President’s Message
Addressing Prescription

yuse, Starting with

Efforts to Prevent Overdose Deaths

By Jerrery WiLkins, MD, CSAM PRESIDENT

i he rise of prescription opioid
abuse during the last decade has
produced a significant increase in
deaths from opioid overdose. Methadone,
with 4 million prescriptions written for
pain in 2009, has now joined oxycodone,
hydrocodone, fentanyl, and morphine
as the primary agents', Overdoses of
prescription opioids have also changed the U.S. landscape for
poisonings. In the last 3 decades medication contributions
to poisoning rates have risen from 55% (1980) to 90% (2004
and 2008)", with over 40% of medication related poisonings
stemming from prescription opioids®. Recently, much was
made by the media when vehicle traffic deaths were exceeded
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Fig. 1. United States Deaths from Motor Vehicles
& Drug Poisoning (1980 to 2008)
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Drug Poisoning Deaths in the United States, 1980-2008.
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by drug overdose deaths (Figure 1 below), the impetus for
this dramatic shift being the rise of prescription opioid abuse
(Figure 2 below). In addition to the majority of deaths occurring
in 45 to 54 year olds, increases have also occurred in children/
adolescents and the elderly’. While CSAM is committed to
addressing the significant problem of prescription opioid
abuse, CSAM is also aware that it is vitally important to prevent
as many of these overdoses starting immediately — primarily
for humane reasons but also for creating opportunities for
access to treatment. As described below, the best immediate
chance of doing this comes from CSAM's support of California
Assembily bill AB 472 that will encourage people experiencing
or witnessing an overdose to call 911 without fear of arrest.

continued on page 2

Fig. 2. Prescription Painkiller Sales, Deaths & Substance
Abuse Treatment Admissions (1999-2010)
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To save lives now while working towards solutions for pre-
scription opioid abuse, CSAM s actively supporting Cali-
fornia Assembly bill AB 472 that provides limited immunity
from arrest for victims and bystanders of overdose seeking
aid in an overdose event. In particular, this bill addresses the
negative and fear-based expectations of witnesses of over-
dose that if they reach out to help themselves or someone
else that they will be arrested. Further, the bill would help
those who manifest an aicohol or drug-related adverse reac-
tion that, in the absence of medical treatment, will result in
their death. In addition to the fact that 7 other states and the
District of Columbia have already enacted similar laws, study
results lend support to the rationale for this bill by demon-
strating:

+ Studies of overdose have shown that death rarely occurs
immediately from a drug-related overdose, and most
deaths occur 1 to 3 hours after the initial dose of drugs?,

» Overdoses are frequently witnessed, including up to 80%
in one study®,

+ Over 50% of persons interviewed have reported they did
not call 911 during an overdose due to their fear of police
involvement®s,

» One year after passage of a similar bill in Washington
State, 88% of opioid users indicated that they had be
come aware of the law and would be more likely to call
911 during future overdoses®, Similarly, there was a
significant increase in students contacting emergency
services after Cornell University put in place its Good
Samaritan policy for alcohol use™,

At least five states have passed laws that, like California AB
472, provide limited immunity for people seeking medical
assistance during an overdose from prosecution for posses-
sion of controlled substances: including New Mexico (2007),
Washington (2010), New York and Connecticut (201 1), and
lilinois (2012). Four other states extend limited immunity
with regard to underage alcohol consumption and posses-
sion, including Colorado (2005), New Jersey (2009), Texas
and Pennsylvania (2011). Other states considering Good
Samaritan laws include Massachusetts, Michigan, Hawaii,
Florida and Rhode Island',
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What California’s AB 472 will do:

» This bill will provide limited criminal immunity to indi-
viduals for being under the influence, or in possession
of drugs for personal use or drug paraphernalia if they
seek medical attention to save the life of someone
experiencing an overdose.

« Save lives of persons who have overdosed on opioids,
including lives of persons who would die from other
forms of drug abuse adverse reactions; gives people who
abuse opioids a chance to get help for their addiction.

