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>> Thank you everyone that is a great way to start a virtual
meeting this year it's totally 2020. So hello everyone and
welcome to today's webinar, virtual town hall panel discussion
on opioid use disorder in the Black community. It's great that
you can join us today. I am Samson Teklemariam, the director of
training and professional develop much for NAADAC the
association for addiction professionals. I will be the
facilitator for this training experience pretty permanent
homepage for NAADAC webinars is on the screen. Make sure to
bookmark this webpage so that you can stay up to date on the
latest in addiction education. Closed captioning is provided by
Caption Access.
We are using coach webinar for this event you will notice it
looks a little bit like the one of my slider you've entered into
what is called listen only mode which means your microphone is
automatically muted to prevent any disruptive background
noises. If you have trouble hearing the panel or myself or any
reason like being on mute, consider switching to a telephone
line using the audio option or you can let us know by typing to
the questions box. The audio option is in the control panel and
you can access the coach webinar control panel by using the
orange arrow to minimize or maximize that panel any time. If you
have questions for the panel you can type them into the
questions box. The book of this webinar time is dedicated to an
open forum panel discussion. You will also notice the handouts
tab a copy of our slide deck in a three slides per page PDF.
Lastly, the questions box throughout this webinar, please
share your ideas to advocate for greater cultural sensitivity

or social responsibility in this area. Just enter the word
"advocacy" in all capital letters with your name and location
and share your experience. We will share your ideas with the
panel and the audience towards the end of the webinar.
Let me introduce you to today's panel first is Dr. Sherra
Watkins the director of wellness counseling and assistant
professor in the Department of behavioral sciences at the
American University of the Caribbean school of medicine. She is
a leader in transforming organizational systems to increase
access and utilization of counseling and coaching services that
are diverse and culturally responsive. Her research focuses
on decreasing the stigma of mental health and substance use
disorders, chronic pain and chronic diseases among Black and
indigenous people of color and the intersection of racism,
racial bias, chronic pain mental health and substance abuse
treatment. She is the cone owner of sister wells counseling
coaching and consulting. She currently resides in Saint
Maarten with her husband and two boys.
Also with us today is Dr. Andrew Kolodny a former supervisor
of mine and the senior scientist at the institute of behavioral
health at the Heller school at Brandeis University and medical
director of the opioid policy research collaborative. Dr.
Kolodny is one of the nation's leading experts on prescription
opioid and heroin crisis. His primary area of focus is the
prescription opioid and heroin crisis devastating families and
communities across the country. Is also the executive director
of the physicians were responsible opioid prescribing an
organization with the mission to reduce morbidity and mortality
caused by overprescribing of opioid analgesics. Dr. Kolodny
previously served as chief medical officer for Phoenix health a
nonprofit treatment agency and chair of psychiatry at
Maimonides Medical Center in New York City.
Lastly we are really honored to have Dr. Lamiaa Tolba who
joined no the cancer center in 2018 as a certified physician. As
a part of the Novant hematology team she is collaborating - to
establish a transition program for patients with chronic
nonmalignant hematology condition. Dr. Tolba teaches
hematology to physician assistant students and prior to joining
Novant she worked with the sickle-cell team at Levine Cancer
Institute where she led and collaborated a number of projects
such as the pain action plan and outlining the framework for
the sickle-cell advance clinical practitioner fellowship for

the center of advanced practitioners. She completed her
doctorate of medical sciences degree from the University of
Lynchburg in 2019 and NAA AA see super honored and excited to
provide this virtual town hall event an honest discussion
hopefully create a connection with all been missing this year
and sort of doing what we've always done in the addiction
profession since our inception sharing experiences with one
another so with no further delay we will start with Dr. Sherra
Watkins. Whenever you are ready we will turn this over to you.
>>DR. SHERRA WATKINS: Good afternoon everyone. As we get
started talking about opioid use disorder among African
Americans I want to give a start with this first slide. What we
know is that there is a preconception of what type of opioid use
we see among African Americans so with this slide we see that
prescription pain reliever misuse and heroin use among AfroAmericans has grew and also decreased depending on -- from
2015-2018. At the top line of graphics and we see that we are
looking at typically synthetic opioids so pain reliever misuse
and we are seeing the increases from the years of 2015-2018.
We are seeing slight increases, not much, when it comes to pain
reliever use disorders. When we look at the last bar graph we
see that pain relief are misuse initiates has also stayed pretty
much the same looking at 297,000-184,000 from 2015-2018. We
know there is a high significance of misuse, however there is a
slight increase when it comes to pain reliever use disorder and
also when looking at pain reliever misuse initiates. So when we
compare that to them heroin use and heroin use disorder and
heroin initiates we see that the numbers go from millions to
thousands. So we are looking at for example just from 2018 we
can see 1.1 million compared to 135,000 when it comes to heroin
use so there is a distinct difference with what our African
Americans using when looking at these past years of 2015-2018.
Looking at heroin use disorder we are seeing that the numbers
are almost on the same as looking at 2018 but there are some
distinct differences when looking at heroin use disorder from
2015-2017 compared to pain reliever use disorders. The
numbers are distinctively different almost doubled and in some
cases tripled. So what this shows us is that we are seeing more
synthetic opioid use in African Americans compared to heroin
use. Does that mean after merits and not using heroin? No that
is not correct we are just seeing a higher number of usage of
misuse and pain reliever use disorders when it comes to

synthetic opioids.
Looking at the comparison of 2015-2018, this slide allows us to
break it down to age demographic so looking at 12-17; 18-25; and
26 and older. When looking at these three what we RC with
pain prescription reliever misuse among African Americans set
the highest use is among those between the ages of 18 and 25.
That has steadily increased with, not too much from -- in the 1825. What is interesting is that when looking at studies, the
highest new initiate use and continued increased use is
typically above those 26 and older. We are seeing that more
adults between ages of 26 and older are using either for the
first time or continuing use of prescription pain reliever
misuse among African Americans. So when looking across the
board see use from all age demographics. However when we are
looking at where can we our current studies looking at as far
as targeting different treatments and options we are typically
looking between ages of 18 and 26 and older.
However, we know that targeted treatment and prevention
programs need to look across all age groups and demographics
so we have to target those who may be first time use, those
getting pain prescriptions from the ED or primary care doctor,
all the way to those who may be older.
Let's look at the overall synopsis, of what we are seeing in the
Black community. This what we call the paradox. We know that
3.7% of the total population is significant compared to the
Afghan Americans with opioid misuse so approximate 1.2 million
African Americans.
So though the opioid crisis or pandemic has left primarily at
white suburbia, we know that studies in media has thought that
Black people has been insulated from this opioid pandemic,
however they have not. When looking at non-Hispanic African
Americans there's been a dramatic increase in opioid overdose
and death between 2015 and 2017 with even recent studies
showing 2018. So the significance of this is some studies show
between the two and four times double in numbers of
overdoses with non-Hispanic African Americans, particularly in
states like Illinois, Chicago, Missouri, and DC said their high
risk states showing up to four times the numbers of AfricanAmericans over the overdosing on synthetic opioids or heroin.
To pick up heroin overdose have more than doubled among
African Americans, Latinos and Native Americans which have

