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T he opioid epidemic has impact-
ed our families, friends, and 
communities. The New York 
State Office of Addiction Ser-

vices and Supports (OASAS) estimates 
that 1 in 13 New York State residents 
suffer from a substance abuse disorder.1 
Among NYS residents, the number of 
overdose deaths involving any opioid 
increased 294 percent from 2010 to 2020.2 

The rise in unintentional opioid over-
dose (both fatal and non-fatal) has clearly 
shown that treatment options to address 
opioid and substance use disorders need 
to be more accessible in our communi-
ties. The lack of treatment options to ad-
dress the opioid epidemic is detrimental to 
individuals who have entered the contem-
plation and planning stages of change. 
The individual seeking change should 
have the ability to choose from all types 
of treatment options, including the variety 

of medications used to treat opioid and 
substance use disorders. Treatment op-
tions for addiction have not been adequate 
when compared to treatment options for 
other diseases.  

Methadone was first approved for the 
treatment of OUD in the 1970s. Research 

conducted in the years since its approval has 
reinforced methadone’s safety and effective-
ness in reducing overdose deaths, illicit opi-
oid use, and the transmission of infectious 
diseases such as hepatitis C and HIV - while 
improving retention in care compared with 
treatment without medication.3  

Although providers and clients have 
lists of resources and treatment programs 
throughout the state, accessible Opioid 
Treatment Programs remain scarce in 
many areas. SAMHSA’s opioid treatment 
program directory lists only 139 OTPs in 
the state of New York.4 This is not suffi-
cient for a state with a population that is 
estimated to be 19, 677,151.5  

On January 17, 2023, we opened our 
Integrated Opioid Treatment Program at 
Outreach Recovery Center, located in 
Brentwood, NY, offering an additional 
methadone maintenance program for our 
community. Since its opening, we have 
been able to mitigate waiting lists and 
offer individuals easier access to this level 
of care. We have been able to prevent 
individuals from having to spend the en-
tirety of their day commuting to a location 
up to 50 miles away from their living ar-
ea. Having an OTP central to one’s resi-
dence allows individuals to also address 
other priorities such as family responsibil-
ities, self-help, and employment.  
 

see Crisis on Page 37 

Behavioral Health News Spotlight on Excellence Interview with 
Mary Brewster, Associate Commissioner for Harm Reduction at the 
New York State Office of Addiction Services and Supports (OASAS) 

By Staff Writer 
Behavioral Health News 
 
 

D avid Minot, Executive Direc-
tor of Mental Health News 
Education, the non-profit or-
ganization that publishes Be-

havioral Health News, interviewed Mary 
Brewster, Associate Commissioner for 
Harm Reduction at the New York State 
Office of Addiction Services and Supports 
(OASAS). The mission of OASAS is to 
improve the lives of New Yorkers by 
leading a comprehensive system of addic-
tion services for prevention, treatment, 
harm reduction and recovery. In this inter-
view, Mary discusses the importance and 
life-saving potential of harm reduction 
approaches for substance use disorders 
and overdose prevention. 
 
David Minot: Hi, and welcome to the Be-
havioral Health News Spotlight on Excel-
lence series, where we feature exceptional 
leaders and innovative health care solu-
tions that are raising the standards of care 
in the behavioral health community. My 

name is David Minot, and I am the Execu-
tive Director of Mental Health News Edu-
cation, the nonprofit organization that 
publishes Behavioral Health News and 
Autism Spectrum News. Our mission is 
devoted to improving lives and the deliv-
ery of care for people living with mental 

illness, substance use disorder, and au-
tism, while also supporting their families 
and the professional communities that 
serve them. 

Today, we’re speaking with Mary 
Brewster, Associate Commissioner for 
Harm Reduction at the New York State 

Office of Addiction Services and Sup-
ports, also known as OASAS. Mary, 
thanks so much for being here today! 
 
Mary Brewster: Thanks for having me. 
I’m excited to be here! 
 
David: To start off our conversation, can 
you give me an overview of the new Divi-
sion of Harm Reduction at OASAS? What 
is its mission and what is your role as 
Associate Commissioner? 
 
Mary: Absolutely. I am shockingly com-
ing up on my one-year anniversary at 
OASAS - time has flown by! I started 
with the agency in September 2022 and 
I’m the first Acting Associate Commis-
sioner for our division. This division is 
brand new to our system of care, but I 
would be remiss to not say that harm re-
duction is not new to our OASAS system 
of care. It’s something that our providers 
have long practiced. But when Dr. Chi-
nazo Cunningham, who is our Acting 
Commissioner, started in the beginning of  
 

see Spotlight on Page 37 

Watch the Interview with Mary Brewster, 
Associate Commissioner for Harm Reduction at NYS OASAS 

https://oasas.ny.gov/
https://oasas.ny.gov/
https://oasas.ny.gov/
https://opiny.org/outreach-recovery-centers-integrated-opioid-treatment-program-otp/
https://opiny.org/outreach-recovery-centers-integrated-opioid-treatment-program-otp/
https://oasas.ny.gov/harm-reduction
https://oasas.ny.gov/
https://oasas.ny.gov/
https://oasas.ny.gov/
https://behavioralhealthnews.org/
https://autismspectrumnews.org/
https://behavioralhealthnews.org/behavioral-health-news-spotlight-on-excellence-an-interview-with-mary-brewster-associate-commissioner-for-harm-reduction-at-the-new-york-state-office-of-addiction-services-and-supports-oasas
https://behavioralhealthnews.org/behavioral-health-news-spotlight-on-excellence-an-interview-with-mary-brewster-associate-commissioner-for-harm-reduction-at-the-new-york-state-office-of-addiction-services-and-supports-oasas


https://nextgen.com/better-bhnews


PAGE 3 BEHAVIORAL HEALTH NEWS ~ FALL 2023 

Table of Contents 

Substance Use Disorder Prevention,  
Treatment, Recovery, and Harm Reduction 

 

1    The Opioid Epidemic: Helping Communities in Crisis  

1    Spotlight on Excellence Interview with Mary Brewster from OASAS 

4    The Critical Role of Peer Support Programs to Sustained Recovery 

6    The Long History and Bright Future of Harm Reduction in NYS  

7    Quality Integrated Care is Critical for Recovery   

8    An Overview of Family-Based Substance Use Therapy 

9    6 Ways Technology Enhances SUD Treatment, Recovery and Care 

10  Addiction Psychiatry: An Interview with Petros Levounis, MD 

12  When Happy Hour Isn’t Always So Happy: One Clinician’s View 

14  Harm Reduction in Treatment: A Simplified Overview 

16  Opioid Settlement Funds an Opportunity to Strengthen Services 

17  New Tool Deployed to Help Veterans 

18  Caring for Yourself: Learning to Live with a Substance Use Disorder  

20  How Federation Adapts Addiction Services to Diverse Communities 

22  An Epidemic Rages On: “Treatment” Is Not Enough 

23  Consumer Perspectives: Substance Use Treatment and Mental Health 

24  Addressing Nicotine Dependence With MH and SUD Patients 

24  Consequences of Blissful Ignorance: Marijuana’s Health Risks 

25  A Model of Care at The Mental Health Association of Westchester 

26  Healing within Our Homes: Pathways to Treatment within the Family 

27  Integrating Outpatient and Residential Treatment Amid the Opioid Crisis 

28  Lessons Learned in Advancing Co-Occurring Competent Care 

29  Older Adults and Substance Misuse: Hiding in Plain Sight 

30  “Decriminalization” is Misconceived: Towards Improved Drug Policy 

30  Dr. Jorge Petit Appointed to National Addiction Treatment Panel 

31  When the Unexpected Happens: The Importance of Policies and Procedures 

32  Substance Use Disorder Prevention and Treatment Services 

32  Moving Toward Recovery after Discharge with OARS™ 

33  How Technology Supports Those with Substance Use Disorders  

34  Harm Reduction: A Bridge Back to Life 

34  Four More Reasons We Must Stop the Epidemic  

35  Compulsive Sexual Behavior and Pornography Viewing as Addictions 

Editorial Calendar 

Stay Connected with BHN 

Since 1999, Behavioral Health News has been your trusted source of 

education, information, advocacy, and quality resources on mental 

health and substance use disorder treatment and services.  

Contact us for information about advertising and article submissions 

Find over 1,300 behavioral health articles and 80 back issues at 

www.BehavioralHealthNews.org 

Winter 2024 Issue 
The Role of Housing and Employment in the Recovery Process 

Deadline: December 12, 2023 
 

Spring 2024 Issue 
Chronic Pain and Its Impact on Behavioral Health 

Deadline: March 14, 2024 
 

Summer 2024 Issue 
Caring for Older Adults 
Deadline: June 13, 2024 

 
Fall 2024 Issue 

Navigating the Challenges and Potential of Virtual  
Mental Health and Addiction Care  

Deadline: September 12, 2024 

  

Subscribe to receive the bi-weekly BHN Update 

newsletters featuring even more behavioral health 

education, information, advocacy, and resources! 

https://behavioralhealthnews.org/
mailto:iraminot@mhnews.org
https://behavioralhealthnews.org/advertise
https://behavioralhealthnews.org/submit
https://behavioralhealthnews.org/
https://www.facebook.com/BehavioralHealthNews
https://twitter.com/BehaviorHlthNws
https://www.linkedin.com/company/behavioral-health-news/
https://www.instagram.com/behavioralhealthnews/
https://behavioralhealthnews.org/stigma-roundtables/
https://behavioralhealthnews.org/subscribe/
https://behavioralhealthnews.org/subscribe/
https://behavioralhealthnews.org/subscribe/
https://nextgen.com/better-bhnews


PAGE 4 BEHAVIORAL HEALTH NEWS ~ FALL 2023 

By Geoffrey Neimark, MD 
Chief Medical Officer 
Community Care Behavioral  
Health Organization 
 
 

M any people who have used 
behavioral health services 
can attest to the profound 
benefits of connecting with 

someone with shared experience. Finding 
others with common lived experience - 
often referred to as peers - and learning 
about their challenges and resilience are 
particularly valuable for those in substance 
use disorder (SUD) recovery, as such con-
nections offer hope validation, and fre-
quently provide helpful wellness strate-
gies. Recognizing the immense benefit of 
peers, Community Care Behavioral Health 
Organization (Community Care), a part of 
UPMC Insurance Services Division, has 
worked with its county and service provid-
ers in Pennsylvania to optimize the use of 
peers both across the provider network 
and within the organization. Such peer 
inclusion has resulted in positive outcomes 
and enhanced recovery for our members. 

The Substance Abuse and Mental Health 
Services Administration (SAMHSA) de-
fines peers as “people who have been suc-
cessful in the recovery process who help 
others experiencing similar situations. 
Through shared understanding, respect, 
and mutual empowerment… people be-
come and stay engaged in the recovery 
process and reduce the likelihood of re-
lapse. Peer support services can effectively 
extend the reach of treatment beyond the 
clinical setting into the everyday environ-
ment of those seeking a successful, sus-
tained recovery process” (SAMHSA). 

Over the past few decades, health sys-
tems have increasingly recognized the 
immense benefit of incorporating peers 
into the behavioral health space and have 
embedded peers in the recovery treatment 
continuum. The many benefits of peer 
inclusion include improved quality out-
comes around engagement and retention 

in treatment; increased follow up rates; 
decreased readmission rates; higher mem-
ber satisfaction levels; and reduction of 
unplanned care costs. 
 

Peer Support is Uniquely Valuable  
 

The capacity of peers to engage, aid, 
and connect with members in recovery has 
been recognized across provider organiza-
tions as being highly beneficial and im-
pactful. Community Care conducted inter-
views with supervisors at mental health 
programs across Pennsylvania that include 
peers in service delivery. These interviews 
revealed that some of the greatest values 
of peer support within the mental health 
treatment space were the peers’ ability to 
build rapport with individuals, offer sup-
port in ways that other staff could not, and 
keep individuals engaged in services with-
in their communities.  
  

Peer Support Helps Realize 
Key Quality Outcomes 

 
Among adult Community Care mem-

bers who received peer services after ad-

mission to an inpatient psychiatric or 
SUD residential service, there was an 18 
percent reduction in psychiatric readmis-
sions and a 66 percent reduction in SUD 
readmissions. Larger reductions in SUD 
readmission were noted among adults 
receiving peer support substance use ser-
vices versus a matched comparison group 
receiving outpatient service alone.  
 

Peer Support Helps Connect 
People to Needed Services 

 
Community Care’s Warm Hand Off 

intervention was designed to link individ-
uals experiencing a behavioral health cri-
sis (often a near-fatal drug overdose) to 
effective treatments, with the aim of in-
creasing participation in ongoing SUD 
treatment. Each year, thousands of indi-
viduals meet with a peer or case manager 
after a hospitalization or emergency care 
event. To date, 76 percent of those indi-
viduals were connected to SUD services 
within seven days, illustrating the vital 
role peers can play in care linkage.  
 

Peer Run Programs Are Successful 
 

Recovery Support Centers (RSC) are 
peer-led, drop-in centers designed for 
individuals with behavioral health and 
other rehabilitation needs. These centers 
focus on supporting individuals with com-
plex needs. Peers at RSCs help individu-
als regain hope and maintain recovery. 
Surveyed individuals who received RSC 
services report feeling hopeful about their 
future. In addition, outcomes for individu-
als receiving RSC service show high self-
reported levels of recovery, service satis-
faction, and engagement in their care.  
 

Peers Are an Essential Component 
of Community Connection  

 
Community Care employs Certified 

Peer Specialists (CPS) and Certified Re-
covery Specialists (CRS) in various capac-
ities. CPS support members and facilitate 

Community Care’s Statewide Member 
Advisory Boards. They also provide train-
ing and support to CPS and CRS providers 
and staff across contracts. Community 
Care also employs CPS/CRS in the role of 
community health workers (CHWs) who 
are tasked with helping members access 
support and services within their commu-
nities. As part of their duties, CHWs meet 
with members at psychiatric and residen-
tial SUD facilities to assess reasons for 
admission, address social determinants 
impacting community tenure, and deter-
mine the members’ motivation for ongo-
ing treatment. Members who engaged with 
a CHW in 2022 as part of Community 
Care’s community-based care manage-
ment program experienced an 88 percent 
reduction in psychiatric hospital utilization 
and 79 percent reduction in residential 
withdrawal management compared to be-
fore their engagement in the intervention.  

Peers are an integral part of recovery. 
By virtue of their lived experience, they 
are uniquely positioned to assist others in 
their recovery journeys. Their value is 
manifested in areas ranging from engage-
ment in treatment to quality metrics out-
comes. Community Care celebrates the 
work performed by peers and looks for-
ward to exploring new possibilities for 
peer expansion and collaboration. 
 

Community Care Behavioral Health 
Organization (Community Care) is a non-
profit behavioral health managed care 
organization (BH-MCO) based in Pitts-
burgh, Pennsylvania. We are a subsidiary 
of UPMC and part of the UPMC Insur-
ance Services Division. Community Care 
was created to support Pennsylvania’s 
mandatory managed care program for 
Medicaid recipients, called HealthChoic-
es. Since 1999, we have delivered behav-
ioral health services to Medicaid recipi-
ents throughout Pennsylvania. Today, we 
serve over 1 million HealthChoices mem-
bers in more than half of Pennsylvania’s 
counties. More information can be found 
at ccbh.com. 

The Critical Role of Peer Support Programs to   

Sustained Substance Use Disorder Recovery 

Geoffrey Neimark, MD 
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The Long History and Bright Future of Harm Reduction in New York State 

By Mary Brewster, MSW and  
Dr. Kelly Ramsey, MD, MPH, MA, 
FACP, DFSAM, New York State Office 
of Addiction Services and Supports 
(OASAS) 
 
 

F or the past year, the New York 
State Office of Addiction Ser-
vices and Supports (OASAS) has 
implemented a new division 

among its pillars of prevention, treatment, 
and recovery services. The newly formed 
Division of Harm Reduction seeks to 
bring both the harm reduction philosophy 
and its practical strategies to the continu-
um of care for addiction services in NYS. 
Harm reduction is an evidence-based ap-
proach that is critical to empowering peo-
ple who use drugs (PWUD) and equip-
ping them with the life-saving tools and 
information to create any positive change. 
Harm reduction may not be entirely new 
to OASAS and many of its partners, how-
ever, the institutionalization and broad 
implementation of harm reduction is a 
considerable departure and leap forward 
from the history of substance use and ad-
diction services and treatment in New 
York. Rooted in the Temperance Move-
ment of the 1800’s, abstinence has been 
the leading approach to substance use and 
substance use treatment. Abstinence was 
also seen as the only acceptable policy 
towards substance use nationwide. The 
draconian Rockefeller Drug Laws of 
1974, saw among other things, the penalty 
of life imprisonment for possessing two 
ounces or more of heroin, cocaine, and 
cannabis. A system of punishment was 
created as opposed to a system of support 
and empowerment.  

Practical in its approach, harm reduc-
tion was created to save lives and reduce 
disease transmission at the height of an 
epidemic. Harm Reduction works to em-
power PWUD and their communities to 
live healthy, self-directed, and purpose-
filled lives. It accepts that each person is 
the expert of their own lives, and that re-
covery is individualized. It recognizes that 
abstinence from substances is not an actu-
al requirement for full participation in 
society. With over 30 years of evidence-
based, harm reduction services throughout 
NYS, mainstream embrace of the practice 
has been met with controversy and re-
sistance from the very beginning.  

Harm reduction approaches have been 
employed for decades, but really took 

shape in the 1980’s. The first cases of 
what would later become known as AIDS, 
were reported in the United States in 
1981. Observed for the first time in a clus-
ter of people who inject drugs (PWID) 
and gay men, harm reduction became 
central in the fight to keep people alive. 
By 1984, half of all new HIV cases, the 
virus that led to AIDS, were among the 
PWID community. Organized by harm 
reductionists, syringe services programs 
(SSPs) were successful at preventing 
transmission of the virus and keeping peo-
ple alive. SSPs were proven to be effective 
prevention programs that provided a range 
of services, including substance use treat-
ment and overdose prevention education. 

Launched in 1988 as a pilot project to 
allow for the establishment of an SSP to 
prevent the transmission of HIV, NYC 
SSPs were immediately met with contro-
versy. The idea of providing PWID with 
the tools to use their substances was seen, 
and often still is, as “enabling their drug 
use”. Opponents of harm reduction often 
believe that harm reduction is simply ena-
bling PWUD rather than helping them use 
it more safely and decreasing potential 
harms. Due to the controversial nature of 
the pilot, it was shut-down after 14 
months. Though it was short-lived, it 
demonstrated that HIV risk behaviors 
were modified by SSP participants. Also, 
in 1988 a congressional ban prohibiting 
the use of federal funds for SSPs was in-
stituted. This ban was lifted in 2016 by 
the Obama administration. This legisla-
tion allowed federal funds to be used for 

SSP expenses, but still not for purchasing 
the syringes.  

It wasn’t until 1993 that SSPs were 
legalized throughout NYS. Since their 
adoption 30 years ago as a comprehensive 
harm reduction approach, new HIV cases 
among the injection drug use (IDU) com-
munity have decreased dramatically. Prior 
to the legalization of SSPs, IDU account-
ed for nearly half of all new HIV cases in 
NYS. Specifically, IDU was the risk fac-
tor for 57% of all new HIV cases among 
Blacks, 62% of new cases among Hispan-
ics, and 58% of new cases among women 
in NYS. In 2022, new cases of HIV 
among the IDU community is only ~3%. 
Although SSPs have proven benefits, it is 
still a challenge to garner widespread sup-
port for their implementation. 

The focus of many of the early harm 
reduction programs was HIV prevention. 
Founded during the crisis of the 1980-90s, 
harm reduction was proven to be an effec-
tive prevention strategy. With the fall of 
new HIV cases, came the rise of the opi-
oid crisis in New York State. Since 2010, 
the number of overdose deaths involving 
any opioid have increased in New York. 
This sharp rise in fatal overdoses signaled 
that a shift was needed in how the com-
munity responded.  

Naloxone, approved in 1971 by the 
Food and Drug Administration (FDA) to 
treat opioid overdoses, is a medication 
used to reverse or reduce the effect of 
opioids. Pioneered by the harm reduction 
community, NYS passed a life-saving law 
in 2006, making it legal in NYS for non-

medical persons to administer naloxone to 
another individual to prevent an opioid 
overdose from becoming fatal. This com-
prehensive approach allowed for the pro-
visions of naloxone and overdose preven-
tion education at all SSPs and SUD treat-
ment programs by becoming a registered 
Opioid Overdose Prevention Program 
(OOPP). Currently, over 850 registered 
programs offer training and provide na-
loxone to trained individuals. 

Highly effective and safe, naloxone has 
saved thousands of lives from overdose. 
An opioid antagonist, naloxone can re-
verse the life-threatening respiratory de-
pression associated with opioid overdose 
and block the effects of the opioids tem-
porarily. As the opioid epidemic has con-
tinued to ravage communities throughout 
NYS, naloxone administration and distri-
bution has become even more crucial. 
While naloxone is highly effective at re-
versing an opioid overdose, it is only ef-
fective if it is available and given at the 
time of the overdose. Research shows that 
when naloxone and comprehensive over-
dose education are available to PWUD 
and the community, overdose deaths de-
crease in those communities. In 2023, 
OASAS made naloxone available to all 
New Yorkers free of charge, expanding 
access to a life-saving medication.  
Another core component of comprehen-
sive harm reduction programs is the en-
gagement of PWUD into SUD treatment 
services, including the initiation of medi-
cation for addiction treatment (MAT). 
There are only three FDA approved medi-
cations for opioid use disorder (MOUD). 
Buprenorphine, an opioid partial agonist, 
is considered a first line treatment for 
OUD. Buprenorphine normalizes brain 
anatomy and physiology, relieves physio-
logical opioid cravings, and normalizes 
body functions without the negative and 
euphoric effects of the opioids used previ-
ously. Buprenorphine is associated with a 
~50% reduced all-cause and opioid-
related mortality in PWUD.  

In 2002, buprenorphine became the first 
opioid agonist medication to treat OUD 
that can be prescribed or dispensed out-
side of an opioid treatment program 
(OTP). This fundamentally shifted who 
could treat individuals with OUD and 
how PWUD could engage in care. While 
this expanded who could prescribe bu-
prenorphine, there were still barriers in  
 

see Harm Reduction on Page 38 

Mary Brewster, MSW Dr. Kelly Ramsey, MD 
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By Ann Sullivan, MD 
Commissioner 
NYS Office of Mental Health (OMH) 
 
 

I ntegrated care works with the whole 
person in the world they are experi-
encing including their physical and 
behavioral health, as well as past 

trauma and other social determinants im-
pacting their lives. Individuals with co-
occurring disorders, when treated holisti-
cally, develop a trusting relationship with 
their treatment team, making recovery a 
reality.  

The CDC reported last year that the 
total number of adults in the United States 
with both a substance use disorder (SUD) 
and co-occurrence of any mental health 
illness was 17 million (about 6.7 percent 
of the population) and the number of 
adults with a co-occurrence of an SUD 
and severe mental illness was about 5.7 
million (2.2 percent of the population). 

The cause and relationship of co-
occurring disorders is unique for each 
individual. In some instances, chronic 
substance use can lead to mental illness, 
and in other cases, a person’s mental ill-
ness can lead them to self-medicate and 
develop a substance use disorder.  

But regardless of its origin, addressing 
co-occurring disorders can be challenging 
because of the complexity of each indi-
vidual’s experience. When we do not pro-
vide whole person integrated- care, and 
individuals receive fragmented and diffi-
cult to access services, their recovery is 
impaired. Services that effectively inte-
grate mental health and substance use 
treatment must be available to all. 

 
Highlights of Integrated Care In  
New York’s Healthcare System 

 
The New York State Offices of Mental 

Health (OMH) and Addiction Services 

and Supports (OASAS) have partnered to 
establish state of the art integrated care 
throughout our Crisis System. 988 is a 
universal call number for mental health or 
substance use crises that will provide im-
mediate counseling and referral to addi-
tional services as needed. 988 can also 
connect individuals to our Mobile Crisis 
Teams who will go to where the person is 
and work together to resolve the crisis. 
Again, as teams expand, they are being 
trained to provide comprehensive inte-
grated care. 

And throughout the design and training 
for all services equity and inclusion for all 
is critical. Collaborating with underserved 
communities to identify policy and pro-
gram needs has been a core component of 
crisis development in New York State. 
One targeted effort undertaken by OMH 
was to contract with a national training 
center to create a recipient-informed train-
ing for crisis response workers across the 

continuum of care that is specific to the 
needs and risks associated with LGBTQ+ 
individuals in crisis, with an even more 
targeted component geared towards 
LGBTQ+ youth, families, and older 
adults. In addition, a culture of treatment 
and practices focused on eliminating ra-
cial and ethnic bias, and ensuring inclu-
sivity, is essential. Establishing culturally 
appropriate services that are available and 
accessible to all is a State priority. 

In our Intensive and Supportive Crisis 
Stabilization Centers, jointly developed 
and licensed by OMH and OASAS, staff 
work with any adult, child, or adolescent 
experiencing a mental health and/or sub-
stance use crisis. The centers provide state 
of the art integrated evaluation, care, and 
comprehensive services in a safe and wel-
coming environment, 24 hours per day, 
seven days per week.  

By providing urgent and immediate 
treatment, these Crisis Stabilization Cen-
ters can enable people to deal with their 
crisis and prevent the need for higher lev-
els of care and unnecessary emergency 
room visits. The Centers have extensively 
integrated peer and recovery-oriented 
support services, as well as referral and 
follow-up services to ensure people con-
tinue to receive the support they need.  

New York is also dramatically expand-
ing our network of Certified Community 
Behavioral Health Centers, which provide 
nationally recognized integrated behavior-
al health care for mental health or sub-
stance use, regardless of ability to pay, 
place of residence, or age. Governor 
Hochul’s $1 billion plan to overhaul and 
strengthen the State’s mental health care 
system includes the tripling of the number 
of CCBHC’s in New York from 13 to 39, 
to eventually serve an additional 300,000 
New Yorkers.  

CCBHCs have been developed across 
the country because they treat the whole 
person, each person’s physical health, 

behavioral health, social and life needs. 
They are required to provide a compre-
hensive array of behavioral health ser-
vices, so individuals don’t have to piece 
together the support they need across mul-
tiple providers. They also provide care 
coordination to help people navigate be-
havioral health care, physical health care, 
social services, and the other systems in 
which they may be involved. CCBHC’s 
are expected to provide peer services, 
counseling, and family support. The avail-
ability of peer services is an important 
element for all programs to ensure that 
clients have the opportunity to engage 
with those with lived experience through-
out their recovery. Peers teach skills, 
share their unique understanding of the 
system, partner with other team members, 
model recovery, and assist individuals in 
developing their own recovery plan. 

OMH has surveyed clients of CCBHC’s 
and received many positive reviews, in-
cluding: “The first time I came to [the 
CCBHC] I wasn't ready to accept help for 
both mental health and substances, I only 
wanted to talk about my problems with 
substances… but as I started meeting with 
my counselor she explained how it would 
be good for me to learn about both so I 
started thinking about what I could do for 
my mental health more….When I went to 
other programs in the past I didn't have to 
talk about my mental health so that was 
new for me…” 

Another client said: “…I was getting 
treatment for my depression and addiction 
for the past three years. I was stubborn at 
first, I didn’t want to do anything but talk 
about my addiction, but they told me I 
should think about how my depression 
was making my life harder and eventually 
I started talking about that too. I started 
seeing a therapist and going to group 
(therapy) here…” 

 
see Integrated Care on Page 38 

Ann Sullivan, MD 

Quality Integrated Care is Critical for the Recovery of Individuals with  
 

Mental Health and Substance Use Challenges  

https://behavioralhealthnews.org/
https://omh.ny.gov/
https://omh.ny.gov/
https://oasas.ny.gov/
https://oasas.ny.gov/
https://behavioralhealthnews.org/governor-hochul-announces-details-of-1-billion-plan-to-overhaul-new-york-states-continuum-of-mental-health-care/
https://behavioralhealthnews.org/governor-hochul-announces-details-of-1-billion-plan-to-overhaul-new-york-states-continuum-of-mental-health-care/
https://omh.ny.gov/omhweb/resources/publications/
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By Jordan Baker 
Content Marketing Manager 
Relias 
 
 

H istorically, individual therapy 
and group-based treatments 
have been the predominant 
modalities used in substance 

use disorder (SUD) treatment programs. 
However, there has been increased recog-
nition among researchers, clinicians, and 
clients of the importance of family struc-
ture and how it plays a role in either main-
taining or decreasing individual family 
members’ substance use. 
 

The Importance of Family-Based 
Substance Use Disorder Therapies 

 
Family-based SUD therapies are not 

meant to help the person coping with 
addiction, but rather to help their fami-
lies learn the behaviors and responses 
they need to adopt regarding a family 
member’s addiction. This presents two 
main benefits to the family unit in thera-
py: they learn how to cope with their 
own feelings about their loved one’s 
addiction and they learn how to help 
their loved one heal from their addiction 
as a family unit.  

The importance of this type of therapy 
is only growing as the numbers of Ameri-
cans dealing with SUDs continues to 
climb. Indeed, the number of Americans 
who died from an opioid overdose in-
creased by six times between 1999 and 
2021 (CDC, 2023). And this is just one 
example of the SUD crisis facing Ameri-
can families. 

Due to the increasing regularity of 
SUDs in American society, 10% of chil-
dren under the age of 18 live, or have 
lived, with at least one parent living with 
a SUD (American Addiction Centers, 
2023). Through family-based SUD thera-
py, these children and their families can 
work toward a better future.  

In the following section, we’ll outline 
what you, as a behavioral health profes-
sional, need to keep in mind when your 
organization offers these types of services 
for families and clients. 
 

Core Principles of  
Family-Based Therapies 

 
According to SAMSHA (SAMSHA, 

2020), all types of family-based SUD 
therapies share seven core principles that 
make them effective:   
 
 Perceive the importance of therapy on 

both the individual coping with a sub-
stance use disorder and the family of 
that individual. 