+ Increase the likelihood that witnesses will call 911
during an overdose.

What California’s AB 472 will not do:

+ This bill will not protect people from prosecution for
other offenses, including the trafficking of drugs or
driving under the influence and this bill prohibits
obstruction of medical or law enforcement personnel,

» Does not interfere with law enforcement securing the
scene at an overdose,

* Does not prevent prosecution for drug trafficking.

» Does not prevent prosecution for outstanding warrants.

CSAM works through its Committee on Public Policy, chaired
by Christy Waters, MD, to support bills that support access to
treatment and humane care for all Californians. With regard
to supporting AB 472, | recently joined CSAM policy advisor
Robert Harris for meetings in Sacramento with key govern-
ment officials to discuss this bill. We met with the Governor’s
deputy legislative secretary Lark Park and also with members
of Assembly Member Tom Ammiano’s staff, Also presented
at these meetings was that a nonprofit founded by attor-
ney Robert Shapiro, the Brent Shapiro Foundation for Drug
Awareness (BSFDA), supports AB 472. The BSFDA is very sup-
portive of efforts to encourage 911 calls by young people if
and when their friends develop problems following drug in-
gestion; the foundation was founded following the death of
his son who died after drug ingestion.

CSAM members can also support these efforts by send-
ing letters of support for AB 472 to:

Governor Jerry Brown

¢/o State Capitol, Suite 1173,

Sacramento, CA, 95814

Fax: (916) 558-3160

Or call the Governor’s office at: 916/445-2841

Or email: http://govnews.ca.gdv/gov39mail/mail.php

California exceeds all states in annual rates of deaths from
drug overdose with an average of 10 per day (3,646 in 2006).
AB 472 has already passed the California Assembly. When

continued on page 12
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Countdown to 2014: The Promise of Adequate Care

By Davip PaTiNG, MD, CommissioNer, CA MENTAL HeaLTH SERVICES AND OVERSIGN COMMISSION

or decades, individuals with alco-
hol and drug addiction have been
underserved. By all measures —
health, services, social outcomes — they
receive inadequate and inappropriate
care. Currently, 20 million Americans need
addiction treatment but are unable to re-
ceive adequate care due to inadequate
coverage. Only one in 10 youth receive needed treatment,
which they often only receive after they've been incarcer-
ated', This is horrible!

Fortunately, the Affordable Care Act (ACA 2010) includes
treatment for addictions as one of 10 essential categories of
service, which must be covered in all plans at parity with
medical and surgical benefits. Finally, the promise of decent
addiction care for everyone reaches our field! CSAM believes
this watershed moment cannot go unnoticed by addiction
medicine physicians. For this reason, | offer this first of sev-
eral count-down articles to the 2014 implementation of the
Affordable Care Act (ACA 2010).

Collectively known as Health Care Reform, the ACA
and its attendant legislation promote broad changes in our
health care system by expanding health insurance coverage
and altering financial reimbursement. The ACA drives to-
wards a model of care that seeks to:
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1. Reduce the cost of care;
2. Improve the care experience and;
3. Improve the health of individuals and communities.

This is accomplished through state Health Insurance Ex-
changes, which are authorized to guide the development of
standardized “essential” health insurance benefits packages.
The ACA also authorized a huge expansion in MediCaid and
MediCare, as well as individual and employer mandates to
purchase or offer insurance under the threat of penalty. To-
gether, these initiatives will newly insure about 4.1 miltion
Californians of the 7 million who are un-insured, many of
whom have addictions. This is wonderful!

U.S. Supreme Court Upheld the Constitutionality

of the ACA

On June 28, 2012, the Supreme Court largely upheld the
constitutionality of the Obama Administration’s health care
law. The mandate was upheld as a tax. Congress acted with-
in its powers under the Constitution when it required most
Americans to have health insurance or pay a penalty.

