Meeting Agenda – January 16, 2019 -SHTF
1. Introductions:
2. Updates:
a. 2018 PBC- ODs and Dispatch Calls
b. SEBHN- Houston Park
c. FADAA Update: Mark Fontaine
d. PBC Health Care District: Receiving Facility
e. Google/LegitScript – Jeffrey Lynn
f. Legislative Update: Rebecca DeLaRosa

3. 2019 Legislation:
a. Recovery Residence Displacement Policy as exception to Landlord/Tenant law
b. FARR suggested protocols: discharge for reoccurrence of use

4. Case Management Presentation-Pam Feinberg
5. Public comments.
6. Closing remarks.

AGENDA ITEM 2a

Palm Beach County Fire Rescue
Primary or Secondary Impression = Opioid
1/1/2017 to 12/31/2017
1/10/2019
January

# of Calls:

162

# of Patients:

166

February

# of Calls:

135

# of Patients:

138

March

# of Calls:

332

# of Patients:

346

April

# of Calls:

239

# of Patients:

252

May

# of Calls:

414

# of Patients:

430

June

# of Calls:

340

# of Patients:

374

July

# of Calls:

180

# of Patients:

183

August

# of Calls:

209

# of Patients:

215

September

# of Calls:

177

# of Patients:

181

October

# of Calls:

185

# of Patients:

195

November

# of Calls:

135

# of Patients:

136

December

# of Calls:

172

# of Patients:

180

GRAND TOTALS

# of Calls:

2,680
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# of Patients:

2,796
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Palm Beach County Fire Rescue
Primary or Secondary Impression = Opioid
1/1/2018 to 12/31/2018
1/10/2019
January

# of Calls:

144

# of Patients:

148

February

# of Calls:

128

# of Patients:

130

March

# of Calls:

116

# of Patients:

120

April

# of Calls:

129

# of Patients:

133

May

# of Calls:

124

# of Patients:

126

June

# of Calls:

180

# of Patients:

182

July

# of Calls:

149

# of Patients:

151

August

# of Calls:

124

# of Patients:

129

September

# of Calls:

113

# of Patients:

114

October

# of Calls:

127

# of Patients:

129

November

# of Calls:

99

# of Patients:

99

December

# of Calls:

76

# of Patients:

80

GRAND TOTALS

# of Calls:

1,509
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# of Patients:

1,541
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Certification Language Usage
For Drug and Alcohol Addiction Treatment Providers Certified by LegitScript

Congratulations on your LegitScript certification! Following are
guidelines on language appropriate to use regarding your new
certification that is compliant with LegitScript’s terms and conditions.
Language to Use
•

Announcement of your status: “We’re LegitScript-certified!”

•

What certification means: “LegitScript certification demonstrates that [your facility]
complies with LegitScript’s certification standards, which help ensure transparency and
compliance with applicable laws and regulations.”

•

About LegitScript: “LegitScript is the industry leader in merchant and advertiser
certification and monitoring in the e-commerce and payment sectors.”

•

You also are welcome to link to our addiction treatment page and our certification
standards page.

Don’t forget to proudly display the LegitScript seal on your certified website!

Language to Avoid
•

Language around endorsement: LegitScript certification does not imply endorsement
or sponsorship of products or services.

•

Language around quality: LegitScript certification measures objective standards and is
not a reflection of the quality of products or services.

•

Language regarding other providers: Certified providers shall not imply that lack of
LegitScript certification by others is an indication of unethical, subpar, or otherwise
improper business or treatment practices.

certification@legitscript.com

1-877-534-4879

legitscript.com/contact

Agenda Item # 3a

1

397.487 Voluntary certification of recovery residences

2

(11) Notwithstanding any landlord tenant rights and obligations as

3

contained in Chapter 83, a recovery residence certified under this

4

section may discharge or transfer a resident immediately under the

5

following circumstances; if the discharge or transfer is necessary

6

for the resident’s welfare, the resident’s needs cannot be met in

7

the recovery residence, or the health and safety of other residents

8

or recovery residence employees would be at risk, provided the

9

recovery

residence

has

a

discharge

policy

approved

by

the

10

certifying

11

notification to the resident’s emergency contacts, referral to a

12

higher level of care, or transfer to a homeless shelter or other

13

lodging for a minimum of forty-eight hours should transfer to a

14

homeless shelter be unavailable.