 Use a cooperative approach that does 
not place blame. This emphasizes the 
avoidance of authoritative and/or con-
frontational approaches to a family-
based SUD therapy. 

 Discover harm-reduction strategies 
aside from or in addition to sobriety. 
These strategies should bring posi-
tive holistic health benefits to both 
the individuals in therapy and their 
family. 

 Include the wellness of the family, on 
top of the individual coping with 
SUDs, in the goals of the therapy. 

 Accede to the importance of family 
and friend relationships in the lives of 
individuals in therapy and how these 
social networks enable recovery. 

 Incorporate the family’s cultural and 
community values into the therapy 
where appropriate. 

 Acknowledge the chronic and complex 
nature of substance use disorders and 
treat the family therapy in the same 
manner you would treat therapy for 
other serious conditions.  

Effective Models for  
Family-Base SUD Therapies 

 
Now that we have a basic understand-

ing of family-based SUD therapies, let’s 
explore a few of the methodologies avail-
able to mental health professionals. While 
this section is not exhaustive, it covers 
several of the more popular models of 
family-based SUD therapy and can serve 
as a starting point for your learning jour-
ney on the topic.  

Community Reinforcement 
and Family Training 

 
Community Reinforcement and Family 

Training (CRAFT) is an approach that 
helps families and friends get support for 
loved ones who have a SUD. CRAFT is a 
skills-based program that addresses the 
multiple areas of a family’s life including 
self-care, problem solving, goal setting, 
and pleasurable activities.  

CRAFT teaches loved ones behavioral 
and motivational strategies for interacting 
with their loved one who has a substance 
use disorder. The goals of CRAFT are 
(Roozen et al, 2010): 
 
• Helping families to encourage their 

loved one to get treatment 

• Reducing the loved one’s substance use 

• Improving the lives of families and 
friends who are concerned 

Family Treatment Court 
 

Family treatment courts (FTCs) are a 
collaborative approach to serving families 
with SUDs who also have children within 
the child welfare system.  

A multidisciplinary team, including 
staff from SUD treatment programs, be-
havioral health agencies, child welfare, 
and other community agencies, come to-
gether to support the family. FTC pro-
vides the caregiver with the opportunity to 
abstain from substances as well as provid-
ing parenting support.  

FTCs assess participants for intimate 
partner violence, trauma, and other mental 
health conditions in order to make appro-
priate treatment referrals. Families who 
participated in FTC were more likely to 
be reunified. Parents who participated in 
FTC were also more likely to stay in treat-
ment (Center for Children and Family 
Futures and National Association of Drug 
Court Professionals, 2019). 
 

Family Systems Model 
 

There can be power and unison in a 
family system that can play a positive role 
in an individual’s recovery from sub-
stance use disorder. In some instances, 
however, the family system can resist or 
interfere with the individual’s efforts to 
make a positive change. 

Also, the substance use problems of one 
family member can co-occur with family 
discord or another member’s substance 
use, which can lead to greater family 
breakdown. 

Making sense of these various dynam-
ics is very challenging, and therefore  
knowledge of the Family Systems Model 

(Ackerman, 1984) is imperative. This 
model stresses the influence that family 
members have on another and views the 
family unit as a complex social system. 
Therefore, it can prove useful for under-
standing how many presenting behaviors, 
including substance use issues, affect the 
entire family. 
 

Wrapping Up 
 

Substance use disorders are never an 
easy thing for families to cope with. Not 
only do family members watch their loved 
ones struggle, but they, too, can experi-
ence various forms of trauma as a result. 
For behavioral health professionals, fami-
ly-based therapies can help unravel the 
complex social interactions taking place 
within the family unit, allowing the mem-
bers of the family to begin the healing 
process. 
 

For more than 11,000 healthcare or-
ganizations and 4.5 million caregivers, 
Relias continues to help clients improve 
clinical and financial outcomes by reduc-
ing variation in care. We help healthcare 
organizations, their people, and those 
under their care, get better. Better at 
identifying problems, addressing them 
with better knowledge and skills, and bet-
ter outcomes for all. Learn more at 
www.relias.com.  
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Unlocking Success: 6 Ways Technology Enhances Substance Use Disorder  
 

Treatment and Access to Addiction Recovery Care 

By Heather Martinez 
Director of Specialty Solutions -  
Behavioral Health 
NextGen Healthcare 
 
 

I n today's competitive market, for-
profit addiction recovery organiza-
tions can employ sophisticated IT 
solutions to engage clients more 

effectively while streamlining operations 
and reducing costs. The right technology 
can radically transform an individual’s 
path to recovery and ensure long-term 
organizational success. In this article, 
we'll explore six ways innovations in 
technology are revolutionizing addiction 
recovery and providing crucial access to 
potentially life-saving services. 
 

1. Practice Management: 
Building a Strong Foundation 

 
In the competitive addiction treatment 

industry, innovation is key to establishing 
a solid infrastructure, granting clients con-
venient access to services, and ensuring 
the efficiency organizations deserve. 
While many treatment centers accept 
health insurance, navigating the complexi-
ties of coverage can be challenging. It's 
crucial to detect and rectify claim errors 
promptly. This can include assessing your 
accounts receivable, managing month-end 
closing procedures, analyzing your payer 
mix, and leveraging customized financial 
reports to ensure a healthier cash flow. 

A reliable practice management solution 
slashes time-consuming tasks and helps 
detect claim errors early. Seek a practice 
management platform that harmonizes 
your workflow across the revenue cycle, 
enabling your organization to operate 
more efficiently while providing real-time 
data and key performance indicators es-
sential for informed business decisions. 
 

2. Revenue Cycle Management (RCM):  
Optimizing Your Financials 

Insurance coverage for for-profit sub-
stance use disorder (SUD) organizations 
can be perplexing. It's vital to consider the 
value of implementing new technology 
solutions in recovery facilities and how 
these investments can enhance long-term 
recovery rates. 

Enabling swifter, more efficient reve-
nue cycle management is critical to 
maximizing financial results. Opt for a 
solution or services company fostering 
efficiency and enforcing robust finan-
cial control mechanisms using estab-
lished checks and balances. With an 
effective RCM services partner, your 
organization can reduce time and costs 
associated with resolving claims, deni-
als, and accounts receivable (A/R) chal-
lenges. This approach can help your 
organization allocate fewer resources to 
operations management while increas-
ing collections. 
 

3. Medication-Assisted Treatment: 
Streamlining Evidence-Based Therapy 

Evidence-based therapy such as medi-
cation-assisted treatment (MAT), combin-
ing therapy with medications like metha-
done, buprenorphine, or naltrexone, are 
commonplace at addiction treatment cen-
ters. In-person and telehealth services are 
employed to monitor and support individ-
uals undergoing MAT, making treatment 
more convenient and accessible. It's vital 
to ensure your IT platform integrates soft-
ware like Methasoft - a methadone dis-
pensing system - to guarantee compliance 
with regulatory requirements and enhance 
communication, reporting and efficiency. 
 

4. Interoperability:  
Safeguarding Client Information 

 
A secure, comprehensive database for 

storing and swiftly accessing protected 
client information ensures the right care, 
dosages, and treatment protocols are ad-
ministered to the correct individuals. For 
larger, multi-state treatment centers, 
maintaining a centralized database for 
client information is paramount. Securely 
managing and sharing client records 
among various providers ensures seamless 
continuity of care. Don't underestimate 
the importance of data security and priva-
cy in technology-assisted recovery and the 
protection of sensitive information. En-
sure your IT platform is secure and meets 
regulatory demands. 
 

5. Patient Engagement:  
Overcoming Geographical Barriers 

 

 
6. Embracing Mobility: 

A “Digital Front Door” to Recovery 
 

Online access is reshaping SUD care. 
By creating a 'digital front door', clients 
can be empowered to engage and take 
charge of their treatment effortlessly. 
Solutions prioritizing health, safety, con-
sumer demand, privacy, and efficiency 
can attract new clients while ensuring 
competitiveness. 

To meet rising expectations, consider 
establishing new avenues for communica-
tion. Tools are available to enhance dia-
logue and keep clinicians and staff syn-
chronized throughout the client journey. 
Electronic health record (EHR) software 
accessible from mobile devices, such as 
smartphones or tablets, is ideal. It enables 
scheduling appointments, processing 
online payments, and conducting virtual 
visits - offering convenience and produc-
tivity. Mobile apps designed for tracking 
sobriety, providing daily inspiration, or 
offering crisis intervention promote addi-
tional opportunities to enhance care and 
significantly enrich lives. 

By harnessing these innovative IT solu-
tions, for-profit addiction recovery organi-
zations can make a profound impact on 
their clients' journeys to recovery while 
ensuring efficient and sustainable opera-
tions for years to come. 

 
NextGen Healthcare is the trusted tech-

nology solutions provider and partner for 
substance use disorder and addiction 
management programs for alcohol, drugs 
and opioids in residential treatment, de-
tox, intensive outpatient services, partial 
hospitalization, and medically managed 
residential services. Our solutions provide 
SUD-specific clinical content so you can 
meet client needs with ease and maximize 
financial performance by capturing reve-
nue at the lowest cost. 

Heather Martinez 

https://behavioralhealthnews.org/
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By Rachel A. Fernbach, Esq. 
Executive Director and General Counsel 
New York State Psychiatric Association 
(NYSPA) 
 
 

T he following are excerpts of an 
August 21, 2023, conversation 
with Petros Levounis, M.D., 
current President of the Ameri-

can Psychiatric Association. This inter-
view has been edited for clarity.  
 
First, congratulations on your new po-
sition as President of the American Psy-
chiatric Association (APA). Can you 
tell us a little about your presidential 
theme of addiction psychiatry?   
 

The APA presidential theme this year is 
“Confronting Addiction from Prevention 
to Recovery.”  Preventing and treating 
addiction is an everyday part of our work 
in psychiatry, but, to my knowledge, it 
has never been elevated to a presidential 
theme and it is certainly time to put it in 
the forefront of our thinking. Of course, 
the fact that I am an addiction psychiatrist 
was also a key factor. As part of my presi-
dential theme, I have chosen to focus on 
four distinct campaigns, one for every 
three months during my term. These four 
campaigns are (i) vaping; (ii) opioid ad-
diction, which coincides with Recovery 
Month in September; (iii) alcohol addic-
tion, which coincides with the winter holi-
days when many people struggle with 
alcohol and other substances; and (iv) 
technological addictions, an emerging 
area of addiction psychiatry, which affects 
many of our young people. These cam-
paigns will be publicized using a variety 
of tools, including innovative animation 
products to be posted on social media and 
in other media avenues, special articles 
and features in Psychiatric News, and 
interviews with major media outlets.  
 
I imagine these priorities were in-
formed by your background in addic-
tion psychiatry. Can you tell our read-

ers a little bit about why you chose to 
pursue a fellowship in addiction psychi-
atry as part of your medical training?  
 

When I was an undergraduate student, I 
majored in chemistry, which was not a 
popular pre-med major at the time. I chose 
chemistry because of my love for mole-
cules and small things, which attracted me 
to organic chemistry, specifically. During 
medical school, I also completed a masters 
in sociology as I was interested in public 
policy and other factors that impact socie-
ty. If you combine molecules and smaller 
things with culture, society and policy, that 
pretty much points directly to addiction 
psychiatry. Also, addiction is a psychiatric 
subspecialty with many connections to 
general medicine because intoxication 
syndromes and withdrawal syndromes are 
very close to topics in internal medicine. 
My father was a brilliant internist and I 
have always been quite attracted to the 
general medical side of our work.  

Perhaps even more important than any 
of these issues are the patients themselves. 
I find caring for patients with addiction to 
be one of the most gratifying and reward-
ing aspects of my work. Individuals with 
addiction are some of the most disenfran-
chised and outcasted members of our soci-
ety and there is so much misinformation 

about addiction treatment out in the world. 
When a patient receives quality treatment, 
whether through psychosocial interven-
tions or medication interventions or both, 
they often do so well that the distance 
travelled between where the patient starts 
and where the patient ends is remarkable. 
Working with this population truly allows 
you to impact lives, and I have found that 
to be one of the most astounding aspects 
of my professional career.  
 
Our readers would love to hear more 
about the APA’s anti-vaping campaign.  
 

There are several components to the 
dangers of vaping. First, many people, 
especially young people, do not appreci-
ate that most vaping products contain nic-
otine. As we know, nicotine is one of the 
most addictive substances in existence. 
The way vaping products are advertised 
and marketed to young people is very 
misleading, particularly with respect to 
flavoring. A federal law was passed out-
lawing flavored vaping products. Howev-
er, this law left a dangerous loophole 
which permits disposable vaping products 
to continue to be offered in multiple fla-
vors. The APA is strongly advocating that 
flavors in all types of vaping products be 
prohibited. Flavored products give the 
image of being benign and natural, which 
is absolutely untrue. Using the appeal of 
certain flavors and scents is nothing more 
than a marketing ploy to lure young peo-
ple to these dangerous products.  

Further, vaping products are also very 
dangerous from a medical perspective 
because they contain heavy metals and 
other toxic substances that can result in 
direct tissue damage and harm. The fact 
that vaping products not only contain nic-
otine but can also cause other harm to our 
bodies is hugely underappreciated.  

Finally, there appears to be a wide-
spread misunderstanding that switching to 
vaping is a good and safe way to quit 
smoking cigarettes. This is simply not the 
case. There are plenty of other excellent 
FDA-approved interventions for smoking 

cessation, including medications (such as 
varenicline and bupropion), the nicotine 
patch, nicotine gum and other safe nico-
tine replacement therapies. These ap-
proved interventions, and not vaping, are 
the safest and best way to quit smoking.  
 
One of the most interesting topics you 
have chosen to focus on is addiction to 
technology. We all joke about being 
permanently attached to our phones 
and other technology, but please tell us 
more about this type of addiction.  
 

The vast majority of people who engage 
with technology will not become addicted 
to it, and there are many beneficial as-
pects to technology in both professional 
and recreational arenas. We are not trying 
to discourage positive use of valuable 
technology. However, we estimate that 
somewhere in the range of 3-5% of the 
population will end up meeting criteria for 
an addiction to technology. At present, 
addiction to Internet gaming is one of the 
best studied technological addictions. 
Technology addiction has now been in-
cluded in the International Classification 
of Diseases and has been flagged in DSM-
5-TR as a diagnosis for further study. I 
wouldn’t be surprised if it is officially 
included in DSM-6. Other concerns in-
clude addiction to cybersex, social media, 
internet gambling, texting, and emailing, 
and online auctions and shopping. Current 
treatment modalities for technological 
addictions are primarily psychosocial. At 
this time, there are no specific FDA-
approved medications directly focused on 
treating technology addictions, but psy-
chiatrists can use medications customarily 
used to treat co-occurring psychiatric dis-
orders. Between one-third to two-thirds of 
people with technology addiction will also 
have another psychiatric disorder, similar 
to figures for substance use disorders. 
Expertise in substance use disorder in-
forms our current work with patients with 
addiction to technology. 
 

  see Psychiatry on Page 38 

Focus on Addiction Psychiatry: An Interview with Petros Levounis, MD, 
 

President of the American Psychiatric Association (APA)  

Petros Levounis, MD 
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By Jose Cotto, LCSW 
SVP, Residential Treatment 
Institute for Community Living (ICL) 
 
 

I am sure many of us reading the 
words “Happy Hour” get a little ex-
cited: as a time to socialize, network, 
and let loose. For some, it’s a chance 

to be an extrovert - while an invisible 
cloak helps suppress insecurities, fears, 
and worries.  

For many, in fact, happy hour is not real-
ly very happy. Instead, it often serves as an 
escape from a grueling current reality or 
long-ago experiences of pain and anguish.  

Substance use occurs at different levels. 
Many of us are familiar with happy hour 
as a single event you take part in once in a 
while - what happens when it’s an almost-
every night occurrence? Or when we go 
way past that “hour” - make a night of it 
and discover the next morning many un-
explainable charges in your bank account; 
or you’re getting into work late more and 
more, feeling crappy because your body is 
still intoxicated the following day or 
you’re getting more irritable with others? 

This is when we know happy hour is no 
longer very happy - it goes from “fun and 
games” to something increasingly un-
healthy.  

Of course, we all have unhealthy habits, 
right? Or aren’t living our healthiest life. 
How many times have you made plans to go 
to the gym weekly but only made it a few 
days out of the year? I’m raising my hand.  

How many of us announced we’d get 
rid of soda or cut back on social media 
usage? How many of you have fallen in 
love only to see the relationship become 
toxic – yet you stayed? Love can turn into 
an addiction – like all addictions -- that is 
very difficult to break.  

What if I told you that substance use, 
especially one that has gone on for years, 
has actually kept people alive? Has been a 
supportive “friend” and sometimes has 
felt like a life saver. I know many people 
whose substance use has enabled them to 
live through longstanding trials and tribu-
lations. For these survivors, without sub-
stances, those negative experiences would 
have been too overwhelming, they would 
have drowned in their sorrows. 

Change isn’t easy regardless of how 
much we know we need to make changes. 

That’s where meaningful and accessible 
help comes in and where we at ICL come in. 

Not only do we have specific services 
to support people in breaking their addic-
tions (see sidebar on our new Hope & 
Recovery Center) but like all of our work, 
our addiction services are grounded in a 
fundamental understanding about the im-
portance of human connection. As hu-
mans, connecting with others is an innate 
need and desire. At ICL, this understand-
ing translates into working together to 
help a person believe again in themselves 
and remember the experience of joy.  

Making this human connection plays a 
critical part in the journey from substance 
use gone wrong to full health and recov-
ery. But it can be easily overlooked by a 
culture that assumes a substance use prob-
lem – and dealing with it - as a person’s 
individual “choice.” We tend to keep our 

distance, both in our professional and 
personal lives. Witnessing addiction can 
activate our moral compass, we pass judg-
ment and forget that in a variety of ways, 
we all have unhealthy habits or addictions 
that can easily grow out of control.  

People presenting with substance use 
issues are often viewed as “sinners” which 
somehow justifies the consequences that 
are imposed such as very high (and auto-
matic) prison sentences for possession of 
insignificant amounts of a substance. This 
further marginalizes people - feelings of 
isolation and powerlessness take over and 
can worsen their addiction. We’re punish-
ing, instead of helping – so contrary to 
how we generally respond to people strug-
gling with other medical conditions. 

And our profession is not always ready 
with open arms to help. When a physical 
health or mental health provider learns 
that someone referred to their organiza-
tion is struggling with substance use, they 
generally assume the person will require 
a higher level of care and is not 
“appropriate at this time” for their ser-
vice. Even our licensing exams require 
that we bypass engagement and immedi-
ately send people showing signs of addic-
tion to detox or a hospital when they may 
well not be ready for either of those in-
tensive settings.  

The stigma around substance use is so 
great that a very small percentage of be-
havioral health workers dedicate their 
careers to its treatment; as a result, re-
sources are few and far between com-
pared to other areas of physical and men-
tal health.  

Why is this such a common reaction, 
even for practitioners otherwise compas-
sionate and ready to take on a myriad of 
challenges? The explanation starts with a 
lack of understanding about trauma and 
the critical importance of hope in success-
fully overcoming addiction.  

I am proud to be part of the leadership 
team at ICL, an organization whose work 
is centered in trauma treatment and the 
many and varied factors that shape a per-
son’s life. Throughout the organization’s 
more than 125 programs, this approach is 
grounded in a whole health model and 
principles referred to as TRIP – trauma-
informed, recovery-oriented, innovative, 
and person-centered.  

What this approach reflects - so im-

portant in addressing all health issues but 
especially in the realm of substance use – 
is an understanding of all factors (micro, 
mezzo, and macro) that lead to unhealthy 
substance use and utilizes practical and 
meaningful resources to move forward. At 
ICL and in particular in our East New 
York Health Hub where a full array of 
integrated services are available - we’re 
looking beyond an individual’s physical/
mental health needs and at how Social 
Determinants of Health i.e. housing, food 
security, education and/or employment, 
and social network have brought the per-
son, their natural supports and community 
to this point. That understanding is incor-
porated into a recovery plan and the full 

array of services offered. As a result of 
the organization’s implementation of the 
whole health model, our Health Hub, just 
five years since opening, is one of the 
nation’s most comprehensive health cen-
ters and has proudly added a state-
licensed substance use disorder clinic to 
our mix of services. 

We have the tools to treat substance use 
and addiction, but we have to find the will 
– and the resources – not only to offer 
more of it to the people who need it but 
provide it in the most effective way possi-
ble. At ICL, our integrated approach sup-
ports us as practitioners to help individu-
als confront – and overcome – even the 
most seemingly intractable challenges. 

When Happy Hour Isn’t Always So Happy: One Clinician’s Point of View 

E arlier this year, ICL proudly 
opened the Hope & Recovery 
Center, an outpatient substance 
use disorder treatment and re-

covery program. A crucial component of 
our whole health service at the ICL East 
New Health Hub, the Center is an 
OASAS-licensed clinic offering a wide 
range of recovery and harm reduction 
Services. 

The Hub offers integrated physical and 
mental health care, as well as resources 
for families and children, such as a food 
pantry and art studio, all under one roof. 
Now, individuals coming to the Hub can 
receive substance use disorder treatment 
along with primary care, psychotherapy, 
medication management, social rehabili-
tation, and more.  

The need for substance use disorder 
treatment has never been greater. Many 
people struggled with isolation and anxi-
ety during the pandemic, exacerbating 
mental health and substance use difficul-
ties. The overdose crisis has reached 
historic levels - 2,668 individuals died of 
a drug overdose in New York City in 
2021, an increase of 78 percent since 
2019 and 27 percent since 2020. Alcohol
-related deaths increased by 25 percent 
nationwide from 2019 to 2020. 

To address these troubling trends, the 
Hope and Recovery Center offers trau-
ma-informed interventions based on 
each person’s needs and goals. Clients 
can access medication-assisted treat-
ment; a variety of counseling services, 
including for family members and part-
ners; overdose prevention training, and 
more. Everything at the center happens 
in a compassionate, safe, and nurturing 
environment.  

“Often those we work with at ICL are 
high-need individuals who may struggle 
with multiple challenges, such as mental 
health and substance use, and they often 
face increased barriers to accessing 
care,” said Jody Rudin, President and 
CEO of ICL. “With the Hope and Re-
covery Center, people now have a place 
to go for direct, coordinated support in 
their recovery journey. The Center re-

flects ICL’s commitment to integrated, 
whole-person care focused on addressing 
an individual’s physical, mental, and 
social well-being.” 

The Center’s dedicated team of profes-
sionals has a wide range of expertise. 
There are medical providers, psychia-
trists, family therapists, licensed social 
workers, licensed mental health counse-
lors, certified alcohol and substance 
abuse counselors, and peer advocates, all 
working in coordination to help patients 
achieve lasting changes.  

“Hope is the most important thing for 
people recovering from a substance use 
disorder. Our goal at the Hope and Re-
covery Center is to work with each par-
ticipant to create individualized plans to 
meet them where they are in their own 
recovery journey,” said Drucilla Wil-
liams, vice president for addiction ser-
vices. “Recovery is seldom a linear path 
and can look different for everyone.”  

 
To learn more about the Hope & Re-

covery Center and all ICL services con-
tact us at (844) ICL-HOPE or email 
iclhope@iclinc.org. 

Jose Cotto, LCSW 
ICL Hope & Recovery Center  

 

Offers a Brighter Future 

 

Drucilla Williams 
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By Meryl Camer, LCSW-R  
Vice President, Clinical Services 
WellLife Network 
 
 

I n the past, harm reduction was main-
ly associated with distributing clean 
needles to prevent the spread of in-
fectious diseases. According to the 

Centers for Disease Control and Preven-
tion (CDC) (2022), there were over 
100,000 deaths related to drug overdoses 
in 2022. Treatment has evolved to include 
methods like Medication-Assisted Treat-
ment (MAT) and Naloxone distribution to 
decrease opioid overdose risks. Harm 
reduction now covers a broader range of 
services beyond these tangible aids. 

The current state of behavioral 
healthcare calls for a significant change 
among providers. The primary goal is to 
minimize harm, although some confusion 
exists over the exact definition of a harm 
reduction approach. Sadly, only 1 in 10 
people with substance use disorders re-
ceive proper treatment. Challenges like 
COVID-19 and staffing shortages have 
made it increasingly difficult for providers 
to maintain adequate resources and attract 
experienced practitioners. 

It's crucial to offer low-barrier solutions 
for those seeking help, but without enough 
practitioners, this becomes challenging. 
Harm reduction emphasizes the im-
portance of respecting an individual's au-
tonomy and addressing their unique needs. 

To ensure person-centered treatment is 

more than just talk, clear policies and 
procedures need to be in place. The focus 
should be on supporting individuals with 
their goals and not punishing them. Pro-
viders must continuously adapt their 
strategies based on medical necessity, 
evidence-based approaches, and clinical 
assessments. 

The introduction of telehealth due to 
COVID-19 has expanded service access, 
but it should not replace in-person treat-
ments completely. 

WellLife Network offers a wide range 
of flexible treatment options tailored to 
each person's needs and preferences. They 
provide Naloxone training and kits as part 
of their Opioid Overdose Prevention Pro-
gram and apply evidence-based practices 

to deliver effective care. 
Furthermore, WellLife addresses the 

needs of various demographics such as 
women, LGBTQ+ individuals, people with 
co-occurring disorders, and more through 
specialized programs. Peer services also 
provide support by connecting people with 
self-help groups in the community. 

Practitioners are readily available to 
assist families throughout an individual's 
treatment, and they provide same-day 
access to services with walk-in hours. 
This way, people struggling with sub-
stance use disorders receive the compas-
sionate care they need to overcome their 
challenges. 

The Prevention Program plays a signifi-
cant role in educating and preventing ad-
diction in communities. Schools use scien-
tifically-proven resources to teach middle 
and high school students about addiction 
prevention. Educational talks within the 
community work towards breaking down 
stigmas and raising awareness about addic-
tion. Moreover, social media campaigns 
help bring attention to prevention methods 
for a wider audience. All these efforts are 
closely monitored under the watchful eye 
of our Medical Director. The Prevention 
team keeps track of important data report-
ed to the Department of Health and ensures 
clinical staff are properly trained to give 
out Naloxone training and kits. 

 
WellLife Network's substance use pro-

grams play an essential role in promoting 
harm reduction strategies for individuals 

struggling with addiction. This compre-
hensive approach not only saves lives but 
also fosters a non-judgmental and com-
passionate environment. Through educa-
tion, counseling, and various treatment 
options, the program empowers people to 
take control of their recovery journey 
while minimizing the adverse impacts of 
substance use on their lives and the com-
munity. At WellLife Network, harm reduc-
tion not only improves the overall health 
outcomes and well-being of those strug-
gling with substance use but also empow-
ers them to rebuild their lives with digni-
ty, purpose, and hope. 

For more information about WellLife 
Network’s substance use programs or 
Naloxone training call: (631) 920-8324 
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Opioid Settlement Funds an Opportunity to Strengthen Services 

By John J. Coppola, MSW 
Executive Director 
NY Association of Alcoholism and  
Substance Abuse Providers (ASAP) /
InUnity Alliance  
 
 

T he tragic loss of life and the 
impact of addiction on families 
and communities has been es-
calating in New York State 

annually almost every year for well over 
a decade. New York State’s response has 
been inadequate and lives have been lost 
as a consequence. We believe the Mag-
nitude of Response Must Equal or Sur-
pass the Magnitude of Overdose/
Addiction Crisis. 

Because of a strong federal response 
to the COVID-19 pandemic and our na-
tion’s addiction and overdose crisis, and 
because of New York State’s aggressive 
action holding corporations responsible 
for behaviors that fueled the overdose 
and addiction crisis, new funding is 
available to support a strong prevention, 
treatment, recovery, and harm reduction 
effort. New federal funds and opioid 
settlement funds, which will be availa-
ble for many years, provide New York 
State with an opportunity to launch a 
strong, sustained effort to address the 
epidemic levels of addiction and over-
dose that plague New York families and 
communities. 

ASAP, currently merging with The 

Coalition for Behavioral Health to form 
InUnity Alliance, working with sub-
stance use disorder prevention, treat-
ment, recovery, and harm reduction ser-
vice providers; mental health service 
providers, and stakeholders from across 
New York State, have generated a com-
prehensive list of funding and service 
needs to guide deployment of federal 
funding and settlement funds in a man-
ner that addresses current community 
needs and remedies structural weakness-
es caused by historic underfunding. 

ASAP and The Coalition have created 
the InUnity Alliance Policy Center as a 
centerpiece of its merger. The InUnity 
Alliance Policy Center will work with 
the Opioid Settlement Fund Advisory 
Board to ensure that the magnitude of 
services supported by newly available 
funds match the magnitude of the addic-
tion and overdose crisis. 
 

Guiding Principles  
   

The InUnity Alliance is using the fol-
lowing Guiding Principles as a foundation 
for the development of our recommenda-
tions and encourages the Opioid Settle-
ment Fund Advisory Board to use these 
guiding principles in their work: 
 
• The magnitude of NY’s response to rec-

ord levels of overdose and addiction must 
be strong enough for every community to 
have access to SUD services on demand 

• Justice, Equity, Diversity, and Inclusion 
should be used as a prism for funding 
decisions 

• Reimbursement/funding must be suffi-
cient to cover the full cost of delivering 
services 

• Ensuring adequate staffing for SUD 
prevention, treatment, recovery, harm 
reduction, and mental health programs 
must be a priority. 

• Funding from opioid settlements, feder-
al block grant increases, and taxes on 
opioids and marijuana should be allo-
cated in an equitable manner that re-
sponds to the diverse needs of commu-
nities and regions with emphasis on 
communities and people who are under-
served and experience health disparities  

• The Opioid Settlement Fund should be 
considered an ongoing funding source 
that can be used for ongoing projects 
and services. The work of the Opioid 
Settlement Fund Advisory Board will 
span close to two decades. Opioid Set-
tlement Funds should not be consid-
ered one-time funding. They are long 
term funds that can be used to correct 
historic underfunding and inequity, 
structural racism, and a history of fail-
ure to meet the magnitude of the prob-
lem with a solution of equal or greater 
magnitude. 