WWw.(sam-asain.org

The justices made some changes to the Medicaid por-
tion of the law. The decision avoids disruptions for hospitals,
physicians, and employers who have spent more than two
years preparing for changes in the law. Twenty-six states
filed suit against the law, and lower courts have issued con-
flicting rulings since then.

The Obama Administration has been moving ahead
with implementing the law as it waited for the Supreme
Court’s ruling. It has been negotiating with states to set up
exchanges where consumers can purchase subsidized insur-
ance plans, and to sign up lower-income Americans for Med-
icaid. Texas and Florida were among the states that refused
to cooperate, because they expected the law to be over-
turned by the court.

The exchanges are scheduled to open in 2014, when in-
surers must accept all customers, regardless of their medical
histories. People will have to show when they file tax returns
for 2014 that they had coverage during that year, or else they
will have to pay a tax penalty. The penalty will increase over
time, and will reach a maximum of several thousand dollars
annually.

“ACA is undoubtedly a boon
for substance abuse treatment
and life-saving for persons
with addiction.”

Companies with more than 50 workers will have to pay
penalties starting at $2,000 per employee if they don't offera
set level of health benefits, starting in 2014,

Frankly, with this ruling, health care as a whole dodged a
bullet. If the act was overturned, our U.S. health care system
would be thrown into chaos as states, counties, health plans
and providers have already invested billions in preparation
for Health Reform, including major changes to financial sys-
tems, moves to integrate and align treatment systems, and
broad scale updating of electronic health records. Instead,
the only provision in the law that appears jeopardized is
the Federal government’s ability to withhold federal funds if
states do not participate in the expansion of MediCaid. The
MediCaid and MediCare expansion in the ACA is the largest
public funding shift to the poor in decades. Since 90-100% of
this expansion is paid for by federal dollars, it is unlikely that

continued on page 10
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CSAM member David Pating, MD, chairs the California Coali-
tion for Whole Health (CCWH) and CSAM is a prominent voice
in the Coalition. The Coalition's vision for Substance Use Dis-
orders (SUD) and Mental Health Care (MH) in California is that
there must be integrated care for SUD/MH into primary care
medical homes and systems of care that link SUD/MH special-
ty and primary care services.

The California Coalition for Whole Health (CCWH) repre-
sents the state’s largest mental health and alcohol/drug treat-
ment associations. Comprised of county directors, physicians,
providers, consumers and family members, CCWH provides
consensus recommendations for legislation and action by the
California Health Benefits Exchange required to implement the
Affordable Care Act (ACA 2010) in California. The ACA explic-
itly includes mental health and substance use disorders (SUD/
MH) as one of 10 categories of service that must be covered as
essential health benefits, This inclusion reflects the clear un-
derstanding that meeting the needs of individuals with SUD/
MH is integral to achieving the “triple aim” objectives of health
care reform:

» Reduce the cost of care
- Improve the experience of care
» Improve health of individuals and communities

Consistent with these aims, CCWH asserts: “There can be no
health without behavioral health” Below are the core messag-
es CSAM is voicing through its involvement in the Coalition:

Effective care for SUD/MH is premised on the understand-
ing that these disorders are chronic conditions for which ready
access to both acute and continuing care is essential. Similar
to hypertension, asthma and diabetes, SUD/MH can be suc-
cessfully treated through effective chronic care. Half of all in-
dividuals with chronic medical conditions also have co-occur-
ting SUD/MH, resulting in higher costs and poorer outcomes.
When SUD/MH is treated, the total cost of care for these indi-
viduals — and their families — is greatly reduced and overall
health is significantly improved.

To realize the savings associated with improved health
outcomes, insurance benefits for individuals must provide
all medically necessary care across a continuum that meets
changing care needs over time. Care levels can and should
be determined using nationally recognized professional stan-
dards and include rehabilitative as well as residential services,
With a continuum of care ranging from risk assessment and
prevention, to early detection, effective intervention and
maintenance treatment, individuals with SUD/MH can lead
healthy and productive lives.

