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• William L. White, MA has no financial relationships
to disclose.

The contents of this activity may include discussion of off label or investigative drug uses. The 
faculty is aware that is their responsibility to disclose this information. 



Planning Committee, Disclosures 
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AAAP aims to provide educational information that is balanced, independent, objective and free of bias and based on  

evidence. In order to resolve any identified Conflicts of Interest, disclosure information from all planners, faculty and anyone 

in the position to control content is provided during the planning process to ensure resolution of any identified conflicts. This 

disclosure information is listed below: 

The following developers and planning committee members have reported that they have no commercial relationships  

relevant to the content of this module to disclose: PCSS-MAT lead contributors Frances Levin, MD and Adam Bisaga,  

MD; AAAP CME/CPD Committee Members Dean Krahn, MD, Kevin Sevarino, MD, PhD, Tim Fong, MD, Tom Kosten,  

MD, Joji Suzuki, MD; and AAAP Staff Kathryn Cates-Wessel, Miriam Giles and Blair-Victoria Dutra. 

All faculty have been advised that any recommendations involving clinical medicine must be based on evidence that is  

accepted within the profession of medicine as adequate justification for their indications and contraindications in the care of  

patients. All scientific research referred to, reported, or used in the presentation must conform to the generally accepted  

standards of experimental design, data collection, and analysis. The content of this CME activity has been reviewed and  the 

committee determined the presentation is balanced, independent, and free of any commercial bias. Speakers will inform  the 

learners if their presentation will include discussion of unlabeled/investigational use of commercial products. 



Accreditation Statement 
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• American Academy of Addiction Psychiatry (AAAP)

is accredited by the Accreditation Council for

Continuing Medical Education to provide continuing

medical education for physicians.



Designation Statement 
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• American Academy of Addiction Psychiatry

designates this enduring material for a maximum of

1 (one) AMA PRA Category 1 Credit™. Physicians

should only claim credit commensurate with the

extent of their participation in the activity.]

 Date of Release: October 22, 2015

 Original Date of Expiration: July 31, 2016

Date of Expiration: October 22, 2018



System Requirements 
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• In order to complete this online module you will need

Adobe Reader. To install for free click the link below:

 http://get.adobe.com/reader/

http://get.adobe.com/reader/


Target Audience 
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• The overarching goal of PCSS-MAT is to make

available the most effective medication-assisted

treatments to serve patients in a variety of settings,

including primary care, psychiatric care, and pain

management settings.



Educational Objectives 

8 

• At the conclusion of this activity participants should be  
able to: 

 Describe changes in recovery-oriented practices  
within the evolution of methadone maintenance  
treatment (MMT) 

 Identify at least 3 concerns that led to call for  
increased recovery orientation of MMT 

 Define Recovery-oriented MMT (and what it is NOT) 

 List at least 5 service ingredients that distinguish  
ROMM 

 Discuss strategies to reduce social and professional  
stigma attached to MMT and broader arena of  
medication-assisted treatment and recovery 



“I am not my disease, and I am not my medication.” 

--Methadone Maintenance Patient, 2009 
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A Note on Note-taking & Resources 
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• The information reviewed in this webinar is detailed  

with full citations in the 2010 White & Mojer-Torres  

monograph, Recovery-oriented Methadone  

Maintenance, and the other publications noted on  

the last slides. All are available for free download at  

www.williamwhitepapers.com 

• The slide of this presentation will be posted for 

download. 

http://www.williamwhitepapers.com/


The Historical Context for the  

Development of MMT 

Technology  
• Isolation of Morphine 

• Hypodermic Syringe 

Drug 
Promotion 

 

• Patent Medicine Industry 

Specialized  
Treatment 

• Homes, Asylums,  
Institutes 

• Fraudulent Cures 
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Iatrogenesis: 

Harm in the Name of Help 
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The Historical Context for the  

Development of MMT 

Collapse 

Of 19th Century Tx 

• Harrison Act 

• Webb V. United States 

• 1919-1924 Clinics 

• Experimental, e.g., Bromide Therapy 

 
Narcotics Farms 

 