Recommendations 
 

Opioid Settlement Funds should be 
allocated for the following prevention, 
treatment, recovery, and harm reduction 
services priorities: 
 
 Workforce Crisis 

 Fiscal viability of all service providers 

see Settlement Funds on Page 36 

John J. Coppola, MSW 
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New Tool Deployed to Help Veterans 

By Elisabeth Kranson 
Director 
New York Certification Board 
 
 

T he prevalence of suicide, ad-
diction to alcohol and other 
drugs, homelessness, unem-
ployment, incarceration, phys-

ical and mental health challenges, and 
the need for health and social services is 
disproportionate among Veterans com-
pared to the general population. Among 
Veterans, one in six who served in Iraq/
Afghanistan have a substance use disor-
der, one in five suffer from PTSD and/
or a major depression; in 2021, more 
Veterans died by suicide than were 
killed in 10 years of war. Veterans have 
many challenges when they are reinte-
grating into the community where they 
live. Despite the alarming level of need 
and demand for services, Veterans and 
their families are considered an under-
served population because so many 
have not received the care they need 
and deserve.  

All too often, Veterans and their fami-
lies have had to rely on support generated 
by community-based organizations and 
volunteers. Thanks to the vision, advoca-
cy, and perseverance of people and organ-
izations committed to supporting Veterans 
and their families, there is hope and a path 
forward that can help Veterans to attain 
the health and happiness they deserve. 

A Visionary Response 
 

At the Alcoholism and Substance 
Abuse Providers of New York State’s 
(ASAP) Veterans Summit in Tarrytown, 
New York in 2019, Malik Hutchinson, a 
member of ASAP’s Veterans Committee, 
expressed concern about inadequacies in 
the infrastructure needed by Veterans 
navigating the transition from military to 
civilian life. The Veterans Administration 
system helped some, but many Veterans 
were falling between the cracks. Malik 

was very concerned that Veterans suffer-
ing with addiction and/or mental health 
issues were at greatest risk for not getting 
the help they needed. He strongly advo-
cated that a service should be developed 
where Veterans could be helped by people 
who understood their needs better than 
anyone else … other Veterans. The ASAP 
Veterans Committee took up the cause 
and the vision that Malik had created at 
the Veterans Summit became their vision 
as well.  

At the request of the ASAP Veterans 
Committee, the New York Certification 
Board agreed to develop a Veteran Sup-
ported Recovery credential that could 
serve as a catalyst for Veterans to get 
the support they needed. With seed 
funding from the Mother Cabrini Foun-
dation, the New York Certification 
Board (NYCB) began the work to devel-
op a Veterans specific credential in 
March 2020. A group of subject matter 
experts composed of Veterans, military 
personnel, peer recovery professionals, 
and experts in peer certification, was 
convened to create the Veteran Support-
ed Recovery (VSR) credential and a 
separate group of expert trainers was 
convened to develop the curriculum that 
would be used to train peers. While the 
training was designed to provide peer 
professionals with a solid foundation 
specific to working with Veterans, it 
was also designed for others who have 
an interest in working with Veterans. 

The VSR training was designed to 
broaden the knowledge/skill base of 
other professionals (including social 
workers, mental health counselors, and a 
broad range of professionals and volun-
teers) to better serve Veterans. Upon 
completion of the work to create the 
Veteran Supported Recovery credential 
and training curriculum, the ASAP/New 
York Certification Board VSR program 
was launched on Veterans Day 2021.  
 

Strengthening Our Workforce 
 

The New York Certification Board de-
signed the Veteran Supported Recovery 
initiative for certified peer professionals 
who want to strengthen their knowledge 
and skills and attain the VSR specialty 
certification. The training curriculum is 
also designed for others looking to 
strengthen their work with Veterans and 
receive continuing education credits. The 
VSR Training and Certification Pro-
gram includes a five-hour training mod-
ule, required for certification candidates 
who are not veterans (now available 
online). This module is designed to give 
non-Veterans a more complete under-
standing of military culture, jargon, and 
values. The core 20-hour VSR training 
(available here) is designed to help people  
who work with Veterans and their fami-
lies to strengthen their alignment with the  
 

see Veterans on Page 36 

Elisabeth Kranson 
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By Tia Dole, PhD 
Chief 988 Lifeline Officer 
Vibrant Emotional Health 
 

 

S ubstance use and misuse have 
reached epidemic proportions 
across the United States. In a 
2020 survey, the Substance 

Abuse and Mental Health Services Ad-
ministration (SAMHSA) estimated that 
more than 40 million individuals across 
the country over the age of 12 have a 
substance use disorder, with over 
140,000 alcohol-related deaths per year 
(CDC, 2018). These numbers are stag-
gering. As a clinician, many people ask 
me why individuals become addicted to 
substances (and there tends to be a lot of 
feeling behind that question). I can only 
say that there is no one answer. Some-
times, it’s accidental, and a person can 
be prescribed medication that leads to 
addiction. For others, they are escaping 
what is happening in their lives. People 
can also experience a slow slide into 
more dangerous drugs simply because 
they are having a good time. Addiction 
looks different for everyone, and the 
etiology of it is as individual as any per-
son’s trauma. However, Substance Use 
Disorder is NOT a failure of character. 
Drugs and alcohol are created to make 
you feel good and can be addictive. That 
is its purpose. Unfortunately, the indi-

vidual who is addicted is likely the one 
who will need to get themselves out of 
the addiction. 

One of the most challenging aspects of 
substance use and misuse (besides the 
obvious) is stigma. People struggling with 
substances often face an incredible 
amount of judgment from providers, 
friends, family and even co-workers. 
Folks who are addicted often internalize 

those same judgments - targeting one’s 
willpower, personality, and abilities - and 
use them as a weapon against themselves, 
which can lead to giving up on the road to 
recovery. Additionally, different substanc-
es carry with them different perceptions - 
if you are addicted to fentanyl, you will be 
treated differently by others than if you 
were to be addicted to Xanax. In fact, 
different versions of substances carry with 
them different legal penalties (e.g., crack 
versus cocaine) that are rooted in systemic 
racism. The perceptions of drug use and 
substances are related to class, race, and a 
whole host of societal factors that you, as 
the addicted person, have no control over. 
So, what do you have control over? Two 
things: 1) The help you seek and 2) how 
you approach your own addiction. Caring 
for yourself as a person addicted to sub-
stances starts with care - the belief that 
you are a person who deserves help. 

As a clinician, I hear people say all the 
time, “That person needs AA!” Of course, 
we know that Alcoholics Anonymous is 
an abstinence-based program with reli-
gious/spiritual elements that may not work 
for everyone. For some people, abstinence 
is not the goal; reducing the amount of 
usage is what we are striving towards 
(e.g., Harm Reduction). So, back to the 
first point: “The Help You Seek.” No one 
thing helps everyone. Are you looking to 
reduce usage? Do you want to       go cold 
turkey? Do you want to connect with oth-

ers during your journey? Do you have 
insurance? There are many questions that 
you can ask yourself in a precise moment. 
There are also online resources like the 
988 Suicide & Crisis Lifeline 
(988lifeline.org/), where you can speak to 
someone and talk through what works for 
you, or SAMHSA (findtreatment.gov/), 
where you can find treatment based on 
your unique needs. In working with folks 
who are struggling with substance abuse, I 
try to stay away from words like “strength” 
and “willpower” - you can, and people do 
white knuckle their way into sobriety, but 
not everyone can, and the inability to do 
so does not make you a bad person. 

This leads us to my second point: 
"How you approach your own addic-
tion.” Figuring out what might work to 
get you where you want to be is key. 
Again, sobriety may not be the goal - the 
goal for you may simply be to not use 
certain substances daily. There is more 
than one way to approach addiction, but 
starting with kindness towards yourself 
and practicing forgiveness will go a long 
way toward realizing notable progress. 
The more you judge yourself, the less 
success you might see in yourself. Think 
about the stigma you hold against your-
self and try to let it go. 

You are more than your addiction, both 
now and after you’ve achieved your goals. 

 
see Caring on Page 36 

Caring for Yourself: Learning to Live with a Substance Use Disorder  

Tia Dole, PhD 
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Inclusivity in Recovery: How Federation 
 

Adapts Addiction Services to Diverse Communities 

By Samantha Matcovsky 
Director, Marketing and Communications 
Federation of Organizations 
 
 

I n the vital world of recovery ser-
vices, there are many details to an 
individual’s history and health that 
should be considered in order to 

provide a comprehensive care plan. One 
detail in particular isn’t typically priori-
tized when it comes to environmental 
impact of an individual’s recovery: sexual 
orientation and gender identity. 

Federation of Organizations’ (Federation) 
substance abuse recovery programs create a 
safe, inclusive, empathetic space for anyone 
looking to receive or educate themselves on 
recovery treatment. Over the last year, Fed-
eration initiated a program for LGBTQIA+-
focused addiction services, which extends 
beyond the intake form to create a sense of 
belonging and address the important inter-
section of identity, mental health, and sub-
stance abuse. Substance abuse does not 
discriminate, and neither should treatment. 

This is a common trend for Federation 
when it comes to providing recovery ser-
vices; Federation aims to break any barri-
ers that may prevent an individual or com-
munity for seeking or receiving the care 
they deserve. Treatment and services are 
highly tailored to the individual or partici-
pant’s needs…and if there isn’t a service 

constructive enough for the participant, 
Federation will adapt. 

“In the mental health field, with a per-
son-centered approach, you have to look 
at everything about your participant. 
When I first started working in the field, 
there was a strong heteronormative as-
sumption, merely because no questions 
were asked,” comments Colleen Jeffus, 
LCSW, and Federation’s Associate Direc-
tor of Clinical Services. “Over the last 
few years, it has become much more ap-
parent how important this is. There are 
more suicides, more substance abuse dis-
orders, and more coming out stories in 

environments that have yet to prioritize 
inclusivity. As an LGBTQIA+ clinician, I 
knew that this had to be addressed in 
treatment.”  

Those who identify as lesbian, gay, 
bisexual, transgender or questioning often 
face social stigma, discrimination and 
harassment, and are at increased risk for 
substance use disorders. According to the 
National Institute on Drug Abuse,1 this 
population has higher substance use rates 
than the general population.  

Federation’s mobile teams travel to 
community sites and homes to provide 
outreach and services to LGBTQIA+ indi-
viduals, including counseling and support, 
as well as Narcan kits and training and 
other harm reduction services. They are 
steadily building relationships with other 
community organizations that serve the 
LGBTQIA+ population to help spread the 
word about their many services and reach 
more individuals. 

“Federation’s help has put me on the 
right track from the start. I needed a push 
towards getting better, and I could tell the 
team was passionate about my recovery,” 
comments a recent participant. ‘“Life Is-
n’t Binary’ is their gender expansion 
group; they open the floor for anyone that 
does not identify as cisgender so they can 
have a safe place. This was the first time I 
felt seen as a trans woman.” 

For over fifty years, Federation has 

served Long Island and New York City 
individuals, focused mainly on mental 
health services as well as residential and 
homeless services. However amidst the 
harrowing peak of the opioid epidemic, 
Federation demonstrated unwavering dedi-
cation to its mission of healing and support.  

To help combat the crisis, New York 
State certified Federation of Organiza-
tions as an Opioid Overdose Prevention 
Provider, enabling access to unlimited 
Narcan kits and training. As a growing 
addiction recovery service provider, Fed-
eration’s OASAS (New York State Office 
of Addition Services and Supports) Clinic 
in Copiague, New York, provides group, 
individual and family therapy, psychiatric 
evaluations and medication management, 
medication assisted treatment, peer ser-
vices, Narcan training and many more 
services, based on each individual’s 
needs.  

Amongst other Federation centers, the 
Wyandanch Clinic, also on Long Island, 
provides person- and family-centered inte-
grated care services for individuals with 
mental health issues and co-occurring sub-
stance use disorders. Services include a 
wide range of therapies as well as crisis 
management, a 24-hour crisis hotline, care 
coordination and assistance with vocation-
al, housing, rehabilitation and benefits/ 
 

see Inclusivity on Page 41 
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By Ashley Brody, MPA, CPRP 
Chief Executive Officer 
Search for Change, Inc. 
 
 

U nprecedented rates of sub-
stance abuse and mental illness 
have afflicted nearly every 
segment of our population in 

recent years. This intractable public health 
crisis has led healthcare professionals, 
policymakers, and other stakeholders to 
reexamine longstanding assumptions con-
cerning the underpinnings of behavioral 
health and to consider novel (and contro-
versial) interventions. Individuals with 
comorbid mental illness and Substance 
Use Disorder (SUD) encounter additional 
obstacles to effective care and are at sig-
nificantly greater risk of poor health out-
comes and other adverse events. This can 
be attributed, at least in part, to the preva-
lence of physical health conditions among 
those dually diagnosed with mental illness 
and SUD (Dickey et al., 2002). There are 
a host of other factors, however, that must 
be addressed to improve the health and 
overall wellbeing of this exceptionally 
vulnerable population. 

By some indications, this should be an 
auspicious time to seek and to receive 
treatment for a behavioral health condi-
tion. According to the American Psycho-
logical Association, almost 90% of indi-
viduals surveyed repudiated stigma 

against persons with these conditions, and 
a comparable majority agreed they can 
improve with effective treatment 
(American Psychological Association, 
2019). In addition, more Americans are 
enrolled in therapy than at any other point 
in our history (Ducharme, 2023). Never-
theless, we continue to bear witness to the 
most tragic manifestations of mental ill-
ness and substance use on a scale we 
would have considered unimaginable 
merely a decade ago. Deaths by suicide 

rose to a record level in 2022 (Centers for 
Disease Control and Prevention, 2023). 
Although deaths by overdose reached a 
record level in 2021 and declined slightly 
during the first half of 2022, they re-
mained 50% higher than they were prior to 
the COVID-19 pandemic (Baumgartner & 
Radley, 2023). This paradoxical pairing of 
peak engagement in behavioral healthcare 
amid widespread tragedy illustrates the 
futility of approaches that rely solely on 
our healthcare system to remedy problems 
whose root causes remain deeply en-
trenched in enduring socioeconomic ills.  

Authors Anne Case and Angus Deaton 
have documented the intersectionality of 
socioeconomic, political, and epidemio-
logical trends that produce “deaths of des-
pair” among broad segments of our popu-
lation. These authors describe a conflu-
ence of developments that contributed to 
the first decrease in life expectancy in 
nearly a century (Case & Deaton, 2021). 
Their research affirms an a priori proposi-
tion that privations borne of pervasive 
unemployment, chronic and comorbid 
medical conditions, and other significant 
life challenges exact psychological tolls 
that frequently manifest as clinical depres-
sion, suicidality, and substance use. The 
individuals of interest to Case and Deaton 
include those who have been largely left 
behind by our “modern” (i.e., information) 
economy. They generally inhabit rural 
areas, have lower levels of educational 
attainment, and are broadly represented in 
the manual trades and at greater risk of 
physical injury and chronic medical condi-
tions. They also proved especially suscep-
tible to exploitation by pharmaceutical 
companies that peddled profoundly addic-
tive opioid drugs and produced an epidem-
ic of abuse whose ravages persist unabated 
(Case & Deaton, 2021). 

These authors addressed certain ills 
unique to Appalachia and other rural re-
gions, but their conclusions may be broad-
ly applied to other populations deprived of 
fundamental necessities for a healthy and 
productive life irrespective of geography 
or other demographic factors. An exten-
sive body of research has converged on a 
central conclusion concerning the relative-
ly modest impact of healthcare on overall 
population health. By some estimates, 
“traditional” (i.e., clinical) care accounts 
for merely 20% of health outcomes. A 
considerably larger share may be attribut-
ed to the conditions in which people live, 
learn, work, and socialize (commonly 
known as Social Determinants of Health 
(SDoH) (Whitman et al., 2022). These 
findings have garnered attention from pro-
viders, payers, and policymakers alike, 
and they now inform a variety of ap-
proaches that aim to correct socioeconom-
ic imbalances that perpetuate or exacer-
bate chronic illnesses. For instance, Harm 
Reduction and Housing First are leading 
evidence-based practices commonly em-
ployed among individuals with comorbid 
mental health and substance use condi-
tions for whom conventional interventions 
have proven unsuccessful. One study em-
ployed a randomized controlled trial 
(RCT) to examine the differential effects 
of Housing First versus conventional (i.e., 
“abstinence-based”) care among a cohort 
of dually diagnosed individuals.  

Those assigned to the experimental 
group received housing coupled with ap-
propriate support services regardless of 
their perceived "readiness” for it. That is, 
their placement was not conditioned on 
abstinence, a remission of psychiatric 
symptoms, or other prerequisites that 
often present barriers to engagement 
among the most vulnerable and compro-
mised populations. By contrast, partici-
pants assigned to the control group were 
required to abide by certain conditions in 
order to access or to maintain their hous-
ing as is customary within many pro-
grams and service settings. The investiga-
tion found members of the experimental 
group enjoyed greater housing stability 
and community tenure than members of 
the control group. Furthermore, experi-
mental group participants did not exhibit 
a worsening of symptoms or deterioration 
in their overall health status despite ongo-
ing substance use and disengagement 
from behavioral healthcare services 
(Tsemberis et al., 2004).  

The foregoing findings do not suggest 
Housing First or similar interventions that 
facilitate individuals’ access to SDoH are 
panaceas. Interventions applied in a com-
munity-based context affect individuals to 
whom they are targeted and others in 
proximity. This was illustrated by another 
study that examined a Housing First ap-
proach applied within a congregate setting 
(i.e., one that included both individuals 
who used substances and those who ab-
stained from them). Some study partici-
pants endorsed the flexibility and ease of 
access characteristic of the Housing First 
model, whereas others expressed ambiva-
lence toward its application within con-
gregate settings. The latter participants 
suggested continuing substance use by 
some individuals compromises the sobrie-
ty of others who aspire to abstinence 
(Kozloff et al., 2013). Other analyses sug-
gest Housing First is effective at the indi-
vidual level but has failed to yield appre-
ciable decreases in homelessness overall, 
especially within certain regions or mu-
nicipalities that tout its benefits (Knight, 
2014). Some critics suggest Housing First 
and similar “low barrier” approaches are 
uniquely suited to a subset of the home-
less population that makes frequent use of 
institutional care due to untreated health 
conditions whose symptoms are exacer-
bated by homelessness, but they claim a 
broader application of such approaches to 
all vulnerable persons is misguided inso-
far as it neglects the importance of treat-
ment and service engagement in the re-
covery process (Eide, 2020).  

As our nation continues to grapple with 
enduring epidemics of substance abuse 
and mental illness, our interventions will 
inevitably be guided by emerging evi-
dence and myriad social, political, and 
economic factors. Those entrusted with 
the lives of the most vulnerable would do 
well to remember that suffering borne of 
illness and addiction is often indistin-
guishable from the pain we experience 
when our basic needs go unmet.  

 
The author may be reached at (914) 428-

5600 (x9228) or abrody@searchforchange.org. 
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Consumer Perspectives: Substance Use Treatment and Mental Health  

By Frank  
Services for the UnderServed (S:US) 
 
 

T his article is part of a quarterly 
series giving voice to the per-
spectives of individuals with 
lived experiences as they share 

their opinions on a particular topic. The 
authors are served by Services for the 
UnderServed (S:US), a New York City-
based nonprofit that is committed to giv-
ing every New Yorker the tools that they 
can use to lead a life of purpose. 

I’m a New Yorker in my 50s. I have 
been receiving housing, therapy, and re-
covery services from S:US over the last 
three years.  

Basically, I went from bad to great since 
I’m no longer in the shelter system. I have 
my own basic freedom, and S:US assisted 
me through that process by giving me ide-
as and solutions. They helped me get from 
Point A (the shelter) to Point B (permanent 
housing) and gave me a space to do what I 

need to do. They helped me get my depres-
sion under control. I’m at that level where 
I don’t have depression anymore. I still 

have PTSD, but not as bad as it used to be. 
I’m not on any medication, and my thera-
pist was like “Wow, that’s good!” 

Obstacles to 
Recovery and Healing 

 
What gets in the way of recovery and 

healing is mostly the environment. For 
example, in the shelter, if there’s some-
thing you want to do and there’s no end in 
sight, you start to get depressed and kind 
of distant. And sharing a room with other 
people is difficult because you must deal 
with other people’s issues. 

When I was in South Carolina, there 
was basically nothing to do. Most people, 
if they weren’t drinking, were using 
drugs. If they weren’t using drugs, they 
were eating themselves to death. Coming 
to New York changed everything for me. 

You just have to learn to focus on 
yourself and what you want to do until it 
manifests. Just take it one day at a time. 
That’s how I got through it. It’s a slow 
process. I’m getting there and keeping 
myself busy with school and  
 

see Consumer on Page 40 

 

https://behavioralhealthnews.org/
https://sus.org/
https://sus.org/careers
https://sus.org/
https://sus.org/


PAGE 24 BEHAVIORAL HEALTH NEWS ~ FALL 2023 

Addressing Nicotine Dependence with Patients Who Have  
 

Mental Health and Substance Use Disorders 

By Kristen Richardson, RN, CTTS 
and Danielle O’Brien, CTTS, CNY  
Regional Center for Tobacco Health 
Systems, St. Joseph’s Health 
 
 

T obacco use remains the leading 
cause of preventable disease and 
death in the United States, ac-
counting for approximately one 

in five deaths. An estimated 11.5% of U.S. 
adults are current cigarette smokers. That 
translates to 28.3 million adults in our 
country who are currently smoking. More 
than 16 million Americans are living with 
smoking-related disease.1 Interestingly, 
the rates of cigarette smoking have actual-
ly declined significantly over the past 40 
years, except among those with mental 
health or substance use disorders.2 

It likely comes as no surprise to those 
who work with individuals experiencing 
mental health and substance use disorders 
that smoking rates among this population 
are high. The nicotine dependency rate for 
individuals with behavioral health disor-
ders is two to three times higher than the 
general population.3 And smoking rates 
are particularly high among people with 
serious mental illness. People with a men-
tal health disorder who smoke are also 
likely to smoke more than those in the 
general population, putting them at an 
even greater risk.4 While estimates differ, 

as many as 70-85% of people with schizo-
phrenia and as many as 50-70% of people 
with bipolar disorder smoke.5 6  Individu-
als with alcohol use disorders smoke at 
rates between 34 and 80%. And people 
with other substance use disorders smoke 
at rates between 49 and 98%.7  

Rates of smoking among those experi-
encing inequities in multiple areas of their 
lives are higher, with the highest smoking 
rates of those with mental illness noted in 

young adults who have low levels of edu-
cational attainment and those living in 
poverty. 8  

It has historically been understood that 
smoking is more prevalent among people 
with depression and schizophrenia be-
cause nicotine, as a stimulant, may tempo-
rarily reduce symptoms of these illnesses. 
In particular, nicotine can improve low 
mood and difficulty concentrating. 9 10 11 
Yet, it’s been proven that smoking cessa-

tion correlates with an improvement in 
mental health, including a decrease in 
depression, anxiety, and stress, and over-
all improvement in mood and quality of 
life.12 Furthermore, research has illustrat-
ed that smoking is actually associated 
with worse behavioral and physical health 
outcomes in people with mental illness, 
and that quitting smoking has clear bene-
fits, including improving mental health. 13 

Most people who smoke want to stop 
and those with mental health and/or sub-
stance use disorders are just as ready to 
quit as the general population.14 15 16 
Smokers with mental illness and/or sub-
stance use disorders want to quit for many 
of the same reasons cited by others. How-
ever, they may be more vulnerable to re-
lapse related to stress and other challeng-
es. Smokers with mental health and/or 
substance use disorders report increased 
and more intense symptoms of nicotine 
withdrawal.17 18 19 20 

Comprehensive tobacco control pro-
grams and enhanced efforts to prevent and 
treat nicotine addiction among those with 
mental illness and substance use disorders 
reduces morbidity and mortality.21 And 
despite the common myth that those in 
treatment for mental health and/or sub-
stance use disorders cannot address nico-
tine dependence at the same time or risk  
 

see Nicotine on Page 45 

Consequences of Blissful Ignorance: Marijuana’s Health Risks 

By Kristina Carvalho, MSW 
Policy Analyst 
Partnered Evidence-Based Policy  
Resource Center (PEPReC) 
 
 

M arijuana use has increased 
recently as it gains the repu-
tation for being a natural, 
risk-free drug. But it might 

not be as safe as you think. Marijuana 
does offer a variety of medicinal health 
benefits to those managing chronic pain, 
multiple sclerosis, inflammatory bowel 
diseases, and chemotherapy. It can also 
improve sleep quality and reduce anxiety 
at low doses. But 30% of people who use 
it are dependent on it, and there are plenty 
of side effects to consider, especially 
based on how it’s consumed. 
 

Smoking 
 

Smoking is one of the most popular 
ways people consume marijuana, which is 
concerning given it may be the most dan-
gerous. Regardless of how it is smoked 
(e.g., pipes, bongs, bowls, joints, blunts), it 
can be detrimental to heart and lung health.  

For example, smoking marijuana can 
increase the risk of high blood pressure, 
stroke, heart disease, and other cardiovas-
cular diseases, particularly in older adults. 

Most notably, smoking can significant-
ly damage lung tissues (e.g., scarred blood 
vessels, excess mucus, air pockets). Thus, 

marijuana smokers also have a greater 
risk of chronic bronchitis and report more 
health care visits than non-marijuana 
smokers. 

Compared to cigarette smoke, marijua-
na smoke is more carcinogenic and depos-
its four times the tar because of different 
inhalation techniques. Though, there has 
yet to be a connection to lung cancer. 
Since there is a lag time of 30-40 years 
before lung cancer presents itself in tobac-
co smokers, scientists believe it is only a 
matter of time before we see the data 
show it for marijuana smokers as well. 

Vaping 
 

A newer consumption method, trendy 
among adolescents, is vaping. This in-
volves inhaling vapor that is produced by 
heating dried cannabis flower (“dry 
herb”), oil concentrates or wax extracts at 
160°C - 230°C. 

When comparing the effects of vaping 
and smoking, several studies have 
shown that vaping marijuana eliminates 
exposure to harmful byproducts created 
by combustion (e.g., tar, carbon diox-
ide). Similarly, another study found that 

vaping dry herb produced a higher ratio 
of cannabinoids with fewer hazardous 
compounds.  

While seemingly a healthier alternative 
to smoking, other research shows heating 
marijuana above 200°C can still expose 
you to carcinogens, like benzene. Oil con-
centrate vaporizers with vitamin E acetate 
are also strongly linked with the lung con-
dition, E-cigarette or Vaping Product Use 
Associated Lung Injury (EVALI). Despite 
this, teens are still vaping marijuana and 
are twice as likely to report wheezing and 
whistling in the chest than when they 
smoke tobacco. 
 

Edibles and General Brain Health 
 

Edibles come in many forms such as 
baked goods or gummies, but despite 
what you hear, none of them are harmless 
because of the general impacts of marijua-
na on brain health. 

Marijuana affects brain health by im-
pairing learning, memory, and focus, no 
matter how it’s consumed. This is why it 
is particularly dangerous for adolescents 
and pregnant people to partake. Re-
search shows that users under age 18 
have an increased risk of depression 
and suicidality, and can suffer perma-
nent changes to their developing brain. 
Babies born to users can also have lower 
birth weight and behavioral issues. 

  
see Risks on Page 40 
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360 is More Than Just an Address, It’s a Model of Care for  
 

The Mental Health Association of Westchester  

By Darcy Tyler 
Communications and Development 
Assistant, The Mental Health  
Association of Westchester (MHA) 
 
 

I n 2022, preliminary data released by 
the CDC indicated that more than 
100,000 people had died from drug 
overdoses (CDC). This total marks a 

new annual record in nationwide drug over-
dose deaths and is twice the size of 2015’s 
record, underscoring the alarming escala-
tion of this crisis (NPR, Times Union). 

With CDC provisional data projecting 
drug overdose death yearly rates to main-
tain at these levels and the 2021 SAMHSA 
Survey on Drug Use and Health indicating 
approximately 9.2 million adults nation-
wide currently experience co-occurring 
substance use and mental health disorders, 
there is an even more urgent need to adopt 
evidence-based, accessible, and person-
centered care. (CDC, SAMHSA).  

To effectively achieve person-centered 
care that targets the broad range of physi-
cal and emotional symptoms associated 
with substance use and co-occurring disor-
ders, research emphasizes the importance 
of collaborative professional care. Accord-
ing to the National Institute of Mental 
Health (NIMH), this involves creating 
treatment plans that "blend the expertise of 
mental health, substance use, and primary 
care professionals” (SAMHSA, CDC). In 
this capacity, an integrated behavioral 
healthcare framework serves as an exem-
plary model in the field of behavioral 
health – one that The Mental Health Asso-
ciation of Westchester (MHA) continually 
aims to implement in our practice.  

Integrated behavioral health care de-
scribes a model of care that fosters collabo-
ration between behavioral and medical 
health providers and resources. Research 
demonstrates that when practices apply this 
framework, improved health outcomes re-
sult (Kwan et al., 2015). This is due to a 
practice’s increased ability to accommodate 
an individual’s whole health needs. Instead 
of only addressing an individual’s presented 
condition, providers under this model are 
better equipped to detect and account for all 
the potential needs of an individual. This 
approach stands as an alternative to a histor-
ically separated behavioral and medical 
care system, which research demonstrates 
to be largely insufficient in providing acces-
sible behavioral health care and successful 
diagnosis and treatment of mental health 
conditions (MHA).  

Given the complexity that comes with 
treating and diagnosing substance use and 
co-occurring disorders, the ability to pro-
vide person-centered care tailored to an 
individual’s needs is essential for effec-
tive treatment. This approach is a funda-
mental principle of integrated behavioral 
health care, and thus the reason for inte-
grated behavioral health care’s well-
documented ability to better detect and 
treat substance use and co-occurring dis-
orders (NIH - Prom et al., 2020; NIH). 
Within an integrated behavioral health 
care model, increased screening for men-
tal health and substance use disorders, as 
well as medication-assisted treatment 

(MAT) services and recovery support can 
be incorporated into the established 
guidelines and procedures of a behavioral 
health practice (HRSA).  

