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t of opioid addiction and the
lons for the treatment system.

roups of people who are using

m Understand how buprenorphine will benefit
the delivery of opioid treatment.



SAWIESA/CSAT
CSAT's Missio

of individuals and families affected
buse by ensuring access to clinically
p , (s liction treatment that reduces the

initiatives and programs are based on research

work best in a community-based, coordinated
f comprehensive services.

Because no single treatment approach is effective for all
persons, CSAT supports the nation's effort to provide
multiple treatment modalities, evaluate treatment
effectiveness, and use evaluation results to enhance
treatment and recovery approaches.
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e Hiistory. of Opioid
dreatment

is approved.

atment Act limits
one treatmen ecifically licensed
Treatment Programs (OTPs).

ltrexone is approved, but has
d to be rarely used (approved in 1994
1 addiction).

= 1993: LAAM is approved (for non-pregnant
patients only), but is underutilized.



ablet formulations of buprenorphine
x®) and buprenorphine/naloxone
one®) were approved by the Food and
Administration (FDA).

m 2004: Sale and distribution of ORLAAM® is
discontinued.



Drug /-\SJ&‘J]S' onlireatment Act of
20)0)0,
(P)ANIFAY 720)0)0))

options to include both
e system and opioid

s number of available treatment slots
opioid treatment in office settings

ysician qualifications for prescribing the
lon



dipBUprenorphine and
enorphine/Naloxone

» ent on October 8, 2002.
launched in U.S. in March 2003

ic rim rule changes to federal regulation (42
CFR Part 8) on May 22, 2003 enabled Opioid
- Treatment Programs (specialist clinics) to offer
buprenorphine.



SHechive treatment generally requires
nanyaacets. [reatment providers are
mportantanhelping the patients to:

ithdrawal symptoms

stand the bel
es resulting fro

loral and cognitive
lrug use

e long-term changes and prevent relapse

sh ongoing communication between
physician and community provider to ensure
coordmated care

= Engage in a flexible treatment plan to help them
achieve recovery



ReEEsroir@irent Heroin Use

» Drug demand data show that, nationally,
current heroin use is stable or decreasing.

Rates of Past-Year Heroin Use — NSDUH, 2009

Individuals (12 & 0.1
older)

o | o5 | ou | o5 | ou | s | o5
paoraones | o1 | o1 | o1 | o | s | o5




SesTHeroIn?

ages use heroin:

ore than 3.8 million US residents
12 and older have used heroin at
once in their lifetime.

oin use among high school

nts is a particular problem.
Slightly more than 2% percent of US
high school seniors used heroin at
least once during their lifetime.

« Approximately 1.6% of young adults
(ages 19-28) reported lifetime use




nce ofi Use

e are declining among youth -
din 1996 i
in 1997

on-medical use of opioids are increasing

| all ages peaked in 2007
Rates highest in 18-25 year olds



’ |onof Hervoin Use

r half of the 1990s, the annual
initiates rose to a level not
970s.

imated 246,000 heroin

1988 and 1994, the annual number of new
oed from 28,000 to 80,000.

1995 and 2001, the number of new heroin
consistently greater than 100,000.

'@ Between 2002 and 2008, the number of new heroin
users ranged from 91,000 to 114,000.



winey:Opiold Use
REEENEHonalsStrvey Population
J07 National Survey on Drug Use

. persons (2.8% of the U.S.
aged 12 or © were currently using
escription drugs nonmedically.

ed 5.2 million were current users of pain
r nonmedical purposes.

ately 4.4 million persons had used OxyContin
at least once 1n their lifetime.

nonmead

on-medical pain reliever incidence increased from
1990 (628,000 1nitiates) to 2007, when there were 2.1
million new users.



cal use ED visits were
0 Central Nervous System (CNS) agents.

NS agents, the most frequent drugs
lates/ opioid analgesics, specifically:
odone/combinations (22,912 visits)

d (33%) of nonmed

. HYdro
= Oxycodone/combinations (44,489 visits)
= Methadone (23,498 ED visits)



dical'Users of Pain
alievers

new non-medical users
ion in 2003, but still a

users per day

th aged 12-17, females more
se non-medically

m g young adults aged 18-25, males
re likely to use non-medically (sammsa, oas,



m TEDS admissions for
primary opioid
abuse increased
from 16% of all
admissions in 1997
to 19% in 2007.