been overlooked by the media.
When we look at overall there has been no significant changes
in heroin initiation, heroin use and heroin use disorder among
African Americans from 2015 and 2018.
>> Thank you so much Dr. Watkins. You can turn your WebCam
off and come back in just a moment for our panel discussion. I
will turn this over to Dr. Andrew Kolodny for your opening
statement. Andrew?
>>DR. ANDREW KOLODNY: Thank you Samson and is a pleasure
to have this opportunity to talk about how the opioid crisis is
affecting African Americans. I think that Dr. Watkins just
finished with a really important point and it's a really nice
place for me to pick up. Dr. and Watkins pointed to the paradox
of opioid crisis that is generally characterized as a white
problem. Yet we have seen very sharp increases in recent years
in opioid -related deaths in Africa Americans and Latinos so
how do we explain this? I think the best way to really
understand the trends in opioid -related overdose deaths and
addiction is to recognize that there is an epidemiology to our
opioid crisis. In the same way there is an epidemiology to the
COVID crisis so that public health problems, diseases whether
infectious diseases like COVID, or whether they are chronic
diseases like addiction, can affect populations differently.
We really do have to take a close look at the epidemiology.
When we look at that epidemiology be find that roughly
speaking, we have three groups of opioid addicted Americans.
The first group is a group that is young in their 20s, 30s early
40s. This is the group that is disproportionately white and
these are individuals who became addicted after 1995, and
their addiction began with prescription opioids. And this is a
group that has been switching to heroin after becoming
addicted to prescription opioids. Generally they switch to
heroin because as young otherwise healthy people, they have a
hard time getting lots of painkillers on a regular basis from
doctors for chronic pain so even if they became addicted
through opioids that were prescribed to them, they often do
need to turn to the black market to maintain the opioid supply.
Heroin is cheaper on the black market so this is a group that's
been turning to heroin for many years but. At the second group
of addicted opioid Americans is also disproportionately white.
These are individuals in their 40s, 50s 70s and 80s even and

this is a group that is also developed its opioid addiction after
1995 and it's a group where the opioid addiction really
developed from using prescription opioids and this older white
group disproportionately white group is often not switching to
heroin because it is a group that is generally able to get lots
of pain medicine from doctors on a monthly basis for chronic
pain.
The third group of opioid addicted Americans is a group that is
disproportionately Black and Latino. These are individuals who
develop their opioid addiction before 1995. Many of them
develop their opioid addiction in the 1970s when we had a
heroin epidemic that bled into the 1980s and relate led into
the crack cocaine epidemic of the late 80s early 90s. This third
group as I mentioned is disproportionately nonwhite and they
are older. There also disproportionately male pick there more
often men and their in their 50s, 60s and 70s. This is the group
that became opioid addicted before 1995 through use of heroin.
They did not switch to heroin but their opioid addiction really
did begin with heroin use.
Really important to understand is that this first group and in
the third group, in the past few years, opioid overdose deaths
have skyrocketed because the heroin supply has become much
more dangerous, increasingly it has -- Fentanyl in it which is
much more potent than heroin and increasingly it is Fentanyl
replacing heroin. So the first and third group are not twin
well right now.
This will get at a little bit of what I just said. You are looking
at data that comes from treatment admissions and if you look on
the right you are looking at non-Hispanic, Blacks and on the
left is whites and the color of the lines refers to age
groupings. I would like you to look at the red line. If you look
at the redline for Blacks on the right you will see if anything
that was actually from the timeframe a decrease in heroin. You
will also see that the largest number of heroin treatment
admissions in Blacks is for the older group, 45 and up.
If you look at whites ages 20-34 years old you see a soaring
increase for heroin use in this young white group at again this
is a group that has really been switching to heroin after
becoming addicted to prescription opioids.
If you look again at Blacks and you see that decline in heroin

use if you decline, declining use of heroin in Blacks is a trend
in place for more than 30 years. Similar as well for crack
cocaine. Decreasing use of crack cocaine and heroin in young
Blacks. Very high rates of marijuana use but really for the
past 30, 40 years, what we have seen particularly in inner-city
communities is that teenagers and young adults have been
staying away from crack cocaine and heroin. In inner-city
communities when you look at who still struggles with heroin
and crack cocaine it tends to be this aging group of people who
became addicted much earlier.
This is also getting a little bit at what I in talking about. Here
we are looking at women and we are comparing white women on
the top to Black women on the bottom and you're looking again
at treatment data for heroin use. What you see when you look
at the age groups of women who receive treatment for heroin
addiction, you see a slight increase over time which is you see
this graph moving to the right. And getting bigger. What you
are really seeing is that over time we have seen an increase in
young white women in their 20s and early 30s receiving
treatment for addiction to heroin. If you look on the bottom
graph which is Blacks, you will see an aging group over time.
You will see that over time we have actually seen this group
not a new epidemic affecting Black women, but really these are
survivors from an earlier heroin epidemic and they are getting
older and still struggling with their heroin addiction.
As I mentioned earlier we really seen that Fentanyl has led to
a soaring increase in opioid deaths in heroin use or spir if you
look at the graph here I would like you to look at first is the
orange line which is Black men in the age group 50-60 and if
you look into thousand six we had a Fentanyl outbreak in the
United States and you can see the group most affected in 2006
by Fentanyl were Black men who today are in their 50s. But
back in 2006 they were in their 40s and you can see with the
new emergence of Fentanyl in the last few years, the two
groups most affected is this group of young White men that
switch to heroin after becoming addicted to prescription
opioids, and this group of older, Black men who have been
addicted to heroin for many years. Again survivors from a
previous epidemic.
These men who really managed to beat the odds for the past 40,
50 years despite their heroin addiction but today with such a
dangerous heroin supply they are dying at an extremely high

rate. I think, that was my last slider is there one more?
>> That is your last yes. Thank you so much Dr. Andrew
Kolodny. You can turn your WebCam off now if you would like it
I will turn this over to Dr. Lamiaa Tolba for your opening
statement. The floor is yours.
>>LAMIAA TOLBA: Hi everyone thank you so much for inviting
me to be part of this broadcast and I'm so honored that I was
invited to participate with a very good experience for me.
You look at this data here about which type of opioid subtypes
that we see misuse among the African American population,
you'll see the most common one of course is the Oxycodone and
it is comparing how many of the overall users of each of these
medications are getting abused. About 8.8% of the overall -that have access to hydrocodone abuse it. So -- they had the
hydrocodone at 8.8% of those abuse the hydrocodone with each
substance you see that is the same this data shows how much of
each of the abuse. Oxycodone and hydrocodone are the most
common in the African-American population. This is a couple
years old now.
Here is I really like this pie chart, it shows what is the source
of these medications are being abused and you can tell that
almost half of this pie chart in the gray area it is by friends
and relatives are causing a lot of abuse problems so they do
get them from friends and relatives for free. And the person
that owns them is aware that they are giving it willingly to the
person that is abusing it and a small percent of them they buy
it from their friends and relatives and a lot smaller they take
it without asking. And the other half with the majority the next
most common thing is getting it from their own doctor.
Prescription written their doctors. 34% of them. It is legal
written for the patient. And only 1% to actually get -- they try
to get more than one prescription from doctors.
And from a stranger or bought it is here.
On the right side you can see the treatment for opioid use
disorders on the right side it is the total number of people
receiving treatments and whether it is by any of these
medications listed or on the left side or getting attention from
the treatment center and if you look on the left side you see
what is the most common 14 opioid use disorder management is