Health plans need clear guidelines and regulations from
the California Health Benefits Exchange to assure compliance
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with the Mental Health and Substance Abuse Parity Act (Parity
2008), which preempts disparate application of “non-quanti-
tative” treatment limits for SUD/MH. Under Parity, medical ne-
cessity definitions and criteria, utilization management prac-
tices and provider network management practices cannot be
more restrictive for SUD/MH than for medical or surgical con-
ditions. Moreover, health plans must assure the availability of
an adequate number of qualified providers, across all levels of

“The California Coalition for
Whole Health (CCWH) represents
the state’s largest mental health

and alcohol/drug treatment

associations.”

care, who are within reasonable geographic access and avail-
able to see new patients in a timely manner. For persons with
SUD/MH conditions, any delay in access results in de facto de-
nial of care,

Given these findings, CCWH believes the Kaiser Small
Group Health Plan, as selected by AB 1453 and SB 951, pro-
vides a reasonably effective and efficient benchmark template
as required by the ACA and can serve as a starting point to de-
fine essential health benefits for SUD/MH. This plan provides
many levels of medically necessary care, although the range
of services within those levels should be enhanced. Supple-
mentation of these benefits will be required to provide med-
ication-assisted addictions therapy, such as methadone as a
treatment modality, in order to comply with parity and medi-
cal necessity standards. In addition, residential mental health
benefits, extent of coverage for mental health case manage-
ment, prevention and wellness benefits and recovery benefits
must be clarified.

With full access to medically necessary care for SUD/MH,
provided optimally in integrated health systems and settings,
California stands ready to realize substantial financial savings
through improved population health. There is good evidence
— from both commercial health plans as well as public health
systems -— of overall cost-effectiveness and improved health
when SUD/MH is appropriately treated.

With the above recommendations, CSAM through the
CCWH, is sharing the message that effective and efficient cov-
erage of mental health and substance use disorders is within
reach for California. =

California Society of Addiction Medicine




By ChrisTY WaTERs, MD, CHAR, COMMITTEE ON PUBLIC PoLicy

SAM’'s Committee on Public Policy
reviews and weighs in on more
i than 30 pieces of California leg-
islation each year. Allied treatment orga-
nizations often contact CSAM seeking to
know its positions. This year, CSAM active-
ly educated the public and policy makers
about SB 1506 (Leno) which would have
revised the penalty for drug possession for personal use
from a felony to a misdemeanor. Unfortunately the bill was
defeated, but had it passed, it would have saved $200 mil-
lion a year, reduced jail overcrowding and eliminated barri-
ers to successful reentry that accompany a felony conviction,
including barriers to housing, employment and education.
CSAM plans to continue to work with its allied partner or-
ganizations toward achieving the intent of this bill. Another
bill CSAM is supporting is AB 472 (Ammiano), also known
as the “Good Samaritan Bill? which addresses the needless
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overdose deaths that occur when witnesses to an overdose
hesitate to contact emergency services because they fear ar-
rest for themselves or for the overdose victim.

Development of a Statewide Physician Health &
Well-Being Program

CSAM is co-sponsoring SB 1483 (Steinberg) and is working
alongside a wide variety of state medical societies and orga-
nizations (California Psychiatric Association, California Medi-
cal Association, California Hospital Association, etc.) to form a
new physician health program in California to take the place
of the program that was eliminated by the Medical Board of
California (MBC). If signed into law this year, the bill would
establish a statewide intervention program for physicians
with substance and/or mental health issues. California is one
of only 5 states that lacks such a program. CSAM has been
working since 2008 to gain passage of this legislation and
this year looks like the most positive chance for passage.

SUBSTANCE ABUSE TREATMENT PARITY: A FIELD HEARING

with

The Honorable Mary Bono Mack | The Honorable Patrick Kennedy | The Honorable Grace Napolitano

At this field hearing, state and local representatives, providers, and consumers will
speak about parity implementation and enforcement.

