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W
ebinar follow

-up
•C

EU
s are available upon request. W

e are currently w
aiving 

any fees for C
EU

s during quarantine. 
•

This session has been approved for 1.5 C
EU

’s by:
•

N
AAD

AC
: The N

ational Am
erican Indian & Alaska N

ative M
H

TTC
 is a 

N
AAD

AC
 (The Association for Addiction Professionals) certified 

educational provider, and this w
ebinar has been pre-approved for 1.5 

C
EU

. 
•

Participants are responsible for subm
itting state specific requests 

under the guidelines of their individual state. 

•Presentation handouts:
•

A handout of this slideshow
 presentation w

ill also be available by 
dow

nload



W
ebinar follow

-up
Evaluation: SAM

H
SA’s G

PR
A

This w
ebinar is provided by the N

ational Am
erican Indian & Alaska N

ative M
H

TTC
, a program

 funded by 
the Substance Abuse and M

ental H
ealth Services Adm

inistration (SAM
H

SA). 
Participation in our evaluation lets SAM

H
SA know

: 
•

H
ow

 m
any people attended our w

ebinar
•

H
ow

 satisfied you are w
ith our w

ebinar
•

H
ow

 useful our w
ebinars are to you

You w
ill find a link to the G

PR
A survey in the chat box. If you are not able to com

plete the G
PR

A directly 
follow

ing the w
ebinar, w

e w
ill send an em

ail to you w
ith the survey link. Please take a few

 m
inutes to 

give us your feedback on this w
ebinar. You can skip any questions that you do not w

ant to answ
er, and 

your participation in this survey is voluntary. Through the use of a coding system
, your responses w

ill be 
kept confidential and it w

ill not be possible to link your responses to you. 
W

e appreciate your response and look forw
ard to hearing from

 you. 



Today’s Speaker
Avis G

arcia, PhD
, L.P.C

. L.A.T. (N
orthern Arapaho) is an enrolled 

m
em

ber of the N
orthern Arapaho N

ation and affiliated w
ith the Eastern 

Shoshone Tribe of W
yom

ing. She earned a doctorate in counselor 
education and supervision at the U

niversity of W
yom

ing, and is also a 
Licensed Professional C

ounselor, and Licensed Addictions Therapist. 
She is also a resource provider for prom

oting cultural enhancem
ent of 

evidence-based practices and practice-based evidence of treatm
ent 

approaches for N
ative Am

erican’s exposed to traum
a. Avis is currently 

em
ployed as an executive director of a nonprofit substance abuse 

treatm
ent center in C

heyenne, W
yom

ing. 



Training O
bjectives

1.G
ain a better understanding of Evidence-Based 

practices, best practices and prom
ising practices

2.G
ain a better understanding of the im

portance of 
the treatm

ent alliance
3.Becom

e fam
iliar w

ith com
m

only used evidence-
based and best practice approaches 

4.Better understand C
o-occurring D

isorders and 
integrated care

5.Explore m
edication-assisted treatm

ent 
(Buprenorphine)



Evidence-B
ased &

 B
est 

Practices



Evidence-B
ased, B

est &
 Prom

ising 
Practices
•

Evidence-based practices are m
ethods or techniques that have 

docum
ented outcom

es, have an ability to replicate key factors, and have 
been recognized in scientific journals by one or m

ore published articles.  
Evidence-based practices are often m

anualized, for instance in SAM
H

SA’s 
Technical Assistance Publication Series (TAPs).

•
A best practice

is a m
ethod or technique that has consistently show

n 
results superior to those achieved by other m

eans. In addition, a "best" 
practice w

ill evolve as em
pirical research advances.  

•
A prom

ising practice
is generally described as having a body of evidence 

(either evaluation studies or expert consensus) to support efficacy, is likely 
to raise to the next level w

hen scientific studies can be conducted, and/or 
has been endorsed by one or m

ore groups w
hose opinions m

atter 
producing specific desired outcom

es.



C
haracteristics of 

A
ddiction

•The Am
erican Society of Addiction 

M
edicine (ASAM

), 3
rdEdition, 

describes the characteristics of 
addiction as:

•“An inability to consistently 
abstain, im

pairm
ent in behavioral 

control, craving, dim
inished 

recognition of significant problem
s 

w
ith one’s behaviors and 

interpersonal relationships, and a 
dysfunctional em

otional response.”