buprenorphine and methadone is the second most common use
for opioid use disorder. Naltrexone is a small amount.
>> Thank you so much for that opening statement and
incredible data. Did you have anything else to add? I'm going to
give my panel just a short break here and on budget for this
over to you audience.
We would like to hear from you. Just take a few moments here
are going to launch this poll you will see it on your screen.
We look at about 30 seconds to answer this polling question
which asks what have you seen is the most critical issue for
opioid use disorders in the Black community? You will see five
answer options there. We would love to hear what your
perspective is on this topic. We know cultural considerations
has been in the DSM a very long time. It's been trained and
taught to us but as we see this year really over the last few
years we have decreased our focus and examination of specific
nuanced cultural considerations so we are hoping to revamp
that and address some of these issues and we would love to
hear what your experiences. About five more seconds to answer
the polling question. You can also click on the questions box in
the coach webinar control panel anytime to ask questions of
our panel and you can also type "advocacy" in all capital letters
and share any of your ideas. Maybe innovative solutions for
improving cultural ability or social responsibility in our
profession and especially regarding opioid use treatment
strategies and improved protocols.
The majority you have voted I'm going to close the poll and
share the results at our panel you can go ahead and turn on
your WebCams and unmute yourself spiro love to give you a
moment to share what are your thoughts on how the audience
answered this poll? Panel I think can you see the results?
>>DR. LAMIAA TOLBA:

Yes we can.

>> Great do you have any thoughts on how to answer this poll?
>>DR. LAMIAA TOLBA: I'll be honest with you as a PA when a
patient really needs care, access to care number one obstacle.
I really agree with the participants on that one.
>>DR. SHERRA WATKINS: Some feedback looking at the poll
results I think is very accurate as to what are some top

concerns we are seeing as clinicians across the health system.
But the one that stands out to me the most is the stigma in the
community. The stigma in the community is such a big issue when
it comes to opioid use disorder because there is a perception of
what heroin or drug use and abuse looks like among Black
people within our community. We are told that we look a
certain way. And so if we look a certain way we are already
feeling prejudged by the time want to seek different
resources to get help. So we are less likely to do that because
we don't want to be judged because there is already shame that
most likely that they are presenting upon themselves.
So when talk about the stigma within the community we have to
create culturally sensitive, as you saw from the second bullet
come is culturally sensitive programs to address the stigma.
How do we create programs that are comprehensive in these
neighborhoods to again meet people, as we say, where they are.
And making sure we have staff that is representative of the
communities that we are working with. So the stigma, once
again, has been perpetuated multiple generations in Black
communities so there is a stigma that we also have within
ourselves of what we see when it comes to drug abuse and also
it comes to treatment. We have to begin to address it is our own
of how we perceive it and address our own biases sometimes as
being a Black person even as a Black clinician so I think all of
those play a part in that stigma statement.
>> Thank you so much I'm going to go ahead and hide those
results and remember to turn on my WebCam. And just a quick
reminder this is your slide audience the are hopefully looking
at right now. I will add your ideas here throughout our
discussions we will come back to this at the end and I would
love to hear what your ideas are to work on improving things in
terms of cultural considerations, social responsibilities on
this topic.
The first question to answer came from registration so -- this
person asks Dr. Lamiaa Tolba how you deal with bias in your
practice.
>>DR. LAMIAA TOLBA: In my practice because I prescribed
opioids quite frequently, I have standardized procedures that
everybody I use for everybody whether I met them are not yet
whether they are an established patient and they have been so
good for so many years or they came back. Check everyone on an
opioid data base to matter what I don't assume one way or

another. Everybody gets screened to make sure that the
descriptions I'm giving -- are only what they need and also I use
that as a leverage to argue against anybody that is labeling my
patients a certain way with a stigma of their drug seekers
righted that stuff. I say no why would you label my patients
that way? They use only what I give them. I've never had them
have any other type of -- in their system. They follow up with me
regularly. That is another example.
If they are on medication some giving I give only a certain
amount for everybody until they are stable. I also have
followups very strictly with them so it is basically one, two,
three, four, everybody has the followups, the drug screens
and checking the database regardless of what their behavior
has been or not, regardless what their color is her name or
diagnosis. That is how I standardize things and am able to push
back against that. Hopefully help with it too.
>> Thank you so much Dr. Tolba.
Casey asks if the prescription rate was lower in AfricanAmerican communities why are there more deaths there?
>>DR. ANDREW KOLODNY: That is a great question and I think
my opening statement may have helped inform the answer to
that question. There is good evidence that opioids are
prescribed less frequently to Black patients than they are to
White patients. Quite a few studies have shown that. Something
to keep in mind is that there is massive overprescribing of
opioids in the United States. Other countries don't come even
close to prescribing opioids to the same extent that we do in
the United States. So we are probably overprescribing opioids
for both Black and White patients. But the overprescribing
problem is worse for White patients which means that there
may be less Black patients getting addicted to opioids or less
likely to have opioids in their medicine chest at home than a
white patients so their family member may be less likely to
become opioid addicted.
But the reason that we have seen a very high rate of opioid
overdose death in the Black community is because during the
previous opioid addiction epidemic in the 1970s, that epidemic
disproportionately affected noncapital white populations.
There is a higher prevalence of heroin addiction in Black
communities from that prior epidemic people who survived the