SEPTEMBER 18,2012 | 6:30 pm - 8:30 pm

Location:
The Chicago School of Professional Psychology
617 West 7th Street, Los Angeles, CA 90017

This public hearing will focus on the implementation and enforcement of the Mental Health Parity and Addiction Equity
Act of 2008. The Act requires equality between insurance coverage for medical/surgical treatment and mental health/
substance abuse treatment, The regulations require health insurers to ensure that financial requirements {deductibles,
co-pays, etc.) and treatment limitations (visit limitations, medical review procedures) for mental health and substance
abuse treatment are no more restrictive than requirements or limitations that are applied to medical/surgical benefits,

CSAM's President-elect itai Danovitch, MD, along with local consumers will testify on the barriers that they continue
to face in accessing mental health care and addiction treatment through their health insurance — barriers they do not
encounter with other forms of health care. Individuals and families denied coverage for mental health and/or addiction

treatment are expected to call on federal regulators to issue final regulations to prevent persistent and ongoing
insurance discrimination against those needing behavioral health benefits,

Eor more information, visit: www.parityispersonal.org » Eollow @ParityCoalition (on Twitter)

WWW.Csal-asam.org
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By THomas J. Brapy, MD, MBA, Char, Access TO TREATMENT COMMITTEE

7 everal managed behavioral health
care organizations (MBHCOs) do
4 not permit physicians who are cer-
tified in addiction medicine but are not
board certified psychiatrists to become
in-network providers and treat member
patients diagnosed with substance use
disorders. Why is this a problem?

MBHCOs, by providing substance use disorder health
care treatment benefits, obligate themselves to facilitate high
quality and readily available addiction treatment. MBHCO
mission statements uniformly state the guiding principle of
ensuring the right treatment at the right time in the right
place, all while using resources efficiently.

Excluding addiction medicine physicians and limiting
provider panels to psychiatrists undermines this principle
by limiting access to those most skilled in the treatment of
these disorders. General psychiatrists may have had little di-
dactic or clinical training in addiction treatment during their
residency training and minimal supervised experience treat-
ing such patients. Physicians specializing in non-psychiatric
specialties such as Internal Medicine, Family Practice, Obstet-
rics-Gynecology, and Pediatrics, who have had special post-
residency training in addiction, and especially those who
have met the requirements for certification by the American
Society of Addiction Medicine (ASAM), the American Board
of Addiction Medicine (ABAM), or the American Osteopathic
Association (AOA), generally have more training and treat-
ment experience in addiction treatment than general psy-
chiatrists.

Patients presenting with addiction or other substance
use disorders often already face barriers to obtaining suc-
cessful treatment because of stigma, ignorance, societal and
professional denial, limited access to treatment, and insuf-
ficient quality of care. In 2006, 21.1 million of the 23.6 million
people needing treatment for an illicit drug or alcohol use
problem, approximately 9 out of 10, did not receive treat-
ment. By comparison, only 24 percent of people with dia-
betes do not receive care. The costs of untreated addiction
and drug abuse per 2007 data were substantial at more than
$484 billion annually in direct and indirect costs, higher than
the cost of coronary heart disease ($151.6 billion), diabetes
($131.7 billion), and cancer ($171.6 billion) combined. This
includes health care expenditures, lost earnings, and costs
associated with crime and accidents. Timely high-quality
addiction treatment saves lives, money, and increases em-
ployee productivity and reduces absenteeism. Several con-
servative estimates found that every $1 invested in addiction

THomas J, Braoy, MD
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treatment yields a return of between $4 and $7 in reduced
drug-related crime, criminal justice costs, and theft. When
reduced overall health care costs are included, addiction
treatment produces average total savings exceeding cost of
treatment by a ratio of 12to 1.