O
ur G

oals for Treating Substance 
U

se and C
o-O

ccurring D
isorders

•
To properly assess the patient  using m

ulti-dim
ensional 

tools
•

To provide Integrated, coordinated longitudinal care using 
evidence-based approaches

•
To provide an optim

um
 opportunity for healthy behavior 

change through the therapeutic alliance
•

To im
prove the patient s overall health and w

ellness
•

To m
easure outcom

es
•

To provide inform
ed consent

•
Individual, fam

ily, and com
m

unity R
ecovery-O

riented 
System

s of C
are



W
hat D

oes A
ll This M

ean?
•

W
e have a responsibility

to im
prove service 

delivery and m
onitor patient  outcom

es
•

The field of addictions treatm
ent is evolving and 

w
ill require a broader understanding of the term

 
“treatm

ent”
•

W
e have a responsibility to stay inform

ed about 
evidence-based practices, best practices and 
prom

ising practices
•

Those in leadership positions have a responsibility
to prepare and m

entor the next generation of 
addiction professionals 



Therapeutic R
elationship



The m
ore w

e involve our patient in the decisions 
about their treatm

ent process, the m
ore m

eaning 
and purpose they w

ill likely associate w
ith their 

treatm
ent experience…

 

S. Steine 



Therapeutic 
R

elationship
•

The Therapeutic Alliance
•

D
evelop:

•
R

apport
•

C
om

m
on or shared goals

•
Safety & Trust

•
Ethical R

esponsibilities
•

Pow
er distribution



Therapeutic R
elationship: Function

•
Positive reinforcem

ent, encouragem
ent, instill 

hope, build self-efficacy
•

Provide the patient  w
ith support and accurate, 

genuine em
pathy

•
In partnership w

ith the patient , develop goals 
that are realistic, attainable and adaptable

•
M

odel adaptive interpersonal functioning



Therapeutic R
elationship: 

Patient D
evelopm

ent
•

Patient feels heard, understood, accepted, 
respected, and em

pow
ered

•
Feels the therapist is concerned

•
Feels the therapist is w

orking w
ith

them
•

Feels the therapist is realistically optim
istic

•
Feels (and recognizes) that positive change is 
possible and/or occurring



A
ssessm

ent: 
A

SA
M

, 3
rdEdition

•Am
erican Society of Addiction 

M
edicine (ASAM

) C
riteria:

•C
linically driven, not program

 
driven

•C
riteria do not involve a prescribed 

length of stay, but prom
ote a 

flexible continuum
 of care

•Involve an interdisciplinary 
approach to care

•Include inform
ed consent

•Are outcom
es driven 

•C
larify m

edical necessity



C
ontinuum

 of Treatm
ent C

are

•ASAM
 (1996,2003) created criteria to allow

 for 
a broader continuum

 of care

•D
ifferentiates betw

een adult & adolescent care

•C
om

m
on set of criteria helps determ

ine client’s 
severity and place the client in appropriate level 
of care (LO

C
).



A
SA

M
 Levels of C

are

•Level 1: O
utpatient treatm

ent
•Level 2: Intensive outpatient (IO

P) and partial 
hospitalization program

 (PH
P)

•Level 3: M
edically m

onitored inpatient 
(residential treatm

ent)
•Level 4: M

edically m
anaged inpatient treatm

ent



D
im

ensions of A
SA

M

1.Acute intoxication and w
ithdraw

al potential
2.Biom

edical conditions and com
plications

3.Em
otional, behavioral or cognitive conditions and 

com
plications

4.R
eadiness to change

5.R
elapse, continued use, or continued problem

 
potential

6.R
ecovery/Living environm

ent
•

*Severity in each dim
ension can be rated as m

ild, m
oderate or severe







W
hole-Person / 

Patient-C
entered C

are
•

Establishing the therapeutic 
alliance begins w

ith the 
patient ’s initial contact w

ith 
the helping 
professional/organization

•
Proper treatm

ent requires 
proper assessm

ent: The 
Am

erican Society of Addiction 
M

edicine (ASAM
, 3

rdEdition) 
is a com

m
only used m

ulti-
dim

ensional assessm
ent tool  



W
hole-Person / 

Patient-C
entered 

C
are

•
M

ulti-disciplinary team
 

approach, using 
com

m
unity support 

system
s (R

O
SC

)