epidemic and are still around at of those communities have
struggled with high rates of heroin addiction for many years
and then with a very dangerous heroin supply, deaths in these
aging heroin users have started to really take off.
I think that would be the best explanation for this discrepancy.
>> That is really good thank you Dr. Kolodny. We are getting a
lot of questions and from the audience. So one more from the
registration. So Dr. Sherra Watkins this, from Abigail from
Oregon who asks how does opioid use in the Black community
differ from other ethnic communities?
>>DR. SHERRA WATKINS: I want to piggyback first and answer
that question based on what Dr. Kolodny stated. There is such
thing
We termed substance abuse treatment intergenerational
multigenerational use when it comes to use within the Black
community so we talk about this previous heroin epidemic that
we faced within the Black community that never really stopped.
It may have waned a bit but they age and they still continue use.
Some did recover. However we have a new upswing with use of
synthetic opioids and those maybe even using heroin. So within
these households of Black communities because we still have
continued poverty, have continued low education and access to
care and disinvestment when it comes to urban development
this term we are using they never recovered and they are still
once again almost circling the cycle of once again having this
viewpoint this is the only thing they are seeing in their
communities and within their homes. My grandfather used
heroin. I did not want to necessarily use it but I had a bag
accident started using pills and as long as I was not using
heroin I was okay but I did not realize the effects that was
really the exact same thing but it looked different and I used a
different I was going to be okay so we didn't have these
conversations within our homes. We didn't have conversations
of what addiction really is. As we have had in previous -- on
webinars we talked about calling anything anything. Didn't sit
there and say uncle Bob or so-and-so was addicted to heroin.
We may say they have an issue or may be different or were sick.
Because we did not have these conversations would necessarily
know what especially when we look at cocaine and crack
cocaine and heroin combined together within the Black
community it is perpetuated a multigenerational epidemic within

our homes. That is how it looks different. We have to look at
that we may be one of few ethnicities that can look at it from a
multi generational perspective.
Second when looking at it we are seeing that we have to
address use of heroin and non-synthetic sorry synthetic
opioids when it comes to treatment of Black communities
because we are seeing that within the different age groupings
where we may need to target or so one more so than the other
so that is where it looks different. When we have the 50+-yearolds may be looking at more heroin however we cannot forget
that 30-50-year-olds maybe sometimes our newest initiates into
could be either or. So when looking at other ethnicities how
we are approaching treatment, how we are approaching
prevention, will have to be very unique and creative compared
to other populations. But I don't think it would be that
different when comparing ourselves to Native Americans and
Hispanics. I think we all have to look there is a
multigenerational piece when it comes to racism, social justice
issues that will play a part in how we approach and treat
minorities of color.
>> All right so first question from our live audience and if
you can take it. So Nadine from Nevada asks I work in a prison
treatment program and in the use I may be saying this wrong of
Promethazine is abused by young Black men. Do you have any
data or information on the use of that?
>>DR. ANDREW KOLODNY: That is a good question. I cannot say
that I've seen all that much published on it. I think that is
related to use of I think it's called purple drank which is a
mixture of Codeine -- there is that combination of those drugs.
There is a lot of abuse of it and it certainly lead to opioid
addiction because of the Codeine component so which would
then with even more severe problem and certainly that this has
been at least the anecdotes are that this is a problem that has
disproportionately impacted inner-city communities. It is the
use among rappers. But like other health problems that affect
nonwhites, we generally don't get enough research or
attention.
So I don't really think I really have not seen anything in the
medical literature on this issue.
>> Thank you so much Andrew. Sometimes I'm going to say

Andrew because that is what I called him when he was my
supervisor, Dr. Kolodny. Larry from Ohio asked there was an
earlier slide that said overdose deaths have doubled but also
says no change in use or initiation. May this indicate we are not
reaching this population with Narcan or not enough Narcan
education related to resource in these communities?
>>DR. ANDREW KOLODNY: I think it's more of and access to
treatment issue. So people will look at the mortality data and
none of the presenters today. We usually say when we look at
the trends in opioid overdose deaths and sometimes
characterized as the three waves, prescription followed by
heroin wave followed by synthetic really Fentanyl wave and we
see the mortality data and the sharp increase in deaths and
there is an assumption that there are a lot more people using
it a lot more people are dying. And that is not necessarily the
case. The reason we have seen the sharp increase in deaths is
not because of a sudden increase in use. It is because of the
sudden increase in the dangerousness of the opioid supply
because of these synthetic opioids, Fentanyl being so much
more potent. So I do think we have evidence that fewer
Americans are becoming newly addicted to opioids. Their
different sources of data to support that but we have lots of
Americans who are opioid addicted. We still have a high
incidence rate which means that lots of Americans are still
becoming newly addicted but the number there becoming newly
addicted is probably decreasing because prescribing has
started to become more cautious.
So I think the deaths are not really going up because of a
sudden increase in users. Is going up because of the sudden
increase in the danger of the opioid supply.
>> Thank you Dr. Kolodny. Anything else to add before I move
onto the next one?
>>DR. SHERRA WATKINS: I would like to add that to support
Dr. Kolodny's statement is that there are many different
documentaries you can check out that is showing how drug
dealers are using Fentanyl even sometimes ketamine to stretch
their products and there is a very lackadaisical attitude is an
stretch their product for their own profit and not necessarily
when it comes to the end result which can sometimes be
overdose and death for their clientele. And so it's easier and
cheaper. Why would I want to spend more money for a pure
product when I can cut it different ways with a laxative are

Fentanyl or ketamine and I can still make almost 2 times over so
we are seeing this within our communities and actually having
people who actually like the risk-taking of these newer types
of combinations of drugs because it gives them a different type
of high. And so I definitely agree with what Dr. Kolodny stated.
>> Thank you Dr. Watkins. Phyllis we now have about 40
questions in the queues so we will not get all the but I will
get to the ones being asked the most frequently. Phyllis from
North Carolina versus thank you to everyone especially the
responses we have gotten so far and that she has personally
noticed from her employment with MAT programs that African
American people are not entering these MAT treatment
programs. She's asking how do we communicate the availability
of these programs to our community?
>>DR. SHERRA WATKINS: When looking at research and also
from personal experience of we had a modified MAT program at
the Levine Cancer Institute trying to introduce Methadone to
our patients and we know that there is still a distinct stigma of
what recovery is supposed to look like within the Black
community. Recovery typically in those communities is supposed
to be complete abstinence only so introducing another drug to
substitute in their mind something else is not a surly receptive
in their mind. And then we have to provide education to those
patients. We have to tell them what is safe versus safer. We
also if you have conversations about what is the best fit for
you so when talking about MAT treatment for the black
community we have to have some very transparent conversations
with trust in programming, with churches, with other local
nonprofits really coming together for a concrete message of
what does recovery look like within the Black community
because going to look different for each person. So we have to
be open to all various avenues of treatment which includes
MAT treatment. Once again it should be really truly embedded
into multiple different types of avenues. You should see it in
primary care, internal medicine and separate entities because
whatever wherever they can receive access are they are lovely
to go to a treatment center or primary care doctor? We have to
make sure we are training primary care doctors to offer it go
through training to be able to offer it to their patients as a
part of comprehensive care. We saw the emergence of
behavioral health in primary care so this should be no
different because substance use disorder will be a continued
issue for years and decades to come so that is just one of my