@ Admissions for other
opioids have
increased
consistently since the
late 1990s - 1% to 5%

between 1997 and
—&— Other Opiates 2007.

- Heroin
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Owololc PrldigElee]) fofe)
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OPILIEPAddiction and the Brain
becific receptors in the

5 Causes a



es: Pain relief, cough suppression,

ods of Use: Intravenously injected, smoked,

'ted, or orally administered



Opiates Act on Many Places
in the Brain and Nervous System

.t . - - X A e 4 . ;
A e W \

& Opiates can change

the limbic system,
* which controls emotions
to increase feelings of
pleasure.

Opiates can
changethe
brain stem,
an area that

Opiates can block
pain messages

transmitted by the
spinal cord from v
the bod :

(National Institute on Drug Ab



rminology

molecule: a

roup, or site 1s in a cell or on a
and binds with a specific molecule,
mone, or antibody




['8F] Cyclotioxy (a Selective Opioid Antagonist)
Binding in Human Brain:
Normal Volunteer PET Study - NIH

(Eckelman, Rice and the NIH PET group, 2000; Kling et al., 2000)




Full Agonist
nethadone

Partial Agonist
(e.g. buprenorphine)

Antagonist
(e.g. naloxone

Dose of Opioid



Agonists

of opium poppy
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Copyright 1999 - Publishers Group
www.streetdrugs.org



Morphine Tablets

MORPHINE

Copyn"lt 1999 - Publishers Group
www.streetdrugs.org



'Agonists

ived from chemicals in

1orphone - Dilaudid®
done - Percodan®, Percocet®
ydrocodone - Vicodin®



ight 1999 - Publishers Group
www.streetdrugs.org

TAR HEROIN



BAYER

PHARMACGEUTICAL PRODUCTS.

Wo are now sendiog to Physiclans through.
out the Unitod Statews lternture and sam-
’ff‘& uf

ASPIRIN

The subatituta for the Salicylales, agreea
Bie of taste, fron {rom unplessant nlter.
eifevts

HEROIN

rya Col i3 A s P N
P Dedinve 107 COUgTn.

HEROIN HYDROCHLORIDE

[t water-soluble rait.

You wiit have call for them. Crder
2 supply from your Jolber,

Write fag tilerstore Lo

FARBENFABRIKEN OF ELBERFELD CO.

40 Stone Btreet, New York,

MpErliing, AarNg




ABBOTT LABORATORIES

2mg 4

mg 8 mg

tDilaudid®

(hydromorpho

ne hydrochloride)

ENDO PHARMACEUTICALS

2.5 mg/325 mg

4

7.5 mg/325 mg

£

10 mg/325 mg

5 mg/325 mg

7.5 mg/500 mg

10 mg/650 mg

Percocet®
(oxycodone HCl/acetaminophen, USP)

KNOLL LABORATORIES

Vicodin®
(hydrocodone bitartrate, acetaminophen)

5 mg/500 mg




'Agonists

rvon®, Darvocet®

one - Dolophine®
Ipha-acetylmethadol - ORLAAM®



Darvocet-N®
(propoxyphene napsylate, acetaminophen)
100 me / 650 me




1al Agonists

ex®, Suboxone®,



S UBOX ONE"®

SUBUTEX® siling



C)e ioid Antagonists

oxan®




Opiate/Opioid : What's the
Difference?

Opiate
rugs or medications that
lum poppy, such as

, morphine, codeine, and buprenorphine.

Opioid
eneral term that includes opiates as
well as the synthetic drugs or medications, such
as buprenorphine, methadone, meperidine

(Demerol®), fentanyl — that produce analgesia
and other effects similar to morphine.




itive consequence s from injection:
ctious diseases (e.g., HIV /AIDS, Hepatitis B and C)

= Infection of heart lining and valves
= Arthritis and other rheumatologic problems



Hevolr Withdrawal Syndrome

with level & chronicity of use

ids causes a rebound in

of withdrawal is dependent upon
f-life of the drug used:

= Acute symptoms subside over 3 to 7 days

= Protracted symptoms may linger for weeks or
months



thdrawal Syndrome
te Symptoms

veating, chills, gooseflesh
amps, diarrhea, vomiting

2estlessness, anxiety, irritability



Ip1oid Withdrawal Syndrome
yotracted Symptoms

libido, impotence, anorgasmia
d mood, anhedonia

Drug craving and obsession






jreatment Options for
Jpioid-Addicted
individuals

nents educate patients
ing process and teach
egles.

e preventic

ions such as methadone and
phine operate on the opioid
s to relieve craving.