MBHCOs should include non-psychiatrist addiction
physicians certified by ASAM or ABAM in their in-network
provider panels to treat member patients diagnosed with
addiction and other substance use disorders. Also, MBHCO
physicians who conduct utilization review of addiction treat-
ment cases and detoxification cases should have expertise in
addiction. Restricting MBHCO physician panels to psychia-
trists, even while this includes well-trained subspecialist ad-
diction psychiatrists certified by the American Board of Neu-
rology and Psychiatry (ABPN) or the American Osteopathic
Board of Neurology and Psychiatry (AOBNP), limits patient
access to quality addiction treatment, Such a discriminatory
policy precludes MBHCO member patients from being pro-
vided the most effective and efficient treatment, delivered
by the most skilled providers, and consistent with the best
clinical outcomes.

“"MBHCOs should include non-
psychiatrist addiction physicians
certified by ASAM or ABAM in their
in-network provider panels to treat
member patients diagnosed with
addiction and other
substance use disorders.”

ASAM and CSAM are joining together to conduct a campaign
to correct this inequity, both by directly approaching both
those MBHCOs that exclude non-psychiatrist addiction phy-
sicians, and also state government regulatory agencies that
oversee the MBHCOs, including the California State Depart-
ment of Managed Health Care. If you are an addiction phy-
sician who is not also a psychiatrist and have been turned
away from joining an MBHCO provider panel, please send
your story to the CSAM’s Access to Treatment Committee at
csam@csam-asam.org, s

Dr. Brady is board certified in addiction medicine, and general,
child and adolescent, and forensic psychiatry.

'Principles of Drug Addiction Treatment: A Research-Based Guide, 2nd Ed,,
National Institute on Drug Abuse, 2009
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By TimmeN CermAK, MD, IMMEDIATE PAST PRESIDENT

n 2011 the CSAM Executive Council
and membership accepted the Youth
First report, a discussion of marijuana
policy in California with recommendations
to regulate and tax marijuana with reve-
nues earmarked for adolescent prevention
and treatment services. The creation of
Timwien Cermak, MD v oy First was guided by a new process of
governance being adopted by much of the non-profit world.
That governance process is called “Knowledge-Based Deci-
sion Making” (or KBDM). KBDM is a strategy to improve the
quality of organizational decision-making. 1t supplements
Robert’s Rules of Order, a top-down, parliamentary set of
governance practices traditionally followed by professional
associations. Why would such a significant change in gover-
nance structure be indicated?

In the last century, before the advent of the internet, a
major function of voluntary professional associations was
to create, gather and distribute information to association
members. For example, the CSAM staff would follow budget-
ary and legislative events in Sacramento, and then pass this
information on to members.

Today with the Internet, any member with an interest in
Sacramento can now retrieve data directly just as fast on the
Internet as by contacting the CSAM staff. in order to remain
relevant, associations have to do more than mere database
management.

KBDM keeps associations relevant by moving be-
yond information and creating knowledge specific to the
organization's mission. This process can be summarized in
several questions:

1. What are the members’ needs and perspectives?
What is the capacity of the association?
3. What are the current realities of the association’s
environment?
What information is available and what is still required?
5 What are the ethical implications of the association’s
choices?

The goal of Knowledge-Based Decision Making is to create
maximum dialogue before making decisions. All who are
affected by any decision need to be given access to all the
information needed to make an informed decision. And they
need to be given an opportunity to have input before deci-
sions are made. Making a good decision — a decision that
builds consensus through a process that builds community
— is more important than who makes the decision.

CSAM’s Youth First report was developed in accordance
with KBDM principles, and thus exemplifies this process in
action: The issue of marijuana and policies governing mari-
juana was identified through feedback on potential topics
from conference attendees. Speakers on basic science, clini-
cal and policy aspects related to marijuana were included

continued on page 12

Membership in ASAM and CSAM is restricted to physicians,
however, recently the ASAM Board of Directors proposed
changing its bylaws to allow non-physicians to join ASAM
and in turn, to join CSAM, its largest state chapter.