viewpoints when it comes to MAT treatment we have to look at
the stigma associated and what is the message we are trying to
disseminate to this Black community.
>>LAMIAA TOLBA: I agree with Dr. Watkins that we have that
modified program for our patients and they were a lot more
receptive because they had already been seeing us and trusting
their provider, trusting us as provider. So like she said that
once the patient really trust the provider and builds rapport
with them if you tell them to go to a specific center, they might
be more receptive to maybe getting other providers of what
these centers are and what to expect when they go. So if I'm
trying to explain to my patient I can provide I cannot provide you
to this year but you go to the center this is what you will
expect to see and treated with that they, knowing what is
expected might make them a bit less anxious about what is
happening and being more receptive toward it so -- I think along
with communication may be educating providers as well.
Especially the ones who do prescribe opioids a lot or pain
management for other clinicians. When I provide prescriptions
I'm not thinking I'm doing this for addiction treatment or misuse.
I'm giving it just for pain management so if they are using the
providers this -- a lot of providers write prescriptions for pain
don't provide any other support for their patient.
>>DR. ANDREW KOLODNY: I would add a bit. There is access to
methadone maintenance in inner-city communities and many
communities in New York City, Baltimore, Philadelphia have had
methadone maintenance programs for many years but there's
always been a good number of people who might benefit from
methadone maintenance but have not been interested in it.
There's been a big treatment gap there and the first-line
treatment for opioid addiction, the first line medication for
opioid addiction, we have methadone we have injections but the
first-line treatment is clearly Suboxone. And we really don't
have good access to addiction treatment with Buprenorphine in
the United States and that access is probably worse for Black
patients than it is for white patients.
Only about 6% of physicians in the United States have the
waiver required to treat addiction with Buprenorphine and
many of the treatment programs don't offer it. Many state
license programs don't offer it. You often need a physician or
now we do have PAs were able to prescribe it but they are the
more expensive staff within treatment programs so we really

need to do a much better job. Insurance will pay for treatment
for the prescriptions of Buprenorphine but it is very hard to
find treatment programs or clinics where some will take your
insurance and prescribe it for you. Many of the doctors who
prescribe Buprenorphine are private practice doctors and some
don't take any insurance so for people without means it is still
access is still inadequate.
>> We have a lot of questions and thank you Dr. Kolodny, Dr.
Watkins and Dr. Tolba. We have a lot of questions about
gender differences and age differences. One of them is
Carlota from Ohio asks what is the best practice are treating
prescribed opioid use among seniors or elderly Black
Americans for chronic pain?
>>DR. ANDREW KOLODNY: The first thing to understand is that
opioids are not good drugs for chronic pain. They are very good
drugs to ease suffering at the end of life and they can work
well when used short term for a severe acute pain although
sometimes even for severe acute pain we can avoid use of
opioids. But when they are taken everyday around the clock for
weeks and months and years they are more like each make pain
worse through a phenomenon called hyperalgesia. They are bad
drugs for chronic pain. When it comes to older patients, Black
or White tour stuck on prescription opioids. And we have
millions of Americans were put on opioids for chronic pain
especially during this era very aggressive prescribing, what to
do with that population I think first off is to try to get the
doses down to safer levels. If they are on high doses they are
at high risk of death from it so try to get the dose down. And
then seed you can get them completely off. Some of these
patients are able to come completely off and if you can get
them completely off often the propane problems improve.
Although there is a significant number of these patients who
are not able to come off because it is so hard after you've been
on opioids a long time, to ever come off. Some of these patients
may need to be maintained on lower doses of opioids or
switched to Buprenorphine and I think Dr. Tolba can talk more
about the advantages of these patients when they get switched
to Buprenorphine how much better they seem to do.
>>DR. LAMIAA TOLBA: I agree with you about almost everything
you said. And I treated chronic pain and acute pain first hand
with a lot of my patients. In the past I want to say three, four
years I switched over to come I do not like using narcotics for

chronic pain and I tried to switch over all my patients for to
Buprenorphine and the way I explained to my patients when you
have the Oxycodan, Morphine, all of those what we call -- think
of it as the lock and key. You have one receptor, one molecule
as it and the body is at constant war with you. I cannot give you
all your receptors all the time because that is a lethal dose.
So as long as they tell you to do that.
Because Buprenorphine is a partial think that you have a bowl
of rice and your body is trying to get that one grain at a time so
it lasts longer but hope they have it scheduled for you for the
pain action keeps these receptors saturated all the time and
before your next dose you are not getting rid of the old
medicine before your next dose so your body starts to shut
down its receptors of pain the hyperalgesia calms down and
goes away. A lot of my patients eventually they go down on
their own they feel, they go down in frequency and eventually
becomes as needed because their bodies have calms down so
much that this chronic pain because of hyperalgesia is gone.
That is why I been switching all my patients with pain
management and there is data now about supporting using
Buprenorphine and pain management is much more effective
than it is for the opioids.
>> This is great -- someone also asked was really interested in
the differences we listed between men and women and was
wondering if there is any information or additional information
to provide regarding African American women as a relates to
opioid use especially in terms of pregnancy or later in life age
versus earlier in life age.
>>DR. ANDREW KOLODNY: For the heroin epidemic of the
1970s, that epidemic hit men more than women. They recently
women who got addicted to heroin in the 70s but it was
significantly more male and that epidemic as mentioned was
disproportionately Black and Latino. The current opioid
epidemic in this young group that is been using heroin, you have
seen it much more equal between young whites, women and
young white men. This last group though of individuals who
become addicted to prescription opioids in this middle age
group, I mentioned that group as disproportionately white but
it's also disproportionately female and that would also affect
Black middle-aged women.
When you look at sex and prescription opioid overdose deaths,

the group that has the sharpest increase opioid -related
overdose deaths has been middle-aged women in the United
States. And even though it is more middle-aged White men than
Black women, it certainly has affected many middle-aged Black
women who become addicted to prescription opioids. We have
also seen very high rates of opioid use in women of childbearing age which is a very serious problem because of the
impact that opioids can have on a fetus. So it is an area I would
say with prescription opioids it has been disproportionately
female that has affected Black women as well.
>> Anything to add before I jump to the next? Okay. So thank
you Dr. Kolodny. There's a lot of questions here I'm going to
give you all two and that way you can just jump it however you
want so if you people are asking and wondering how this
epidemic has affected you if it has personally in your own work
in this life and what makes you passionate about this work. They
are getting a lot of questions about that. Feel free to share
any time as you think through that question.
George from Georgia asks given poor MAT utilization rates by
people of color, what are indigenous communities doing that
may be effective that we can replicate?
>>DR. LAMIAA TOLBA: I can start with the opioid crisis when it
started. It was kind of upsetting to me for putting it lightly
that once the loss like media was focusing on it too much a lot
of the providers stopped patients almost cold turkey and he did
not even think about what the consequences were for these
patients, if they need it or not, offer them options to help them
wean off or reduce the amount they need. And also especially
with someone like sickle cell disease they do have pain every
day or acutely, to help avoid the hospitalization going to the ED
when they have an acute crisis use narcotics at home. And for
many years it had been managed by their primary care on the
cake General hematology-oncology and once this crisis came to
light -- all the disorders except cancer. So that was how it
affected the most with my patients. They fill in that population
that they got affected because of the stigma and that no I'm not
going to give you this because I'm afraid to give you
prescriptions rather than offering you to wean down and have
a rational discussion with them.
>>DR. SHERRA WATKINS: I would say my answer mimics Dr.
Tolba's work within the care settings of HIV and AIDS and