•
Selecting a particular 
theoretical approach 
that is m

ost likely to 
result in the patient ’s 
im

proved health  



Person-centered Therapy 

•C
arl R

ogers in the m
id-1940’s

•Therapy does not have to revolve around 
therapist’s advice, direction & interpretation

•C
lients ow

n personal understanding self-
realization ad problem

-solving techniques.
•C

ounselor or helping professional com
prehend 

how
 client sees them

selves in the w
orld.



M
ain Principles

•H
um

anism
: Innate nature w

ithin all hum
ans to 

achieve our potential and find m
eaning in life.

•C
ongruence: C

ounselor is genuine or real.
•U

nconditional Positive R
egard: C

ounselor 
show

s client constant acceptance and caring.
•Accurate Em

pathic U
nderstanding: Identify 

w
ith and understand client subjective w

orld.



C
ounseling Theories 

and Practice



Theoretical-B
ased A

pproaches

•C
oncrete m

ethods for assessing and 
conceptualizing individual conditions.

•Assist in increasing m
otivation to effectively 

follow
 a path to successful recovery.

•N
o one approach appropriate for for all.

•“Theoretical tool bag” select best “tools” for the 
job at hand.



Evidence-B
ased Practices 

•Behavioral Theory (Skinner)
•C

ognitive/Behavioral Therapy (C
BT) (Beck)

•C
ontingency M

anagem
ent/Incentivizing

•Screening, Brief Intervention and R
eferral to 

Treatm
ent (SBIR

T)
•R

ational Em
otive Behavior Theory (Ellis)

•M
otivational Interview

ing (M
iller)

•Stages of C
hange/Transtheoretical M

odel 
(D

iC
lem

ente)
•M

edication-Assisted Therapy (M
AT)



B
ehavioral Theory

•Som
e constructs to consider:

•B
ehavior is learned, 

therefore it can be unlearned
•N

ew
 behaviors can replace 

old ones
•Focus on the observable: 

H
ow

 people act, react, and  
behave

•Less interested in 
cognitive/em

otional states, 
believe that behavior 
represents learned habits



B
ehavioral Theory: C

onditioning
•C

lassical C
onditioning refers to the association betw

een a 
stim

ulus and an involuntary or autom
atic behavior (response)

•
C

raving can be a conditioned response triggered by stim
uli 

that the patient  m
ay or m

ay not be conscious of (Pavlov)

•O
perant C

onditioning refers to an association betw
een a 

voluntary behavior and a consequence (Skinner)
•

The nature of the consequence w
ill  im

pact w
hether the 

behavior occurs again (legal, health-related consequences, 
etc.)



B
ehavior Therapy K

ey C
oncepts

•Ivan Pavlov, B.F. Skinner, Albert Bandura

•C
lassical conditioning

•O
perant conditioning

•Social learning theory



This Photo
by U

nknow
n Author is licensed under C

C
 BY-SA-N

C



M
otivational 

Incentives  = 
C

ontingency 
M

anagem
ent



M
otivational Incentives  = 

C
ontingency M

anagem
ent

•Providing reinforcem
ent for healthy behavior

•Prom
oting Aw

areness of M
otivational Incentives (PAM

I) 
is based on the positive research outcom

es and 
lessons learned from

 the N
ational Institute on D

rug 
Abuse (N

ID
A) C

linical Trials N
etw

ork (C
TN

) study, titled 
M

otivational Incentives for Enhanced D
rug Abuse 

R
ecovery (M

IED
AR

). 

•For m
ore inform

ation: 
http://w

w
w.bettertxoutcom

es.org/bettertxoutcom
es/



W
hy U

se M
otivational Incentives?

•H
elp patients stay in treatm

ent and abstain from
 

drug use. 
•U

sing low
-cost reinforcem

ents (e.g., prizes, 
vouchers, leave group early, etc.) 