Furthermore, an integrated approach 
increases the convenience and accessibil-
ity of care. In an integrated setting, indi-
viduals can access care within the same 
network of a provider they trust, which 
can lessen the stigma associated with be-
havioral health care (NIH - Prom et al., 
2020). Access to all care modalities in a 
single location can also mean long-term 
cost reductions associated with seeking 
care from multiple providers (Overview). 
Additionally, a network of collaborating 
providers can increase the efficiency in a 
professional’s workflow, which is an im-
portant consideration as workforce short-
ages of mental health clinicians have only 
worsened as a result of the COVID-19 
pandemic (ICSI, 2021). Workforce short-
ages have also impacted the availability of 
substance use treatment and medical pro-
fessionals across the disciplines.  

At MHA, integrated care is a leading 
principle of our practice. As chronicled in 
a previous Behavioral Health News article 
from MHA, our commitment deepened in 
2018 with the acquisition of New York 
State Delivery System Reform Incentive 
Payment (DSRIP) program funds to pro-
vide integrated treatment to those with co-
occurring disorders in our mental health 
clinics. The following year, MHA was 
awarded substantial grant funding from 
SAMHSA to further enhance and refine 
our integrated substance use disorder ser-
vices through a Certified Community Be-
havioral Health Clinic (CCBHC) model. 
With this grant and subsequent rounds of 
funding, we were able to expand accessi-
bility to MAT services and add Certified 
Alcoholism and Substance Abuse Counse-
lors (CASACs), Care Managers, Employ-
ment Specialists and Peer Counselors to 
our staffing structure. This funding also 
enabled us to infuse integrated substance 
use treatment services beyond Westchester 
into our expanding Rockland clinic pres-
ence. That same year, MHA was awarded 
a Statewide Health Care Transformation 
Grant through the Department of Health, 
which provided vital funding for us to 
open our first co-located clinic dedicated 
to integrated, whole person health care.  

Our new location at 360 Mamaroneck 
Avenue in downtown White Plains, New 

York is home to complementary, integrat-
ed health care services, including sub-
stance use disorder treatment and recov-
ery services, mental health outpatient 
treatment and rehabilitative services, and 
primary and dental care. This comprehen-
sive health center reflects MHA’s dedica-
tion to providing integrated care that is 
professional, respectful and strengths-
based in approach. 

Culminating this June, this multi-
faceted project includes MHA’s first sub-
stance use disorder recovery and treatment 
clinic licensed by the New York State 
Office of Addiction Services and Supports 
(OASAS). A multidisciplinary team of 
care providers with different skill sets and 
training in evidence-based practices 
through a harm reduction approach are 
able to serve community members ages 12 
and older, offering both group and individ-
ual care. Our robust staffing pattern in-
cludes Certified Recovery Peer Advo-
cates, prescribers specializing in MAT, 
nurse practitioners, CASACs, care manag-
ers, employment specialists and clinicians. 
Our staff are also sensitive to the needs of 
special populations, including individuals 
who are pregnant and use opioids.  

Across the hall, MHA’s Office of Men-
tal Health Article 31 licensed clinic offers 
mental health outpatient treatment and 
rehabilitative services through our Certi-
fied Community Behavioral Health Clinic 

model. We offer a variety of supports and 
services on a sliding scale, including ther-
apy, intensive outpatient treatment (IOP), 
care management, peer support, employ-
ment services and more. We also offer the 
Encompass Program, a comprehensive 
integrated treatment program tailored to 
the needs of adolescents and young adults 
fits/entitlements services, among others 
affected with co-occurring mental health 
and substance use disorders.  
Our new location is also home to Sun 
River Health, a Federally Qualified 
Health Center providing primary and den-
tal care services one floor away from 
MHA’s clinic spaces. Through close col-
laboration, both organizations are better 
able to provide a warm hand-off in refer-
rals to additional services that promote 
whole person health. Additionally, MHA 
fosters a network of partnerships with 
community-based external treatment pro-
viders, physicians, hospitals, specialty 
clinics, behavioral health practitioners, 
housing supports for the homeless and 
other vital entities.  

Recognizing the importance of integrat-
ed care in reducing barriers to behavioral 
health and substance use disorder treat-
ment, we continually strive to enhance 
our commitment to this model and believe 
it is critical in addressing whole person 
health and each individual’s unique re-
covery journey. 

Darcy Tyler 
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By Megan Ryan, LMHC 
Site Director, Bellport Outpatient Clinic 
Outreach 
 
 

N ature versus nurture has 
plagued our educational and 
sociological philosophy for 
decades in social service and 

the mental health field. The idea behind 
treating addiction as a “family disease” 
has long been established in the under-
standing that there is a genetic component 
to addiction and that it can be traced from 
generation to generation, seemingly hand-
ed down through the bloodline. Research 
widely shows there to be a genetic piece 
to addiction and that if one were to have 
biological family members who have 
dealt with addiction, it is very likely that 
they may also struggle with symptoms. 
These could include poor impulse control 
and behavioral symptomology resulting 
in self-medicating as well as a higher 
likelihood that one will be exposed to 
addictive substances at a younger age. 
Therefore, individuals in families with a 
history of addiction may have more op-
portunity to develop maladaptive coping 
skills resulting in substance use, which 
could impact the occurrence of addiction 
or addictive behaviors over the lifespan. 
Conversely, there are arguments that 
those same components listed above 

could be introduced from a “nurture” 
perspective. If a person is born into this, 
no matter their genetic make-up, this 
same symptomology or behavior set 
could be seen in them, simply because of 
their surroundings.  

However, a greater reasoning could be 
made that these arguments do not matter 
once a person is suffering from addic-
tion. What matters is how we can help 

when a loved one is seeking treatment. 
And the hard truth is that we may only 
see a successful outcome when the en-
tire family system is treated. It may not 
matter if the symptoms of addiction 
come from a nature or nurture compo-
nent but rather what we as providers do 
with the symptoms stemming from a 
family or home life that could impact 
someone to seek treatment and find suc-
cess in recovery. It is the duty of those 
treating these individuals to treat the 
entirety of the client. To help us identify 
what comes next for the individual and 
those that love and care for them, we 
must fully consider their family rela-
tions, their day-to-day environments 
(home, work, social situations), past 
trauma and their genetics.  

A deeper dive into the family system is 
necessary to truly understand what moti-
vates someone to misuse substances, and 
to help us develop an effective treatment 
plan for them. It can be said that one of 
the most important pieces of substance 
use treatment is involving the entire sup-
port system in the therapeutic process. 
This can often help to identify more areas 
of support needed, and/or the role others 
play in the development of their symp-
toms and behaviors. Long gone are the 
days of the “identified patient.” What we 
are seeing now is an increase in symp-
toms existing through an entire support 
system rather than just in one person, 
who the system would normally point 
their fingers at.  

The assumption and hope are that the 
family wants the “identified patient” to 
heal and improve. However, the problem 
becomes when the support system is bro-
ken at the foundation. Are they able to 
move forward without having the 
“problem child?” What happens when the 
“problem” begins to heal? What happens 
when those in the support system do not 
take responsibility for their role in what 
has developed? What happens when the 
support system does not want to accept or 
recognize the problem because of the stig-
ma associated with addiction or mental 
health? What happens when the support 
system no longer knows how to under-
stand, communicate with, or support the 
healing individual?  

Even with all these barriers and con-
flicts, there is still a pathway to healing 
and hope for those seeking recovery for 
their loved ones. 

For a very long time, seeking treatment 
for substance use disorders looked very 
lonely, and at times filled with shame. 
Many people seeking treatment and their 
loved ones have tried to hide the fact that 
they are seeking help, because that means 
admitting there was something wrong. 
This does not have to be the case. 

Currently at Outreach, we are work-
ing with OASAS on the EQUITY Grant, 
which participates in the SAMHSA 
TREE grant. This grant, and our efforts, 
focus on outcomes associated with tran-
sitional aged youth (TAY) individuals, 
ages 18 to 25 years old. We are expand-
ing and training clinical staff on Evi-
dence-Based Practices (EBPs) utilized 
with the individuals we treat, both TAY 

and beyond, and the idea or assumed 
result is simple. If we introduce EBPs 
into treatment at an early enough age 
and make a concentrated effort to pull 
in families along with treatment, will 
we be able to improve outcomes over 
the lifetime? We have identified En-
hanced Cognitive Behavioral Therapy, 
Community Reinforcement and Family 
Training (CRAFT) and Multidimension-
al Family Therapy (MDFT) as the main 
avenues to achieving this result for the 
time being. Though the principle is sim-
ple and hopeful, the execution can be 
complicated.  

As treatment providers it is our role to 
provide a safe space for our clients and 
to get them through the door so that we 
can bring skills to treatment that they 
will engage in. Introducing new EBPs, 
such as those described above, aims to 
bring family members into a client’s 
treatment as well. The hope is that we 
can help them understand their role in 
both the addiction and the recovery pro-
cess. Many family members or signifi-
cant others do not understand their sub-
consciously unhealthy role in the code-
pendent relationships that have formed 
over many years with their loved one. At 
times, these habits can be the hardest to 
break for both the client and their loved 
ones. Learning that “No” can be a com-
plete sentence can be gut wrenching for 
some. But others may need even more, 
such as basic education on communica-
tion principles. Understanding that with 
recovery can come freedom, trust, 
growth, and evolution in relationships, 
or, at times, it may come with recurrence 
or having to set new boundaries. Further, 
providing a safe space for their loved 
one to heal is crucial. These are all 
things that family and significant others 
in treatment can provide. 

Engaging in family centered treatments 
improves outcomes in perceived client 
achievements such as gaining employ-
ment or compliance with legal mandates, 
improved retention in treatment, im-
proved familial relationships and parent-
ing skills. It has shown to improve com-
munication, consequential thinking, and 
creates goals that everyone involved can 
align with. It improves access to treat-
ment for others in the community, even if 
by word of mouth. “If it helps me, maybe 
it will help you.” It improves the pres-
ence of hope, and that growth and change 
are possible. 

Significant other treatment and family 
therapies can be essential to a healing 
support system to learn how to be a 
healed unit rather than a broken one. If 
one member of the broken unit looks to 
heal without the rest following, it is very 
likely that the foundation will be diffi-
cult to build on. And, at the same time, 
significant others should remember that 
acceptance does not have to mean ap-
proval. If a loved one participates in the 
therapeutic process, it does not have to 
mean that they completely move on 
from all that has happened. It just means 
that it might be time for them to take on  
 

see Family on Page 45 

Nurturing Healing Within Our Homes: 
 

Pathways to Treatment Within the Family  

Megan Ryan, LMHC 
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Enhancing Recovery and Pioneering Hope: Integrating  
 

Outpatient and Residential Treatment Amid the Opioid Crisis 

By Dr. Carolann Slattery EdD, LCSW-R 
and James Hollywood, LCSW 
Samaritan Daytop Village 
       
 

T he battle against addiction is a 
pressing concern, as communi-
ties across the United States 
grapple with the devastating 

impact of the opioid crisis. In response, 
the New York State (NYS) government 
has taken a pioneering step forward by 
introducing Comprehensive Integrated 
Outpatient Treatment Programs (CIOTPs), 
an innovative approach that combines the 
strengths of outpatient and opioid treat-
ment programs. This visionary initiative 
merges services from the two to create a 
seamless continuum of care. The integrat-
ed model marks a significant step in the 
fight against opioid addiction by offering a 
more holistic, personalized, and effective 
path to recovery. 

Substance use and mental health disor-
ders are pervasive issues that affect mil-
lions of individuals worldwide. Fortunate-
ly, the field of addiction and mental health 
treatment has evolved significantly, offer-
ing a range of effective interventions to 
support individuals on their path to recov-
ery. Among them are two prominent 
modes of treatment – outpatient and resi-
dential programs. Each modality has its 
own strengths and limitations. However, a 
groundbreaking approach in NYS forges a 
comprehensive integration between the 
two program types, harnessing the bene-
fits of both to provide a more holistic and 
effective recovery journey. 

The new developments in outpatient ser-
vices increase the patient’s access to Medi-
cation for Opioid Use Disorder (MOUD). 
Over the past five years, these changes 
have provided opportunities to strengthen 
and advance residential treatment.  

NYS Office of Addiction Services 
and Supports (OASAS) created Resi-
dential Redesign, a set of new regula-
tions and funding mechanisms to permit 
the establishment of integrated care in 
residential treatment settings. The Part 
820 series of mental health laws provid-
ed the framework to incorporate addic-
tion medicine, psychiatry, and health 
services while increase the staffing of 
licensed nurses, social workers, and 
mental health counselors. The addition-
al staffing supported the work of CA-
SAC counselors, recovery coaches, and 
program management to build a sup-
portive environment for recovery to 
take root and grow. 
 

Addressing the Opioid Epidemic  
With Innovation  

 
The opioid epidemic has ravaged com-

munities, cutting across demographic 
lines, and left countless lives in its wake. 
Recognizing the urgency of the crisis, 
NYS has embarked on a mission to re-
shape addiction treatment through Com-
prehensive Integrated Outpatient Treat-
ment Programs. This innovative approach 
acknowledges the multifaceted nature of 
opioid addiction and offers a more com-
prehensive solution. 

The Essence of  
Comprehensive Integration  

 
Understanding Comprehensive  

Integrated Outpatient Treatment Programs  
 

CIOTPs combine the principles of outpa-
tient treatment and opioid treatment programs 
to create a powerful synergy for recovery.  

While outpatient treatment provides 
flexibility and accessibility, opioid treat-
ment programs offer specialized interven-
tions, particularly for individuals strug-
gling with opioid use disorder (OUD). 
Through this integration, individuals re-
ceive personalized, evidence-based care, 
tailored to their needs, regardless of the 
severity of their addiction. 
 

A Perfect Fit for Complimentary  
Services – CIOTP & Residential Redesign 
 

As a result of the national health care 
reform taking shape across the country, 
OASAS intended Residential Redesign as 
a way to implement the new develop-
ments. A hallmark of the Part 820 regula-
tions for residential treatment was person-
centered, trauma-informed care that uses 
evidence-based assessments and treat-
ments and focuses on client outcome and 
satisfaction.  

Both the 820-licensed residential pro-
grams and CIOTPs had aligned philoso-
phies, practices, and missions. Partnering 
residential with outpatient programs was a 
logical next step. Clients would benefit 
from a network of care better suited to 
meet their personal treatment needs. The 
partnership would create a pathway for 
clients to receive a higher level of special-
ized care and, most importantly, gain ac-
cess to methadone.  

It is necessary to understand that ad-
diction medicine specialists at licensed 
820 residential programs cannot pre-
scribe or dispense methadone to treat 
opioid addiction. Methadone can only be 
dispensed in an Opioid Treatment Pro-
gram (OTP) or from a CIOTP licensed to 
provide methadone to residential treat-
ment clients.  

The clinical teams in the CIOTP and 
residential program work together to 
monitor the client’s progress during resi-
dential treatment, adjust interventions as 
needed, and coordinate the client's return 
to the community. Discharge planning is 
more effective when the treatment team 

involved throughout the residential stay 
continues to work with the client transi-
tioning into the CIOTP. 
 

Key Features of CIOTPS 
 
· Personalized Treatment Plans: CIOTPs 
offer tailored treatment plans that cater 
to individual needs. Whether an individ-
ual requires medication-assisted treat-
ment, counseling, or a combination of 
both, the program ensures an approach 
that resonates with the client’s unique 
journey. 
 
· Flexibility and Continuity: CIOTPs em-

brace their flexibility. Individuals can 
access treatment to maintain daily rou-
tines, responsibilities, and connections. 
This continuity is essential for long-term 
recovery. 
 
· Medication-Assisted Treatment (MAT): 
CIOTPs incorporate MAT, combining 
evidence-based medications like metha-
done, buprenorphine, or naltrexone with 
counseling and therapy. MAT not only 
reduces withdrawal symptoms and crav-
ings but also addresses the physiological 
aspects of addiction. 
 
· Holistic Approach: By merging outpa-
tient treatment's focus on psychological 
and social aspects with opioid treatment's 
medical interventions, CIOTPs address 
the holistic needs of individuals battling 
OUD. 
 
· Comprehensive Support: CIOTPs offer 
comprehensive support services, includ-
ing counseling, therapy, medical care, 
social services, and peer support groups. 
This comprehensive approach tackles 
addiction from various angles, enhancing 
the chances of successful recovery. 
 
· Community Integration: CIOTPs foster 
connections with local communities and  
 

see Hope on Page 39 
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Lessons Learned in Effectively Advancing Co-Occurring Competent Care 

By William A. Mullane, PhD 
Stephanie Marquesano, JD 
and Michael Orth, MSW 
 
 

R ecently, there has been great 
emphasis on enhancing organi-
zational co-occurring compe-
tency and for good rea-

son. Climbing overdose and suicide rates, 
with bi-directional contribution from 
mental health (MH) and substance use 
disorders (SUD), reflect our need to do 
better serving those with multiple com-
plexities. This push is not new, and this 
fact ought to have us take pause and re-
flect on why repeated attempts at arriving 
at a co-occurring competent system of 
care – prevention through recovery - have 
never fully succeeded and explore poten-
tial models for achieving this long-sought 
success. 

Data suggests that 90% of people with 
SUD never receive SUD treatment and 
only 42% complete SUD treatment, 
meaning that only 4.2% of those with a 
SUD complete treatment. Approximately 
50% of those with a MH or SU disorder—
19.4 million Americans-- meet criteria for 
co-occurring disorders. Substance use is a 
known contributor to suicide, with a re-
cent multiyear systemic review of com-
pleted suicides in Westchester County NY 
indicating that more than 80% of individ-
uals who completed suicide were under 

the influence of substances at the time of 
their suicide. Additionally, those with co-
occurring mental health and substance use 
concerns are more likely to experience 
trauma (e.g., sexual assault, car accident, 
robbery, etc.), a worse course of illness, 
and more likely to drop out or “fail out” 
of treatment. Despite these and other con-
cerning findings, only between 9 and 18% 
percent of behavioral health providers 
have the capacity to treat those with co-
occurring disorders.  

There are many challenges in achieving 

systemic co-occurring competency. Fore-
most are siloed systems of research, edu-
cation and training, and regulatory institu-
tions and structures. Maintaining these 
silos has hindered progress towards inte-
gration, making it difficult to develop and 
sustain prevention programming and im-
plement evidence-based treatment modali-
ties for co-occurring disorders with fideli-
ty. This leaves providers struggling to on 
one hand be proactive and on the other 
address the wide array of presenting con-
cerns in a way that best meets the needs of 
the individual. Siloed educational (and 
licensure) systems leave providers often 
trained (and licensed) in either mental 
health OR substance use disorders, ill-
prepared to provide integrated prevention 
and treatment. From community coalitions 
to intake coordinators to case managers to 
providers to the agencies themselves, 
these deficits often result in individuals 
with co-occurring disorders being referred 
to others who are perceived as possessing 
the requisite skill and experience. This 
fails to recognize two primary issues: 1) 
most providers (in mental health or sub-
stance use) also lack skill and confidence 
around addressing co-occurring disorders; 
and 2) most individuals with co-occurring 
disorders are either unaware that their 
mental health or substance use is problem-
atic or unwilling to address them, making 
it unlikely that they will follow recom-
mendations even in the correct environ-
ment. When organizations seek to address 
these provider deficits with targeted train-
ings, they often find it challenging to truly 
achieve co-occurring competency due to 
an inability to support supervision and 
fidelity assurances, as well as the high 
staff turnover rates experienced by many 
agencies. Separate regulatory bodies rein-
force these siloed systems through often 
incompatible regulations and billing struc-
tures that further hinder successful integra-
tion efforts and fail to recognize the reality 
that the care of a meaningful percentage of 
those treated in both systems would bene-
fit significantly from integrated, co-
occurring competent systems of care.  

Together, these systems unintentionally 
conspire to create care that is fragmented, 
resulting in individuals rarely receiving 
the gold standard of integrated care with a 
single clinician and psychiatric provider; 
instead, people often receive either con-

secutive (this, then that) or concurrent 
(this and that) treatment requiring those 
with more severe and complex presenta-
tions, who likely already struggle to make 
it to a single provider, to attend multiple 
appointments with multiple providers. 
This has a personal and financial cost. 
However, the news here is not entirely 
grim. There are several lessons learned 
from recent efforts in New York State 
(and elsewhere) demonstrating success 
with a number of opportunities available 
to continue to advance this work. Howev-
er, it will require purposeful effort and 
sustained support from the system and 
requisite stakeholders. We summarize key 
strategies learned from these efforts in 
Westchester County over the last several 
years that have experienced some success.  

Our first step was to assess the willing-
ness and commitment of regional stake-
holders to take a “system of care” ap-
proach to the delivery of co-occurring 
competent services that included the op-
portunity for shared leadership and mean-
ingful partnerships, and exploration of 
effective evidence-based and data-driven 
practices. With the framework of the Re-
gional Planning Consortium (RPC), fo-
cusing on transitions and integration with-
in the Medicaid system, the Mid-Hudson 
Region chose to look at person-centered 
models of care, recognizing the potential 
for building a complexity-capable, inte-
grated behavioral healthcare system. In 
November 2017, a two-day leadership 
forum was held entitled: “Creating a Wel-
coming and Integrated, Trauma-Informed 
System for Addressing Those with Co-
occurring Disorders,” led by systems 
change experts Dr. Ken Minkoff and 
Chris Cline. All 7 counties of the Mid-
Hudson RPC sent teams comprised of 
county mental health directors, providers, 
hospitals, agencies, community organiza-
tions, family members, and peers. Also in 
attendance were representatives from the 
NYS Office of Mental Health and the 
Office of Addiction Services and Sup-
ports. Drs. Minkoff and Cline challenged 
the notion that individuals presenting with 
multiple complexities should be referred 
to “expert” treatment providers, effective-
ly arguing that providers should adopt a 
“No Wrong Door” experience of care, 
meeting people where they are and wel-
coming those with complexities into treat-
ment, meeting their needs rather than re-
ferring them out.  

An outcome of the 2017 Forum was the 
identification of highly motivated cham-
pions who returned to their respective 
counties to form the Co-Occurring Sys-
tem of Care Committees (COSOCC). The 
Westchester County effort, led by the 
Westchester County Department of Com-
munity Mental Health (DCMH), brought 
together stakeholders from prevention, 
treatment, housing, care management, 
criminal justice, hospitals, among others. 
Critical to success was to evaluate how 
stakeholders could advance integration in 
their respective organizations and institu-
tions. The Westchester COSOCC effec-
tively helped the local government unit 
and participating organizations identify 
and share needs and resources to mutually  
 

see Lessons on Page 43 
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Older Adults and Substance Misuse: Hiding in Plain Sight 

By Nancy Harvey, LMSW 
Chief Executive Officer 
Service Program for Older People (SPOP) 
 
 

L ast winter “Lucy,” an 87-year-
old woman, was referred to Ser-
vice Program for Older People 
(SPOP) by her primary care 

doctor. Lucy’s husband had died during 
the Covid-19 pandemic, and she was 
struggling with unresolved grief, depres-
sion, and panic attacks. A retired teacher, 
she had enjoyed a long marriage and an 
active social life, and she felt over-
whelmed by unaccustomed feelings of 
isolation and loneliness. We matched her 
with a therapist trained in complicated 
grief, and we also encouraged her to en-
roll in a peer-led bereavement support 
group. During the course of treatment 
Lucy focused on learning techniques to 
manage anxiety, and over time she opened 
up more and expressed concern that the 
glass of wine that she enjoyed with dinner 
increased to two or three each evening 
since her husband’s death.  

After a few months of treatment, Lucy 
began to recognize how a 12-step pro-
gram could support her goals and enhance 
her individual therapy. She has now dis-
continued alcohol consumption, and she 
recognizes that her reliance on it was 
linked to the social isolation she had expe-
rienced, together with suppressed emo-
tions associated with grief and the pan-
demic. She feels that she has moved be-
yond grief and is once again socializing 
with friends. At age 87 she feels stronger, 
healthier, and more independent. 

Lucy’s story is a stark reminder that, 
even though there is ample data showing 
that substance misuse increased during the 
pandemic, it is still easy to overlook it in 
an older population. At intake Lucy com-

pleted a screening for alcohol and sub-
stance misuse, but her focus was on her 
grief and depression, and she didn’t con-
sider that self-medicating with alcohol 
was a serious issue. 

This is a familiar pattern in our clinic. 
SPOP is the only agency in New York City 
that is entirely dedicated to providing com-
munity-based mental healthcare for adults 
aged 55 and older. We operate a licensed 
behavioral health clinic that offers individ-
ual and group psychotherapy, psychiatry 
service, mental health screenings, assess-
ments for social determinants of health, 
and connections to other providers for case 
management, meals assistance, or other 
concrete needs. We serve some 2,000 
adults each year, and our client population 
is overwhelmingly low-income, medically 
frail, and socially isolated. 

We have seen a significant increase in 
substance misuse in our client population 
over the past three years. During the pan-
demic some clients relapsed after years or 

even decades of sobriety, and others start-
ed to over-use alcohol, prescription medi-
cations, or other substances for the first 
time. One common theme that emerged 
was a tendency for individuals to underes-
timate the impact that substance use had 
on their well-being.  

Our clinic staff is trained in modalities 
to treat the whole person, taking into con-
sideration mental and physical health, 
family and interpersonal dynamics, social 
isolation, and other factors.  This holistic 
approach allows us to honor the client’s 
most pressing concerns while also discov-
ering underlying patterns of behavior. In 
the case of substances, the client may not 
recognize a pattern of misuse until there is 
a physical or emotional crisis. For in-
stance, an older person who may have 
been comfortable with heavy substance 
use earlier in life may find that they now 
struggle with increased irritability, insom-
nia, or unexpected falls – but they do not 
connect these symptoms to substance use 
until they have experienced an injury or 
other crisis. 

We also work in partnership with out-
patient substance abuse clinics in the re-
gion to make certain that our clients have 
access to treatment for addiction while 
our clinic focuses on the underlying men-
tal health condition. That additional sup-
port is often critical to the client’s success 
in achieving their goals. 

There is no question that older New 
Yorkers suffered during the pandemic as 
they endured months of social isolation, 
food insecurity, emotional trauma, fear, 
anxiety, and, in many cases, the loss of 
friends and loved ones. At SPOP we are 
seeing this situation play out with in-
creased urgency of cases, and greater 
numbers of adults experiencing substance 
misuse, symptoms of trauma, or compli-
cated grief. Stories like Lucy’s are a re-
minder that substance use may look dif-
ferent in an older person – and that we can 
all grow and change at any age.  

 
Visit www.spop.org to learn more about 

SPOP and its work as a community-based 
mental healthcare provider for older adults. 

Nancy Harvey, LMSW 
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R ecent reports about the prob-
lems that have emerged with 
Oregon’s experiment in the 
decriminalization of drugs have 

rekindled debate about this approach to 
reducing the damage that results from the 
current policy of criminalizing illegal 
substances. I tilt against decriminalization 
as currently defined. 

I feel very lucky that I was never 
caught using, storing, sharing, or selling 
marijuana when I was a young man. I 
think sometimes about how dreadfully 
different my life might have been, and I 
feel great sympathy for young people who 
have been caught and subjected to very 
severe penalties. That should never hap-
pen. Drug use of the kind that is an ordi-
nary part of being a young person in 
America should not land them in jail or 
prison with ruined lives.  

So, I am very sympathetic to the idea 
that the use of all illegal drugs should be 
“decriminalized”, i.e., that there should not 
be criminal penalties for ordinary drug 
possession and use. And, of course, I am 
also sympathetic to the idea that this 
should be combined with a vast increase in 
the prevention and treatment of addiction. 

But it seems to me that the current poli-
cy of “decriminalization” is miscon-

ceived. It protects illegal drug users from 
criminal prosecution but does nothing at 
all about illegal drug producers and deal-
ers. For them, the failed policies of the 
“War on Drugs” continue; and, as a result, 
decriminalization does nothing to disrupt 
the illegal drug business, which is the 
source of drug-related violence and of 
overdose deaths due to adulterated drugs. 

Advocates for humane drug policy need 
a broader conceptual approach, much 
broader. But unfortunately, most discus-
sions of drug policy focus exclusively on 
the so-called “illicit” drugs—cannabis, 
cocaine, heroin, methamphetamine, etc. 
This is a very limited view of the dangers 
of substance misuse or addiction. Tobacco 
is a dangerous substance; there are nearly 

500,000 tobacco-related deaths a year in 
the United States. Alcohol is a dangerous 
substance; there are about 150,000 alcohol-
related deaths every year. Many medicines 
are dangerous if used incorrectly; the num-
ber who die from the misuse of prescrip-
tion and over-the-counter drugs is unclear.  

Despite their health risks, the produc-
tion, distribution, sale, and use of tobacco, 
alcohol, and medications are not criminal-
ized; they are regulated. And this ap-
proach is generally regarded as striking a 
reasonable balance between the govern-
ment’s obligation to protect people from 
harm and its obligation to protect individ-
ual freedom. 

Regulation certainly has a better out-
come than the criminalization of “illicit” 
drugs, which has been an abysmal failure. 
It has resulted in the overpopulation of 
jails and prisons (disproportionately with 
people of color), ruined lives, broken fam-
ilies, widespread corruption, and violence 
perpetrated by dealers of illegal drugs that 
overflows into poor communities, espe-
cially poor communities of color. In addi-
tion, despite the war on drugs, drug over-
dose deaths have been increasing at an 
alarming rate.  