sickle cell and other hematology disorders for the past 8.5
years. Just opioid epidemic and crisis definitely has affected
those two major chronic illnesses populations because as Dr.
Tolba stated there was a distinctive fear that swept the
medical community which was justified if I have to say that.
However the populations that were left out were the people
who were currently on those medications or needed those
medications and so I found myself doing the last couple years
is making sure that I'm educated, sharing the education with our
different medical providers to make sure providers and
patients can see both sides of the conversation. So make sure
that providers know what other alternative options from
Suboxone to methadone to naltrexone versus other complement
three therapies that we would call therapeutically based. So
CBT, movement therapies, narrative therapies, any alternative
therapies such as tai chi or any others that can be a long list
of that. Are we introducing those other alternative therapies
too? So make sure we can have these conversations with both
different populations. That's what I've seen over the last
couple of years.
I cannot specifically answer the second question because all
the data that I've seen from the research that I've read over
the past couple of years has almost grouped all the people of
color, BIPOC, black and indigenous, people of color, when it
comes to certain types of substance use disorders almost
together. There are some distinctive differences when it comes
to opioid use of Hispanic and non-Hispanic and even Native
Americans. But when it comes to some trends we are looking at
we see that overdose has been higher trended within BIPOC
all-black and indigenous, people of color, compared to Whites.
So that is how they are looking at some data is the nonHispanic, Hispanic or White so they are grouping us together.
So I will let Dr. Kolodny share what he has seen but I've not
seen anything distinctly different to say Native Americans
compared to the 10 Blacks compared to Hispanics look a certain
way when it comes to this opioid pandemic. However we do if you
take into consideration the American tribal councils were on
different types across the US there may be some specific
distinctions of how they look at treatment and access to care
will look different compared to urban America compared to
tribal councils and reservations and those types of things.
>>DR. ANDREW KOLODNY: Thank you and I agree with the
previous comments. I will take the second question first. Just

on the impact of the opioid crisis on indigenous communities.
Certainly Native American populations have been well we've all
known for years disproportionately impacted by alcohol
addiction and alcohol mortality but the new opioid crisis is
also disproportionately hit Native Americans so they really
happen one of the hardest hit groups and one of the groups
that gets very little attention when we talk about the current
opioid crisis. With regard to what communities could do to
improve access to MAT, I'm sure there are good answers to that
question.
I have not really thought that through all that much because
what I really think needs to happen is that there is a tendency
for communities to say how comely help our community? I think
the real problem here is a failure of the federal government
to adequately address the needs of communities. We had, the
opioid crisis really began to get very bad a while ago. I would
argue the addiction began in 1996 the epidemic. It was not till a
few years ago that we started to see an increase in any kind of
federal funding to address the opioid crisis. We have seen
under the Trump administration some one time money, but that
is not adequate for building out treatment systems. Certainly
treatment systems that are going to treat opioid addiction like
a medical problem with medication. There needs to be
sustained, long-term funding or new funding streams like we
had Ryan Of white fundamental developed during the AIDS
crisis. I think is more but the federal government should be
doing rather than what communities should be doing for
themselves.
When we talk about with regard to the question about what I'm
passionate about, one thing that really gets me revved up and
we haven't discussed this yet, but the cause of the current
opioid crisis has a lot to do with the way the pharmaceutical
industry aggressively marketed prescription opioids and funded
a multifaceted campaign that misinformed the medical
community about the risks and benefits of these drugs, led to
overprescribing. And they are too now one of the things
communities can do and are doing and we have even seen the
Cherokee nation for example has a lawsuit against opioid
distributors for their role in the opioid crisis in these
communities. Indian reservations flooded with prescription
opioids because they were making money for the opioid industry
despite the harm they were causing so that really certainly
gets me pretty angry. And adjustive your last comment I want to

make that is really important to this town hall. I don't know
that we have touched on it all that much would be the impact of
racism.
We have seen racism affect, the impact in different ways. I
think first off, and maybe this is a good thing right now, is we
are seeing a much more enlightened response from
policymakers to the current opioid crisis than we saw to the
crack cocaine epidemic or the heroin epidemic. What we saw in
the past with epidemics that disproportionately impacted Black
and Latino communities, what we got from policymakers was a
response that we could potentially arrest our way out of the
problem and significant contribution to mass incarceration. We
are not really seeing that so much this time which is a good
thing. In fact even from conservative politicians you will often
hear them say things like, we cannot arrest our way out of this
problem.
It's nice that we are hearing it now. It's too bad we did not hear
it then.
Just a last role that racism has played is the impact of racism
on treatment of pain in the United States. As I mentioned,
opioids are over prescribed both to Blacks and Whites but that
overprescribing problem has been even worse for White
populations. It's interesting why that might be. It appears there
are notions about who might be more susceptible to becoming
opioid addicted. The idea that maybe a Black patient is at
greater risk becoming opioid addicted which is surely not true.
Just about anybody repeatedly exposed to a highly deductive
drug can become addicted to it.
And there also may be racist notions about the way that Blacks
and Whites experience pain. Studies have shown I believe a
study of Black medical students that, of White medical
students that they were under the impression that Black
patients are less sensitive to pain. Or it may be that racism
affects our ability to empathize with the pain of others.
I think we really have not adequately explored the role of race
in different opioid prescribing. Different pain treatment and
differential policies for addressing addiction.
>>LAMIAA TOLBA: I would like to add one more comment to this
with the opioid crisis, there is a crackdown on prescribing,

prescribing don't use narcotics use other means. Like Dr.
Watkins mentioned, massage therapy, acupuncture, a lot of
these, mentoring medicines have proof the research is very
effective in managing pain. But if I tell my patients go get some
acupuncture they are responsible for $50 or more for one
session you know that it is not one session treatment. Versus
paying a three dollar co-pay for these narcotics at Walmart.
Which one do you think is going to be affordable for them or
even more appealing? So coverage also I would say it needs to
be considered that insurance companies and the federal aid
needs to be also geared towards some of these proven methods
to help patients with their pain and opioid addiction and abuse.
These methods need to be in consideration for coverage
because I I can't tell my patient go pay three dollars and then
go pay $100 for acupuncture.
>> We are hitting some real points. So first Andrew you almost
brought the southern out of become okay? When you were
talking, I almost found a handkerchief and shouted Amen but I
myself I mute and not do it and Dr. Tolba you are hitting on the
systemic part of this and dare I share one personal part and be
greeted with the audience since I have you here with me. One of
my last client caseloads was to this topic and it's coming back to
me now and when I shifted from South Carolina providing
private practice I will never forget this couple and this middleaged African American woman who was taking care of her
husband about 40 years. They got married super young and he is
a bit older and he had a lot of pain issues and he was taking a
product pain medication. And she was I think overburdened and
stressed from her job for being a caretaker. In her culture
she felt she could not put him in a nursing home or somewhere
else so she wanted to take care of him. She started using his
pain meds and no one ever noticed how frequently they were
refilling.
No one paid attention and I don't think the husband knew either
how frequently they were refilling. So the long story short
before I moved to New York and worked pretty closely with
Andrew and learned a lot vicariously from the work he was
doing, that is a tragic story because both people and that
marriage passed from overdose. And it was one of my last cases
and I will never forget it stuck with me because I didn't
understand at that time I really did not understand the opioid
epidemic at all. Is a Masters level clinician I did not
understand how to make them informed in terms of health