•Praise and not as bribery but for recognition.
•Fishbow

ls and C
andy Bars: tickets for a prize, 

notebook, pens, sm
all book, sm

all planner.



C
ognitive B

ehavioral Theory
•C

ognitive behavior therapy (C
BT) com

bines

•
B

ehavior therapy helps to w
eaken the connections 

betw
een troublesom

e situations and your reactions to 
them

•
C

ognitive therapy teaches you how
 certain thinking 

patterns/feelings im
pact behavior

•Very sim
ply put, C

BT attem
pts to help patients 

recognize, avoid, and cope 



R
elapse Prevention 

(C
B

T)

9
Identify H

igh R
isk Situations

9
C

oping Skills Training
9

Enhance Self-Efficacy
9

R
elapse R

efram
ed as 

“teachable m
om

ent”
9

C
hallenge Positive Alcohol 

Expectancies
9

Lifestyle Balance



K
ey C

B
T concepts

•Founder –
Aaron Beck

•Focus is on the here-and-now.

•C
lient takes on active role.

•ABC
 m

odel



Therapeutic Techniques

•Behavioral rehearsal
•H

om
ew

ork
•M

otivational interview
ing

•R
elaxation training

•System
atic desensitization

•Social skills training
•Assertion training



D
efinition: R

EB
T

•Is a cognitive-oriented counseling approach that 
focuses on changing the attitudes, beliefs and 
negative self-statem

ents that drive and m
aintain 

problem
atic behavior.

•C
reated by Albert Ellis, in 1955



R
ational Em

otive B
ehavioral Theory 

(R
EB

T)
•In a nutshell…

•
Som

ething happens (to the patient )
•

patient  has an irrational belief about the situation
•

patient  has an em
otional reaction to the belief

•
Therapist helps the patient  recognize errors in thinking that 
led to the irrational belief and find alternative w

ays of thinking 
about the event

•Exam
ple: “I w

as only arrested for drunk driving because that 
cop has it out for m

e”



A
B

C
 M

odel of R
EB

T

•A
= activating event

Events that occur in life that lead to reaction
•B

= beliefs
H

ow
 person feels or thinks about activating         

event.
•C

= em
otional and behavioral consequences

H
ow

 individual behaves based on beliefs 
concerning an activating event.



Stages of 
C

hange M
odel

•Prochaska
& 

D
iC

lem
ente

•
Pre-C

ontem
plation

•
C

ontem
plation

•
Preparation

•
Action

•
M

aintenance
•

R
elapse & R

ecycle



M
otivational 

Interview
ing (M

I)
•

“If m
otivational interview

ing is a w
ay of being w

ith people, 
then its underlying spirit lies in understanding and 
experiencing the hum

an nature that gives rise to that w
ay 

of being.  H
ow

 one thinks about and understands the 
interview

 process is vitally im
portant in shaping the 

interview
”.

•
M

iller and R
ollnick, M

otivational Interview
ing, pg. 34

•
M

otivational Interview
ing  w

as originally developed in an 
effort to increase the m

otivation of patients w
ith alcohol 

problem
s to change behavior

•
As part of that process, M

iller found that approaching 
patients w

ith a m
odified patient -C

entered approach 
increased the im

pact of the interview

•
W

hat has evolved is a com
m

unication style and focus that 
increases patients’ m

otivation to w
ork on their problem

s



M
otivational 

Interview
ing

•Fundam
ental Approach

•C
ollaboration

•Evocation/suggestion
•Autonom

y/self rule

•Four Principles
•Express em

pathy (not 
sym

pathy)
•D

evelop discrepancy
•R

oll w
ith resistanc

•Support self-efficacy
Essential Substance Abuse Skills: A Guide for Professionals             Clinical Evaluation: Screening



M
I C

ontinued
•C

linicians com
m

only think they already practice 
M

otivational Interview
ing…

though that’s often not the 
case

•W
hat m

akes M
otivational Interview

ing a unique 
com

m
unication approach is how

 its constructs are 
em

ployed by the clinician

•M
otivational Interview

ing requires attention to tim
ing 

issues, specific strategies, application m
ethods, and 

m
axim

izing the effectiveness of these skills
Essential Substance Abuse Skills: A Guide for Professionals             Clinical Evaluation: Screening



SB
IR

T
•S-Screening tool is used to assess patient ’s risk of 
having an SU

D
.