Combining the two types of treatment
nables patients to stop using opioids and
return to more stable and productive lives.



.dan You Treat Opioid
| Addlct|0n7

' because it is designed to treat the acute
- physiological effects of stopping drug use



dan You Ireat Opioid
Addiction?

ntial Treatment

1s per day

of 6 to 12 months

de Therapeutic
Behavioral Therapy.

t Psychosocial Treatment

ly than residential treatment

in types and intensity of services offered

unseling is emphasized

y-assisted withdrawal is offered generally

- done with clonidine and other non-narcotic
medications.




nYou Ireat Opioid
Addiction?

ouchers) of positive
ate change

>-behavioral interventions

Increase skills in coping with various life stressors



Can You Treat Opioid
Addiction?

in outpatient settings

In opioid treatment programs
adone, now with
ased settings

s stabilized on adequate, sustained dosages of
edications can function normally.

a%e more readily in counseling and other
oral interventions essential to recovery and
ation

The best, most effective opioid agonist maintenance
programs include individual and/or group
counseling, as well as provision of, or referral to
other neec%ed medical, psychological, and social
services.







an You Ireat Opioid
Addiction?

1tenance Treatment
In outpatient setting

ly over time result in breaking the habit of
1diction.

noncompliance is a common problem. A

ble treatment outcome requires a positive

therapeutic relationship, effective counseling or

therapy, and careful monitoring of medication
compliance.



phine Research
Outcomes

Ine is as effective as moderate
one (Fischer et al., 1999; Johnson, Jaffee, & Fudula, 1992;

1994).

norphine i fective as moderate
Of LAAM (Johnson et al., 2000).

orphine's partial agonist effects make it
‘reinforcing, encouraging medication
1aNCE (Ling et al., 1998).

,

After a year of buprenorphine plus
counseling, 75% of patients retained in

~ treatment compared to 0% in a placebo-plus-
counseling condition akkoetal., 2003)



hine as a Treatment
& for
3ioid Addiction

1d agonist-



IHERole of Buprenorphine in
wpioid Treatment

onist
ect at higher doses

effects of typical opioid agonists —these effects
ose dependent up to a limit

trongly to opiate receptor and is long-acting

d effective therapy for opioid maintenance




AtVantages of Buprenorphine
the Ireatment of Opioid
Addiction

ipate fully in treatment

r activities of daily living
1 into the treatment

sing their trar
Ironment

ed potential for overdose gonnson etat, 200

imal subjective effects (e.g., sedation)
Ing a dose

Available for use in an office setting

5. Lower level of physical dependence



ts can discontinue treatment)

able only in specific urine toxicology

s



Whatis the Ratio of Buprenorphine to
Naloxone in the Combination Tablet?

1tains buprenorphine and

1 taken as intended sublmgually

. Suffic ent dysphoric effects occur if injected by
some physically dependent persons to discourage
abuse



WY F'Jm.)]u]J g Buprenorphine and
1€ . ubllngually Works

1 naloxone have different
2ction potency profiles
a combination

Potency




Buprenorphine/Naloxone:
IWhat You Need to Know

Basic pharmacology,
efficacy is th



1on Phase

h the appropriate dose of
to discontinue use of

. drawal

s, side-effects, and craving



Jansierring Patients Onto Buprenorphine:
AVAysISIgniticar ithdrawal Could Occur

Insufficient
agonist effects



lithe dose is too
X

100

90
80
70

Intrinsic Activity




JFansierring Patients Onto Buprenorphine:
SVaysssigniticant Withdrawal Could Occur

Insufficient
agonist effects



- -
]
)
- ]
to achieve maintenance, ti
y
buprenorphine may res

100

90
80

70
Intrinsic Activity




JaNsierring Patients Onto Buprenorphine:
AVaysssigniticar ithdrawal Could Occur

Insufficient
agonist effects



100

90 Current
80 e intoxication

ED level

Intrinsic Activity




VITectiBuprenorphine Induction from
Ort-Acting Opioids

orphine/naloxone.

ransferring from a short-acting opioid,
e patient provides a methadone-

\ negat1ve~ rine screen before 15t
ouprenorphine dose.