entity

that

includes,

at

15
16
17
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FARR Suggested Protocol:
Discharge for Reoccurrence of Use
Upon Intake:
1) Review community abstinence policy:
a) core resident expectation of management is alcohol and drug-free environment
b) discharge is not a punitive policy (disease; not moral failing)
i) management’s first priority is to protect the safety and integrity of community
ii) management’s secondary priority is full support for the discharged resident
iii) protocol stages are governed by resident’s willingness to participate in their recovery
iv) objectives are to protect the residence community and the individual resident
2) Review the program’s drug & alcohol testing policy covering periodic, random and for cause POC procedures,
random laboratory confirmations are conducted to scan for presence of designer drugs, and when necessary,
positive POC results will also be confirmed.
3) Review of residence’s discharge policy as it regards resident(s) who have knowledge that a housemate is actively
using and fail to convey knowledge to management.
4) Review residence’s readmission policy post discharge (timetable, fees & conditions)
5) Complete an Advance Recovery Directive (ARD) while of sane mind and committed to recovery, wherein the
resident documents a self-directed action plan detailing advance instructions for staff regarding how residence staff
and peers might best support her/him should she/he relapse.
a) ARD should include:
i) Family to be contacted in the event of active use (complete contact info)
ii) The referring behavioral health provider, if any, (complete contact info)
iii) Recovery supports to be informed, (complete contact info for each)
iv) Release of confidential information to the organization where the resident is ultimately transferred that
might be subject to confidentiality laws
v) ARD should:
(1) Contain a clear, unambiguous statement by the resident to the affect that while currently in possession
of sound mind, they consider any future return to active use as a profound demonstration that they are
no longer of sound mind and, based on their personal history with alcohol and/or drug use, present a
potential danger to themselves and/or others.
(2) Contain the resident’s acknowledgement and agreement that it is the program’s policy to contact family
and recovery supports immediately upon discharge for active use. This written agreement, executed in
by the resident, is a condition of her/his enrollment into the recovery residence.
(3) Follow these step-down options:
(a) Detox (if deemed medically necessary)
(b) Return to referring entity (if option is available)
(c) Placement with higher level of care (if option is available)
(d) Initiate a Baker Act request of the local police or sheriff’s department, acknowledging that at intake,
when of sound mind and committed to her/his recovery, the resident executed an ARD
acknowledging that a return to active use demonstrates that she/he presents a potential danger to
self and/or others
1|Page
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(e)
(f)
(g)
(h)

Transport to the nearest hospital emergency room
Transport to homeless shelter (specify name(s) and location(s) in ARD)
Transfer to a family member’s home (if option is available)
Purchase a motel room for one night, after first itemizing for family member(s) each of the
alternative options presented to the resident and the fact that she/he refused to participate in
them. Upon delivery to motel, immediately communicate the motel address, phone number and
room number to family member(s) and recovery supports as directed and identified in the ARD.

Recovery Plan Mentoring & Monitoring:
1) Periodically (monthly) review of ARD with resident, updating recovery support contact information
Upon Active Use:
6)
7)
8)
9)
10)

Retrieve ARD from resident file and review agreed upon steps with resident.
Follow ARD directives
Notate each step on the discharge process in the resident file
Notate the positive alcohol and/or drug screen
Review summary of discharge event with the residence community within 48 hours:
a) ARD was followed
b) Family & supports notified
c) Disposition of former resident
d) Community support for their recovery
e) Not a punitive consequence; rather ensuring the integrity of residence community
f) Say a prayer for her/his safe return to sobriety