•B,I-Brief intervention consists of a 3-5 m
inute, 

m
otivational discussion w

ith patient  concerning the 
screening results

•R
-R

eferral to a specific resource for additional 
assessm

ent and/or treatm
ent service

•T-Treatm
ent provider: process should allow

 for a 
“w

arm
 hand-off” from

 referral source to treatm
ent 

provider.



O
ther theories w

orth 
m

entioning…
•

Social C
ognitive Theory: Personal 

factors, environm
ental influences and 

behavior continually interact. People learn 
from

 their ow
n experiences and from

 
observing the actions of others

•
H

ealth B
elief M

odel:H
elps to explain 

w
hy people do or do not use preventive 

services.  H
as to do w

ith perception of 
rew

ard/risk

•
Social Ecological M

odel: C
onsiders 

m
ultiple influences on behavior and states 

that behaviors both shape and are shaped 
by the social environm

ent



B
ehavioral H

ealth C
are 

Substance U
se 

and M
ental H

ealth



B
ehavioral 

H
ealth 

Integrated C
are



•A patient’s substance use is 
not the problem

, but rather a 
sign or sym

ptom
 of other 

underlying issues driving the 
substance use.  



C
o-O

ccurring D
isorder: W

hat does 
this m

ean? 
•

In m
edicine, com

orbidity
is either the presence of 

one or m
ore disorders (or diseases) in addition to a 

prim
ary disease or disorder, or the effect of such 

additional disorders or diseases.
•

The term
 dual diagnosis

is used to describe the 
co-m

orbid condition of a person considered to be 
experiencing difficulties related to a m

ental illness 
and

a substance abuse problem
. 

•
O

ther ideas? 



W
hat are “C

o-occurring D
isorders”?

•The presence of at least tw
o disorders:

•
O

ne being substance use disorders

•
The other being a D

SM
-5 m

ental health disorder, 
such as:
•M

ajor D
epression 

•Bipolar D
isorder

•Schizophrenia 
•PTSD

/Anxiety



C
haracteristics of 

C
o-occurring 

D
isorders  (G

eneral)
•R

epeatedly cycle through treatm
ent, 

em
ergency departm

ents, detox and jail. 
•M

ore likely to re-offend or to receive 
sanctions w

hen: N
ot taking 

m
edication, not in treatm

ent, 
experiencing m

ental health 
sym

ptom
s, using substances 

•U
se of even sm

all am
ounts of 

substances m
ay trigger recurrence of 

m
ental health sym

ptom
s 



G
eneral A

ssessm
ent A

pproach for 
C

o-occurring D
isorders  

1.ASAM
 dim

ensions can also be used as a m
ulti-

dim
ensional assessm

ent  tool for co-occurring 
disorders

2.Assess the significance of the substance use 
disorder 
•

O
btain longitudinal history of M

ental H
ealth and substance 

use sym
ptom

 onset
•

Analyze w
hether M

ental H
ealth sym

ptom
s occur only in the 

context of Substance use (substance-induced)
•

D
eterm

ine w
hether sustained abstinence leads to rapid and 

full rem
ission of M

ental H
ealth sym

ptom
s



C
haracteristics of C

o-occurring 
D

isorders  
•

M
ore rapid progression from

 initial substance use 
to higher levels of severity

•
Poor adherence to m

edication
•

D
ecreased likelihood of treatm

ent 
retention/com

pletion
•

G
reater rates of hospitalization

•
M

ore frequent suicidal behavior
•

D
ifficulties in social functioning

•
Shorter tim

e in rem
ission of sym

ptom
s 



C
haracteristics of C

o-occurring 
D

isorders (cont.)  
•

D
ifficulty com

prehending or rem
em

bering 
im

portant inform
ation  (e.g., verbal m

em
ory)