Jependencews. Addiction:
What's the [ fgrence?

r small groups, discuss this question.



erminology
Pendence versus Addiction

- TR defines problematic substance
m substance dependence It does

usion.

ording to the DSM-IV-TR definition,
ostance dependence is defined as continued
despite the development of negative
utcomes including physical, psychological or
interpersonal problems resulting from use.

@ Most providers refer to this as addiction and
ADDICTION is the term we will use throughout
the rest of the training.

(American Psychiatric Association, 2000)



ur

minology



1inology
JepPendence versus Addiction

g -Q'r reductic e normal
0 a drug or other agent, following
osure over a prolonged period



Terminology

ich somebody dependent
ddictive substance stops
causing the person to experience

r uncomfortable symptoms

OR

a person takes a similar substance in order to
“avoid experiencing the effects described
aboVve.




DSMUIV- TR Criteria for
Substance Dependence

of the following occurring at
e same 12 month period:

1l
ince taken in larger amounts over time
nt desire or unsuccessful efforts to cut down

me and activities spent trying to get the

= Disturbance in social, occupational or recreational
functioning

Continued use in spite of knowledge of the damage
it is doing to the self



Opioid Agonists:
harmacology

receptors in central
astrointestinal tract

systerr

gesia — pain relief (somatic &
ological)

ussive action - cough suppression
- @ Euphoria, stuperousness, “nodding

= Respiratory depression




T
Opioid Agonists:
harmacology

ion (miosis)

- = Tolerance, cross-tolerance

= Withdrawal: acute & protracted



y

Possible Acute Effects of

Opioid Use

able sensation = “rush”

Kin

eeling in extremities
>SS

o of mental function

owing of heart rate and breathing

m Nausea, vomiting, and severe itching



pPhine Research
@utcomes

is as effective as moderate
ne (Fischer et al., 1999; Johnson, Jaffee, & Fudula, 1992;

norphine is as effective as moderate
Of LAAM (Johnson et al., 2000).

orphine's partial agonist effects make it
‘reinforcing, encouraging medication
NCE (Ling et al., 1998).

\ After a year of buprenorphine plus
- counseling, 75% of patients retained in
treatment compared to 0% in a placebo-plus-
counseling condition akkoetal, 2003).



IHENRGIEroiBlprenorphine in
OpJordalireatment

onist
ect at higher doses

effects of typical opioid agonists —these effects
ose dependent up to a limit

trongly to opiate receptor and is long-acting

d effective therapy for opioid maintenance




e patient currently addicted to opioids?
ouprenorphine the best medication?

o [s the office the best setting for treating the
- patient?



Zauent Selection
AGSessment Questions

dicted to opioids?

of other available

nen ptiOl’l ¢

e patient underst and the risks,
, and limitations of buprenorphine
t?

1 [s the patient expected to be reasonably
- compliant?

= Is the patient expected to follow safety
procedures?



At Selection:
gssment Questions

ychosocial circumst
-supportive?

e there resources available in the office to
provide appropriate treatment?



previous opioid treatment episodes
ent relapse



for relapse based on psychosocial
imental conditions

Poor support system



I gl Consultation
herPhysician

r impaired liver function



addiction



sEheEralfeounseling Issues

atient comfort during withdrawal



Direct Buprenorphine
AOoction from Long-Acting
Opioids

as suggest that induction

ts receiving long-actin

5 (e.g. methad: maintenance patients) are
lly the same as those used with patients taking
ting opioids, except:

me interval between the last dose of medication

= first dose of buprenorphine must be increased.

st 24 hrs should elapse before starting

bu orE?ine and longer time periods may be needed
(up to 48 hrs).