literacy and what that looks like because I was not informed.
For me that is why this topic is so important because the people
who are seeing these cases more often are either Masters
level clinicians, recovery coaches, who are spending hours and
hours a day or weeks and they are prescriber people
prescriber may see them once a month so that disparity in time
being spent with someone also lets you know more about the
case and day to day. And the notion that no one noticed. That
they were refilling so frequently and that one was dealing
with genuine pain from issues that he was having and the other
was dealing really with emotional pain that she was
mistreating.
That sticks with me it just sticks with me and so that is my
personal kind of attachment to this topic.
I don't know if you will have anything else to add that topic of
systemic racism and the system that needs to be changed in the
government or the topic about health insurance because
people did have another question but health insurance much
more specific and I will give you a moment if you had anything
you wanted to add on that topic.
>>DR. SHERRA WATKINS: The study that Dr. Kolodny
mentioned they did an update last year that I was watching that
presentation probably about two months ago and they redid the
study not with all the medical schools and of those medical
students but they did with three medical schools and they still
did it from first year up until residency. What they still see is
the same bias and stigmas. They still see that Black people's
skin is thicker and they are able to handle pain larger
compared to other races. That their blood is thicker compared
to other races. So what we see is that there are just some
cultural biases that had been carried generation to
generation. Talk about Southern culture but there are still
some cultural pieces in which they think that Black and
indigenous people that our body our medical perceptions and
how we deal with medical issues and pain supposed to be
distinctively different, on the other hand -We do have protective factors that stem from slavery that stem
from poverty that stem from low social economic status that is
allowed for us to be very resilient people. From Native
Americans to Hispanics to Blacks. However, what is with myself

and talking to our providers I also educate them in
understanding that these protective factors that make Black
people more resilient and less likely to come to the doctor,
talking about severity of pain or they may be taking more
medication than they are sharing, we have to ask questions in a
different way. They also may be expressing their depression
and anxiety in a physical form compared to this is not
necessarily be typical type of pain. So behalf to be able to have
conversations in which race and culture and religion does play
a part in how I see myself, how I see my pain how I see my
treatment and even how I may see my drug use. We have to be
able to look at treatment from a very diverse perspective that
is a simple word but that is the only word I can think of at the
moment. Of how we are looking at Black communities and other
indigenous communities because yes I'm very resilient because
my grandmother had to be as my great grandmother had to be
Riesling too and she held down the household, worked a job,
washed clothes all for pennies. I saw that but I have to
understand my strength and resilience cannot come from being
a superwoman and that when I need help I have to enter into
treatment and ask for it. I will never forget one of my last
patients before transfer one of our A black woman patients,
highly educated, Masters level, came into the clinic and kept
saying I'm having frequent pain crisis and I'm like something is
not right so trust your gut to. I said you are typically having
your pain crisis in your back you describe them as radiating
pain. Now you are saying is coming from migraines starting out
in your chest and is more vapor pressure. I said let's talk about
what is going on in your life. I said has there ever been a time
in which you felt that same pressure on your heart? I named
the specific organ and yes when I recently had this happen and
my mom got diagnosed with cancer. So we are able to make the
ties picks we begin to educate and help patients understand
that my emotional psychological pain may manifest and show up
physically but it is different. So we know that we as Black and
indigenous people we are narrative storytellers. So how I
describe my pain may not be the same way a white person or
patient might say.
>> Thank you also much so next question is a double question.
Many of them asked this insurance question but there is a
question about providers. First how do we explain or
effectively what role health insurance should play on this
disorder also from Maria in Tennessee specifically asks how do
we better address reports from MAT provider that keeps a

client on their program and not tapering them down? Let's me
know if you need me to repeat those.
>>DR. ANDREW KOLODNY: I will start with the second
question. So I believe the person who asked the question is
asking the question with belief that people who are on MAT
should be tapered down pretty quickly and if they are being
maintained and it that is not the right thing to do and even
though I made very clear that I think long-term use of opioids
for chronic pain is not safe or effective, and that that is a bad
idea. Long-term use of a drug like Buprenorphine for the
treatment of opioid addiction is safe and effective. I think with
any kind of chronic medical problem is much better if you're
not stuck on a medicine long-term even if you have Type 2
diabetes if you can lose enough weight get off of the insulin
and adjust an oral hypoglycemic's that's better than being on
insulin and you can do really great get off the oral meds
because you have your diet in check and you are exercising, that
is better than being on medicine for diabetes. The same thing
with high blood pressure and other conditions. But there are
many people whether diabetes, high blood pressure, opioid
addiction, who really cannot get off of the meds and so these
drugs should not be prescribed with an arbitrary time limit. I
would say most patients have Buprenorphine will probably
need very long treatment with it. Hopefully not the rest of
their life but is a long-term treatment not a short-term
treatment so with regard to the first question about
insurance, there is a tremendous amount that health insurance
companies can do to influence the opioid crisis, both in
preventing opioid addiction through policies and
reimbursement practices that reduce use of opioids, as well as
increase opportunities for treatment.
Health insurance companies are paying for these visits were
opioids have been over prescribed and in the short run, writing
a prescription is the cheap way to handle a problem, it costs
the clinician can have the patient out of their office pretty
quickly and the cost for the health insurance for the pharmacy
benefit for the prescription is not all that much.
In the long run it is much more expensive than alternatives like
physical therapy and non-pharmacologic approaches to treating
chronic pain problems. So health insurance companies should
be doing more to make it easier for clinicians to prescribe
nonpharmacologic approaches and non-opioid treatments and