Suggested Educational Training:
http://www.dcf.state.fl.us/programs/samh/mentalhealth/training/bacourses.shtml
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CMS may allow hospitals to pay for housing through Medicaid
HHS Secretary Alex Azar AP
By Paul Barr and Virgil Dickson
(Updated at 5 p.m. ET)
HHS Secretary Alex Azar on Wednesday said
Medicaid may soon allow hospitals and health systems
to directly pay for housing, healthy food or other
solutions for the "whole person."
In a speech supported by the Hatch Foundation for Civility and Solutions and
Intermountain Healthcare in Washington, Azar said Center for Medicare and
Medicaid Innovation officials are looking to move beyond existing efforts to partner
with social services groups and try to manage social determinants of health as they
see appropriate.
"What if we gave organizations more flexibility so they could pay a beneficiary's rent
if they were in unstable housing, or make sure that a diabetic had access to, and
could afford, nutritious food?" Azar said in his prepared remarks. "If that sounds like
an exciting idea ... I want you to stay tuned to what CMMI is up to."
HHS spends over $1 trillion a year on healthcare for seniors and low-income people
through Medicare and Medicaid, which far outstrips spending on other federal
programs, Azar said.
"We believe we could spend less money on healthcare—and, most important, help
Americans live healthier lives—if we did a better job of aligning federal health
investments with our investments in non-healthcare needs," he said.Azar didn't
elaborate on when the model would be launched, but the program could help
Medicaid enrollees who need housing.
Kaiser Permanente CEO Bernard Tyson said Azar's comments were an example of

https://www.modernhealthcare.com/article/20181114/NEWS/181119981?template=print

12/12/2018

CMS may allow hospitals to pay for housing through Medicaid - Modern Healthcare

Page 2 of 3
ARTICLE

how the conversation was going in the right direction in terms of how healthcare
providers should think about social determinants as part of the whole healthcare
ecosystem. But without knowing more of the plan's details, Tyson said the move will
likely come through a public-private partnership.
"There's a balancing act that we all have to think about because somebody has to
pay for it," Tyson said. "But the fact that you're starting to hear that this should be in
our discussion inside of the healthcare arena I think is healthy."
Federal funding for housing would be a critical step as healthcare costs continue to
soar, according to Anita Cattrell, chief innovation officer at Evolent Health, a
managed services company that helps systems transition to value-based care
Medicaid spending hit $592.2 billion in 2017, with federal expenditures accounting
for $370.6 billion, or 63%, of that sum, according to federal data. That's up from
$580.9 billion in 2016 when federal Medicaid spending was $368.2 billion.
"We've all come to understanding that we've got to solve social issues in parallel
with health ones," Cattrell said. "Without doing that, you're not going to achieve longterm outcomes."
The CMS has approved experiments for housing relating services through Medicaid
in California, Illinois, Minnesota and New York. However, none of these efforts
outright pays for people's rent because federal law prohibits that, according to Peggy
Bailey, director of Health Integration Project at the Center on Budget and Policy
Priorities.
The CMS determined that 1115 waivers could not be used to pay for housing.
Instead, these state programs can pay for assistance in finding housing, home
modifications and educating beneficiaries about tenant rights.
The CMS has paid rent for Medicaid beneficiaries through the Money Follows the
Person Demonstration that was launched in 2008. The program transitioned
Medicaid enrollees from an institutional setting back into the community.
However, that program was funded by grants rather than Medicaid funds, Bailey
said. It was also a relatively small program. At the end of 2016, there were 9,995
participants. In 2008, 289 people participated in the demonstration, according to
federal data.
But CMMI will be able to target many more enrollees, Bailey said.
"Paying for these services on a wider scale would be breaking new ground for sure,"
Bailey said.
Steven Ross Johnson contributed to this report.

https://www.modernhealthcare.com/article/20181114/NEWS/181119981?template=print
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(http://www.healthnewsflorida.org)

Report: Florida Has 17th Highest Drug
Overdose Rate
By DAYLINA MILLER (/PEOPLE/DAYLINA-MILLER) • JAN 4, 2019

(http://mediad.publicbroadcasting.net/p/shared/npr/styles/xlarg
e/nprshared/201901/682110557.jpg)

According to the Centers for Disease Control
and Prevention, Florida had the 17th highest
rate of drug overdose deaths in the nation in
2017, a 17 percent increase from the previous
year.
That's 25.1 deaths for every 100,000
people, and current projections estimate
this will grow to 59 deaths per every
100,000 people by 2025.