= Urine drug screening should indicate no other illicit

opiate use at the time of induction.
(Center for Substance Abuse Treatment, 2004)







matic use of

0 monitor cravings to prevent

ddress psychosocial and family issues



oyment/financial issues
social activities

Y ) Secondary drug/alcohol use



suprenorphine
Viainténance: Summary

afe and preferred by patients,
vary and this can impact

outcomes.

losing with buprenorphine/naloxone is
fective as well (Amass et al., 2001).

= Couriseling rieeds to be integrated into any
buprenorpiie treatmernt plan.



M-*ij'.sll‘ -

Assisted



ification) is accompanied with and
7ed by psychosocial treatment, and
es medication treatment (i.e.,
one) to minimize risk of relapse.

=@ Medically- supervised withdrawal may lead to
early treatment engagement @righam etat, 2007)



0 longer-acting opic
phine)

Off over a period of time (a few days to weeks
ling upon the program)
ther medications to treat withdrawal symptoms

Use clonidine and other non-narcotic medications
to manage symptoms during withdrawal



Ssues in Recovery

d the use of medication

cessation @ recovery skills
osing of drugs and related
hernalia

o with triggers and cravings

nt should be delivered within a
ormal structure.

elapse prevention is not a matter of will
OWer.



A trigger is a stimulu

associated with the p
or use of drugs and,
include people, thir
emotional states

ich has b
ion for,




ecovery: Triggers

jects, feelings and times can



SSUESNNn Recovery: Triggers




r the thoughts are allowed to go,

he more likely the individual is to use



The key to dealing
start. Stopping the
prevent it from




Photght-Stopping Techniques

alization
ing

10N

=3 C o someone

\



T.Needs ASS



cauent Management Issues

lone is insufficient to treat

s are responsible for providing or
‘patients to counseling.

encies should be established for
» who fail to follow through on



‘drug use
'\ adverse medical effects
 of adverse behavioral effects

[ espon ole handling of medication

Adherence to treatment plan



batient Management:
iyeatment Monitoring

2 frequent) are important

le ongoing counseling to address
to treatment, such as travel distance,
e, work obligations, etc

| e ongoing counseling regarding
recovery issues

3. Assess adherence to dosing regimen

4. Assess ability to safely store medication
5. Bvaluate treatment progress



tient Management:
tment Monitoring

ests should be administered at
elevant illicit substances.

pered while psychosocial
s continue.

tment team should work together to
t involuntary termination of medication
chosocial treatment.

In the event of involuntary termination, the
physician and/or other team members should
make appropriate referrals.

= Physicians should manage appropriate
withdrawal of buprenorphine to minimize
withdrawal discomfort.




'opulations

curring psychiatric



0-Occurring Psychiatric
Disorders

tly have concurrent

atric diagnos |
imes the effects of drug use and/or
awal can mimic psychiatric symptoms.

ns must consider the duration, recentness,
ount of drug use when selecting
l1ate patients.

= Signs of anxiety, depression, thought disorders or

unusual emotions, cognitions, or behaviors

should be reported to physician and discussed
with the treatment team.




Jregnancy-Related
onsiderations

= Methadone maintenance is the
treatment of choice for pregnant
opioid-addicted women.

@ Opioid withdrawal should be
avoided during pregnancy.

@ Buprenorphine may eventually
be useful in pregnancy, but is
currently not approved.



Use of Buprenorphine

ring Pregnancy

rphine is a Category C
on. ans it is not approved
e during pregnancy.

s conducted to date suggest that
orphine may be an excellent option
gnant women.

\m Ran ized trials are underway to
- determine

the safety and effectiveness of using
buprenorphine during pregnancy.




Specific Research on
stpYenorphine and Pregnancy

ce: safe and effective,
du :

eliminary study S: examining the
uprenorphine versus methadone in
ent of pregnant opioid-dependent
5: effects on the neonatal abstinence

SYyNndaro C (Jones et al., 2005)



Specific Research on
sUpPYenorphine and Pregnancy

ed blinded comparison
| buprenorphine in pregnant

Imitted during second trimester

) ally significant finding: shorter stay for
phine

Otl 1 trends for buprenorphine: fewer infants treated
" for NAS, less NAS medication used.

@ Multi-site trial in progress now.