• Porter Act (1929) 

• Lexington, KY (1935) 

• Fort Worth, Tx (1938) 

• High Post-Tx Relapse Rates 

Mid-20th Century  
rise in Heroin  

Addiction 

 
• Juvenile Narcotic Addiction &  

Riverside Hospital (52-61) 

• Moral Panic 

• Vietnam 
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Therapeutic Pessimism Sparks  

Search for New Tx Approaches 
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• Psychoanalysis and Psychotherapy 

• Serum Therapy, ECT, Psychosurgery, LSD, ECT,  
Aversion Therapy, 

• Grassroots community counseling clinics (1950s) 

• Mutual Aid via Addicts Anonymous (1947) &  
Narcotics Anonymous (1953; near death in 1959;  
limited growth) 

• Therapeutic Communities (Synanon, 1958) 

• Civil Commitment 

• Narcotic Antagonists (e.g., naloxone, naltrexone) 

• Methadone Maintenance 



MMT Pioneers 

• Dr. Vince Dole 

• Dr. Marie Nyswander 

• Dr. Mary Jeanne Kreek 

• MMT as a Patient-centered  

medical treatment 

• Role of Psychosocial 

Support 

• Dole/Nyswander AA/NA 

involvement 
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Recovery Orientation of Early MMT 

• Rapid Access to Tx 

• Emphasis on Therapeutic 

Alliance 

• Blockade Doses (80-120  

mgd) 

• No limits on duration of  

MMT 

• Programs for special  

populations 

• Recovering staff as role  

models 
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Regulations and Mass Expansion 
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• Federal and widely varying state and local  
regulation of MMT 

• Rapid Growth under Nixon Administration 

 22 patients in 1965 

 400 patients in 1968 

 36,000 patients in NYC in 1972 

 80,00 patients in US in 1976 

• Present 

 260,000 MMT patients in 2008 (in 1,132 certified 
OTPs) 

 Estimates of persons addicted to opiates in US  
range between 750,000-1,000,000 



Regulations and Mass Expansion 
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• Decreased recovery orientation via 

 Shift in focus from personal recovery to reduction 

of social costs, e.g., crime and infectious disease 

 Widely varying quality of MMT clinics 

 Reduction of average methadone doses to sub- 

therapeutic levels 

 Decreased duration of MMT with increased  

pressure to end medication maintenance 

 Erosion of ancillary services, particularly in 1980s 

 Preoccupation with mechanics of dosing rather  

than larger process of recovery 



Early Methadone Critics Alleged 
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• Substitutes one addictive drug for another 

• Conveys permissiveness towards drug use 

• Fails to address characterological or social roots of 

heroin addiction 

• Impairs patients cognitively, emotionally, 

behaviorally 

• Is a tool of racial oppression 

• Is financially exploitive 

 
Public/professional stigma left MMT & patients in a  

cultural limbo 



Revitalization of MMT  

(1990-present) 

20 

• Reaffirmation of MMT effectiveness by leading  

scientific, professional and governmental bodies 

• Advocacy efforts of MMT patients (e.g., AFIRM,  

NAMA-R) 

• Expansion of pharmacotherapy choice, e.g.,  

buprenorphine 

• Expansion of MMT in private sector following  

erosion of public funding 

• Focus on elevating quality of MMT 

• Accreditation of Opioid Treatment Programs  

(OTPs) 



Setting the Stage for ROMM 
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• Understanding Opioid Addiction as a Chronic  

Disorder 

• Emergence of Recovery as New Organizing  

Paradigm in Addictions Field 

• Efforts to Extend Acute & Palliative Models of Care  

to Models of Assertive Recovery Management (RM)  

& Recovery-Oriented Systems of Care (ROSC) 

• Questions of Implications of RM & ROSC to  

Medication-Assisted Treatment (MAT) 



Emerging Recovery Definition 
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Limbo Status of the MM Patient 
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• Positing recovery as a journey of self-  

transformation, the methadone patient subsists in  

undetermined space—a hinterland beyond the  

clearly demarcated identity fissures of “addict” or  

“recovering addict.” In the absence of a proactive  

recovery culture, the methadone maintenance  

patient becomes tied to an archetypal “spoiled  

identity” to be managed and governed rather than  

retrieved, nurtured and healed (Bamber, 2010). 