Benjamin Miller, Chief Strategy Officer Well Being Trust, a mental health and drug abuse advocacy
group that analyzed the CDC data along with Trust for America’s Health said crackdowns on pain
medicing prescriptions alone don’t address the issue.
(https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.tfah.org%

"It's not just about the number of opioids being prescribed, though I think that's an important
thing to address,” Miller said. “It's really about social and community factors that are much
harder to address.
Miller said solutions include expanding access to health insurance, especially for mental health
care, and better integrating substance abuse help into primary care.
Other recommendations:
• Identifying and addressing “upstream” risks such as trauma and extreme stress.
• Building resiliency in children and adults with programs in schools, workplaces and
community settings.
• Promoting responsible opioid prescribing practices.
• Patient education about the risks of addiction when taking opioids.
• Improved non-drug pain management interventions.
• Expanded availability and use of rescue drugs.
• Enhancing and enforcing mental health parity laws.
• Drug disposal programs.
• Support for “whole person” healthcare including mental and behavioral health, substance
misuse screening within primary care settings and ensuring availability of evidence-based
substance abuse treatment programs.
Miller said the United States has not yet prioritized investing in prevention and intervention.
Page | 1

"It's not simply enough to know people are dying prematurely to drug and alcohol,’ Miller said. “We
have to be able to do something. So our call to action is pretty basic - that we know there are public
policies and interventions that could be done in our communities tomorrow to help with some of these
problems."
And Miller says it’s not just about health outcomes. It’s also costing the country a lot of money.
In 2014, Well Being Trusts estimates $249 billion in health care costs from about 3 point 8 percent
of the population with a diagnosis related to drugs, alcohol or suicide risk.
National highlights from the report:
• West Virginia continued to have the highest rate of drug overdose deaths (57.8 deaths per 100,000)
in 2017. Ohio was second (46.3 per 100,000) and Pennsylvania was third (44.3 deaths per
100,000).
• Drug overdose death rates were higher in 2017 compared to 2016 in 39 states and the District of
Columbia. States with the largest change in drug overdose death rates between 2016 and 2017
were: New Jersey (29 percent increase), Nebraska (27 percent increase), Indiana (23 percent
increase), and, North Carolina (22 percent increase).
• Drug overdose death rates were lower in 8 states, most were less densely populated states:
Wyoming (31 percent decrease), North Dakota (13 percent decrease), Oklahoma (7 percent
decrease), New Hampshire (5 percent decrease), Idaho (5 percent decrease), Massachusetts (4
percent decrease), New Mexico (2 percent decrease) and Missouri (1 percent decrease).
• The increase in opioid overdose rates was driven by a 45 percent increase in the death rate from
synthetic opioids including fentanyl. Heroin, natural and semisynthetic opioids, and methadone
overdose death rates were flat or declined nationally.

Copyright 2019 WUSF Public Media - WUSF 89.7. To see more, visit WUSF Public Media - WUSF 89.7
(https://www.wusf.usf.edu/). , http://www.tinyurl.com/yadepak5
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In Rehab, ʻTwo Warring Factionsʼ: Abstinence vs. Medication
By Abby Goodnough