It is worth recalling that there was once 
a war on alcohol in the United States, 
which was also an abysmal failure. The 
remarkably successful end of prohibition 
was not the decriminalization of drinking.  
 

see Drug Policy on Page 40 

“Decriminalization” is Misconceived: Towards Improved Drug Policy 

Jorge R. Petit, MD, Appointed to SAMHSA 
 

Center for Substance Abuse Treatment National Advisory Council 
By Staff Writer 
Behavioral Health News 
 
 

W e are thrilled to announce 
that Jorge R. Petit, MD, 
was recently appointed to 
the Substance Abuse and 

Mental Health Services Administration 
(SAMHSA) Center for Substance Abuse 
Treatment (CSAT) National Advisory 
Council. 

Dr. Petit will be joining the SAMHSA 
CSAT National Advisory Council this 
month and look forward to working with 
renowned national experts and profes-
sionals on improving access to and re-
ducing barriers to addiction treatment 
services. “We all know that it is not just a 

matter of clinical necessity but a funda-
mental cornerstone of health equity to 
ensure that every individual, regardless 
of their background or circumstances, 
has an equal opportunity to reclaim their 
well-being and rebuild their lives,” stated 
Dr. Petit. 

The National Advisory Council plays a 
pivotal role in guiding and advising 
SAMHSA's efforts to address substance 
use disorders and promote effective treat-
ment strategies. Comprising a diverse 
and knowledgeable group of profession-
als from various fields, including 
healthcare, academia, research, and com-
munity advocacy, the Council convenes 
to provide valuable insights, recommen-
dations, and expertise to enhance the 
development, implementation, and evalu-

ation of programs and policies aimed at 
improving the lives of individuals and 
families affected by substance abuse. 
Through its collaborative efforts, the 
SAMHSA CSAT National Advisory 
Council helps shape a comprehensive 
and compassionate approach to preven-
tion and high-quality, effective substance 
use disorder treatment and recovery ser-
vices, contributing to the overall wellbe-
ing of communities and individuals 
across the nation. 
 

Mental Health News Education,  pub-
lisher of Behavioral Health News and 
Autism Spectrum News, is especially 
proud of Dr. Petit’s new appointment as 
he is a long-time Member of the Board of 
Directors. Congratulations Jorge!  Jorge R. Petit, MD 
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When the Unexpected Happens:  
 

The Importance of Policies and Procedures  
By Sally Whitaker Bergquist 
Senior Risk Management Consultant  
Irwin Siegel Agency  
 
 

P roviding specialized consultation 
in the field of addiction treatment 
risk management is an essential 
function of our organization. We 

see firsthand that providers supporting the 
treatment and recovery of substance use 
play a critical role in maintaining the safe-
ty of each individual seeking care It is not 
uncommon for these individuals to feel 
emotionally and physically vulnerable 
when seeking substance use treatment. An 
unfortunate reality is that an unexpected 
event, such as the one outlined below, 
could occur when organizations do not 
implement comprehensive internal con-
trols through comprehensive policies and 
procedures: 
 
A twenty-four-year-old male is admitted 
to a residential treatment provider for 
substance use withdrawal. The day after 
admission, he was found by staff to be 
unresponsive in his room. Resuscitation 
efforts are attempted but not successful. It 
is an event many professionals fear and 
dread in their human service role.  

 
One significant role of care providers is 

to recognize the risk of harm, assess the 
risk, and implement proper procedures to 
maintain patient safety. When an unex-
pected event occurs, such as the example 
above, the organization’s written policies 
and procedures should be reviewed by the 
leadership team. They may also be re-
viewed by the state’s accrediting/
licensing agency, the plaintiff’s attorney 
representing the deceased client, and the 
defense attorney representing the insured 
organization. Organizations should take 
the time to ensure their policies and pro-
cedures follow state guidance and meet 
best practice criteria. 

When incidents occur, organizations are 
held to the precise standards they have in 
effect at that time. Be sure your policies 
and procedures are strong.  

Over time, the standard of care is sure 
to evolve to best provide the highest qual-
ity of service delivery. Changes in 
healthcare, culture, and technology can 
impact these standards. As your policies 
adapt to comply with the updated stand-
ard of care, it is important to keep a rec-
ord of any policies that have been modi-
fied or updated. This should always in-
clude the dates the preceding policy was 
in effect. With so many policies online, 
there may be a tendency to update and hit 
“save,” but it is important to remember to 
always keep a copy of the original policy 
to verify the standard of care in existence 
at that point in time. 

When developing written policies and 
procedures, consider the standard of care 
or how things are performed in your local 
area. For example:  
 
• How do other organizations in your 

area that provide the same or similar 
service perform this activity?  

• How does your state licensing agency 
view this activity?  

• What are the state laws or regulations? 

• What does the Department of Public 
Health require for these patients?   

 Finally, consider the requirements of 
Federal or national agencies. What are the 
requirements of the Centers for Medicare 
and Medicaid for an organization such as 
yours?  What does your professional or-
ganization recommend? 

One of the other most important aspects 
of policies is employee compliance. It is 
crucial for your employees to realize the 
importance of policies and not to simply 
do what they have always done over the 
years. If the organization has well written, 
detailed policies, but a review of events 
determines your employees are not com-
pliant with the policy, it is important to 
delve into the issue. Ask why there is non
-compliance. Questions to consider might 
include: 
 
Do employees know how and where to 
find the current policy? 
   
• Are policies accessible to them online? 

• Do employees know where the current 
policy is located and how to access the 
policy 24 hours per day/7 days per 
week? 

Are the policies up to date? 
 
• How are employees informed of policy 

changes and new policies? 

Are your policies realistic?   
 
• Is there a need for additional education, 

different equipment, or additional training 
on equipment? Be sure your employees 
can comply with the policy as written. 

  Are your policies too detailed? 
   
• An overly detailed, complicated 30-page 

emergency response plan will not be 
helpful for employees overseeing a high
-stress situation. Keep it manageable.  

Ultimately, internal controls are the 
first line of prevention for all providers, 
especially in the addiction treatment 
space. Written policies and procedures 
should be referred to frequently and 
should function as a road map for your 

organization. They should be relevant and 
up to date. A review process should in-
clude assessing any incident trends that 
occurred between reviews. This could 
identify an area that is uncovered by the 
current policies and procedures. Ensure 
your employees know where to locate 
this information and are notified of any 
updates or changes.  
 

Irwin Siegel Agency has become synon-
ymous with expertise and customized pro-
grams for Addiction Treatment and Be-
havioral Healthcare Providers since its 
inception in 1960. We are pleased to offer 
a comprehensive insurance program 
through an A++ rated global insurance 
company. As a Program Administrator, 
ISA strives to provide tailored property 
and liability insurance and risk manage-
ment solutions that meet the unique needs 
of organizations like yours. We work di-
rectly with your current agent or broker! 
To learn more, call 800.622.8272 or visit 
siegelagency.com. 

Sally Whitaker Bergquist 

 

If You Are Feeling Alone and In Despair, You Can Find Help at  

The Many Programs and Organizations Found in Behavioral Health News 

Never Give Up Hope - There is a Caring Community Near You 

https://behavioralhealthnews.org/
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By Jorge R. Petit, MD 
Behavioral Healthcare Executive Leader 
www.drjpetit.org | drjpetit@yahoo.com  
 
 

S ubstance Use Disorders (SUDs) 
present a complex and multifac-
eted public health challenge that 
disproportionately affects mar-

ginalized communities, exacerbating ex-
isting health disparities and social inequi-
ties. These marginalized populations en-
compass groups facing social, economic, 
and structural disadvantages, including 
racial and ethnic minorities, individuals of 
lower socioeconomic status, LGBTQ+ 
individuals, and those experiencing home-
lessness or justice involvement. The im-
pact of SUD within these communities 
extends beyond individual health con-
cerns, encompassing broader social, eco-
nomic, and systemic implications. En-
hancing access to addiction services and 
reducing barriers within a social justice 
and health equity framework demands a 
multifaceted approach that intentionally 
addresses systemic, structural, and indi-
vidual factors. 

Racial and ethnic disparities in preva-
lence rates of substance use disorders 
(SUDs), as well as overdose deaths, are 
compounded by many factors, such as, 

historical trauma, systemic racism, limited 
access to quality healthcare/insurance, 
accessibility of treatment services, chronic 
stressors, lack of access to education and 
employment opportunities, and childcare/
transportation barriers, to name a few.  

Research consistently reveals that racial 
and ethnic minority groups, such as Afri-
can Americans, Hispanics, and Indige-
nous peoples, often exhibit higher rates of 
SUD compared to White populations. 
Homelessness is linked to a higher addic-
tion and SUD risk; many homeless indi-
viduals also struggle with mental health 
issues, unemployment, food insecurity, 
and limited healthcare access. LGBTQ+ 
individuals face unique stressors like dis-
crimination, family rejection, and isola-
tion, leading to higher substance use rates 
as a coping mechanism. Incarcerated indi-
viduals are more likely to have a history 
of addiction and SUD. Marginalized 
youth, like those in foster care or involved 
with child welfare systems, have elevated 
SUD rates. Adverse childhood experienc-
es, trauma, and disrupted family structures 
contribute to their susceptibility to sub-
stance misuse. 

Recent data from the Key Substance 
Use and Mental Health Indicators in the 
United States: Results from the 2021 
National Survey on Drug Use and Health 
indicated that the percentage of people 
aged 12 or older who used illicit drugs in 
the past year was higher among Ameri-
can Indian or Alaska Native (36%) or 
Multiracial individuals (35%) than 
among Black (24%), White (23%), His-
panic (19%), or Asian individuals (11%) 
(see Figure 1 on page 41). Similarly, the 
2020 CDC Vital Signs Report revealed 
that overdose death rates (number of 
drug overdose deaths per 100,000 peo-
ple) increased 44% for Black individuals 
and 39% for American Indian and Alas-
ka Native (AI/AN) individuals compared 
to 2019 (see Figure 2 on page 41). Over-
dose death rates in older Black men were 
nearly 7x as high as those for older 
White men and in counties with greater 
income inequality, overdose deaths for 
blacks were 2x as high compared to 
communities with less income inequali-
ty. 
 

see Perspective on Page 41 

Substance Use Disorder Prevention and Treatment Services: 
 

A Social Justice and Health Equity Perspective  

Jorge R. Petit, MD 

Moving Toward Recovery After Discharge with OARS
™ 

By Tony Salvatore, MA 
Director of Development 
Montgomery County Emergency Service 
 
 

L ike many psychiatric hospitals, 
Montgomery County Emergen-
cy Service (MCES), located in 
Norristown, PA, serves adults 

with primary serious mental illness many 
of whom also have a co-occurring sub-
stance use disorder (COD), sometimes 
involving opiates. This “double trouble” 
puts them at greater risk of poor treatment 
adherence, relapse, frequent involuntary 
hospitalization, and, of course, overdose. 

COD patients needing inpatient care 
may often receive it sequentially. They 
are treated initially at a psychiatric or ad-
diction facility depending on their primary 
diagnosis and are then transferred to an-
other facility to address their secondary 
diagnosis. It falls to the patient to align 
the often-divergent treatment modalities 
and philosophies.  

COD patients may be resistant to care 
or unable to adhere to a dual disorders 
aftercare program. They often resume 
substance use, discontinue mental health 
treatment, and experience a return of 
symptoms of serious mental illness such 
as depression, suicidal ideation, self-

injury, and psychosis. Family members, 
providers, police, or emergency depart-
ment physicians may seek involuntary 
psychiatric care on their behalf and the 
cycle begins anew. 

In the mid-1990s, MCES noted that 
seventy-five percent of admissions in-
volved a secondary substance use disorder 
(SUD) diagnosis. The majority of these 
patients were involuntary and had experi-
enced a potentially life-threatening crisis. 

Moreover, this patient population had a 
high level of recidivism marked by several 
stays yearly within weeks of each other. 

MCES’s initial effort at inpatient COD 
care blended mental health and substance 
use care principles and staff with experi-
ence in both fields. The program helped 
patients understand how mental illness is 
affected by substance use, how mental 
illness impacts sobriety, and why treat-
ment for both must be simultaneously 

maintained. It incorporated drug and alco-
hol rehabilitation treatment concepts and 
techniques. Individual and group counsel-
ling, recovery and educational groups, and 
AA and Narcotics Anonymous meetings 
were part of the program strategy. 

At the time, the program was seen as 
innovative and had success deterring re-
peated hospitalizations. However, relapse 
within weeks of discharge remained a 
problem for many COD patients.  

In early 2002, a multidisciplinary group 
of MCES staff formed a task force to deter 
relapse among MCES patients. Over sev-
eral months they assessed the relapse pre-
vention needs of MCES patients, reviewed 
the literature on relapse, and evaluated 
available relapse prevention resources. 
They produced a strategy for COD pa-
tients and staff to work together to identify 
the risks, the signs, the triggers, and the 
steps to be taken to avert relapse.  

COD patient engagement and self-help 
were essential. A booklet entitled My Ac-
tion Plan for Relapse Prevention (MAP) 
was created to facilitate this process. This 
excerpt states its purpose: 
 
This work-book is designed to encourage 
you to take an active role in your wellness.  
 

see OARS on Page 44 
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By Kelsey Silver, LMFT 
Assistant Vice President of Quality and 
Data Analytics, Outreach 

 
 

T he journey of overcoming sub-
stance use disorders (SUD) is 
multifaceted and often daunting. 
However, recent technological 

advancements have proven to be formida-
ble allies in this quest, offering hope and 
innovative solutions. From the vast capa-
bilities of data analytics to the immediacy 
of telehealth and the comprehensive na-
ture of patient portal access, technology is 
reshaping the landscape of addiction treat-
ment and recovery. 
 

Data Analytics 
 
Although providers are likely accus-

tomed to utilizing data analytics for per-
formance metrics.  In the realm of 
healthcare, raw data is also a goldmine 
of clinical insights waiting to be un-
earthed. For those with SUD, the power 
of data analytics can be harnessed to 
predict relapse triggers, understand pat-
terns of use, and tailor interventions for 
maximum efficacy. Machine learning 
models, for instance, can analyze a pa-
tient's history, physiological markers, 
and behavioral patterns, forecasting po-
tential high-risk situations or environ-
ments. By providing such predictions, 
caregivers can preemptively address 
concerns, ensuring that individuals have 
the necessary support before facing po-
tential relapses. 

Innovative predictive analytics may be 
top of mind for providers, but data visual-
ization and accessibility are equally es-
sential in putting information in the hands 
of decision makers within behavioral 
healthcare organizations. Access to real 
time data around health equity, outcomes, 
and monitoring improve client health, 
access, and success.  

Telehealth 
 
The emergence of telehealth has been 

revolutionary, especially for individuals 
who might not have easy access to in-
person care due to geographical con-
straints or stigmatization fears. Virtual 
consultations break down these barriers, 
allowing patients to connect with thera-
pists, counselors, and peer support groups 
from the comfort and privacy of their 
homes. This constant lifeline ensures that 
help is always available, thereby minimiz-
ing feelings of isolation - a critical factor 
in the recovery journey. 
 

Patient Portal Access 
 
Patient portals have elevated the con-

cept of self-care and autonomy in the re-
covery process. These digital platforms 
allow individuals to track their progress, 
access educational materials, and com-
municate with their care teams. By having 
access to this information and resources at 

their fingertips, patients are better 
equipped to understand their condition 
and actively participate in their treatment 
plans. Moreover, these portals can inte-
grate with wearable devices, offering real-
time monitoring of vital parameters and 
ensuring timely interventions. 
 
Clinical Decision Support (CDS) Systems 

 
Among the myriad technological tools 

aiding those with substance use disor-
ders (SUD), Clinical Decision Support 
(CDS) systems stand out due to their 
potential to enhance the decision-making 
processes in clinical scenarios. These 
sophisticated software interfaces are 
designed to provide healthcare profes-
sionals with evidence-based clinical 
knowledge and patient-specific infor-
mation, assisting in making precise deci-
sions. Here's how they play a crucial role 
in the context of SUD: 
 
• Evidence-Based Recommendations: CDS 

systems sift through vast medical data-
bases to offer treatment recommenda-
tions based on the latest research and 
best practices, ensuring that patients 
receive optimal care tailored to their 
unique circumstances. 

• Drug Interaction Alerts: For those with 
SUD, it's crucial to monitor potential 
interactions between medications used 
in recovery and other prescribed 
drugs. CDS systems can provide real-
time alerts about possible harmful 
combinations. 

• Risk Assessment: Using AI and data 
analytics, these systems can assess a 
patient's risk of relapse based on a vari-
ety of factors, allowing clinicians to 
intervene proactively. 

• Monitoring & Alerts: For patients under 
medication-assisted treatment (MAT), 
CDS systems can monitor dosages and 
send alerts if there's a potential for mis-
use or if a dose is missed. Alerts when 
at risk clients miss appointments can 
ensure reach out and life-saving inter-
vention and interoperability with hospi-
tals can increase follow-up after emer-
gency department visits.  

• Patient History Access: By offering a 
holistic view of a patient's history, in-
cluding past treatments, behavioral pat-
terns, and associated health conditions, 
clinicians can make informed decisions 
that consider the entirety of a patient's 
journey. 

Incorporating Clinical Decision Support 
systems into the treatment paradigm for 
substance use disorders not only streamlines 
the clinical process but also ensures that 
care is evidence-based, personalized, and 
proactive. As we advance technologically,  
 

see Technology on Page 44 

Empowering Recovery:  
 

How Technology Supports Those with Substance Use Disorders  
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The Hidden Impacts of Overdose: 
 

Four More Reasons We Must Stop the Epidemic  

By Dr. Lawrence Weinstein 
Chief Medical Officer  
American Addiction Centers 
 
 

T he recent overdose epidemic has 
brought the issue of substance 
use front and center as a main-
stream problem. That means 

now is the time to harness our collective 
efforts to devise mainstream solutions. As 
we celebrate International Overdose 
Awareness Day, it’s essential that we rec-
ognize the hidden impacts of this tragic 
trend and implement programs that save 
lives and help reduce the burden on fami-
lies, first responders and communities. 

Where substance use disorder (SUD) 
and overdose were once largely consid-
ered to be problems that only affected 
those living on the fringe of society, we 
now recognize they affect all walks of life 
and people of every socioeconomic class, 
race, gender and lifestyle. With over 
106,000 overdose deaths in 2021 alone 
(the most recent year for which data is 
available)—not to mention the untold 
number of overdose survivors—odds are 
that almost everyone has been directly 
affected by this tragic trend. 

If loss of life isn’t heartbreaking 
enough, unless you’ve been directly im-
pacted by an overdose, few realize that 
every overdose has far greater implica-

tions beyond the acute situation. The im-
pact doesn’t end when naloxone is admin-
istered, a person is taken to the hospital 
for treatment, or to the morgue. In fact, 
every incident has a ripple effect on the 
individual, their family, first responders 
and the community at large. 
 

Future Health Implications 
 

Overdose deaths get most of the atten-
tion, but surviving one is not a clean slate. 
Roughly a million nonfatal overdoses are 
treated in emergency departments each 
year, and the ill effects can cause irre-

versible brain damage, long-term impair-
ment of motor skills, coordination and 
memory, and lifelong muscle spasms or a 
staggering gait. Even nonfatal doses can 
have a severe impact on internal organs, 
causing damage to heart valves, pulmo-
nary edema, irreversible kidney damage 
and hypertension. If a person collapses in 
a slumped-over position, it could cut off 
circulation to the lower extremities, po-
tentially requiring amputation.  

In fact, one JAMA study showed that 
the most common causes of death during 
the first year following a nonfatal opioid 
overdose were substance use-associated 

disease like HIV, chronic respiratory dis-
eases and viral hepatitis, along with circu-
latory disease and cancer. Increased rates 
of depression, impulsivity and suicidal 
ideation are also common with the highest 
rates of suicide among females. 
 

Addiction is a Family Disease 
 

SUD affects far more people than just 
the afflicted individual; it can destroy the 
entire family. Similarly, those who are 
close to someone who overdoses can feel 
immense loss, guilt and anger that their 
loved one didn’t receive or accept help in 
time to prevent the incident.  

Loved ones may also feel shame due to 
the stigma of SUD, and they may not get 
the same level of sympathy or support as 
those who lose loved ones to any other 
kind of tragic accident or natural cause. 
This combination of emotions can cause 
family members to withdraw or internal-
ize their emotions, further complicating 
their grief and creating fertile ground for 
mental health issues—and even their own 
SUD—to take root.  
 

The Toll on Frontline Responders 
 

Some of the most “invisible” victims of 
the overdose epidemic are the paramedics,  
 

see Overdose on Page 36 

Harm Reduction: A Bridge Back to Life 

By Rebecca Linn-Walton, PhD, LCSW  
Chief Strategy Officer  
Services for the UnderServed (S:US) 
 
 

H arm reduction is a decades-
long, well-established, effec-
tive tool in reducing illnesses, 
deaths, and other negative 

consequences of problematic substance 
use (Jones et al., 2022). This approach has 
never been more important as in the cur-
rent overdose crisis (Perera et al., 2022). 
Harm reduction practices have evolved 
over time in their complexity and person-
centered approach, as practitioners, sup-
port service providers, and other profes-
sionals can attest, harm reduction in ac-
tion means providing whatever support 
the individual needs to survive until heal-
ing is possible (Lopez et al., 2022). For 
many in care at a large NYC nonprofit 
organization, this means helping New 
Yorkers get into and stay into housing as 
the centerpiece to their healing journey. 

Services for the UnderServed (S:US) is 
large NYC nonprofit providing crisis, 
supportive, permanent housing and care to 
adults and families with serious mental 
illness, intellectual and developmental 
disabilities, HIV/AIDS, substance use 
challenges, and sometimes all the above. 
Our entire workforce is dedicated to help-
ing New Yorkers live with autonomy, 
respect, and dignity, and to achieve their 
goals. Harm reduction is central to our 

mission. Leadership and supervisors have 
worked hard to create a culture shift in 
recent years so that this practice can be 
implemented from the front door through 
staff supervision. As one of the largest 
supportive housing providers in New 
York State, and with 11 shelters across 
New York City, harm reduction has had 
to move beyond the walls of our clinic 
and clinical staff. S:US recognizes that 
there are many pathways to stability for 
people who use substances, and that the 
road can often include ongoing struggles. 
Rather than using an abstinence-based 
approach, we work with individuals to 

identify their goals for recovery and help 
them take the steps to get there.  

S:US has integrated harm reduction 
practices across the spectrum of care and 
housing through a combination of con-
crete and free tools, education, and ap-
proaches to interacting with persons 
served. Throughout shelters and support-
ive housing, individuals are trained in 
using and sharing Narcan kits, fentanyl 
tests strips, and most recently, S:US was 
one of the first organizations in NYC to 
begin distributing xylazine test strips. 
S:US also partnered with the health de-
partment to open the first public health 

vending machine in the city. These free 
life-saving materials are easily accessible 
and New Yorkers have been traveling 
from across the city to access safer sub-
stance use, sex, and health products. 

Our clinic staff are trained in harm re-
duction approaches, education, and how 
to address personal internal biases that 
could get in the way of nonjudgmental 
support for those we serve. We have Med-
ication Assisted Treatment teams across 
Brooklyn, Harlem and the Bronx which 
provide dedicated services for people with 
substance use challenges who want to 
explore medication in addition to treat-
ment. We offer a flexible model for New 
Yorkers, including light touch, traditional 
therapy, case management, and ongoing 
medication support. 

We also recognize that not everyone 
who would benefit from substance use 
treatment is engaged in it. For this reason, 
S:US engages in daily harm reduction 
support in shelters and supportive hous-
ing. Dedicated harm reduction and health 
educators share tools and training with 
residents and staff, and many of our most 
effective trainers leverage their lived ex-
perience to help both the workforce and 
persons served. This unique experience 
allows education to move beyond basics 
of testing and overdose response and al-
lows for complex conversations around 
how to manage monthly income to both  
 

see Bridge on Page 42 

https://behavioralhealthnews.org/
https://www.overdoseday.com
https://www.overdoseday.com
https://americanaddictioncenters.org/overdose
https://nida.nih.gov/research-topics/trends-statistics/overdose-death-rates
https://nida.nih.gov/research-topics/trends-statistics/overdose-death-rates
https://americanaddictioncenters.org/addiction-medications/naloxone
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7119520/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7119520/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7119520/
https://jamanetwork.com/journals/jamapsychiatry/fullarticle/2685326
https://sus.org/
https://sus.org/health-department-launches-nycs-first-public-health-vending-machine/
https://sus.org/health-department-launches-nycs-first-public-health-vending-machine/


PAGE 35 BEHAVIORAL HEALTH NEWS ~ FALL 2023 

Compulsive Sexual Behavior and Pornography Viewing as Addictions 

Dr. Gene Ira Katz, DMCJ, DABS, LAC 
Executive Director 
Positive Pathways Institute 
 
 

A ddiction can occur in many 
forms. Often, it is assumed that 
physical dependence, charac-
terized by withdrawal symp-

toms, is required for someone to be diag-
nosed with an addiction disorder, but the 
fact is that behavioral addiction can occur 
with all the negative consequences in a 
person’s life minus the physical issues 
faced by people who compulsively engage 
in drug and alcohol abuse.   

Process Addictions are defined as be-
havioral problems that involve a lessening 
of control, persistent seeking, and signifi-
cant harm even though no addictive sub-
stance is involved. According to the Inter-
national Journal of Preventative Medicine, 
behavioral science experts believe that 
anything capable of stimulating a person 
can be addictive; and when a habit chang-
es into a compulsion, it can be considered 
as an addiction. Researchers also believe 
that there are several similarities between 
drug addiction and behavioral addiction 
diagnostic symptoms, except that the indi-
vidual is not addicted to a substance, but 
to the behaviors or the feelings brought 
about by the required action. In addition, 
the physical signs of drug addiction may 
be absent, but behaviorally addicted indi-

viduals will undergo the same conse-
quences brought about by addiction to 
alcohol and drugs as well as exhibiting 
other obsessive behaviors. 

The Diagnostic and Statistical Manual 
of Mental Health Disorders, aka the DSM
-5-TR, published by the American Psychi-
atric Assn (APA), lists 300+ mental and 
behavioral health diagnoses accepted in 
the US, and a few other countries, but 
recognizes gambling as the only process 

addiction. While the DSM does 
acknowledge numerous unusual sexual 
behaviors under the general heading of 
Paraphilias (discussed in detail later), the 
APA does not recognize various Compul-
sive Sexual Behaviors as mental heath 
disorders per se, despite the vast amount 
of research and evidence that provides 
compelling support for such a diagnosis. 

Aside from the DSM, most of the world 
relies on the ICD, or International Classifi-
cation of Diseases, published by the World 
Health Organization (WHO), as the offi-
cial book of mental and behavioral diag-
noses, and the WHO has chosen to include 
Compulsive Sexual Behavior Disorder 
(CSBD) in their recently published 11th 
edition, the ICD-11. With a designated 
code of 6C72, CSBD, is described as the 
inability to control sexual behavior despite 
negative consequences. With this decision, 
the world’s health experts have deter-
mined that such behaviors merit an official 
diagnosis. The disorder is also known as 
Hypersexuality and Sex Addiction. 

In their policy statement, the Society for 
the Advancement of Sexual Health 
(SASH) states that having reviewed the 
available evidence, there are several diag-
nostic models currently under investiga-
tion, all of which reflect an underlying 
clinical condition requiring dedicated as-
sessment, and treatment. Sexual Addic-
tion and Pornography Addiction are two 
such models. Additional models include 

Hypersexual Disorder, Out of Control 
Sexual Behavior, Unspecified Impulse 
Control Disorder, and Sexual Compul-
sivity, amongst others. A growing body of 
empirical research supports the serious 
clinical concerns on which these various 
models seek intervention.  Among this 
empirical evidence are dozens of studies 
supplying neuroscience evidence con-
sistent with the presence of addiction, 
primarily in Internet pornography users, 
but also in “sex addicts” generally. There 
is research evidence that also supports 
other diagnostic labels, such as Hypersex-
ual Disorder. 

SASH also notes that the preponder-
ance of the recent neuroscience research 
points to substantial evidence of addiction
-related brain changes in Internet pornog-
raphy users. This also appears to be an 
outgrowth of the relatively new technolo-
gy-saturated environment. Numerous re-
searchers have found that streaming por-
nography is potentially addictive, and 
may help to explain a surge in non-
organic, psychogenic sexual dysfunctions 
and abnormally low sexual desire in some 
users, whether or not they are addicted. 

Not all forward-thinking organizations 
dedicated to the advancement of enlight-
ened sexuality agree with SASH’s find-
ings, or the World Health Organization’s 
decision to include Compulsive Sexual  
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Settlement Funds from Page 16 
 
 Strengthening existing programs to ad-

dress gaps in service 

 Expanding services in underserved 
communities 

 Infrastructure support 

Workforce Crisis  
 
• Funding should be used for workforce 

retention to cover costs such as: childcare, 
health/dental insurance, pay equity, stu-
dent loan repayment, tuition assistance, 
scholarships (BIPOC Scholarship fund to 
support increased senior management/
clinical roles), employee wellness ser-
vices, and more. (Tuition assistance and 
student loan forgiveness would only be 
possible with settlement funds because 
SAMHSA does not approve use of their 
funds for this purpose) 

• Special support to hire additional staff 
who reflect the culture and experiences 
of the people and community served 

• Statewide workforce training focused 
on use of evidence-based tools 

• Support for recovery coaches and recov-
ery peer advocates including recruitment, 
training, certification, job placement 

• Reimbursement for certification fees 

(CASAC, CPP, CRPA, etc.) 

Fiscal Viability 
 
• A permanent Fiscal Stabilization Fund 

should be established to provide emer-
gency assistance to programs experi-
encing cash flow or deficit issues when 
revenue does not cover the full cost of 
delivering services 

Strengthen Existing Programs to  
Address Gaps in Service 

 
• Address unmet needs especially in un-

der-served BIPOC communities 

• Incorporate anti-racism principles into 
continuum of services statewide using 
training and technical assistance 

• Strengthen services for LGBTQ+, 
women/with children, people involved 
with criminal legal system, aging per-
sons, and persons living in underserved 
communities 

• Provide harm reduction and help people 
access treatment particularly people who 
use drugs and have risk for overdose, and 
people with co-occurring MH disorders 

• Ensure that programs state-wide receive 
funding for naloxone  

• Strengthen addiction peer services in treat-
ment, recovery, harm reduction settings 

• Fund evidenced-based environmental 
prevention strategies and community coa-
litions to link prevention resources and 
expand reach to vulnerable populations 

• Strengthen/expand existing recovery 
services 

• Expand prevention services targeting 
individuals, families, and communities.  