CSAM's Executive Council notified the ASAM Board of
Directors that it is strongly opposed to allowing non-physi-
cians to join ASAM, a position CSAM has espoused for many
years, On June 6, 2012, CSAM’s President Jeffery Wilkins, MD
conveyed CSAM's position to the ASAM Board of Directorsin
a letter. The following is the text of that letter:

"It is our (CSAM’s) position that this is a time that, more
than ever, requires addiction medicine physicians to embrace
our identity and cohesion as we face a rapidly changing medi-
cal landscape. We must be united and focused in order to treat

WWW,Csam-asain.org

and protect the rights of our patients. On a national level, it’s
crucial that ASAM preserve our hard-fought role as the physi-
cian voice of addiction medicine on legislative and regulatory
matters. For the safety of our patients, we must also protect our
ability to effectively advocate on scope of practice issues, and
similar challenges at the state level. By retaining our identity
as addiction medicine physicians we will maintain our role as
the authoritative source of knowledge on evidence-based ad-
diction treatment. We must maintain our strong educational
programs while creating new resources, including resources
that support addiction medicine. CSAM urges ASAM to focus its
efforts, first and foremost, on addressing the needs of its physi-
cian members and the patients we serve. =

CSAM NEWS + SUMMER 2012




of

Septem
By AnTHONY ALBANESE, MD, CHar, CSAM Review Course 2012

| oin us for a stimulating and rewarding educa-
tional experience that will advance your under-
standing of addiction medicine and improve
your clinical practice. Whether you are preparing for
the American Board of Addiction Medicine Certifica-
tion Exam, refreshing your knowledge of the field, or
newly learning about the diagnosis and treatment of
addictions, this course has something to offer.

The conference includes a roster of the preeminent leaders in the
field of addiction research and treatment including the following:

ANTHONY ALBANESE, MD

ber 5-8,2012 | Hyatt Regency San Francisco Embarcadem
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George Vaillant, MD

The Natural History of Alcoholism

In The Natural History of Alcoholism, first
published in 1983 and updated in 2006, Dr.
. George Vaillant reported on the results of a
study carried out from 1940 through 1980 involving 660 men
during their maturation from adolescence to late middle life.
The book has been acclaimed as perhaps the single most im-
portant contribution to the literature on alcoholism. Dr. Vail-
lant took on the crucial questions of whether alcoholism is
a symptom or a disease, whether it is progressive, whether
alcoholics differ from others before the onset of their alco-
holism, and whether alcoholics can safely drink. In addition,
his work has focused on individual adult development and,
more recently, he has been interested in positive emotions
and their relationship to community development,

George Koob, PhD

Neurobiclogy of Addiction

Dr. Koob is one of the world’s authorities on
the neurobiology of drug addiction. He has
contributed to the understanding of the
neurocircuitry associated with the acute reinforcing effects
of drugs of abuse and on the neuroadaptations of these re-
ward circuits associated with the transition to dependence.
He has validated key animal models for dependence asso-
ciated with drugs of abuse and has begun to explore a key
role of anti-reward systems in the development of depen-
dence. The identification of specific neurochemical systems
within the basal forebrain system of the extended amygdala
involved in motivation has significant impact. Identification
of a role for dopaminergic, opioidergic, GABAergic, glutama-
tergic and corticotropin-releasing factor systems in excessive
drug taking provides a neuropharmacologic basis for the al-
lostatic changes hypothesized to drive the process of pathol-
09y associated with addiction, anxiety, and depression.
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Gabor Maté, MD

Thursday Evening Dessert Reception
Based on Dr. Gabor Maté's bestselling book,
In The Realm of Hungry Ghosts: Close Encoun-
ters With Addiction, this talk will explore how
addictions are neither consciously chosen nor genetically
determined, but are the psychological and neurobiologi-
cal outcomes of life experience, most commonly childhood
trauma and how in such experiences the neurobiology of the
brain's reward pathways develops and the emotional pat-
terns that lead to addiction are wired into the unconscious,