IPIoId-Addicted Adolescents
and Young Adults

r opioid-addicted adolescents
oung adults are often unavailable and when
linicians report that the outcome leaves

be desired.

ave different requirement for admitting
clients under age 18 to addictions treatment. It is
~ important to know the local requirements.




9pioid-Addicted Adolescents
and Young Adults

s approved for use with

| Trials Network (CTN 010)

trated that it can be safely and
ely used with young adults.

1 This e earch also indicated that medical
treatment likely needs to be longer than
current standard treatment indicates.



sUprenorphine



Viedication-Assisted
tment
‘Management

e Combining opioid &
and central nervou

e The pain complainf ‘



stiprenorphine and Pain
vianagement

* Little clinical experi

e Acute Pain
— Initially treat with non-opioid analge5|

— Pain not relieved by r
management proto

— May not be good
ceiling effect



> the readiness to taper medication

sues in evaluating the

1e components of a healthy
ounselor-physician partnership



Patients

f the necessity of
dication for recovery.

erapy:



Ing recovery requires cessation of
on is inaccurate and potentially harmful.

vatient’s medication compliance
ion,” not “drug”



patients at their stage of
and readiness




10NS

vational interviewing approach
einforcement



: speaker, discussion, Step study, Big
B

VS. treatment



sotnseling Buprenorphine
= Patients

eetings:
2-Step program

gram policy
o AA Member: Med
SII

tions and Other

: “The ultimate responsibility for making
ical decisions rests with each individual”

s Some meetings are more accepting of
medications than others



sovinseling Buprenorphine
Patients

nterviewing Approach:
ugs and alcohol

&

-
2d through the Blend ng Initiative

y supported mentoring products to
ie MI skills of treatment providers

>rovides tools to help supervisors offer structured,
focused, and effective supervision.

he blending products are available at
www.drugabuse.gov/Blending/
www.attcnetwork.org




es of Motivational
terviewing

entatio

1f—efficacy
nded questions



Aotivational Incentives

ch shows that treatment
stinence are improved by
rcement (prizes,

tc.), for drug negative
ts.

ing Product Promoting Awareness of
ional Incentives (PAMI) provides
on on this effective technique.

The blendmg products are available at:
www.drugabuse.gov/Blending/
www.attcnetwork.org




sotnseling Buprenorphine
Patients



y is more than not using illicit opioids.

is more than not using drugs and






1g Buprenorphine
Patients
: Sample Topics

, not Strong
1 the dangerous peop
rely on will power
Relapse Drift

y “mooring lines”

e and places




1g Buprenorphine
Patients
1: Sample Topics

e impedes recovery growth

relopment of new dependencies is possible
are of Business
tion is full-time
al responsibilities often neglected
are of Yourself

1, grooming
New self-image

O






can cause relapse
signs of stress
stress management skills



_~f Change

Permanent Exit

Maintenance



ages of Change

Not yet considering

lation: Sees the p bssibility of change
bivalent and uncertain.

o making change but is still considering
what to do.



Drphine ITreatment
Works
Aultiple Settings

ducted through the CTN have
phine treatment can be

< - ttinﬁs, such as specialized
hospital settings and drug-free programs,
luding settings with no prior experience
igonist-based therapies.

y be useful along with bus%renorphine
treatment include the MIA: STEP and PAMI
- Blending Products available at:

www.attcnetwork.org
www.drugabuse.gov/Blending/




and community support service
e roles of certain providers may

ate, depending upon the identified scope
ce for each profession.




es of the Physician

ssessment

gnosing Opioid Addiction

ent Education
cribing Buprenorphine | §

= Urinalysis Testing
= Recovery Support



es of the
ISCiplinary Team

@ Case Management and Coordination



R0les of the Community
stipport Provider

ncillary Needs of the Patient



‘some 12—step

staff should be prepared to coach
n how to handle this issue.



sha Inges for Addiction
ireéatiment Professionals

ho are trained have
on Physician locator.
S ill critical.

patients to primary care who have
n within the medical mainstream

ation with other professionals not
accustomed to working with non-medical
‘partners

= Covering the cost of medication



0 Effective Care

ordination

iality restrictions

iIsconception of other professional
perspectives

e



Attributes of Successful Care
pordination

or each participant in

ommunication across professions

ontact between partners in the



