples
• Naltrexone
• Methadone
• Buprenorphine
• Naloxone

What’s What?

Agonists, Partial Agonists, Antagonists
• Agonist

Morphine‐like effect
(e.g., heroin)

• Partial Agonist

Maximum effect is less than a full agonist
(e.g., buprenorphine)

• Antagonist
dependence

No effect in absence of an opiate or opiate
(e.g., naloxone)

Full Agonists
• Activate opiate receptors in the brain
• Bind to receptors and turn them
• Increasing doses of full agonist produce increasing effects, until
the receptor is fully activated.
• Opiates with the greatest abuse potential are full agonist.
• Examples: morphine, heroin, methadone

Methadone
• Methadone is a full agonist with no ceiling effect
• Relieves cravings for opiates
• Relieves symptoms associated with withdrawal
• Is excreted slowly, so can be taken once a day. Half life 8‐59 hours
• Can be used with other opiates and lead to overdose

Antagonists
• Bind to opiate receptors, but instead of activating receptors,
they effectively block them
• Prevent receptors from being activated by agonist compounds
• Like a key that fits in a lock but does not open it and prevents
another key from being inserted

Opioid Antagonist
• Naloxone – Narcan
• Naltrexone – ReVia, Trexan

Differences in Naloxone and Naltrexone
Naloxone
• Naloxone is also known as Narcan or Evzio.
• Naloxone has the same basic pharmacological effects as
Naltrexone, but is shorter acting, and thus makes it especially
useful as a “revival” drug when administered to people who have
overdosed.

Differences in Naloxone and Naltrexone
Naltrexone
• Administered as a once a month injection (Vivitrol) or as tablets
(ReVia)
• Has been shown to reduce cravings and relapse
• Has no abuse potential
• Will typically produce withdrawal symptoms if currently
“dependent” on narcotics
• Also blocks the pleasure stimulation associated with alcohol abuse

Recent Development
• In April 2014, the FDA approved naloxone (Evzio) as an autoinjector
dosage form for home use by family members or caregivers.
• The device includes visual and voice instruction, including directions to
seek emergency medical care immediately after use.
• Because overdoses usually occur in the presence of other people and
medical care is not sought, or sought too late, at home naloxone
programs are being piloted in several countries.
• This is a controversial treatment that raises concerns about condoning
heroin use, discouraging medical care and producing side effects that
cannot be managed at home.

Partial Agonist
• Possess some of the properties of both full agonist and
antagonists
• Bind to receptors and activate them, but not to the same degree
as full agonists
• Increasing effects of partial agonists reach maximum levels and do
not increase further, even if doses continue to rise – ceiling effect
• As higher doses are reached, partial agonists can act like
antagonists by occupying receptors but not activating them and
blocking full agonists from receptors.

Opioid Partial Agonist
• Buprenorphine – Buprenex, Suboxone, Subutex
• Pentazocine ‐ Talwin

Differences in Subutex and Suboxone
Subutex

• Buprenorphine only

• Typically given the first few days of treatment
• Potentially lethal when combined with alcohol or benzodiazepines

Suboxone
• Buprenorphine with Naloxone
• Typically utilized during the maintenance phase of treatment
• Long half life (24‐60 hours)
• Illicit use and diversion are likely

Trends in Treating Opiate
Addiction

Trends In Treating Opiate Addiction
• Rehab is a process not an event.
The old thinking was that once a person detoxed they
were no longer an addict. The new thinking, based on
outcome‐based studies, is that overcoming addiction is
like obesity, requires long‐term lifestyle changes in
behaviors and attitudes, and sometimes even
environments.

Trends In Treating Opiate Addiction
• Rehab for opiate addicts usually requires intensive treatment
of 28 days or more, depending on the individual.
The old thinking was that an addict did not need a
treatment program after physically withdrawing from drugs.
New research indicates, however, an addict is more likely to
recover if he/she enters and completes an intensive drug
rehab program.

Trends In Treating Opiate Addiction
• Dual Diagnosis.
Many people who struggle with addiction also struggle
with psychological problems or trauma issues which are
not diagnosed until they enter drug rehab programs.

Trends In Treating Opiate Addiction
• Medically Assisted Therapy.
The use of medications, in combination with counseling
and behavior therapies, to provide a whole‐patient
approach to the treatment of substance abuse disorders.
It is clinically driven with a focus on individualized patient
care.

Trends In Treating Opiate Addiction
• Methadone Maintenance Treatment (MMT).
Has been the standard of care for 30 years.
Objectives
• To normalize and stabilize brain function
• To improve psychosocial functioning
• To reduce mortality from overdose and infection
• To reduce opioid and other illicit drug use
• To reduce transmission of HIV, HCV, HBV

Trends In Treating Opiate Addiction
• Methadone Maintenance Treatment (MMT).

Pros
• Methadone, in contrast to Heroin, is a long‐acting narcotic
which can suppress withdrawal for 24 hrs with a single dose.
• Methadone’s ability to suppress narcotic hunger significantly
reduces drug‐seeking behavior, i.e. criminal behavior.
• Methadone at therapeutic doses produces no “high” which
means clients can be productive with no cognitive, affective
or psychomotor impairment.

Trends In Treating Opiate Addiction
• Methadone Maintenance Treatment (MMT).

Pros (continued)
• For most clients, Methadone has few side effects.
• Methadone is the only opiate treatment modality addicts
enter voluntarily and remain engaged in.
• Clients on maintenance show increased social productivity as
measured by educational and occupational involvement.

Trends In Treating Opiate Addiction
• Methadone Maintenance Treatment (MMT).

Cons
• Methadone simply replaces one addiction for another. (This
argument is weighted by addicts longtime complaints that
methadone harder to get off of than the drug they were doing.)
• Maintenance ignores the underlying dynamics of addiction, i.e.
family dysfunction, fractured personalities, poor coping skills,
social issues such as poverty or racial inequalities.
• Take‐home policies pose threats to the community, i.e
overdoses, accidental ingestions by children, illegal diversion.

Trends In Treating Opiate Addiction
• Methadone Maintenance Treatment (MMT).

Cons (continued)
• Methadone clinics sustain addict‐to‐addict contact and drug
culture connections.
• For profit, private clinics are just legalized drug dealing
institutions.
• Methadone is a strategy for control and pacification of minority
communities, poor communities and the disenfranchised as a
whole, including addicts in general.

“Medications don’t address the lifestyle, relationship and
spiritual problems that lie at the heart of addiction.”
‐‐John Schwarzlose, President and CEO of the Betty Ford Center

Trends In Treating Opioid Addicts
• Addiction is incredibly complex and necessitates complex,
individualized treatment.
“Customized care” is already applied to certain populations with
great success. For example, addicted physicians and pilots
typically attend 90 day treatment programs with other
professionals. The recovery rate in these populations is
significantly higher, 75‐90%, than average.

Although a behavioral or pharmacological approach alone
may be sufficient for some patients, research shows a
combined approach works best.

In Treating Addiction...
We Need To Keep Our Eyes...
On The Real Targets.

Thank You.