Expand Services in  
Underserved Communities 

 
To address issues related to health equi-

ty and inequity in service infrastructure, 
funding should be provided to expand 
existing programs and create new capacity 
to address unmet need. 
  
• Provide funding for new services in 

underserved communities that address 
specific underserved populations and 
specific services that are lacking  

• Support creation of the Leadership 
Institute addressing BIPOC leadership 
development 

Infrastructure Support 
 
• Support continued access to telehealth 

via purchase of equipment, connectivity 
and technologies that create force multi-
pliers for staff (laptops with web cams, 
smart TVs, hardware and data plans to 
support tele-health) 

• Create technology infrastructure for 
data collection, analytics, reporting 
tools, and regional/statewide dash-
boards and analytics so that programs 
can access data to inform decision-
making and create a robust data collec-
tion/survey system for annual surveys, 
ad hoc requests for information, and 
enhanced responses to crisis situations 
like COVID 

• Provide funding for clinical technology 
tools (recovery apps, notebooks for 
journaling etc.) 

• Ensure that programs are always 
equipped with PPE 

The Opioid Settlement Fund Advisory 
Board has a vital voice in the decision-
making process regarding how New York 
State will use Opioid Settlement Funds. 
This voice is critical as funding decisions 
are made during the State’s budget process 
for close to two decades. InUnity Alliance 
and our Policy Center are committed to 
working with the Advisory Board to ad-
dress the impact of the opioid overdose 
and addiction crisis and the historic under-
funding of substance use prevention, treat-
ment, recovery, and harm reduction.  

 
To learn more about the work of the 

InUnity Alliance Policy Center and our 
advocacy work, contact Kyle Plaske, 
Deputy Director at 518-596-4542 or 
KPlaske@asapnys.org. 

Veterans from Page 17 
 
specific needs of Veterans.  

TVSR training is helpful for partici-
pants interested in expanding their peer 
recovery knowledge base, learning how 
to effectively navigate the challenges of 
supporting a Veteran with a substance 
use disorder, preparing for VSR certifi-
cation, or earning approved continuing 

education hours for renewal of ASAP-
NYCB peer recovery certifications. All 
VSR trainings are online with closed 
captioning for persons with hearing 
challenges. 

The New York Certification Board is 
working to increase awareness about 
their VSR initiative with the hope that it 
will serve as a catalyst for strengthening 
the workforce, enhancing services for 

Veterans, and helping to improve the 
health and quality of life for Veterans 
and their families. Like other peer pro-
fessionals, VSR professionals work in a 
wide variety of settings. They work in 
community-based substance use pro-
grams, recovery centers and recovery-
oriented clubhouses, community mental 
health agencies, Veterans hospitals and 
community-based Veterans programs, as 

well as in Veterans housing and employ-
ment programs, or wherever Veterans 
are served. 
 

To learn more about Veteran Supported 
Recovery and services that address the 
needs of Veterans and their families, at-
tend the ASAP Veterans Summit or con-
tact us at: 518-426-3122 or EKran-
son@asapnys.org.  

Caring from Page 18 
 
Tia Dole, PhD, is the Chief 988 Sui-

cide & Crisis Lifeline Officer at Vibrant 
Emotional Health. Dr. Dole is a licensed 
clinical psychologist and a long-time 
advocate for the rights of those with in-
tersectional identity. Prior to stepping 
into the role of Chief 988 Officer, Dr. 
Dole was the Executive Director of The 
Steve Fund, the nation’s only organiza-
tion focused on the mental health and 
emotional well-being for young people of 
color. Additionally, Dr. Dole was the 

Chief Clinical Operations Officer at The 
Trevor Project, the world’s largest sui-
cide prevention and crisis intervention 
organization for LGBTQ youth. Dr. Dole 
oversaw all The Trevor Project’s crisis 
services programs as well as their volun-
teer community and increased their im-
pact by a factor of four. 

After completing her bachelor’s de-
gree at Carleton College, Dr. Dole re-
ceived her Master’s degree in Develop-
mental Psychopathology from Columbia 
University (Teacher’s College), and she 
received a Fulbright Fellowship to study 

Forensic Psychology in Switzerland. She 
then completed her doctorate in clinical 
psychology at Fordham University. Dr. 
Dole is a published author and sits on 
several committees. One of her passions 
is normalizing mental health conditions 
within communities of color, LGBTQ 
communities, and helping people get ac-
cess to services. She is based in New 
York/New Jersey. 

 
Sources 

 
www.cdc.gov/drugoverdose/featured-top 

ics/substance-use-disorders/index.html#:~: 
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experiencing%20a%20SUD 
 
www.cdc.gov/chronicdisease/resources/
publications/factsheets/alcohol.htm#:~:te 
xt=estimates%20that%201,excessive%
20alcohol%20use 
 
Our Epidemic of Loneliness and Isola-
tion: The U.S. Surgeon General’s Advi-
sory on the Healing Effects of Social 
Connection and Community 

Overdose from Page 34 
 
public safety and medical professionals 
who are charged with first response in 
overdose events. As if these individuals 
didn’t already suffer PTSD from the ordi-
nary emergencies they treat every day, 
seeing an overwhelming number of over-
dose incidents day after day takes a tre-
mendous emotional toll, creating feelings 
of burnout, exhaustion and helplessness.  

Many are also frustrated with barriers to 
treatment that perpetuate the overdose 
cycle, which often leaves them treating 

the same individual multiple times—
sometimes within the same 24 hour peri-
od. Considering the burden these individ-
uals carry, it’s no wonder many suffer 
from compassion fatigue, which can put 
lives at risk. 
 

Community-Wide Impacts 
 

The cumulative effect of these impacts 
can be severely detrimental for communi-
ties. The added demand on healthcare 
facilities strains an already overwhelmed 
system, and the frequency of overdose 

events makes it difficult for first respond-
ers to attend to other emergencies in a 
timely manner. Not to mention the stress 
forces many providers to leave their jobs 
and is a deterrent for new people entering 
those fields. The economic impact of the 
lives lost, loss of workforce due to addic-
tion, lost productivity due to the emotion-
al strain on loved ones is hard to quantify 
but is undeniable.  

That’s why none of us have the luxury 
of considering addiction and overdose to 
be someone else’s problem. We all bear 
the burden and therefore all have a role to 

play in the solution. 
 

Steps for Making a Positive Impact 
 

First, raising awareness is essential. 
Days like International Overdose Aware-
ness Day send a strong message to those 
who are struggling with addiction and 
those left behind that help is available. It’s 
important that we remember those we’ve 
lost without the stigma and instead focus 
on the disease, treatment options and  
 

see Overdose on Page 40 
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Spotlight from Page 1 
  
2022, one of the lenses and one of the 
priorities that she really was bringing with 
her was a focus on harm reduction. When 
she started in her role, this was one of the 
divisions that she created, taking the op-
portunity to recognize that harm reduction 
has long been happening in our continu-
um of care, but shining a spotlight on 
harm reduction and the work that we do. 

Our mission is really to take harm re-
duction to our community, working with 
our over 1,700 providers throughout New 
York State to provide substance use ser-
vices, helping them implement harm re-
duction, helping them understand what 
harm reduction is, and recognizing those 
opportunities to incorporate harm reduc-
tion theory and practices into their ser-
vices and into their care. Not only am I 
working with our OASAS providers, but 
it’s also our OASAS system and our staff 
here at OASAS - getting them to under-
stand what harm reduction is and how to 
talk about harm reduction and really im-
plement it across our continuum of ser-
vices. My role is to lead the division. We 
are now a staff of four, still a very small 
staff doing this work. And the division is 
really structured around three different 
pillars that we’re going to be focusing on.  

The first is focused on education, tech-
nical assistance, and resources. Education 
is a huge part of my job and the division. 
What is harm reduction? How do we im-
plement harm reduction? Again, getting 
out in front of the community, talking to 
them, doing a kind of “harm reduction 
101.” This is new for many of our provid-
ers. We are setting that baseline of what 
harm reduction is, providing technical 
assistance, not only to our system of care 
and our substance use disorder (SUD) 
providers, but also to OASAS staff. We’re 
a state agency and we have civil service 
staff. Not everyone who works here 
comes in with a working understanding of 
harm reduction. WE are working with 

both our system of care and our staff here 
at OASAS and then providing resources. 
Harm reduction isn’t just a philosophy 
and a theory of care, but it’s practical re-
sources that we provide. For example, 
we’ve just launched a huge campaign and 
project of getting naloxone, brand name 
Narcan, out into community, and getting 
fentanyl test strips and xylazine test strips 
out to our community. We are working to 
provide education on the theory of harm 
reduction and also give the practical tools 
that you need to implement harm reduction. 

That’s one pillar of my division. Anoth-
er is to really focus in on the regulations, 
structure, and culture of OASAS - really 
looking at our regulations that regulate 
substance use treatment services through-
out New York State and making sure that 
they support harm reduction. Harm reduc-
tion is about low-threshold care and re-
moving barriers to care – making sure that 
our regulations can be implemented in a 
harm reduction setting and can support 
harm reduction. It’s also thinking about 
our CASACs, our certified alcohol and 
substance use counselors, making sure 
that the education they receive has a focus 
on harm reduction and stands right along-
side prevention, treatment, and recovery.  

And then our third pillar is focused on 
special projects. This is where we get to 
have a lot of fun. I have a couple of initia-
tives that are running right now through 
our division and have my staff member, 
Cameron, working on all of those special 
projects to truly implement harm reduc-
tion services. And another part of my role 
is really incorporating harm reduction 
services into each bureau and division at 
OASAS, making sure that our prevention 
division has a harm reduction lens that it’s 
using and viewing the work through mov-
ing forward.  

And then we focus on adding any of 
those opportunities for assessment, educa-
tion, and training. This is done in a few 
different ways - looking at our assessment 
tools and making sure that our assessment 

tools are low threshold, that we’re only 
asking our participants and our clients the 
information that’s truly needed to be able 
to provide them care and providing lots of 
education. For the next month, I’m out of 
the office almost the entire time traveling 
around the state of New York and talking 
about harm reduction - what does it 
mean? And then we have our training 
opportunities. We have “Learning Thurs-
days” with our Chief Medical Office team 
to be able to work with our providers to 
implement harm reduction into their care 
settings. It’s a lot for the four of us, but 
we are new and we are growing. I think 
that’s also the really exciting piece, that 
it’s not often that you get to work with a 
state agency where you have an oppor-
tunity to create a brand-new division. We 
are really taking the opportunity to listen 
to community, discover what the commu-
nity thinks our division should look like, 
and then responding to those needs of the 
community. 
 
David: It sounds like you’ve been very 
busy in your first year!  
 
Mary: Very busy, yes. I just came back 
from my first vacation! We’ve been doing 
lots of work. 
 
David: In your own words, how do you 
define harm reduction, and what is its 
historical background? 
 
Mary: I was very fortunate that I’m a so-
cial worker by training. I have my mas-
ter’s in social work and went to a macro 
practice school. I’m not a clinician but 
have definitely worked in clinical envi-
ronments. And when I was in social work 
school, I learned harm reduction, which is 
not common. That’s actually an uncom-
mon thing to get to learn in grad school. 
And I was really fortunate that I learned 
harm reduction from Dan Bigg, a long-
term harm reductionist who was known in 
our community as the godfather of harm 

reduction. Dan taught that harm reduction 
is any positive change. It’s really thinking 
about what are those behaviors that we 
engage in that we would like to change 
and make healthier. And really, it’s being 
able to celebrate any positive change that 
we happen to make. Again, really focus-
ing on those behaviors in our life that we 
want to change and implementing that 
positive change. Again, I think it’s a theo-
ry. It’s that theory of what harm reduction 
is, but then it’s also very practical. You 
take that theory and you implement it into 
your work. And it’s helping your clients, 
your participants, your patients identify 
that change, helping them be the agents of 
change, and helping them support any 
change that they want to make. That’s 
how I learned harm reduction. Again, 
very simple - any positive change. 

Harm reduction has a long history. I 
said at the beginning that the Division of 
Harm Reduction is new, but the philoso-
phy is not new to our OASAS system of 
care. Harm reduction came to us through 
the HIV/AIDS epidemic in the early 80s 
and 90s. Harm reduction, really, in the 
United States was born directly out of the 
HIV/AIDS community. In New York 
State, one of the first ways that harm re-
duction was really legalized and embraced 
was through the legalization of our sy-
ringe service programs (at the time known 
as syringe exchange programs) that hap-
pened in 1993. And the reason that these 
syringe exchange programs were imple-
mented was because we were seeing in 
the HIV/AIDS community that one of the 
most perfect ways to transmit HIV and 
hepatitis was through the sharing of sy-
ringes. We recognized that we needed to 
create behavior change around people’s 
injection drug use. But if they didn’t have 
the ability to use a clean syringe for every 
injection, they were going to reuse syring-
es and share syringes. In 1993, New York 
State legalized syringe exchange to ensure  
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Crisis from Page 1 
 

As it is common for individuals with a 
history of addiction to not address their 
health needs, we are assisting and refer-
ring clients to appropriate medical and 
wound care, while providing harm re-
duction and psychoeducation regarding 
opioid overdose prevention to individu-
als and their families. This includes Nar-
can training, fentanyl and xylazine test-
ing strips, as well as safety planning that 
individuals can utilize during high-risk 
situations.  While providing lifesaving 
medication, we also offer additional ser-
vices such as counseling, case manage-
ment, peer and vocational services. Ad-
ditional referrals to housing and trans-
portation services are offered and pro-
vided as well. As individuals are ex-
posed to more resources and support, 
they have the option to increase their 
involvement in treatment. It is extremely 
beneficial that they are already estab-
lished in a program and these additional 
services can be immediately included 
into their treatment plan.   

Creating OTPs within our communities 
in greater numbers will reduce the stig-
ma, much like the urgent cares centers 
we are now seeing on every corner.  Us-

ing a person-centered approach, clinics 
can be designed to be warm and welcom-
ing. We have seen a positive response to 
replacing the stereotypical line with com-
fortable waiting rooms and a private win-
dow for dosing. Staff trained in trauma-
informed care and utilizing evidence-
based practices such as Cognitive Behav-

ioral Therapy and Motivational Inter-
viewing enhance client engagement.   
Utilizing translation services can also 
expand services to many more individuals 
in need. For individuals who are unable to 
attend on-site treatment sessions, they 
have the option to attend individual and 
group counseling as well as psychiatric 
services with the use of technology and 
telehealth appointments. Mitigating such 
barriers contributes to maintaining client 
retention.   

We have heard time and again from 

individuals receiving services at our 

OTP that this accessible service has 

changed their lives.  The need to open 

more OTPs in our communities is essen-

tial in combatting the opioid epidemic.  

If we continue to have waiting lists for 

opioid treatment, we will continue to 

lose individuals that may have otherwise 

been integral in our society. We see 

firsthand that OTPs work, and we must 

continue our push to increase access to 

care for those who prefer this treatment 

modality. 
 
Thomas Olivo, LCSW, is Director of the 

Outpatient Integrated Treatment Pro-

gram, at Outreach Recovery Center in 

Brentwood, NY. Website: opiny.org,  

Email: Thomasolivo@opiny.org, Phone: 

(631) 521-8400 ext. 5179. 
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Harm Reduction from Page 6 
 
place that prevented many from engaging 
in treatment. The Substance Abuse and 
Mental Health Services Administration 
(SAMHSA) initially required that clini-
cians acquire a Data-2000 “X” Waiver to 
prescribe buprenorphine for the treatment 
of OUD. The removal of the “X” Waiver, 
in 2023, allowed for any clinician with a 
valid DEA registration for controlled 
medication to prescribe buprenorphine, 
increasing access to buprenorphine for all 
those in need. 

Like SSPs before it, MOUD has not 
been fully embraced by the addiction 
community. Many falsely believe that 
MOUD is replacing one addiction with 
another addiction. To be in “recovery,” 
one must fully abstain from all substanc-
es, including medications to treat the 

disorder itself. In October 2022, OASAS 
changed the regulations that oversee all 
SUD outpatient services to read “The 
Program shall provide FDA approved 
medications to treat substance use disor-
der to an existing patient or prospective 
patient seeking admission to an Office 
certified program in accordance with all 
federal and state rules and guidance is-
sued by the Office.” The shift away 
from total abstinence signified the con-
tinued embrace of harm reduction 
throughout the continuum of addiction 
services in NYS.  

Building on the elimination of the “X” 
Waiver, the state launched the Buprenor-
phine Assistance Program (BUPE-AP). 
BUPE-AP will assist eligible uninsured or 
underinsured New Yorkers with the costs 
of buprenorphine for MOUD. BUPE-AP 
will allow SUD providers to enroll in the 

program to roll-out the benefit state-wide. 
With this project OASAS continues to 
support expansions to harm reduction 
services across NYS, including increasing 
and expanding access to life-saving 
MOUD.  

In 2022, according to CDC provisional 
data, 6.358 New Yorkers died from an 
overdose, more than any year on record. 
From the very beginning, harm reduction 
has been at the forefront of a public health 
crisis. Harm reduction works to incorpo-
rate a spectrum of strategies that includes 
safer use, managed use and abstinence. It 
ultimately recognizes the rights of PWUD 
and aims to empower any positive 
change. It is hopefully through this em-
brace of harm reduction that we can final-
ly turn the tides of this epidemic. 
 

Mary Brewster, MSW, is Associate 

Commissioner, Division of Harm Reduc-
tion, and Dr. Kelly Ramsey, MD, MPH, 
MA, FACP, DFSAM, is Chief of Medical 
Services, at OASAS. 

The New York State Office of Addiction 
Services and Supports (OASAS) oversees 
one of the nation’s largest substance use 
disorder systems of care with approximately 
1,700 prevention, treatment and recovery 
programs serving over 680,000 individu-
als per year. OASAS is the single desig-
nated state agency responsible for the 
coordination of state-federal relations in 
addiction services. Our mission is to im-
prove the lives of New Yorkers by leading 
a comprehensive system of addiction ser-
vices for prevention, treatment, harm re-
duction and recovery. Our approach is 
responsive, data-driven, person-centered, 
and prioritizes equity. Please visit us at 
https://oasas.ny.gov/. 

Integrated Care from Page 7 
 

A third client noted that all his service 
providers are on the same page: “I like 
that my counselors and my Peer talk and 
they all seem like they’re working togeth-
er to help me. I know my therapist is talk-
ing to my doctor (psychiatrist) because 
my doctor showed me how he can see the 
notes from my therapy and how they’re 
sending messages to each other through 
the computer. I love that I can see every-
one in one place when I come in for my 
appointments, this is a 'one stop shop' and 
I really feel like they’re really making my 
life better.” 

Other clients pointed out the CCBHC’s 
have helped them with numerous tasks 
beyond their immediate healthcare needs, 

including arranging transportation, navi-
gating Medicaid paperwork, obtaining 
housing, and finding employment. 

Despite the success of the CCBHCs in 
providing integrated care there are still 
certain challenges that must be addressed 
in the integration of mental health and 
substance use treatment into all our ser-
vices which often requires a change in the 
treatment culture of the individual clinic 
or service provider. To help address these 
challenges and cultural changes, OMH 
provides training and technical assistance 
to healthcare providers through the Center 
for Practice Innovations on best practices 
for implementing integrated care.  

Another joint endeavor of OMH, 
OASAS, and the Department of Health 
(DOH) is the Opioid Use Disorder Ca-

pacity Building Initiative, which en-
gages all specialty mental health clinics 
in New York State to ensure individu-
als with psychiatric conditions and co-
occurring opioid use disorders (OUD) 
have access to evidence-based care, 
including screening for OUD, and ac-
cess to Naloxone Kits and medication 
assisted treatment for OUD. This effort 
has led to significant increases in the 
number of individuals served in mental 
health clinics with OUD who are iden-
tified and treated for their substance 
use. 

Finally, OMH is also working with 
OASAS to ensure that the school-based 
mental health clinics we license include 
screening and services to identify and 
address substance use. Such integrated 

early intervention and prevention strat-
egies are critical to embedding inte-
grated whole person care throughout all 
we do. 

In summary, individuals with co-
occurring disorders need holistic integrat-
ed care in facing their challenges on the 
road to recovery.  

As OMH implements the initiatives in 
the Governor’s historic plan to strengthen 
the State’s mental healthcare system, we 
are doing so with the understanding that 
viewing clients holistically and providing 
quality integrated treatment and supports 
that are sensitive to all the social determi-
nants impacting their well-being ultimate-
ly leads to improved health outcomes for 
all New Yorkers living with mental illness 
and substance use disorder. 

Psychiatry from Page 10 
 
Is there anything else you would like to 
share with readers of Behavioral 
Health News?  
 

One interesting consequence of the pan-
demic is how it accelerated a focus on and 
awareness of mental health and mental 
illness. Before the pandemic, organized 
psychiatry would scream from the roof-
tops about the importance of mental health 

and substance use disorder treatment and 
all of sudden we find ourselves in a differ-
ent position, where the public is asking us 
for information, support, resources and 
treatment options. Suddenly, the mental 
health community finds itself somewhat 
unprepared for this barrage of excitement 
and interest – a truly unique moment that 
we need to understand and take advantage 
of. We strongly encourage psychiatrists to 
engage with the public and the APA has 
many resources available to every mem-

ber. Psychiatrists have reliable information 
that should be shared. We encourage our 
professionals to engage with the media 
and the community - go to your local radio 
station and educate people, write an op-ed 
for local newspaper, post on social media. 
Have your voice heard.  

 
Rachel Fernbach is the Executive Di-

rector and General Counsel of the New 
York State Psychiatric Association, a divi-
sion of the APA.  
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Hope from Page 27 
 
resources, enabling individuals to build a 
strong support network outside of the 
treatment setting. This integration is vital 
for sustained recovery. 
 

Benefits of CIOTPs 
 
· Reduced Stigma: By integrating opioid 
treatment with outpatient programs, 
CIOTPs help reduce the stigma associated 
with MAT. This normalization encour-
ages more individuals to seek help with-
out fear of judgment. 
 
· Improved Accessibility: CIOTPs en-
hance treatment accessibility because cli-
ents receive specialized care without the 
constraints of residential stays. This is 
particularly advantageous for individuals 
who may have work, family, or other 
commitments. 
 
· Higher Retention Rates: The flexible 
and less restrictive nature of CIOTPs of-
ten leads to higher retention rates. Individ-
uals are more likely to engage in treat-
ment when it aligns with their daily lives. 
 
· Long-Term Success: CIOTPs focus on 
sustained recovery by equipping the indi-
vidual with the tools and support needed 
to manage triggers, prevent relapse, and 
achieve long-term success in the recovery 
journey. 
 

Understanding Outpatient and  
Residential Programs 

 
Outpatient Programs: Outpatient treat-

ment programs offer individuals the flexi-
bility to attend therapy sessions and re-
ceive treatment while continuing with 
their daily lives. This approach is ideal for 
those with less severe substance use or 
mental health disorders, as well as indi-
viduals with strong support systems at 
home. 

Residential Programs: Residential or 
inpatient treatment programs provide a 
structured and immersive environment for 
individuals to focus solely on their recov-
ery. With 24/7 support and a tightly knit 
community, residential programs are bet-
ter suited for individuals with severe ad-
diction or mental health issues, inadequate 
home environments, or a history of unsuc-
cessful outpatient treatment attempts. 
 

The Power of Integration:   
Residential and Outpatient Programs 

 
The concept of integrating outpatient 

and residential treatment programs in-
volves a seamless transition between the 
two levels of care. Integration is not just 
about a smooth handover from one pro-
gram to another; it is about the creation 
of a cohesive and continuous journey 
that optimizes the strengths of both ap-
proaches. 
 
1. Gradual Progression: By integrating 
outpatient and residential programs, indi-
viduals can experience a gradual step-
down approach. The gradual progression 
ensures a smoother transition from the 
highly structured residential environment 
to the more flexible outpatient setting. 
The measured pace reduces the likelihood 
of relapse, as individuals are continuously 
supported while adapting to increased 
independence. 

2. Personalized Continuum of Care: Every 
individual's journey through recovery is 
unique. Integrating both types of pro-
grams allow for a personalized continuum 
of care. Treatment plans can be tailored to 
an individual's changing needs, ensuring 
they receive the right level of support at 
the right time. 
 
3. Consistency in Therapeutic Relation-
ships: A key advantage of comprehensive 
integration is the continuity of therapeutic 
relationships. As they transition, clients 
can maintain connections with the same 
therapists and peers they have come to 
know and trust. This consistency bolsters 
the therapeutic alliance and contributes to 
better treatment outcomes. 
 
4. Skill Consolidation: Residential pro-
grams often provide intensive skill-
building and coping strategies. Integration 
with outpatient care ensures that individu-
als can practice and consolidate these 
skills in real-life situations. The practice 
helps them apply what they have learned 
in a supportive yet less controlled envi-
ronment. 
 
5. Relapse Prevention: One of the primary 
objectives of any treatment program is to 
prevent relapse. Integrating outpatient and 
residential care enhances relapse preven-
tion efforts. The integration allows indi-
viduals to navigate triggers and challenges 
in both supervised and unsupervised set-
tings, while still receiving professional 
support. 
 

Challenges of Implementation  
 

While the benefits of comprehensive 
integration are substantial, its implemen-
tation is not without challenges. Coordi-
nation between different treatment teams, 
maintaining consistent communication, 
and addressing insurance and logistical 
issues are crucial aspects requiring careful 
consideration. Building a successful inte-
gration must involve reviewing and 
amending workflows, cross-training staff 
(on the two program models), and modi-
fying the electronic health record to share 
information between the programs. 
 

Key Components of CIOTPs 
 
· Personalized Treatment Pathways: Eve-
ryone’s journey through recovery is 
unique, and CIOTPs recognize this diver-
sity. CIOTPs create treatment plans that 
factor in a client's medical history, sub-
stance use patterns, psychological well-
being, and social context. 

· Access to MAT: MAT, including medi-
cations like methadone, buprenorphine, 
and naltrexone, is a cornerstone of 
CIOTPs. These medications mitigate with-
drawal symptoms, reduce cravings, and 
pave the way for a more stable recovery. 
 
· Psychosocial Support: Addressing the 
psychological and emotional aspects of 
addiction is integral to CIOTPs. Thera-
pies, counseling, and support groups pro-
vide the necessary tools for coping, heal-
ing, and personal growth. 
 
· Community Integration: CIOTPs foster 
connections between individuals and their 
local communities, empowering them to 
build a support network that extends be-
yond the treatment setting. 
 
· Continuity of Care: The integration be-
tween outpatient and opioid treatment 
programs ensures a seamless transition, 
maintaining a consistent level of care and 
support throughout the recovery journey. 

 
Advantages of CIOTPs 

 
· Holistic Healing: By combining medical 
interventions, psychological support, and 
social connections, CIOTPs address the 
complex needs of individuals, resulting in 
holistic healing and long-term well-being. 
 
· Reduced Stigma: Integrating MAT with-
in the comprehensive framework helps 
combat the stigma often associated with 
medication-based approaches, encourag-
ing more individuals to seek help. 
 
· Higher Engagement and Retention: The 
flexibility and inclusiveness of CIOTPs 
contribute to higher engagement and re-
tention rates, fostering a sense of empow-
erment and commitment to recovery. 
 
· Long-Term Recovery Focus: CIOTPs 
place a premium on sustained recovery. 
By equipping individuals with skills, re-
sources, and support, these programs ena-
ble them to navigate challenges and em-
brace a life beyond addiction. 
 

Disadvantages of CIOTPs 
 

While NYS CIOTPs offer a promising 
approach to address the opioid crisis, it is 
important to acknowledge that no system 
is without its challenges. Here are some 
potential disadvantages associated with 
CIOTPs: 
 
1. Limited Accessibility: CIOTPs might 
not be easily accessible to all individuals 

due to geographical constraints, transpor-
tation issues, or the lack of CIOTP facili-
ties in certain areas. These issues could 
result in uneven access to comprehensive 
treatment, leaving some individuals (and 
communities) underserved. 
 
2. Resource Allocation: Implementing 
CIOTPs requires financial resources, 
trained staff, and infrastructure. In re-
source-strapped areas, the availability and 
quality of CIOTPs might be compro-
mised, impacting the overall effectiveness 
of the approach. 
 
3. Complexity of Coordination: Coordinat-
ing care between different treatment pro-
viders, counselors, therapists, and medical 
professionals can be challenging. Coordi-
nation that is not seamless might lead to 
gaps in care and miscommunication, and 
ultimately affect the treatment outcome. 
 
4. Cultural Sensitivity: CIOTPs need to be 
culturally sensitive to cater to diverse 
populations. If the programs do not con-
sider cultural differences, language barri-
ers, or unique community needs, they 
might not effectively engage and retain 
participants from various backgrounds. 
 
5. Stigma Associated with Methadone: 
While methadone is an evidence-based 
medication for OUD, there still exists a stig-
ma associated with its use. Some individuals 
might avoid CIOTPs that incorporate meth-
adone due to fears of judgment or concerns 
about dependency on the medication. 
 
6. Potential for Discontinuity: The transi-
tion from the structured environment of 
residential treatment to the outpatient set-
ting might pose challenges for some indi-
viduals. The potential for discontinuity in 
care could lead to relapse if individuals 
are not adequately prepared for the shift. 
 
7. Resistance to Medication: Not all indi-
viduals with OUD respond positively to 
MAT like methadone. Some might expe-
rience adverse effects or find MAT to be 
an ineffective option for managing their 
cravings and withdrawal symptoms. 
 
8. Reduced Focus on Abstinence: CIOTPs 
prioritize harm reduction and stabilization 
over strict abstinence. While this approach 
is rooted in compassion, it might not reso-
nate with individuals who are committed 
to achieving complete sobriety and fear 
that the program might not align with 
their goals. 
 