Dec. 29, 2018

A reluctant evolution is taking place in residential drug treatment for opioid ddiction. Here’s a look at
one center’s wary shift.
At JourneyPure at the River, in Murfreesboro, Tenn., some patients trying to get treatment for opioid
addiction engage in equine therapy.
MURFREESBORO, Tenn. — Just past a cemetery along a country road, an addiction treatment center called
JourneyPure at the River draws hundreds of patients a month who are addicted to opioids and other drugs. They
divide their days between therapy sessions, songwriting, communing with horses and climbing through a treetop
ropes course. After dinner, they’re driven into town in white vans for 12-step meetings.
It is a common regimen at residential treatment programs, but as the opioid epidemic persists,
JourneyPure is evolving. Though its glossy website doesn’t mention it, the company is ramping up its use of
medications to blunt the torturous withdrawal symptoms and cravings that compel many with opioid addiction
to keep using. There is substantial evidence backing this approach, which is supposed to be used in tandem with
therapy. But because two of the three federally approved medicines are opioids themselves, it is spurned by
people who believe taking drugs to quit drugs is not real recovery.
Addiction experts say such resistance is obstructing efforts to reduce overdose deaths and help addicted
Americans get their lives back on track, even as many drain their savings or go into debt paying for repeated
stints in residential rehab. Two-thirds of the patients admitted to JourneyPure’s program here over the last three
months said it wasn’t their first time in treatment.
“I’m watching the dominoes fall on our industry,” said David Perez, JourneyPure at the River’s new
chief executive, who has helped lead the push toward using more medication-assisted treatment. “People are
dying, and we are feeling more and more impotent to stop it. That is what’s shifting beliefs, more than
anything.” The internal tensions over JourneyPure’s changing policy, and how proactively it should promote
medication as an option, reflect an often reluctant shift taking place in the drug treatment world.
At the same time, the Trump administration’s view on medication-assisted treatment has evolved from
critical to fully supportive. Tom Price, Mr. Trump’s first Health and Human Services secretary, appalled many
addiction experts by saying, “If we’re just substituting one opioid for another, we’re not moving the dial much.”
But Mr. Price’s successor, Alex Azar, a former pharmaceutical executive, has embraced the approach.
When the administration announced $1 billion in new grants to expand access to treatment earlier this
year, it emphasized that only programs that made these medicines available were eligible. Mr. Azar has also
enlisted his agency’s Center for Faith and Opportunity Initiatives, to reach out and explain the importance of
medication to religiously affiliated providers of treatment and recovery services, which tend to embrace an
abstinence-only approach.
More than 70,000 people in the United States died of overdoses in 2017, and opioids were the main
driver. But nationally, 49 percent of the nearly 3,000 residential programs that treat opioid addiction still don’t
use any of the medications proven to save lives, according to an analysis by amfAR, a foundation that funds
AIDS research. Even so, that is an improvement over 2016, when 58 percent weren’t using any of them.
The strong evidence for medication-assisted treatment has yet to win over not only many treatment
providers, but patients themselves. Heather Ramsey, 30, who is six months pregnant, was prescribed one of the
medications, buprenorphine, at JourneyPure. Addicted to pain pills and Xanax for half her life, she had finally
sought treatment because, she said, “My body can’t take it no more.”
Despite her doctor’s assurances that medication was the safest, surest protocol for her, Ms. Ramsey,
from rural East Tennessee, feels guilty about it.
“I feel like I’m kind of, in a sense, cheating the program,” she said one afternoon in the living room of a
residential cottage, adjusting her ponytail after a group meeting with a recovery coach. “Because I’m still
depending on a substance to make me feel normal, and that’s not why I came here.”