when it comes to treatment for opioid treatment -- we don't
have -- if the health insurance companies reimbursed better
for treatment of opioid addiction it might incentivize more
clinicians to get the training and to make people nor Feen
treatment available. Right now too many people have to go out
of network in order to access treatment with Buprenorphine.
>> Perfect I wanted to give adequate silence to make sure
wasn't going to cut one of you off so Dr. and Watkins you
mentioned earlier, Aaron from Chicago says you mentioned
earlier a reference about some documentaries. Could you
share some titles if you remember an so people could you look
them up? Or should they look up documentaries opioids?
>>DR. SHERRA WATKINS: But I will do any follow-up
questions that we answer for you was put those in there. Of
course right now I'm hyped on - - so I don't remember anything at
the moment but I watched one last night on Netflix it is their
series on the epidemic of drugs in the US and it was a five-part
series of synthetic drugs, cannabis, opioids and something else
and so it really went -- they address it with all different
categories so Netflix has one that just came out two months
ago and then I will list the other ones in the follow-up
correspondence.
>> Okay. Great point Dr. Watkins so everyone yes you will list
out some of these questions in a document sent to the panel
after this webinar we will work with them to see which ones
were not addressed and answered and write them out in the
next weeks or so and get them posted on the same website as an
additional resource as a Q&A handout document.
Any final closing thoughts from each panel member? Maybe a
critical point you want to reiterate oari topic that is not been
brought up yet? I give each of you about a minute or so in little
over a minute you need to and we will start with whoever wants
to go. A closing statement and then we will wrap up.
>>DR. ANDREW KOLODNY: I'll be happy to start. So I think right
now the, when you look at the opioid -related mortality in the
United States when you look at overdose deaths, they are
higher than they've ever been before, we have had really 25
years every year for pretty much 25 years we have set a new
record on the number of people dying from overdoses. 2018 it
came down for the first time a tiny bit. 2019 it looks like it is

going up and 2020 with the impact of COVID it looks like it has
got even worse and so what can we do right now? I think really
the only way that we can see that overdose deaths start to
come down in the short run is to make treatment much more
accessible so that people who are opioid addicted when they
wake up in the morning they are already feeling pretty sick. If
you are a heroin use or you're going to have to try to have
heroin by the bedside because you're not even be able to get up
in the morning to take a shower because you are feeling so
awful. People who have opioid addiction they are not choosing
alternative lifestyle. They are really suffering and many
would want treatment was available to them, but if access to
heroin or prescription opioids or fentanyl is easy and
inexpensive. If it costs $10 to buy a bag of dope but to find
treatment is going to be expensive and complicated, people are
just going to keep using. We have to really flip that so that
treatment becomes much easier for people to get than it is for
people to continue using and if we were able to get there I
think we would start to see overdose deaths come down and I
think the only way we get there is with an adequate commitment
from the federal government. The opioid crisis has
disproportionately, even the current opioid crisis has
disproportionately affected Black Americans and in a study
that just came out last I think last week, when you look at the
impact of COVID we have learned that people now with
substance use disorders are more likely to contract COVID and
that increased risk for contracting COVID is greatest among
people whose addiction is to opioids and we've also learned
that if you have addiction that you are more likely to die from
COVID and that that increased risk of death is greatest in
older Blacks who have opioid addiction that those survivors
that we've been talking about are dying at a very high rates now
from COVID so we need adequate resources to address both the
opioid crisis and we really need to better understand the
epidemiology of opioid addiction so that the resources go to the
communities that have really been underrepresented.
>>DR. LAMIAA TOLBA: I also -- one thing we do Dr. Watkins and
I when we work together -- not prescribing opioids for my
patients -- or I tell them that is how I impact the majority of it I
was giving friends and families for free. Do not give to anyone
else and if you are living in an area or you feel like you are
your living environment is a high risk that summer could take it
or steal it from you I have a few patients who telling my so-andso is take it and stealing it without me knowing. I tried to impact

that -- because if you lose this medicine I'm not going to give you
a new one before the month is up or before the time period I
gave you that medication for.
Another thing I tell them how impacted, before we do
prescribing for opioids nobody's allowed to pick up
prescriptions except the patient so we have the safeguards in
place to help our patients to protect were on medications from
someone taking it unknowingly or educate them so they don't
give it to someone else. So a lot of patients use marijuana for
pain management and try to understand what are using that
instead of prescription that is better controlled and educate
them - educate them so they don't get laced with dangerous
medications or other substances because they're not going to
stop unfortunate so building that trust between us and them
so they don't hide anything from us it helps too.
>>DR. SHERRA WATKINS: I was to they both stole my thunder
but I would say just take everything they say and make sure we
really focus on the epidemiology, the intersections of the
various pandemics that we are dealing with this first COVID and
social justice issues to make sure that we are having these
continued conversations come to advocate for our patients
when it comes to legislation within our states. Also it comes to
the federal government. And making sure that we are part of
organizations that will legislate and advocate on our behalf.
The last thing I would state is that for some of us who have
been working in this field and who have seen both epidemics
either from a personal or professional viewpoint, just
encourage us to keep fighting the fight, continue to educate
ourselves on how things may be shifting to not be comfortable
in our own education, in our own current knowledge that we
may have grafted and brought with us but challenge ourselves
to continue to to attend these types of webinars, to ask
questions and once again seek mentorship and supervision as
needed.
>> Excellent, excellent, excellent. So panel you are free to
be dismissed I really thank you for your time your expertise
your leadership. Everyone you all shared great ideas in the
chat box and questions box. I love the idea but let's not forget
about prevention from Sage starting as young as elementary
school make sure to educate our future on health and on
healthcare and on prevention for opioid use disorders. Great

topics great ideas great insight that you all shared. Everyone
just a quick reminder every NAADAC webinar has its own
webpage the house every thing you need to know about that
particular webinar so there it is sorry so -- right after the live
event you will find the online CE Quisling on exact same
website you used to register for this webinar's that has
everything you need to know those yellow arrows is going to be
hosted at the website on the slide.
Including instructions on how to access the online CE quiz and
get your certificate immediately. Here's a quick schedule for
our upcoming webinars please tune in if you can. There are
some really interesting topics and great presenters like today.
You can join us next week Wednesday, December 6 two here
about chronic pain. We also launch our 2021 webinars you can
register now to learn from a new list of really dynamic
presenters covering topics like targeted self-care for
uniquely stressful times, starting 2021 right off with -- really
honor to bring Dr. Kevin McAuley to speak about some trends in
addiction recovery 2021. Pointing out latest findings in
neuroscience research also next Friday Dr. Jack Stein from the
national institute of health update please join us if you have
not already make sure to bookmark this webpage. So you can
stay up-to-date on cultural competency and social
responsibility. Free eight part series our highest you would
webinar and additional webinars there is also a COVID 19
resources page with six free webinars covering top concerns in
the addiction profession. As you know there is a lot benefits of
being a member. You have not joined us yet go to this website.
Or you can just email us to find out more about becoming a
member. Membership benefits include well over 145 free CE's,
access to our quarterly advances and recovery magazine and
you get to be a part of awesome committees like Dr. Watkins
being part of the critical issues in the Black community
committee our newest committee here. If you'd like to join
become a member first. If you remember you can email us to
learn more.
A short survey will pop up at the end please take time to give
us feedback sharing notes for us or for the presenters and
you tell us how we can improve and sharpen your learning
experience. Thanks again to Dr. Sherra Watkins, Dr. Andrew
Kolodny, Dr. Lamiaa Tolba for your incredible expertise in
leadership and knowledge and support in this field., To take a
moment to remind you all to stay connected with us on LinkedIn,

Facebook and twitter and everyone be well.
>> Bye-bye. Thank you.
>> Thank you.
[End of webinar]