•
D

oes not recognize consequences of behavior 
•

Exhibits Poor judgm
ent 

•
D

isorganization 
•

Lim
ited attention span  

•
R

espond better to patient -centered 
approaches



C
o-O

ccurring C
onditions 

in Adolescence
•

N
inety percent w

ith lifetim
e 

co-occurring disorder had 
one M

H
 disorder prior to 

onset of substance use

•
M

edian onset M
H

 disorder 
at age 11 years

•
O

nset substance use 
betw

een 16 and 21 years 



Evidence-B
ased B

est Practices
(continued)
Pharm

acotherapy
M

edication A
ssisted Therapy



Pharm
acotherapy

•D
etoxification/W

ithdraw
al 

M
anagem

ent
•C

ravings for Alcohol
•R

eplacem
ent 

•Aversive
•Antagonist
•M

ixed (Agonist-antagonist)



M
edicated A

ssisted Therapy 

•
M

edicated-Assisted Treatm
ent (M

AT) is the 
use of FD

A-approved m
edications, in 

com
bination w

ith counseling and behavioral 
therapies, to provide a “w

hole-patient” 
approach to the treatm

ent of substance use 
disorders.



M
edications for 

A
lcohol U

se D
isorders

•
N

altrexone 
•

Vivitrol(injectable form
 of 

N
altrexone), longer lasting)

•
D

isulfiram
(Antabuse)

•
Acam

prosate
(C

am
pral)



M
edications for 

O
pioid U

se D
isorders

•
M

ethadone (oral liquid) 
•

N
altrexone (oral)

•
Vivitrol (injectable form

 of N
altrexone), longer 

lasting)
•

Sublocade (injectable form
 of Buprenorphine) 

•
Suboxone/Zubzolv  (Buprenorphine/N

aloxone) 
•

Probuphine (Buprenorphine/ im
plant) 



O
piate/O

pioid : W
hat’s the 

D
ifference?

•O
piate
•

A term
 that refers to drugs or m

edications that are derived 
from

 the opium
 poppy, such as heroin, m

orphine, and 
codeine

•O
pioid
•

A m
ore general term

 that includes opiates as w
ell as the 

synthetic drugs or m
edications, such as Buprenorphine, 

m
ethadone, M

eperidine (D
em

erol ®), Fentanyl—
that 

produce analgesia and other effects like m
orphine



B
asic O

pioid Facts 
•D

escription: O
pium

-derived, or synthetics w
hich 

relieve pain, produce euphoria and m
orphine-like 

addiction, and relieve w
ithdraw

al from
 opioids

•M
edical U

ses: Pain m
anagem

ent, cough 
suppression 

•M
ethods of U

se: Intravenously injected, sm
oked, 

snorted, or orally adm
inistered

•W
ithdraw

al:
Prolonged and very unpleasant, but 

not life threatening



A B
rief H

istory of O
pioid Treatm

ent

•
The D

rug Abuse Treatm
ent Act of 2000 and the 

approval of Buprenorphine by the U
.S. Food and 

D
rug Adm

inistration, in 2002, for the treatm
ent of 

opioid addiction both allow
 for the expansion of 

traditional opioid treatm
ent program

s beyond the 
current structure to include treatm

ent in office-
based settings. W

ith this expansion, m
ore patients 

m
ay be w

illing to access treatm
ent, and the stigm

a 
associated w

ith addiction m
ay be reduced by 

broadening the definition and location of treatm
ent 



A B
rief H

istory of O
pioid Treatm

ent
•

O
pioid addiction continues to be a significant public health problem

 
across the country. In 2007, approxim

ately 12.5 m
illion Am

ericans 
ages 12 and older used prescription pain m

edications for non-
m

edical purposes, according to the N
ational Survey on D

rug U
se 

and H
ealth adm

inistered by SAM
H

SA

•
By 2019 full scale efforts to system

ically decrease the access to 
prescribed opioids m

edications, over the previous decade, have 
created a continual surge in O

D
 deaths, and the ongoing use of 

heroin and Fentanyl (acquired illicitly in order to m
anage the 

addiction to these opiate based-m
edications).  Thus, creating the 

epidem
ic w

e see cycling through our healthcare/SU
D

 treatm
ent 

system
s of care today.      