Anti-craving medications are not a silver bullet; relapse is common even among people who take them,
and some in fact do better with an abstinence approach. But there is substantial evidence that buprenorphine and
a similar drug, methadone — which has faced
ideological resistance on and off for decades — reduce the mortality rate among people addicted to opioids by
half or more; they are also more successful at keeping people in treatment than abstinence-based approaches. A
federally funded study last year found that naltrexone, a non-opioid medication that JourneyPure has offered to
some patients since it opened in 2015, was just as effective as buprenorphine.
But naltrexone, also known by the brand name Vivitrol, is more expensive and people tend not to stay
on it as long. It is also harder to start because it requires a long detox period first.
Insurers are starting to pressure providers to use medication assisted treatment, or M.A.T.
“It’s really the linchpin of our strategy going forward — I can’t overemphasize that,” said Daniel
Knecht, vice president of clinical strategy and policy at Aetna. “But too often you have to convince the
caregivers, as well as the patients, that M.A.T. is the cornerstone.”
Sam MacMaster, JourneyPure’s co-founder and chief clinical officer, is among the wary. He
acknowledges the power of medication to “stop the chaos” that envelops the lives of addicted people, but
worries it will squeeze out therapies that help them learn “how to connect, attach to other people and healthy
things.”
“My fear is we are heading in the direction where it’s enough; that there’s a wholly pharmaceutical
solution to addiction.”
It’s true that if medications became the main form of addiction treatment, the pharmaceutical industry
would benefit — an outrageous outcome, critics of the approach believe, given the industry’s role in creating
the opioid epidemic. But medication-focused treatment would also threaten residential programs like
JourneyPure, a for-profit company with locations in Florida and Kentucky as well as Tennessee. It charges an
average of $15,000, and up to $26,000, for a monthlong stay, though many of its patients have private insurance
that covers most of the cost.
Change started to come to the JourneyPure program here in Murfreesboro with the hiring of Mr. Perez
as chief executive a year ago. He came from a treatment center in Memphis that has long used medication, and
was struck by the resistance to it in Middle Tennessee, where even liberal Nashville still has just one
methadone clinic.
A few months later, JourneyPure hired Dr. Stephen Loyd, who had been the medical director for the
Tennessee Division of Substance Abuse Services. Dr. Loyd himself went through treatment for addiction to
painkillers in 2004 and in his state role, became an evangelist for medication-assisted treatment.
Now he has a similar role as medical director for JourneyPure’s Middle Tennessee programs, where a
few months ago he presented his bosses with a “manifesto” outlining how he wanted the company to use
medications more aggressively, including by expanding its outpatient clinics and providing buprenorphine to
more patients across its sites.
“You’ve got these two warring factions — the M.A.T. side and the abstinence-based side,” he said. “It’s
almost like our national politics. Where’s the John McCain? Here, it’s going to be me.”
The medication that JourneyPure and other residential treatment programs use most is naltrexone,
because it is not an opioid. It blocks the brain’s opioid receptors, preventing any high in patients who try to use
opioids while on it. JourneyPure typically offers patients an initial shot near the end of their stay, with the
option of returning monthly for more.
At Dr. Loyd’s urging, JourneyPure has also decided to let residential patients take buprenorphine, also
known as Suboxone, if he recommends it. In the past, the company had used the medication only to help
detoxing patients get through withdrawal.
JourneyPure uses an approach known as trauma-informed care, where patients explore traumatic
experiences from their past that might help explain their addiction, and learn new ways to cope. Most patients
also have mental illnesses like bipolar disorder or post- traumatic stress disorder that need to be treated, Mr.
MacMaster said.
Songwriting and spending time with horses not only help people open up and feel valued, company
leaders say, but add to the allure of residential treatment.

“If we went purely science-based, nobody would come to treatment because it would be boring,” Mr. Perez
said.
Some of Dr. Loyd’s patients have been arrested for taking the very medications that he and many
researchers feel are crucial to their recovery. Miranda Nichols, 25, initially came to JourneyPure a year and a
half ago for heroin addiction. When she left after a month, she said, she got a Vivitrol shot but it was so
expensive — her co-payment was $600 — that she never got another.
She returned to shooting heroin, then got pregnant and switched to buprenorphine she bought on the
street back home in Alabama because, she said, she could not afford the cash-only clinics that prescribed it
there. There, she got charged with theft and “chemical endangerment of a child,” the latter because she was
taking buprenorphine without a prescription. After a stint in jail, she returned to JourneyPure with a court’s
permission for more treatment.
Dr. Loyd, who had just started working at JourneyPure when she returned, put her back on
buprenorphine; Ms. Nichols gave birth to a healthy son in June, after spending three months at the treatment
center. She is working for a plant company in Nashville and living with the baby at a recovery home that allows
buprenorphine. She lost custody of her two older children after her arrest, however. Her case is supposed to go
to trial next year, and Dr. Loyd is writing a letter of support.
“People are getting more educated on buprenorphine now,” Ms. Nichols said. “They see my story and
what kind of person I am, and they see how it actually works.” “But,” she added, “back in Alabama, I could still
go to jail for up to 20 years.”
Here in Tennessee — where overdose deaths rose by 9 percent in 2017, to 1,776, the highest number on
record — the state did little to promote medications for addiction treatment until recently.
Over the past year, though, it has started doling out federal funds for expanding medication-assisted
treatment to 15 nonprofit programs around the state. State health officials are training employees of the
programs how to use the medications and, at times, talking them through their reluctance.
“They had to change their business rules, their philosophy,” said Taryn Sloss, assistant commissioner for
the Tennessee Department of Mental Health and Substance Abuse Services. “A lot of them were abstinencebased and had people in recovery on their boards who thought, ʻIf it was good enough for me, it’s good enough
for everyone else.’”
Because they’re not eligible for government grants, for-profit companies like JourneyPure don’t face as
much pressure to embrace medication-assisted treatment. They are regulated through a state licensing process,
but Tennessee, like most states, doesn’t require medication to be part of their treatment protocol for opioid
addiction. Nor do accrediting bodies like the Commission on Accreditation of Rehabilitation Facilities, although
the commission has started requiring programs to help patients access medication if they want it.
“We should make it the standard in terms of running a treatment program that’s licensed by a state in the
21st century,” said Michael Botticelli, who served as the drug czar under President Obama and now leads the
Grayken Center for Addiction at Boston Medical Center.
It was late summer at JourneyPure; the horses were grazing behind the barn, and a river burbled behind
the cluster of cottages where patients live. Around a conference table in the main building, tensions were
crackling over medication-assisted treatment.
Dr. Loyd was there, as were Mr. MacMaster and Patrick Dunn, the company’s chief of operations
development.
“There’s a small group who will probably need to be on M.A.T. for the rest of their lives,” said Mr.
MacMaster, who quit drugs and alcohol 30 years ago, mostly through 12-step programs. “But everybody in this
room knows drug-free recovery is really the gold standard.”
“I have to disagree,” Dr. Loyd said.
As a state official, he said, he had seen people enter the state’s drug court programs on medication, only
to be forced by a judge to go off it and pursue abstinence-based treatment.
“These people were vulnerable, at high risk of overdosing and relapse,” he said. “We have to keep as
many people alive as we can.”