9. Reliance on Patient Compliance: 
CIOTPs rely on patient compliance and 
engagement. If individuals do not actively 
participate in counseling or therapy, or 
consistently follow their treatment plans, 
they might not achieve the desired out-
comes. 
 
10. Potential for External Influences: 
CIOTPs transition individuals into their 
home environments sooner. This exposes 
them to potential triggers and negative 
influences that might hinder their recov-
ery process. 
 

Conclusion 
 

While NYS CIOTPs offer a forward-
looking approach to addressing the opioid  
 

see Hope on Page 45 

Carolann Slattery, EdD, LCSW-R  James Hollywood. LCSW 
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Drug Policy from Page 30 
 
It was a thoroughgoing system of regulat-
ing the production, distribution, sale, and 
use of alcohol. 

It is also worth recalling that the way 
that the United States got control of the 
“snake oil” salesmen of the 19th century 
was not by criminalizing the use of phony 
medications but by a system that made 
medications that are safe and effective 
available via prescriptions from physi-
cians and other means. The Federal Food 
and Drug Administration studies and ap-
proves medications. Manufacturers are 
subject to safety protocols. Drug distribu-
tors and drug stores are required to control 
their sales. Medicine users get instructions 
on use. 

Tobacco is also subject to regulatory 
controls including restrictions on age of 

purchase. And the use of tobacco has 
declined dramatically because of re-
markably effective public education 
campaigns.  

These approaches and not decriminali-
zation of drug use should be models for 
the reform of drug policy in the United 
States. Thoroughgoing regulatory control 
rather than criminal control should be the 
core policy. 

The regulatory control of dangerous 
substances is sometimes referred to as 
the “legalization” of drugs. But this is 
very misleading. The term suggests un-
limited access to substances that may or 
may not be safe, and no one supports 
that. Government control of potentially 
dangerous substances is necessary. But 
that can be accomplished via a compre-
hensive, regulated system that includes 
manufacture, distribution, sale, use, 

and very importantly prevention and 
treatment. 

Decriminalization?  Yes, no one should 
be subject to criminal penalties for the 
ordinary use of what are currently illegal 
drugs. Yes, there should be a vast in-
crease in prevention and treatment. But 
this needs to be combined with a new 
approach to controlling the supply of cur-
rently illegal drugs by making them avail-
able safely; by regulating manufacture, 
distribution, and sale; and by criminaliz-
ing those who go outside the regulated 
system. 

 
Michael Friedman is a retired social 

worker who has worked as a behavioral 
health advocate for over 50 years. He is 
the author of over 250 articles, essays, 
book chapters, and more. Most can be 
found at www.michaelbfriedman.com. Michael B. Friedman, LMSW 

Consumer from Page 23 
 
other projects.  

That’s what causes problems: not doing  
anything and dwelling on things. That’s 
why I keep myself busy. 

 
Mental Health, Homelessness, 

and Other Challenges 
 

I’ve overcome homelessness, depres-
sion, and substance use disorder. I’m 
proud of myself for making progress. 

The most difficult experience was being 
in the shelter and taking medication that 
didn’t agree with me to where it was 
wreaking havoc on my body. I gained 
weight and got hypertension. Once my 
doctor told me, I started eating healthy 
and working out. Then the doctor took me 
off the medicine. 

I’m slowing but surely losing weight. 
Going to school helps too. It’s just a mat-
ter of changing my environment. 

Joining the Brooklyn Clubhouse 
 

I’ll start being involved in the S:US 
Clubhouse soon. The Brooklyn Clubhouse 
provides comprehensive, recovery and 
rehabilitation services to adults living with 
a mental illness and/or co-occurring sub-
stance use. The program offers individuals 
access to the necessary tools to obtain and 
maintain employment, cultivate meaning-
ful relationships, participate in recreational 
opportunities for socializing, overcome 
stigma, and pursue wellness in a support-
ive and nurturing environment. The Club-
house provides valuable social and voca-
tional opportunities, support from peer 
advocates, and assistance in developing 
critical life coping skills and work readi-
ness. Clubhouse members participate in all 
aspects of its operation, including recruit-
ment of new members, hiring staff, organ-
izing activities, and orienting new mem-
bers. Peer counselors drive and enhance 
the recovery-oriented environment, which 

encourages members to find their own 
voice, recognize their strengths, and use 
available support and services to facilitate 
their own recovery. 

What I’m going to do is get involved in 
their media and communications work. I 
want to do video production that shows 
my progress from not only being in a 
shelter and moving into permanent hous-
ing, but also everything I’ve achieved in 
between. I want people to get a visual of 
my journey instead of just reading about 
it. If they see me in the way of my pro-
gress, they’ll be inspired to say, “Oh, he’s 
doing it. I need to go in that direction.” 

I started going to school this spring for 
media arts, liberal arts, and radio at 
Kingsborough Community College, and I 
expect to graduate in 2025.  

 
Messages for Others  

Experiencing Similar Challenges 
 

I have encouragement to share with 

people who may be having a hard time 
and experiencing some of the challenges 
that I’ve been through. 

S:US doesn’t just help you with your 
mind, they help you with your body and 
your spirit. They have events like cooking 
classes and yoga. They go all the way 
around. I would recommend going to S:US 
if you want to be well-rounded, because 
I’m a perfect example of that thanks to the 
S:US Wellness Works Clinic in Brooklyn. 

You can’t help anybody if you can’t 
help yourself and get it together. S:US 
gives you the benefit of getting it togeth-
er, from therapy to support groups. We 
encourage each other in those groups. 

I want to be an inspiration to get others 
to be inspired. Not for ego purposes, but 
for people to know that you can achieve 
greatness. 

 
Learn more about S:US’ Behavioral 

Health Services, including recovery services, 
at sus.org/our-services/behavioral-health. 

Risks from Page 24 
 
We also know that marijuana increases 
the likelihood of developing psychoses
(e.g., schizophrenia) and is associated with 
accelerated brain aging (e.g., smaller hip-
pocampi). All of these negative impacts on 
brain health are why consuming marijuana 
edibles isn’t the risk-free golden ticket. 
 

Reducing Harm 
 

There really is no healthy way to con-
sume marijuana: potency has dramatically 
increased in the last 20 years and research 
has only scratched the surface on the po-
tential health effects. But there are ways 
to mitigate some of the risk. 

For those who plan to continue smok-
ing, there are a couple ways to soften 
the blow. It’s important to learn about 
the materials in your rolling papers be-

fore use and avoid holding smoke in 
your lungs for more than one or two 
seconds.  

For those who choose to vape, consider 
switching from oil concentrate and wax 
extract vapes to a less harmful dry herb 
vaporizer. Make sure to still research the 
quality of materials in the device, as some 
are made from low-quality plastic. 

For edible users, try limiting your dose 
and usage altogether. It is also important 
to stay in a safe place during the high to 
avoid other standard risks like motor vehi-
cle fatalities. 

Although edibles seem to offer the 
least amount of risk, future studies 
should explore the long-term impact of 
all consumption methods. For now, the 
best ways to protect yourself are to be 
educated about the risks of marijuana 
use and minimize its harm whenever 
possible. 

 Kristina Carvalho, MSW is a Policy 
Analyst, at Partnered Evidence-Based 
Policy Resource Center (PEPReC), a 
partnership with the Boston University 
School of Public Health. 
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Overdose from Page 36 
 
hope, just as we would for cancer or any 
other chronic illness. 

It’s also an opportunity to remind peo-
ple what to do in the event of an overdose: 
always call 911 first, administer naloxone 
if available, administer rescue breaths if 
needed, and stay until help arrives. These 

simple steps could save a life. 
We must also prioritize education about 

the dangers of hidden substances, such as 
fentanyl. It, along with fentanyl analogs 
and other adulterants, can be mixed with 
other substances without the user’s 
knowledge, putting them at much greater 
risk of overdose. Being aware of that risk 
can encourage those with SUD to be more 

mindful and cautious.  
Harm reduction strategies like making 

naloxone readily available, needle ex-
change programs and supervised con-
sumption sites can help, but we also must 
make SUD treatment more accessible and 
include referrals to treatment as part of 
every OD-first response encounter. Evi-
dence-based treatment can reduce SUD, 

health harms and overdose deaths, and the 
longevity and quality of treatment directly 
relates to lower mortality rates. We should 
also prioritize medication-assisted treat-
ment to help individuals achieve and 
maintain sobriety. 

For first responders, professional  
 

see Overdose on Page 45 
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Furthermore, SUD can exacerbate other 
existing health disparities; individuals grap-
pling with SUD often experience poorer 
physical and mental health outcomes, in-
cluding an increased risk of infectious dis-
eases, mental health disorders, and chronic 
illnesses. The co-occurrence of SUD and 
other health conditions further strains the 
healthcare system's capacities and leads to 
inferior overall health outcomes. 

Numerous barriers exist when seeking 
SUD treatment, including limited access 
to healthcare facilities, transportation 
challenges, lack of insurance coverage, 
and cultural stigma associated with seek-
ing help for addiction. These barriers im-
pede timely and effective interventions, 
resulting in delayed or inadequate care. In 
a 2020 study, Black patients were half as 
likely to obtain treatment following non-
fatal overdose compared to Hispanics and 
Whites. The economic burden of addic-
tion, encompassing healthcare costs, lost 
productivity, legal involvement, and strain 
on social services, can perpetuate cycles 
of poverty and hinder economic mobility. 

Language barriers and cultural insensi-
tivity in healthcare settings can alienate 
marginalized individuals seeking SUD 
services. Cultural factors may influence 
how addiction is perceived, acknowledged, 

and addressed within different communi-
ties, necessitating culturally competent 
care to ensure effective treatment. 

The impact of SUD on marginalized 
communities intersects with various social 
determinants of health, such as housing 
instability, food insecurity, and lack of 
access to education and employment. 
These create a cycle of disadvantage that 
not only contributes to the onset of SUD 
but also obstructs recovery and sustained 
wellness. SUD can perpetuate across gen-
erations within marginalized communi-
ties, establishing a vulnerability cycle. 
Children born to parents with SUD may 
experience adverse childhood experienc-
es, heightening their likelihood of devel-
oping SUD themselves. This cycle under-
scores the necessity of comprehensive 
prevention and intervention efforts. 

The impact of SUD extends beyond 
individuals to entire communities. Elevat-
ed addiction and SUD rates can strain 
community resources, disrupt family 
structures, and contribute to an environ-
ment of instability and insecurity. Recov-
ery necessitates a support network, access 
to treatment programs, and resources to 
navigate challenges. Marginalized indi-
viduals often lack these essential re-
sources, hindering their ability to over-
come addiction successfully and attain 
sustained recovery. 

In my estimation, the principles of So-
cial Justice must be grounded in the pur-
suit of fairness, equality, and the elimina-
tion of systemic health disparities. These 
principles are highly relevant to SUD pre-
vention and treatment, offering a frame-
work for equitable care access, disparities 
resolution, and ensuring that all individu-
als receive the supports and treatment 
necessary for their recovery. 

Efforts to address SUD in marginalized 
populations must consider the underlying 
social determinants of health, provide 
culturally sensitive, inclusive, and trauma-
informed care, and offer accessible treat-
ment while reducing stigma, focusing on 
community-based interventions. Tailored 
prevention and treatment strategies for 
these populations can contribute to reduc-
ing systemic health disparities. 

Addressing the significance of SUD 
within marginalized communities demands 
a comprehensive approach that incorpo-
rates health equity initiatives, targeted poli-
cies, culturally sensitive interventions, and 
acknowledges the unique challenges faced 
by these communities. Providing tailored 
solutions is crucial to reducing SUD-related 
health disparities, breaking cycles of disad-
vantage, and fostering a more equitable and 
just society. Such efforts can enhance indi-
vidual well-being and strengthen the resili-
ence of entire communities. 

Resources 
 
988 Suicide & Crisis Lifeline: 988 Life-
line provides 24/7, free and confidential 
support for people in distress, prevention 
and crisis resources for you or your loved 
ones, and best practices for professionals 
in the United States. 
 
SAMHSA’s National Helpline, 1-800-
662-HELP (4357) (also known as the 
Treatment Referral Routing Service), or 
TTY: 1-800-487-4889 is a confidential, 
free, 24-hour-a-day, 365-day-a-year, infor-
mation service, in English and Spanish, for 
individuals and family members facing 
mental and/or substance use disorders. 
This service provides referrals to local 
treatment facilities, support groups, and 
community-based organizations. Also visit 
the online treatment locator, or send your 
zip code via text message: 435748 
(HELP4U) to find help near you. Read more 
about the  HELP4U text messaging service. 
 
NYS OASAS HOPEline: Call 1-877-846
-7369 or texting HOPENY (467369) for 
help and hope 24 hours a day, 365 days a 
year for alcoholism, drug abuse and prob-
lem gambling. NYS OASAS Treatment 
Availability Dashboard to Search For 
State Certified Outpatient Or Bedded Pro-
grams here. 

Figure 1 - Past Year Illicit Drug Use:  
Among People Aged 12 or Older; by Race/Ethnicity, 2021 

Figure 2 - Overdose Deaths by  
Race and Ethnicity Over One Year  

Inclusivity from Page 20 
 
entitlements services, among others. 

In furthering Federation’s efforts for 
health equity, the nonprofit launched a 
new MOST (Mobile Opioid Support 
Team) in Suffolk County. They have be-
gun deploying mobile teams to high-
opioid use areas and will have two exam 
rooms, counseling, case management edu-
cation, and more. Why is this so innova-
tive and crucial? The more people you 
reach, the more you can help. There is no 

one-size-fits-all treatment solution and 
Federation literally comes equipped with 
all of the necessary tools. 

“We have had many people come to our 
clinic for court-mandated substance use 
disorders services. They may sit with their 
arms crossed, denying they have a prob-
lem. But we’ll talk to them and start to 
peel back the onion. We might see the 
wheels turning as they come to realize, 
‘Maybe I do have a problem that needs to 
be addressed.’ Similarly, when our out-
reach teams are in the field, many of the 

individuals they encounter are not ready 
to seek help,” Jeffus commented. “But our 
counselors are able to engage them in 
conversation and, after several of these 
conversations, some people feel more 
comfortable taking the leap to enroll in 
more intensive services.” 

Federation’s impact continues to grow 
across Manhattan, Bronx, Queens, Brook-
lyn, Suffolk County and Nassau County. 
With multiple new programs in develop-
ment, expanding existing programs, as 
well as the upcoming unveiling of two 

residential buildings in Brooklyn and Far 
Rockaway in Queens, Federation of Or-
ganizations consistently proves their influ-
ence as agents of change in the ever-
evolving social landscape. To learn more, 
please visit www.fedoforg.org. 
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1. “Substance Use and SUDs in LGBTQ* 
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safely use and also pay rent and other costs 
of living. This allows our residents to re-
main stably housed, so that case managers 
and wellness coaches can continue to en-
gage those who might benefit from addi-
tional treatment and support. Harm reduc-
tion becomes not an approach but a con-
versation, where those we serve feel heard 
and seen with compassion. Such meaning-
ful conversations allow people served to 
share the depths of their experience hon-
estly, and from that place begin their heal-
ing journey. These are the interactions that 
stick with us as we turn our lives around, 
for those of us who have been where we 
see others in our care. While tools help us 
survive while using, it is the compassion-
ate interactions that let us see that another 
reality is possible for us too. 

The opioid epidemic has been devas-
tating. For many of us, this has meant 
losing friends, colleagues, and loved 

ones. Everyone in the field has been 
affected by this loss. When we share our 
recovery stories, so many of us call out 
the moments of kindness we received, 
sometimes in the very depths of our 
pain. It pierces through and helps guide 
us. This is where we are working to 
raise awareness about harm reduction at 
S:US. 

At S:US we are committed to empow-
ering the people we serve through per-
son-centered, holistic care. Harm reduc-
tion can look different from one instance 
to the next. For those in supportive 
housing, it can be working with case 
managers and wellness coaches to suc-
cessfully pay for rent and living costs 
each month, rather than lose their hous-
ing due to using all their money for sub-
stances. Every New Yorker has a right 
to dignity and respect in their care. 
Helping individuals use safely and with 
fewer negative consequences is central 
to this care. 
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Behavior Disorder in the ICD-11. In their 
official policy statement on Sex Addic-
tion, the American Association of Sexual 
Educators, Counselors and Therapists 
(AASECT) recognizes that people may 
experience significant physical, psycho-
logical, spiritual, and sexual health con-
sequences related to their sexual urges, 
thoughts or behaviors. However, AAS-
ECT recommends that its members uti-
lize models that do not “pathologize” 
consensual sexual behaviors. In addition, 
AASECT does not agree that sufficient 
empirical evidence has been found to 
support the classification of sex addiction 
or porn addiction as a mental health dis-
order, and they do not find that the cur-
rent sexual addiction training and treat-
ment methods, and educational pedagog-
ies, are adequately informed by accurate 
human sexuality knowledge. Therefore, 
it is the position of AASECT that linking 
problems related to sexual urges, 
thoughts or behaviors to a porn/sexual 
addiction process cannot be advanced as 
a standard of practice for sexuality edu-
cation, counseling, or therapy. 

As for the core issues underlying this 
discussion, pornography appears to be 
one of the major drivers behind the des-
ignation of Compulsive Sexual Behavior 
as an addiction. Pornography has been 
around as long as humans have created 
art.  The word is derived from porni – 
meaning prostitute, and graphein – to 
write, meaning any work of art of litera-
ture that depicted prostitution.  A carved 
limestone figurine of a woman whose 
breasts and hips have been exaggerated 
to emphasize her fertility-- known as 
the Venus of Willendorf -- has been dat-
ed c. 25,000 BCE, and several similar 

ivory fertility figurines have been dated 
even earlier. Thousands of explicit erotic 
figures were carved on the walls and 
columns of Indian temples before 1000 
AD, and a tradition of intricately de-
tailed sexually themed art prints and 
ivory figures were created in Japan be-
ginning around 700 AD. Fast forward to 
the era of French postcards, which began 
around the late19th Century, usually 
showing suggestive or explicit images of 
women in various stages of nudity, with 
or without paramours. The 1920’s - 
1940’s was the heyday of the so-called 
Tijuana Bibles, little booklets, cheaply 
printed on pulp paper and featuring sex-
ually based send-ups of popular comic 
characters, such as Betty Boop and Pop-
eye. This was also an era of pin-up mag-
azines, so called because the images 
were meant to be cut out and pinned up 
on the wall. By the 1950’s, advances in 
inexpensive 8mm movie making and 
projection equipment created an explo-
sion of amateur pornographic films that 
were sold though an underground net-
work of distributors. 

In America, pornography was illegal 
from 1873- 1957 under the Comstock 
Act, after which Roth vs. the US rede-
fined pornography and made it legal, ex-
cept for material depicting children. This 
led to a proliferation of so-called nudie 
magazines, notably Playboy, and by the 
late 70s, the heat had been turned up con-
siderably with more explicit imagery in 
periodicals like Hustler and Penthouse. 
This also coincided with advancements in 
inexpensive home video equipment which 
led to a veritable flood of amateur por-
nography, in addition to much slicker 
productions, eventually giving rise to the 
multi-billion-dollar porn industry we have 
now, worth over $100 billion annually. 

In the US today, well over 60% of men 
and 40% of women consume pornography 
online each month. About 50% of all In-
ternet traffic is related to sex. According 
to the Journal of the American Medical 
Association, Psychiatry Division about 
200,000 Americans maybe classified as 
porn addicts, 40 Million Americans regu-
larly visit porn sites, every second 2.5 
Billion Emails containing porn are sent or 
received, and 25% of total Internet 
searches are related to pornography.  This 
is a mass phenomenon that has had a pro-
found effect on our society, especially for 
the uncounted individuals who compul-
sively view this material. In addition, 
there are over 1500 online dating ‘hook-
up’ sites with an estimated 60 million 
regular users. Clearly, there’s a lot of non-
marital sex going on. How many of these 
customers could be diagnosed with Hy-
persexuality? 

Of course, not all consumers of porn, or 
customers of dating apps, exhibit Com-
pulsive Sexual Behavior Disorder, but as 
can be attested by numerous therapists in 
private practice, as well as those who 
work in addiction clinics, such as Ameri-
can Addiction Centers, the rise of this 
phenomena has been dramatic and signifi-
cant over the past decade or so.  

According to the Mayo Clinic, some 
signs that one may have compulsive sexu-
al behavior include: 

 
· Having repeated and intense sexual fan-
tasies, urges, and behaviors that take up a 
lot of time and feel as if they're beyond 
one’s control. 
 
· Feeling driven or having frequent urges 
to do certain sexual behaviors, feel a re-
lease of the tension afterward, but also 
feel guilt or deep regret. 

· Trying without success to reduce or con-
trol sexual fantasies, urges or behaviors. 
 
· Using compulsive sexual behavior as an 
escape from other problems, such as lone-
liness, depression, anxiety, or stress. 
 
· Continuing to engage in sexual behav-
iors despite them causing serious prob-
lems. These could include the possibility 
of getting or giving someone else a sex-
ually transmitted infection, the loss of 
important relationships, trouble at work, 
financial issues, or legal problems. 
 
· Having trouble making and keeping 
healthy and stable relationships. 

 
A final word regarding Paraphilic 

Disorders, which were mentioned earli-
er. The DSM defines 8 types of these 
conditions, including pedophilia, exhibi-
tionism, voyeurism, sexual sadism, sex-
ual masochism, frotteurism, fetishism, 
and transvestic fetishism – however 
these 8 categories include over 300 dif-
ferent variations, some of them quite 
dangerous for both the paraphilic indi-
vidual, and for anyone who they may 
become fixated upon. Some dangers 
may include possible lethal outcomes 
for one or both parties. There is no 
doubt that some of the very graphic por-
nographic material available will feed 
into the more dangerous of paraphilic 
sexual obsessions, and an official, rec-
ognized diagnosis that includes compul-
sive porn viewing may help to promote 
better treatments for such individuals.  

 
Contact Dr. Gene Ira Katz  at genei-

rakatz@yahoo.com or at 720-339-8174 
(leave confidential message). Learn more 
about Dr. Katz here. 
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support one another in advancing co-
occurring competent systems. Participat-

ing entities drafted and voluntarily adopt-

ed a charter that explicitly states that each 

organization will work to advance a co-
occurring system of care. Additionally, 

participating organizations support each 

other in advancing co-occurring compe-

tency by sharing knowledge and exper-

tise, with a focus on licensing/regulatory, 

quality improvement, and prevention/

community engagement. Participating 

organizations also utilize a tool--the Com-

pass-EZ-- to evaluate their level of co-
occurring competency and establish goals, 

including promoting a welcoming atmos-

phere from the time an individual makes 

initial contact through assessment, plan-

ning, treatment, and recovery supports. 

Further, organizations revised promotion-

al and educational materials, including 

websites and brochures, to explicitly state 

that people with complex needs are wel-

comed into treatment, and that the organi-

zations themselves are committed to ad-

vancing co-occurring competent care.  
As Westchester COSOCC members 

began goal-setting and prioritizing next 

steps, several provided opportunities for 

staff to be trained in foundational ap-

proaches to co-occurring competent care. 

Funding provided by The Harris Project 

Inc. supported countywide workshops and 

the opportunity to have Dr. Minkoff work 

with agencies and staff to address specific 

topics of interest. The County began 

working strategically with the New York 

State Psychiatric Institute’s Center for 

Practice Innovations (CPI) to enhance 

offerings. CPI helped develop a set of 

“core competencies” and continues to 

bring a “stages of change” lens to the ef-

fort. WJCS partnered with the Center on 

Alcoholism and Substance Abuse to im-

plement trainings  
across its clinics, seeking to challenge 

notions about the success of consecutive 

and concurrent models of co-occurring 

treatment while advocating for a “No 

Wrong Door” approach. Universally, ef-

forts have been made to address staff con-

cerns, myth-bust around certain pre-
conceived ideas, and provide follow-up 

training, consultation, and supervision to 

build comfort and ensure successful im-

plementation. CPI also worked with 

Westchester DCMH to develop a county-

wide co-occurring system of care orienta-

tion and learning collaborative. 
In the spring of 2021, The Harris Pro-

ject Inc. received funding to support a 

pilot of Encompass – a modular evidence-
based treatment protocol for those 12-29 

with co-occurring disorders. Encompass 

uses cognitive behavioral therapy and 

motivational enhancement therapy to fa-

cilitate acquisition of new skills and cop-

ing strategies, reducing harmful substance 

use and improving mental health with 

motivational incentives reinforcing chang-

es in substance use and increasing en-

gagement in non-drug pro-social activi-

ties. Treatment consists of approximately 

17 weekly outpatient individual sessions 

and may include a family component to 

ensure that parents/caregivers have the 

tools needed to support their teen/young 

adult during all stages of recovery. Sever-

al youth-serving agencies joined the pilot, 

now in its third iteration, with more than 

50 clinicians from six agencies participat-

ing. WJCS has been a leader with more 

than a third of its clinicians either fully 

certified or in the process of certification 

in Encompass, and its own clinical con-

sultation meetings to support fidelity. This 

effort has led to a larger commitment to 

building a wraparound model of care for 

teens and young adults with co-occurring 

disorders. This includes a wraparound 

coordinator, parent/guardian/loved one 

support, and a bolstering of CODA (Co-
Occurring Disorders Awareness) preven-

tion education.  
In furtherance of this commitment, 

WJCS has taken the lead in supporting 

staff delivering CRAFT (Community Re-

inforcement and Family Training) with 

fidelity. Since those with co-occurring 

disorders often have greater challenges, 

including a lack of social support, provid-

ing a modality like CRAFT can support 

parents/guardians/loved ones is important. 

CRAFT helps concerned significant oth-

ers to effectively support their loved ones 

entering and remaining engaged in treat-

ment, undoing traditional harmful con-

frontational approaches popularized by 

television. Training staff in CRAFT is 

necessary because staff, like our clients 

and their families, are exposed to those 

same harmful confrontational approaches, 

and staff are seldom trained in systems 

interventions like CRAFT.  
Another “missing piece” has been the 

ability to help youth navigate to positive, 

prosocial, non-substance related activities. 

Most recently, we launched a curated plat-

form in Westchester County that relies on 

youth leaders who work with an adult 

coordinator to develop in-person and 

online activities and programs. The plat-

form, named “Inclure” (Encompass in 

French), aligns with a key element of En-

compass which asks clients to complete 

two prosocial non-substance involved 

activities each week. It also draws youth 

who have chosen to be substance free, as 

well as allies of substance free lifestyles. 
Another lesson learned throughout 

this journey is the need to enhance the 

motivation of individuals to make 

changes in problematic substance use 

given that a major barrier to substance-
involved individuals seeking treatment 

is lack of awareness of a problem and 

that many seeking treatment for SUD 

often lack the desire to change their sub-

stance use. Although many staff are 

trained in Motivational Interviewing 

(MI), and many believe they utilize MI, 

arguably few practice it with sufficient 

fidelity. In recognition of this, with sup-

port from Opioid Settlement Funds pro-

vided by DCMH to WJCS, WJCS is 

providing staff with significant training 

in the use of MI. That training will use a 

supported implementation model like 

that utilized in the Encompass pilot, 

which includes training plus ongoing 

supervision and implementation consul-

tation. MI advances co-occurring com-

petency and better prepares our system 

of care to work with individuals who do 

not always come into care motivated to 

make needed changes. Utilizing MI ena-

bles individuals to find their intrinsic 

motivations for change and make the 

most of other evidence-based treat-

ments, including evidence-based treat-

ments for co-occurring disorders.  
Another lesson is that our systems must 

inoculate themselves against staff turno-

ver that is largely attributable to wages. 

Without significant advances in behavior-

al health care rate reform and meaningful 

enforcement of behavioral health care 

reimbursement parity, there must be crea-

tive solutions. While there are likely sev-

eral approaches to addressing this need, 

one approach taken by WJCS is to invest 

in training of supervisors in co-occurring 

competent supervision through approach-

es like Motivational Interviewing Assess-

ment: Supervisory Tools for Enhancing 

Proficiency (MIA: STEP) which offers a 

mechanism for organizations to train su-

pervisors in supporting their supervisees 

in the use of MI. Such promising practices 

support organizations in retaining training 

gains by investing in supervisors to sup-

port staff to effectively work with individ-

uals with multiple complexities.     
Finally, it is critical to remember that 

the development of co-occurring compe-

tency is not simply an initiative, it is a 

transformation. As such, support must be 

provided through strategic and integrated 

funding and by investing in research and 

evaluation of promising and evidence-
based practices.  
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spective to this critical topic.  
Michael Orth, MSW, is the Commis-

sioner of the Westchester County Depart-

ment of Community Mental Health, a 

branch of county government responsible 

for planning, oversight, education, and 

coordination of services and supports for 

individuals, and their families, with men-

tal illness, developmental/intellectual dis-

abilities and substance use challenges. He 

has served the Department in various 

capacities for more than 30 years.  

William A. Mullane, PhD Stephanie Marquesano, JD Michael Orth, MSW 
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OARS from Page 32 
 
This workbook is designed to assist you to 

recognize early signs of relapse and to 

independently develop and apply behav-

ioral skills to reduce the risk of relapse. 

This book will help you recognize relapse 

as something that can be in your control. 
 
The booklet was a tool to assist the 

COD patient in developing a personal 

action plan to prevent relapse. The plan 

was put together in individual and group 

sessions during their inpatient stay at 

MCES. The completed booklet-based 

plan was designed to be used actively 

after discharge. It was to be reviewed 

daily for a week or two and then at regu-

lar intervals. Patients learned that using 

the plan developed in the MAP booklet 

prepared them to spot the subtle signs of 

relapse. 
The MAP program enabled COD pa-

tients to take a tangible relapse prevention 

resource home with them and apply what 

they had learned during their hospitaliza-

tion. While MAP was often initiated in 

inpatient groups, it was a self-help tool 

that could be used independently in any 

setting. This is demonstrated by the re-

quests for copies that MCES has received 

for the past twenty years from all over the 

US, including several each year from in-

mates at correctional facilities. 
The weeks after discharge from a psy-

chiatric hospital are a high-risk period for 

patients, especially for those with COD. 