A B
rief H

istory of 
O

pioid Treatm
ent 

(continued)

•
1964: M

ethadone is approved  
•

1974: N
arcotic Treatm

ent Act 
lim

its m
ethadone treatm

ent to 
specifically licensed O

pioid 
Treatm

ent Program
s (O

TPs)
•

1984: N
altrexone is approved, 

but has continued to be rarely 
used (approved in 1994 for 
alcohol addiction)



A B
rief H

istory of O
pioid Treatm

ent 
(continued)

•
2000: D

rug Addiction Treatm
ent Act of 2000 

(D
ATA 2000) expands the clinical context of 

m
edication-assisted opioid treatm

ent 
•

2002: Tablet form
ulations of Buprenorphine 

(Subutex
®) and Buprenorphine/N

aloxone 
(Suboxone

®) w
ere approved by the Food and 

D
rug Adm

inistration (FD
A)



A
pproval of B

uprenorphine and 
B

uprenorphine/N
aloxone 

•
U

.S. FD
A approved Buprenorphine (m

arketed 
as Subutex

®) and Buprenorphine/N
aloxone 

(m
arketed as Suboxone

®) for opioid addiction 
treatm

ent on O
ctober 8, 2002

•
Product launched in U

.S. in M
arch 2003

•
Interim

 rule changes to federal regulation (42 
C

FR
 Part 8) on M

ay 22, 2003 enabled O
TP’s 

(specialist clinics) to offer Buprenorphine



A B
rief H

istory of O
pioid Treatm

ent 
(continued)

•
2016 The First-Ever FD

A-Approved 
Buprenorphine Im

plant For O
pioid 

D
ependence (Probuphine)

•
2017 FD

A approves first once-m
onthly 

buprenorphine injection, a m
edication-assisted 

treatm
ent option for opioid use disorder 

(Sublocade) 



B
uprenorphine Treatm

ent:  
The M

yths and The Facts



M
YTH

 #1:  Patients 
are still addicted
•FAC

T:SU
D

 is pathologic use 
of a substance and m

ay
or 

m
ay not include physical 

dependence

9
Physical dependence on a 
m

edication for treatm
ent of 

a m
edical problem

 does 
not m

ean the person is 
engaging in pathologic use 



M
YTH

 #2:  B
uprenorphine is sim

ply a 
substitute for heroin or other opioids
•FAC

T:  Buprenorphine is
a replacem

ent m
edication; 

it is not sim
ply a substitute

9
Buprenorphine is a legally prescribed m

edication, 
not illegally obtained 

9
Buprenorphine is a m

edication taken sublingually 
(under the tongue), a very safe route of 
adm

inistration
9

Buprenorphine allow
s the person to function 

norm
ally



M
YTH

 #3:  Providing m
edication alone is 

sufficient treatm
ent for opioid addiction

•FAC
T: 

9
Buprenorphine is an im

portant treatm
ent option.  

H
ow

ever, the com
plete

treatm
ent package should 

include other elem
ents as w

ell (talk therapy, 
com

m
unity support, etc.)

9
C

om
bining pharm

acotherapy w
ith  counseling and 

other ancillary services m
ay increase the likelihood 

of success



M
YTH

 #4:  Patients are still getting 
high
•FAC

T:

9
W

hen taken sublingually, Buprenorphine is 
slow

er acting and does not provide the sam
e 

“rush” as  heroin

9
Buprenorphine has a ceiling effect resulting in 
low

ered experience of the euphoria felt at higher 
doses



A
dvantages of B

uprenorphine in the 
Treatm

ent of O
pioid A

ddiction
1.Patient can participate fully in treatm

ent activities 
and other activities of daily living easing their 
transition into the treatm

ent environm
ent

2.Lim
ited potential for overdose (Johnson et.al, 2003)

3.M
inim

al subjective effects (e.g., sedation) follow
ing 

a dose
4.Available for use in an office setting
5.Low

er level of physical dependence



A
dvantages of 

B
uprenorphine/

N
aloxone

•D
iscourages IV use

•C
an prevent overdose 

deaths (N
aloxone)



Training Sum
m

ary

1.Evidence Based –
Best Practice

2.Therapeutic R
elationship and Treatm

ent 
Alliance

3.Best Practices 
4.C

o-occurring D
isorders

5.(som
e)Pharm

acological Treatm
ent options