Recovery and Medication Status  

BFI Consensus Statement 
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• “…formerly opioid-dependent individuals who take  

naltrexone, buprenorphine, or methadone as  

prescribed and are abstinent from alcohol and all  

other nonprescribed drugs would meet this definition  

of sobriety” (Journal of Substance Abuse Treatment,  

2007) 



Growing Professional Consensus 
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• For MAT patients who achieve recovery via these  

three dimensions, continued participation in  

medication maintenance or eventual tapering and  

recovery without medication support represent  

varieties of recovery experience and matters of  

personal choice, not the boundary of passage from  

the status of addiction to the status of recovery.  

(White, 2012, Journal of Addictive Diseases) 



This Perspective Requires: 
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This Perspective Requires Challenging  

Methadone Myths, such as 
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ROMM Defined 
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• ROMM is an approach to treatment of opioid  

addiction that combines medication and a sustained  

menu of professional and peer-based recovery  

support services to assist patients and families in  

initiating and maintaining long-term recovery. 



Problems of MMT Addressed by  

ROMM Include: 
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• Low rate of attraction (6-15 years before 1st  
admission; 22 years prior to achieving recovery  
stability) 

• Problems of access (25-50% of persons on waiting 
list drop out before admission) 

• Subclinical dosing and dose manipulations or 
administrative discharge for rule infractions 

• Continued drug use while in MMT related to  
withdrawal distress (often linked to subtherapeutic  
doses of methadone), dysphoric emotional states,  
pleasure-seeking, and impulsive responses to social  
opportunities to use (Best et al., 1999). 



Problems of MMT Addressed by  

ROMM Include: 

30 

• Low rate of sustained engagement (24% drop-out in first  

60 days; 60.2% drop-out by one year) 

• High rate of drop-out/discharge without planned tapering  

(11% as planned; 45% drop out; 17% transferred; 13%  

AD; 15% other) 

• High rate of post-discharge relapse (50%+ in first year  

after discharge; most in first 30 days) and high mortality  

risk (8-20 times greater than patients in treatment) 

• Low linkage to indigenous recovery communities or  

alternative recovery support institutions 

• Role of self-stigma and professional/social stigma  

attached to MMT as obstacle to community reintegration 



ROMM Does NOT: 
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• Raise the bar of admission to MMT, e.g., motivation 

• Set arbitrary limits on dosage or duration of MMT 

• Impose pressure for patients to end MMT 

• Force counseling or peer support services on  

patients who do not want or would not benefit from  

them 

• Extrude patients who do not adopt the goal of full  

recovery 

• Impose remission/recovery criteria on MMT patients  

different that those applied to other patients with  

SUDs. 



ROMM Does Seek To: 
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• Attract people at earlier stages of problem development 

 Assertive community education & outreach 

• Ensure rapid access to MMT / Resolve obstacles to Tx 

 Streamlined intake and assertive waiting-list  

management 

• Assure safe, individualized, optimum dose stabilization 

 Close medical monitoring during induction;  

individualized dosing philosophy, signs of clinical  

deterioration prompt rapid dose re-evaluation and  

need for ancillary services 

• Engage and retain individuals/families in a sustained  

recovery support process 



ROMM Does Seek To: 
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• Utilize assessment processes that are global, family-  

centered, strengths-based and continual 

 Examples, ASI, GAIN 

• Transition each patient from a professionally-directed  

treatment plan to a patient-directed recovery plan 

 Former aimed at remission (-); latter aimed at 

recovery (+) 

• Expand the service team 

 e.g., primary care physicians, family therapists, peer 

specialists 

• Shift the service relationship from a directive expert  

model to a recovery partnership/consultation model 



ROMM Does Seek To: 
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• Assure minimum/optimum duration of MMT 