Stressors and challenges are effectively 

on-hold in an inpatient setting. At dis-

charge there is an abrupt transition from a 

highly structured and supportive environ-

ment to one much less so. Resilience and 

coping skills may be inadequate, and pa-

tients experience a recurrence of mental 

illness symptoms leading to self-
medication and relapse.  

Adherence to the discharge plan and 

their MAP helped many COD patients 

manage to return to community living. 

However, some patients needed a strong 

framework to keep them on track to re-

covery and sobriety on a day-to-day basis, 

at least temporarily. This led to the devel-

opment of the Ongoing Abstinence Re-

covery Schedule™ (OARS), a voluntary 

program offered by our Allied Therapy 

Department to guide and support patients 

in preparing a personal daily/weekly re-

covery schedule to sustain a sober life-

style after discharge. 
During their stay, MCES COD pa-

tients complete an individualized OARS 

covering: 
 
· Their triggers and how to deal with them 
 
· 101 sober enjoyment options 
 
· Planning spiritual/quiet time 
 
· Daily/weekly activities  
 

OARS guides patients in developing a 

personal daily and weekly hour-by-hour 

recovery schedule while at MCES that 

can be followed at home or in an outpa-

tient setting. Patients going to rehabilita-

tion are advised to defer OARS during 

that treatment but include what they learn. 
OARS enables patients to organize their 

day in terms of: 
 
· Medication times 
 
· Outpatient times  
 
· Peer support times (e.g., AA, NA meetings)  
 
· Spiritual/quiet times 
 
· Sober recreation/relaxation times 
 

These elements are blended with family 

time, meals, sleep hours, work hours, 

childcare, shopping, and other activities. 

OARS subtly reinforces social connec-

tions, minimizes downtime that may af-

fect sobriety, and keeps a focus on neces-

sary tasks and obligations. 
OARS aids in retaining the benefits of 

inpatient treatment and facilitates continu-

ing progress in recovery after discharge. 

OARS fosters a structured lifestyle and 

self-discipline. MAP is a tool for manag-

ing the substance use side of their co-
occurring disorders. OARS gives patients 

a means to manage their daily living in a 

manner conducive to promoting recovery, 

sobriety, and wellness. 
OARS requires a considerable invest-

ment of effort and commitment by pa-

tients. MCES acknowledges the effort 

patients make participating in OARS. An 

important component is recognition and 

reinforcement of patient commitment, 

enthusiasm, and success. Patients who 

complete OARS receive a certificate of 

accomplishment, and their achievement is 

celebrated in recovery groups and at 

awards ceremonies. 
OARS graduates have fewer re-

hospitalizations and longer intervals be-

tween readmissions. MCES has incorpo-

rated OARS parameters into its electronic 

medical record system so it can measure 

OARS performance and outcomes over 

time. The MCES COD Committee, which 

includes both clinical and administrative 

staff, oversees the OARS program and 

related services.  
Going forward, MCES plans to try to 

do more follow-up in the community after 

discharge with OARS graduates to direct-

ly support their recovery and reduce their 

risk of readmission. The latter will benefit 

us as our payers increasingly use perfor-

mance-based reimbursement approaches 

incentivizing fewer and less frequent re-

admissions by high utilizing patients. 
 
Montgomery County Emergency Ser-

vice is a nonprofit mental health crisis 

service founded in 1974. More infor-

mation is available at www.mces.org. 

Questions about this article may be di-

rected to Tony Salvatore at tsalva-

tore@mces.org or 484-754-2447. Tony 

wishes to thank Mike Melcher, Karen 

Gribosh, and Tom Siolek, Jr., among the 

many individuals who contributed to 

MCES’s COD efforts over the years, who 

reviewed this article for accuracy. 

 

Technology from Page 33 
 
the fusion of human expertise with digital 
precision offers a beacon of hope for 
those navigating the challenges of SUD. 

Technology's pivotal and emerging role 
in aiding those with substance use disor-
ders cannot be understated. By marrying 
innovation with empathy, we are not only 
offering better tools for recovery but also 
fostering a more compassionate, accessi-
ble, and individualized approach to care.  

 
Kelsey Silver, LMFT, is Assistant Vice 

President of Quality and Data Analytics, 
at Outreach. Visit Outreach online at 
opiny.org; and at kelseysilver@opiny.org, 
or by phone at (631) 521-8400 ext. 5119 Kelsey Silver, LMFT 
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mailto:tsalvatore@mces.org
mailto:tsalvatore@mces.org
http://www.advantagemosaicgroup.com/
http://www.opiny.org/
mailto:kelseysilver@opiny.org


PAGE 45 BEHAVIORAL HEALTH NEWS ~ FALL 2023 

Nicotine from Page 24 
 
relapse by doing so, research shows that 
integrated treatment, with concurrent ther-
apy for mental illness and nicotine addic-
tion, proves to have the best outcomes.22 23 

24 25 26 27 
Systemic, evidence-based screening 

and treatment of tobacco dependence is 
integral to improving patient health out-
comes. These standards are in alignment 
with the US Public Health Service’s Clin-
ical Practice Guideline - Treating Tobac-
co Use and Dependence: 2008 update, 
which includes best practice systems 
strategies for organizations to use with 
their clientele. Systems Strategy One en-
sures that a tobacco-user identification 
system is present in every clinic. That 
system should include the evidence-based 
tobacco dependence treatment prompts of 
the 5A’s: Ask, Advise, Assess, Assist and 
Arrange. Systems Strategy Two ensures 
that education, resources, and feedback 
are present to promote provider interven-
tion. The final Systems Strategy is to 
identify dedicated staff at a given provid-
er location to dispense tobacco depend-
ence treatment and assess the delivery of 
this treatment with other staff members in 
the office.  

For more information on how to best 
address tobacco use, visit the Center for 
Disease Control website to identify your 
state’s tobacco control program contacts. 

Kristen Richardson, RN, CTTS, and 
Danielle O’Brien, CTTS, are the Direc-
tor and Program Coordinator, respec-
tively, of the Central New York Region-
al Center for Tobacco Health Systems 
at St. Joseph’s Health in Syracuse, NY. 
The program is funded through a grant 
from the New York State Department of 
Health Tobacco Control Program. 
More information can be found at 
http://www.nyhealthsystems.org. Kris-
ten Richardson or Danielle O’Brien can 
be reached directly at Kris-

ten.Richardson@sjhsyr.org and Dan-
ielle.L.Obrien@sjhsyr.org. 
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Hope from Page 39 
 
crisis, it is important to recognize and 
manage the potential disadvantages and 
challenges of this treatment model. By 
acknowledging potential drawbacks of 
CIOTPs, policymakers and healthcare 
professionals can work to mitigate them, 
maximize benefits, and minimize any 
negative impacts.  

Comprehensive integration between out-
patient and residential treatment programs 
marks a significant step forward in the 
realm of addiction and mental health recov-
ery. By combining the strengths of both 
approaches, individuals can experience a 
more gradual, personalized, and effective 
journey toward sustainable healing.  

By integrating outpatient and opioid 
treatment, NYS is redefining addiction 
treatment. The focus on individualized 
care is lighting the way to a brighter fu-
ture for those affected by opioid addic-
tion. In fact, CIOTPs are proving to be a 
transformative pathway to recovery. The 

new program type recognizes the com-
plexity of addiction and the resilience of 
the human spirit.   

As the field of treatment continues to 
evolve, embracing the integrated approach 
of CIOTPs has the potential to revolution-
ize how we approach recovery, offering 
clients newfound hope and optimism on 
the path to lasting wellness. 
 

Dr. Carolann Slattery, EdD, LCSW-R is 
VP for Outpatient Services and James 
Hollywood. LCSW, is VP of Residential 
and Recovery Services at Samaritan Day-
top Village. 

 
Resources 

 
CDC, Fentanyl Facts, available at www. 
cdc.gov/stopoverdose/fentanyl/index.html. 
 
Centers for Disease Control and Preven-
tion (CDC), National Center for Health 
Statistics, National Vital Statistics System, 
Mortality 1999-2020 on CDC WONDER 

Online Database, released in 2021. Data 
are from the Multiple Cause of Death 
Files, 1999-2020, as compiled from data 
provided by the 57 vital statistics jurisdic-
tions through the Vital Statistics Coopera-
tive Program, accessed July 11, 2022, 
at http://wonder.cdc.gov/mcd-icd10.html. 
 
CDC, Provisional Drug Overdose Death 
Counts, available at https://www.cdc.gov/
nchs/nvss/vsrr/drug-overdose-data.htm, 
accessed September 21, 2022, for addi-
tional information on this topic. 
 
The Changing Opioid Crisis: develop-
ment, challenges, and opportunities Nora 
D. Volkow, M.D.1, Carlos Blanco, M.D. 
Ph.D.1 1National Institute on Drug 
Abuse, Bethesda, MD 20892Mol Psychia-
try. 2021 January ; 26(1): 218–233. 
doi:10.1038/s41380-020-0661-4. 
 
New York State Office of Addiction Ser-
vices and Supports (OASAS), Compre-
hensive Integrated Outpatient Treatment 

Programs, 3/25/2022 OASAS Project No. 
SUPP1008 Office of Addiction Services 
and Supports | Office of Addiction Ser-
vices and Supports (ny.gov). 
 
Nusslock, Robin, Institute for Policy Re-
search, The Opioid Crisis: An ‘Epidemic 
Within the Pandemic, June 28, 2021 
 
U.S. Department of Health & Human Ser-
vices (HHS), Determination that a Public 
Health Emergency Exists, October 16, 
2017, available at www.phe.gov/
emergency/news/healthactions/phe/Pages/
opioids.aspx For the purposes of this re-
port, drug overdose deaths as reported by 
the CDC do not include alcohol-related 
fatalities 
 
Volkow ND, Blanco C. The changing 
opioid crisis: development, challenges, 
and opportunities. Mol Psychiatry. 2021 
Jan;26(1):218-233. doi: 10.1038/s41380-
020-0661-4. Epub 2020 Feb 4. PMID: 
32020048; PMCID: PMC7398847. 

Family from Page 26 
 
their own healing as well. 

The underlying principle is that recov-
ery is possible for individuals and fami-
lies, and hope is still alive. Recovery is 
something to be proud of and grateful for. 
Recovery deserves to be celebrated by the 
recovered, their community and loved 
ones. 

 
Megan Ryan, LMHC, is Site Director, 

at Outreach’s Bellport Outpatient Clinic, 
Bellport, NY, Outreach, website: http://
www.opiny.org; Email: megan-
ryan@opiny.org; Phone: (631) 286-0700. 
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Overdose from Page 40 
 
counseling, and having informal conversa-
tions with colleagues and friends about the 
stress of the job can help reduce the impact 
of PTSD from frequent overdose response. 
Organizations should also implement role 
switching to minimize time in the field, 
reduce burnout and give responders a men-
tal and emotional break from the trauma. 

Finally, we must find ways to make 
community mental health resources more 
readily available through walk-in clinics 
and telehealth, and to expand the number 
providers, especially in areas most im-
pacted by the overdose epidemic. Not 

only is SUD itself often driven by under-
lying mental health issues, but the impact 
of SUD and overdoses on families and 
communities is creating a secondary men-
tal health crisis that must be addressed 
before it turns deadly.  
 

Dr. Lawrence Weinstein is Chief Medi-
cal Officer at American Addiction Cen-
ters. In addition to nearly 20 years of 
experience in managed behavior 
healthcare and senior leadership, he has 
also been in private practice, providing 
individual and group diagnostic psycho-
therapeutic services, family therapy and 
addiction psychiatry. 
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that if you were an injection drug user, 
you were able to get access to a clean 
syringe every single time you used and 
you didn’t have to share those with any-
more. It was really through the HIV/AIDS 
community that we got harm reduction 
here in the United States. In other parts of 
the world, especially in England, they’ve 
been practicing harm reduction since the 
1970s. It just took us a little bit longer to 
adopt it. But it really was during a public 
health crisis – an epidemic – that we were 
experiencing in the 80s and 90s that activ-
ists said, “What we’re currently doing 
isn’t working. We have to do something 
else. And what can we do?” And harm 
reduction truly was one of the answers to 
the problems that they had. 
 
David: It is so interesting to learn about 
the history that has led to where we are 
with harm reduction today. What makes 
harm reduction services so critical right 
now? And are they evidence-based and 
proven to be effective?  
 
Mary: As you know, we are in the midst 
of an opioid epidemic. In 2021 (we don’t 
have confirmed data for 2022 yet) across 
the United States, over 100,000 people 
died in one year of unintentional drug 
overdose. If COVID-19 hadn’t come 
along, this would have been the largest 
public health crisis we had ever had - the 
largest epidemic we would have ever had 
in one year. During the HIV/AIDS epi-
demic, it took almost 9 - 10 years to reach 
100,000 deaths from HIV/AIDS. We are 
reaching those numbers every single year 
- we’re really in a crisis right now. We’re 
in a drug poisoning and an overdose cri-
sis. Right now in New York State, and 
this is a really sobering statistic that I 
think is really important, one person dies 
every five and a half hours of a drug over-
dose. When you come into New York 
City, those numbers are even worse - it’s 
one every three hours. When I started 
working in New York State or in New 
York City specifically in 2017, that statis-
tic was one person every eight hours. The 
problem is only getting worse. More peo-
ple are dying. And I think when you’re in 
a community and you see that kind of loss 
of life, you have to take a look around and 
say, “We have to do something different-
ly. What we have historically been doing 
is clearly not enough. We have to look for 
all ways and opportunities to implement 
any positive change to help people live 
another day.” And I think that’s why harm 
reduction is so important right now. 

A huge component of harm reduction is 
really removing as many barriers as we 
possibly can to get an individual engaged 
into care. An example of that is in my 
division where we’re funding 15 organi-
zations throughout the state to implement 
a low threshold buprenorphine project. 
Buprenorphine is a medication for opioid 
use disorder. It’s really the gold standard 
of medication for addiction treatment. It 
used to be that there were many barriers 
that a person had to overcome in order to 
gain access to a life-saving medication for 
opioid use disorder. And so, part of this 
project is focused on how we can remove 
those barriers. How can we have a person 
present to one of our programs and say, I 
have opioid use disorder and I’m ready to 
start medication for addiction treatment 
today? And how can they then leave that 

appointment with a prescription in hand to 
start that medication? That’s new and 
revolutionary for us. It used to be that if a 
person was prescribed buprenorphine and 
they have a toxicology screening come 
back and it shows that it’s positive for 
cocaine, they were disengaged from care. 
Their medication was taken away from 
them because they were not abstaining 
from all substances. And we have to rec-
ognize that this isn’t a requirement for 
gaining access to medication. I was on a 
call this morning where we were discuss-
ing this - would you do that to a person 
who had diabetes? Would you cut them 
off from care if their A1C numbers were 
not improving? If they weren’t adhering 
to the nutrition plan that you gave them? 
No. That’s a moment to be able to wrap 
around even more services to them and 
say, “Ok, you have the medication. What 
else is going on and how can we help 
you?” I think that’s where we are right 
now. That’s why harm reduction is so 
important and why we should embrace it. 

Harm reduction is absolutely evidence-
based. Again, syringe exchange programs 
started in the United States or in New 
York City in 1993. They had been hap-
pening on the West Coast since 1988. It’s 
been over 30 years now, almost 40 years. 
That’s terrifying. It doesn’t feel like it’s 
been that long ago. Almost 40 years of 
evidence to show that syringe exchange 
programs are effective at decreasing HIV 
and hepatitis C rates. We know that for a 
fact. Medication for opioid use disorder. 
Again, those gold star medications, - bu-
prenorphine and methadone - they’re as-
sociated with at least a 50% decrease in 
mortality. No other medication that we 
have does that for a disease state. That’s 
evidence-based. We know these medica-
tions are effective at keeping people alive. 
We’ve seen the peer distribution of nalox-
one. Naloxone is the medication that is 
used to reverse an opioid overdose. It’s a 
life-saving intervention with people who 
are most likely to witness their peers ex-
perience overdose. And we know that 
having peers distribute naloxone has led 
to that increase in naloxone and is not 
associated with an increase in substance 
use. We know that naloxone saturation 
helps drive down those overdose num-
bers. Because when someone is able to 
witness an overdose and has a life-saving 
medication in their hand, we know that 
they can save a life. I think that the re-
search is there, and it really does show 
that implementing harm reduction and 
low-threshold services helps people en-
gage in life-saving care. 
 
David: You’re so right - engaging peers to 
save lives with naloxone is such an effec-
tive and proven method of harm reduction. 
How does the harm reduction approach 
align with existing prevention, treatment, 
and recovery models in the field?  
 
Mary: The way that I think about harm 
reduction is as a continuum, it’s a buffet. 
Prevention, treatment, and recovery are all 
harm reduction interventions. Preventing 
and delaying initiation of use, that’s harm 
reduction. Pat Zuber-Wilson is our Asso-
ciate Commissioner of Prevention and she 
and I work closely on what harm reduc-
tion messaging look like because preven-
tion is all a harm reduction message. 
Treatment is harm reduction, right? We 
just talked about medication for opioid 
use disorder. That’s a harm reduction 

strategy because it is decreasing risk asso-
ciated with substance use. Even if a per-
son uses methadone only one time a 
week, they don’t go every day for their 
take-home doses, they just go one time a 
week. That’s one instance where we know 
they are using a safe substance that is reg-
ulated for them to use. And recovery is 
also harm reduction. Recovery is individ-
ualized - that’s something that we at 
OASAS have recognized for a long time. 
Recovery is harm reduction, recognizing 
of course that abstinence may not be 
where everyone lands on that continuum 
of use to abstinence, but recovery is 100% 
harm reduction. Again, my division 
doesn’t stand apart from prevention, treat-
ment, and recovery. I stand alongside 
them in working to ensure that all of our 
services, that the common thread that 
we’re pulling through, are a harm reduc-
tion message and are done through a harm 
reduction lens. 
 
David: Harm reduction, as you know, does 
have its critics and controversies. In your 
view, why is that? And what steps are you 
and OASAS taking to increase acceptance 
of harm reduction among both people who 
use drugs and service providers? 
 
Mary: I think that there is this common 
misconception that harm reduction is 
against recovery, against treatment, and is 
against abstinence. That is absolutely not 
the case. I think what harm reductionists 
recognize is that we can’t mandate care to a 
person - that a person has to be engaged in 
that care - and again, recognizing that treat-
ment and recovery has to be individualized. 
And that can be very controversial. People 
think that harm reductionists are condoning 
substance use, that we are encouraging 
people to use drugs. I would say that’s par-
tially true. We’re not telling people to stop 
using drugs. What we’re encouraging is 
safer drug use, safer substance use.  

You know, as a harm reductionist, I 
recognize that substances have been a part 
of our history forever. Think back to the 
Greeks and the Romans. They drank 
wine. Wine is a mind-altering substance 
and we have been drinking wine for thou-
sands of years. Substances will always be 
a part of our reality and harm reduction 
recognizes that. We aren’t trying to elimi-
nate substances. We’re trying to minimize 
any of the risks and dangers that are asso-
ciated with substance use. And I think that 
can be very controversial when you’re 
talking about drugs. You know, here in 
the United States, we’ve done a really, 
really good job of demonizing substance 
use and demonizing people who use 
drugs. And we see the negative conse-
quences of substance use, especially as 
we’ve criminalized substances and we’ve 
seen all of the arrests. I think that harm 
reduction is often questioned, “How can 
you support someone using drugs?” I’m 
not supporting their substance use. I’m 
supporting them using safely. That’s our 
goal, to keep people alive and to keep 
them safe so that if they ever decide to 
engage in treatment and recovery, we are 
there for them. I hate this phrase, but I 
think it’s really important: A dead person 
can’t recover. And that’s why harm reduc-
tion is so important to us. Again, a lot of 
controversy still around substance use, a 
lot of controversy around harm reduction. 
You know, in 1993 syringe exchanges 
became legal and they’re still controver-
sial, even though we have all the data to 

show how effective they are at preventing 
HIV and hepatitis C, which was their in-
tended purpose.  

The way that OASAS is trying to in-
crease acceptance of this approach is 
through the creation of our Division of 
Harm Reduction and that the philosophy 
of harm reduction care is something they 
believe in. Increasing acceptance is done 
through working with the OASAS provid-
er systems. You know, I’ve told all of our 
providers, “Invite me into your staff meet-
ings. I’m happy to come in and talk about 
what harm reduction actually is and what 
harm reduction isn’t.” I think it is a really 
important conversation, but what is harm 
reduction? It’s important to explain it, to 
take a lot of that myth out of what harm 
reduction is, debunk these preconceived 
notions, and really explain what harm 
reduction is from a very basic level. Ex-
plain why we’re embracing it and how a 
person can actually implement harm re-
duction services into their system of care. 
You need a lot of education and training. 
 
David: You spoke earlier about the de-
monization of drugs and drug users. That 
makes me think of stigma and how the 
stigma around substance use is one of the 
biggest barriers for people seeking and 
receiving the help they need. How does 
stigma play a role in working with people 
who use drugs and what steps can be tak-
en to reduce this stigma?  
 
Mary: Yes, I think stigma is our biggest 
barrier to working with people who use 
drugs. They experience stigma every-
where. They have institutional stigma 
against them. There’s social stigma against 
them, internalized stigma, not feeling val-
ued, not feeling self-worth because “I’m a 
person who uses drugs.” I come from the 
HIV/AIDS community. I’m very aware of 
stigma. It’s been something that’s followed 
me my entire career. I actually remember 
my first job interview right out of grad 
school and it was with an HIV/AIDS ser-
vice organization. And the Executive Di-
rector asked me if I felt comfortable hav-
ing the word AIDS on my resume because 
that’s a big black check mark on my re-
sume that I’ve worked with HIV/AIDS.  

I think stigma is especially prevalent 
when you’re working with the most mar-
ginalized communities, and people living 
with HIV/AIDS are some of the most 
marginalized. People who use drugs are 
some of the most marginalized members 
of our community as well. Stigma follows 
them everywhere they go. And stigma 
absolutely kills people because it stops 
them from coming into our door for care. 

I think some of the steps that we can 
take is the language we use - making sure 
that the language that we use is not stig-
matizing people. You’ll notice I don’t call 
people “substance abusers.” I don’t call 
people “addicts.” That’s stigmatizing lan-
guage. It is important to make sure that 
we use person-first language such as peo-
ple who use drugs, a person who uses 
drugs, and not using words like junkie, 
right? That’s such a stigmatizing word. 
And also not using the words clean and 
dirty. I think a lot of times we use what I 
consider to be slang when we’re talking 
about your toxicology screenings and we 
should really be using really clinical lan-
guage. That’s a clinical test that a person 
takes. It’s not clean or dirty, it’s positive  
 

see Spotlight on Page 47 
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or negative. Their urine was positive for, 
their urine was negative for. I think that’s 
really important because if a person is 
clean, that implies that they used to be 
dirty and people aren’t dirty, we’re not 
dirty people. 

We really think the language that we 
use matters, the way that we talk about 
people who use drugs matter, and just 
recognizing people’s humanity and recog-
nizing that people, regardless of whether 
they use substances or not, are worthy of 
dignity and respect is a good place to 
start. It takes a lot of work. We all have a 
bias, right? And I think it’s as service 
providers, it’s recognizing what our own 
bias is and being able to talk about that 
bias and work through it. Behavioral 
Health News is not one of them, but the 
media in general has done a really good 
job of stigmatizing people who use drugs. 
If you look at the New York Post any day 
of the week, you will see horrible head-
lines referring to people who use drugs as 
junkies. That language is so inflammatory 
to use. I understand it sells newspapers, 
but when we hear that language it should 
be called out. I think it’s really important 
to correct people’s language and explain 
that this is the reason we don’t say addict. 
There’s a reason that we say “a person 
with a substance use disorder.” I think 
that’s a huge way that anyone can address 
stigma and work to de-stigmatize drugs 
and people who use drugs. 
 
David: I agree that the language we use is 
so important. We are always looking to 
avoid the use of stigmatizing language in 
Behavioral Health News. Can you provide 
some specific examples of how harm re-
duction is successfully being implemented 
in New York State to save lives? 
 
Mary: Absolutely. New York State is 
leading the way in implementing innova-
tive harm reduction and addiction ser-
vices. Colleagues from across the coun-
try contact us to learn about the programs 
we have successfully rolled out. Some 
impactful initiatives we have undertaken 
since 2006 include creating opioid over-
dose prevention programs. Through these 
programs, even those without medical 

training like myself can access the medi-
cation naloxone. Naloxone reverses opi-
oid overdoses and saves lives. In 2006 
we began building these programs, and 
we have since expanded them dramati-
cally. Now OASAS is making naloxone 
widely available to providers in our 
health systems and directly to New York-
ers in need. People can easily obtain na-
loxone through a website where they 
enter their information and we ship the 
medication to them. We have also made 
fentanyl test strips available statewide to 
both residents and providers. This is cru-
cial because fentanyl is involved in over 
80% of fatal overdoses. The test strips 
allow people who use drugs to test their 
substances for fentanyl contamination. If 
positive, they can make informed deci-
sions to reduce their risk of overdose. By 
getting naloxone and test strips into the 
hands of those who need them most, we 
empower New Yorkers to take actions 
that save lives. 

I'm proud that even though state gov-
ernment can be slow to act, we quickly 
pivoted when the drug xylazine began 
appearing in the supply. We rapidly made 
xylazine test strips available to people 
who use drugs. This allows them to test 
for contaminants beyond just opioids. Our 
partners at the New York City Depart-
ment of Health and Mental Hygiene and 
the state Office of Drug User Health were 
also quick to establish drug checking pro-
grams. These allow people to bring in 
substances to be tested so they can make 
informed choices about use. 

Another lifesaving area we have dec-
ades of experience in is syringe service 
programs. Our partners at the Department 
of Health oversee these programs, which 
have operated in New York for over 30 
years. We now have over 30 syringe ex-
change programs across the state, reaching 
New York City and remote areas alike.  

I’m originally from Kansas where 
shockingly there was not one statewide 
syringe exchange program as of 2002. 
Meanwhile we have over 30 programs 
serving New Yorkers. Expanding these 
services remains a point of pride. 

Additionally, we have expanded medi-
cation for addiction treatment, known as 
MAT, into all state jails and prisons. In-
carcerated individuals with opioid use 

disorder now have access to these poten-
tially lifesaving medications. Ensuring 
connections to care so they can continue 
their MAT upon release is also a priority.  

I will briefly note the overdose preven-
tion centers run by OnPoint in NYC. 
These are not overseen or funded by 
OASAS or the Department of Health. And 
I should make sure to mention that Gover-
nor Hochul has not taken a position on 
overdose prevention centers. These are 
not legally operated, but a tenet of harm 
reduction is you do what’s right, not 
what’s allowed. These are the only two 
overdose prevention centers in the nation. 
They’re located in East Harlem and 
Washington Heights, which have some of 
the highest rates of fatal overdose deaths 
in the city, where one person is dying 
every three hours. They recognized there 
was a need for these services, and so they 
implemented the overdose prevention 
centers, which are new to the United 
States, but not new globally. There are 
over six countries that have overdose pre-
vention centers. In their first year and a 
half of operation, they reversed over 
1,000 overdoses. That’s 1,000 lives that 
they saved in one year. These centers are 
highly controversial, but they’re saving 
lives. Controversy aside, our job as ser-
vice providers is to make sure that our 
clients are thriving, living healthy lives, 
and living to see another day. That’s what 
OnPoint is doing. 
 
David: Wow, the impact you’re having 
and the number of lives you’re saving is 
really incredible. To wrap up, what mes-
sage of hope or encouragement would you 
like to share with the substance use disor-
der community about the potential of 
harm reduction? 
 
Mary: While harm reduction is not new, 
we are expanding its reach and ensuring it 
has a seat at the table. With our division's 
growth and singular focus on harm reduc-
tion, I hope to see more programs 
statewide and more lives saved. 

I'm thrilled we have a major naloxone 
distribution project underway, saturating 
communities with this lifesaving medica-
tion. If someone witnesses an overdose, 
they now have the tools to intervene. It 
seems these efforts are gaining ac-

ceptance, which is heartening.  
Tragically, it took the staggering loss of 

life from overdoses for many to recognize 
the importance and urgency of harm re-
duction. But I'm hopeful the tide is turn-
ing. More people understand we must take 
action - we cannot continue business as 
usual. All hands are needed on deck for 
this work. 

There's an excellent TED Talk by the 
sociologist Johann Hari called Everything 
You Know About Addiction is Wrong. He 
concludes that for too long we have been 
singing war songs about drugs, when we 
should have been singing love songs to 
people who use drugs.  

I think we are starting to embrace that 
mindset of leading with love and compas-
sion. We must keep our doors open, meet 
people where they are, and engage them 
in whatever way we can to support posi-
tive changes. That is my hope, and I sin-
cerely hope we can curb the devastation 
addiction has brought our communities. 
 
David: Thank you for sharing such an 
inspiring and thoughtful message. It's 
clear you and your team are dedicating 
tremendous effort to bring these ideas to 
fruition. Your commitment to meeting 
people with compassion comes through 
loud and clear. 
 
Mary: I appreciate you taking the time to 
have this conversation. It's been a pleas-
ure to share details about the meaningful 
harm reduction initiatives happening here 
in New York and at OASAS. My hope is 
that audiences not only learn about the 
progress being made, but also gain a 
deeper understanding of the compassion-
ate, person-centered philosophy behind 
our work. If we lead with an open heart 
and make human connections, real change 
is possible. Thank you again for this op-
portunity to discuss how we can build 
healthier, safer communities together. 
 
For more information about harm reduc-
tion initiatives and resources from the 
New York State Office of Addiction Ser-
vices and Supports (OASAS), please visit 
oasas.ny.gov/harm-reduction and stay 
tuned for our next installment of the Be-
havioral Health News Spotlight on Excel-
lence Series. 
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