Nancy Goler, MD

Substance Abuse in Pregnancy

and Fetal Development

Dr. Goler is recognized for her groundbreak-
ing work in evaluating Kaiser Permanente’s
Early Start program, designed to reduce negative maternal
and neonatal outcomes associated with prenatal substance
abuse by making education and early intervention acces-
sible to pregnant women. Her research showed that the
program improved infant outcomes leading to lower overall
costs by an amount significantly greater than the costs of the
program.

continued on page 9
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continued from page 8

Neal Benowitz, MD

MNicotine

Dr. Benowitz’s research focuses primarily on the human
pharmacology of nicotine and other stimulant drugs.
Dr. Benowitz’s laboratory has conducted studies on the
dlsposmon kinetics, metabolism and pharmacodynamics of nicotine,
with an emphasis on the role of nicotine and maintaining nicotine ad-
diction in causing tobacco-related diseases. He has studied the human
pharmacology of nicotine, including metabolism, effects on the heart
and circulation, and role in addiction. He studies the questions related
to the safety of low-tar cigarettes, safety of medications used to treat
nicotine addiction, smoking and heart disease, smokeless tobacco, and
the genetics of nicotine addiction.

Keith Humphreys, PhD

Behavioral Interventions and Psychosocial
Treatment

Dr. Humphreys has been extensively involved in the
' formation of federal policy and served as senior policy
advisor at the White House drug policy office in 2009-2010. His work
has bridged the worlds of clinical research, clinical practice, social poli-
cy and the lived experience of addiction recovery. His studies, perhaps
more than the contributions of any other scientist, have illuminated the
role of community, particularly indigenous recovery communities, in
recovery initiation and long-term recovery maintenance. Since 2004,
Humphreys has also volunteered as a consultant and teacher in the
multinational humanitarian effort to rebuild the psychiatric care system
of Irag, for which he recently won the American Psychological Associa-
tion’s Award for Distinguished Contribution to the Public Interest.

Other plenary speakers:

« Anthony Albanese, MD: Alcohol

« Timmen Cermak, MD: Cannabis

« Paula Lum, MD: Medical Complications of Addiction

. Edwin Salsitz, MD: Opioids

. Francis Vocci, PhD: Receptors, Pharmacology and the Medical
Management of Addiction

. Marc Fishman, MD: Assessment and Treatment of Substance
Abuse in Adolescents, Inhalants

+ Greg Skipper, MD: Drug Testing

+ Scott Fishman, MD: Pain and Safe Prescribing

. Stephanie Brown, PhD: A Clinicians Guide to 12-Step Programs

« Thomas Kosten, MD: Stimulants

. John Tsuang, MD: Psychiatric Comorbidities

. Sharone Abramowitz, MD: Motivational Interviewing:
Stages of Change

+ Mel Pohl, MD: Sedative-Hypnotics

« David Kan, MD: Ethics and Confidentiality

. Silas Wheelock Smith, MD: Club Drugs, Hallucinogens and
New Drugs of Abuse

« Kent Olson, MD: Emergency Room Presentations of Addiction

For more information, go to: www.csam-asam.org
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CSAM Members Invited...
FLAVORS OF

SAN FRANCISCO DINNER

Friday, September 7, 2012
at6:30 pm
Hyatt Regency San Francisco

All CSAM members and their guests are invited to attend
the signature dinner and social event during the CSAM
Addiction Medicine Review Course. It will be an evening
to remember featuring unigue themed food stations
and live music. The menu features a variety of favorites
from the “City by the Bay” including shrimp cocktail, clam
- v chowder, sourdough bread, pastas, Chinatown fare, and

Murtuza Ghadlall, MD ( oor o1 . .
- . , much more. Come meet and mingle with conference at-
ShuainFritchy VD S ' tendees and CSAM colleagues! Tickets are 550 per person
Emjay Meng—Jlao Tan, MD, Julle Bo ' ' ' gues: perp )

SidChwenyuon {ngie) Chen, MD - 7 To reserve tickets, call CSAM at 415-764-4855 or email;
. 7 : - CSam@Csam-asam.org