It’s a message that Dr. Loyd has taken on the road, giving a talk called “The Addicted Brain” in
churches and other forums across the state. He did so one recent evening in downtown Murfreesboro, to a group
that included an emergency room doctor still in scrubs, parents whose children had struggled with addiction and
staff from a nearby drug court.
“When I get a kid coming in that’s been to five abstinence-based programs, and he’s overdosed and he’s
been Narcanned four times and he’s 23 years old, I am absolutely going to talk to him about medication 100
percent of the time,” he said, referring to the drug Narcan that revives people from overdoses.
“Matter of fact,” Dr. Loyd continued, “I’m going to try to talk him into it, because I know it’s his best shot at
living. Yet I have people out there all the time, right now, that will throw rocks at this kid and shame him for
being on it.”
On a frigid December afternoon, a group of JourneyPure patients gathered for dialectical behavior
therapy, which teaches mindfulness and “distress tolerance” for getting past negative feelings and events.
Shannon Siedzik, 26, diligently took notes. She had come from New Jersey to be treated for heroin addiction,
her fourth attempt at rehab, she said. Her insurer had approved only a weeklong stay, and she said she wasn’t
interested in medication — she’d had an allergic reaction to buprenorphine when she tried it once.
Dr. Loyd had met with her that morning and urged her to try methadone, but she was resisting. A
JourneyPure discharge planner had already arranged for her to move into a recovery home in Nashville that did
not allow any of the medications.
“I feel pretty good leaving here,” she said, though she added, “I won’t know where to go if that craving
happens.”
After therapy, Ms. Siedzik returned to the house she was sharing with a dozen other women for a 12step meeting led by a JourneyPure recovery coach.
Following the meeting, Christmas music tinkled and several housemates prepared dinner while she
stared out the window. Dr. Loyd’s plea had jarred her.
“He’s worried about me relapsing and overdosing and dying,” she said quietly. “It upsets me because
it’s kind of true. It scares me — like, a lot.”
Dr. Loyd had urged her to call Nashville’s only methadone clinic once she left JourneyPure and offered
to help find her a spot at a different recovery home that allowed medication.
“It’s not a bad idea,” she said. “But I’m thinking about the future, getting off of it — how hard will that
be?”
The next morning Ms. Siedzik got a ride to a recovery home indistinguishable from all the other houses
on the street in a neighborhood about 15 minutes from downtown Nashville. She hoped to get a Narcotics
Anonymous sponsor, a job waitressing and a spot on a recreational soccer team.
A week later, she had not called the methadone clinic and said she felt happy with where she had landed.

https://www.nytimes.com/2018/12/29/health/opioid-rehab-abstinence-medication.html