 Minimum 1-2 years (Patients who taper after 1-2 years  
have better long-term post-Tx outcomes than those ending  
treatment before 1 year) 

 Option of prolonged, if not lifelong, maintenance 

 Focus is on recovery not duration of medication support 

• Expand the service menu & imbed services in vibrant culture 
of recovery 

 Expanded menu of ancillary services 

 C of A to C of R; RC infused treatment milieu 

 Recovery is contagious 

• Extend delivery of recovery support services into the 
community 

 e.g., C0-location; delivery of recovery support services  
outside the clinic 



ROMM Does Seek To: 
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• Link patients/families to recovery community support  
resources 

 Assertive versus passive linkage procedures 

• Provide post-treatment monitoring, support and, if and 
when needed, early re-intervention. 

 Recovery checkups & re-engagement 

• Evaluate MMT using proximal and distal indicators of  
long-term personal and family recovery 

 Moving beyond short-term HR outcomes (mortality,  
crime, disease) to long-term measures of global  
health, quality of life and community contribution 

• Conduct anti-stigma campaigns aimed at patients,  
families, staff, allied professionals and the community. 



Strategies to Address  

Professional/Social Stigma 
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Missing Voices in MMT Discussions 

37 

• Patients and Families 

• Need for vanguard of individuals/families to put 

faces and voices on medication-assisted recovery 

• There are signs that this vanguard is emerging 

• That vanguard needs to be engaged in 

RM/ROSC/ROMM design and evaluation efforts 
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PCSS-MAT Mentoring Program 
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• PCSS-MAT Mentor Program is designed to offer general information to  

clinicians about evidence-based clinical practices in prescribing  

medications for opioid addiction. 

• PCSS-MAT Mentors comprise a national network of trained providers with  

expertise in medication-assisted treatment, addictions and clinical  

education. 

• Our 3-tiered mentoring approach allows every mentor/mentee relationship  

to be unique and catered to the specific needs of both parties. 

• The mentoring program is available, at no cost to providers. 

 

For more information on requesting or becoming a mentor visit:  

pcssmat.org/mentoring 

http://pcssmat.org/mentoring/


PCSS-MAT Listserv 

Have a clinical question? Please click the box below! 
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Funding for this initiative was made possible (in part) by Providers’ Clinical Support System for  

Medication Assisted Treatment (5U79TI024697) from SAMHSA. The views expressed in written  

conference materials or publications and by speakers and moderators do not necessarily reflect the  

official policies of the Department of Health and Human Services; nor does mention of trade names,  

commercial practices, or organizations imply endorsement by the U.S. Government. 

PCSSMAT is a collaborative effort led by American Academy  

of Addiction Psychiatry (AAAP) in partnership with: American  

Osteopathic Academy of Addiction Medicine (AOAAM),  

American Psychiatric Association (APA), American Society of  

Addiction Medicine (ASAM) and Association for Medical  

Education and Research in Substance Abuse (AMERSA). 

For More Information: www.pcssmat.org 

Twitter: @PCSSProjects 

http://www.pcssmat.org/
https://twitter.com/PCSSprojects


Please Click the Link Below to Access 

the Post Test for this Online Module 

Click here to take the Module Post Test 

Upon completion of the Post Test: 

• If you pass the Post Test with a grade of 80% or higher, you will be instructed to click a  
link which will bring you to the Online Module Evaluation Survey. Upon completion of the  
Online Module Evaluation Survey, you will receive a CME Credit Certificate or Certificate  
of Completion via email. 

 
• If you received a grade of 79% or lower on the Post Test, you will be instructed to review  

the Online Module once more and retake the Post Test. You will then be instructed to click  
a link which will bring you to the Online Module Evaluation Survey. Upon completion of  
the Online Module Evaluation Survey, you will receive a CME Credit Certificate or  
Certificate of Completion via email. 

 
• After successfully passing, you will receive an email detailing correct answers,  

explanations and references for each question of the Post Test. 
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http://www.cvent.com/d/trqvq6
http://www.cvent.com/d/trqvq6
http://www.cvent.com/d/trqvq6



