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ddlctlon A Public | aIth

Crisis

CRIZ01S 67 million people reported a past month
PISLOTYAOTbINge drinking and 27 million were current
Userstefrotherllicit and/or prescription drugs

- Apr rOX|mater 21 million (10%) of Americans suffer

B fom a substance use disorder

— —
"
e T,

: %S ghificant morbidity and mortality
—  — Alcohol contributes to 88,000 deaths yearly
— 47,000 deaths via drug overdose, 28,000 due to opioids

e Estimated costs of $400 billion per year (crime, health
and hospitalization, lost productivity)

Office of the Surgeon General. Facing Addiction in America: The Surgeon General's Report on Alcohol,
Drugs, and Health. Washington DC: US Dept of Health and Human Services, 2016 November 2016.
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FACING ADDICTION
IN AMERIEA

o Tp) 208 the United States Office of the Surgeon
GENE rallissued a report on the current state of
Jr dICtion in America

= rge treatment gap: approximately 10% of
;:‘;‘?Indlwduals with SUDs receive treatment

el -‘—._.

= & Many reasons for disparities in treatment, but
lack of access is common

® Surgeon General’s report called for greater
dissemination and implementation of all evidence
based treatments
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Pefinitionss

SAVIANES VIEdICation' assisted treatment
(rr @ications in addition to counseling and
.) javioral therapies)

_ MT Opioid maintenance therapy
= (Buprenorphme Methadone)

From: SAMHSA




Ewdenced Based

Pharmacotherapy

SOOI NUSE dISOrder:
— Dji Ulfram
- ‘< Itrexone
camprosate

__,o/@ use disorder

e -

e et
= ::?_'—» Naltrexone

- — Buprenorphine
— Methadone

® [obacco use disorder
— Nicotine Replacement Therapy
— Bupropion
— Varenicline




Sharmacoth f |
Jalmacotherapy ror Smoking .
= cessation
2 Niegtine fee acement therapy
BNYEliVers nicotine during times of abstinence
- Mc physical and psychological withdrawal
2 BUgs OpIoN (INDRT)

S Repletion of mesolimbic dopamine that is depleted during
S nicotine withdrawal

yarenicline (a42p nicotinic cholinergic receptor partial agonist)

= — A4 and beta 2[3 nicotinic cholinergic receptors in the VTA are
. —~indispensible for rewarding effects of Nicotine

— Partial agonism with varenicline satiates cravings and mitigates
withdrawal symptkms

Srivastava, A.B. and Gold, M.S. Translating Neurobiology into Practice in
Tobacco, Alcohol, Drug, and Behavioral Addictions. In: Translational Medicine in

CNS Drug Development. Elsevier, Inc. 2017 (SUBMITTED, TO BE PUBLISHED)
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o Smoking and AA

O e Family Afterward” Alcoholics Arerymouspp 133, 135

THE FAMILY AFTERWARD 133
each family play together or separately, as much as
their circumstances warrant. We are sure God wants
us to be happy, joyous, and free. We cannot subscribe
to the belief that this life is a vale of tears, though it
once was just that for many of us. But it is clear that

Ngw about health: A body badl) burned by alcohol
loes not often recover overnight nor do twisted think-
ng and depression vanish in a twinkling. We are con-
vinced that a spiritual mode of living is a most power-
ul health restorative. We, who have recovered
rom serious drinking, are miracles of mental health. But
we have seen remarkable transformations in our
nodies. Hardly one of our crowd now shows any mark
»f dissipation.

But this does not mean that we disregard human
realth measures. God has abundantly supplied this
world with fine doctors, psychologists, and practition-
xrs of various kinds. Do not hesitate to take your
realth problems to such persons. Most of them give
reely of themselves, that their fellows may enjoy
sound minds and bodies. Try to remember that
hough God has wrought miracles among us, we
should never belittle a good doctor or psychiatrist.

Their services are often indispensable in treating a
wewramer and in fnllowing hic nacn afllarmes

ing upon a doctor’s advice. He thought all alcoholics

THE FAMILY AFTERWARD 135

Whether the family goes on a spiritual basis or not,
the alcoholic member has to if he would recover. The

Here is a case in point: One of our friends is a heavy
smoker and coffee drinker. There was no doubt he
over-indulged. Seeing this, and meaning to be help-
ful, his wife commenced to admonish him about it. He
admitted he was overdoing these things, but frankly
said that he was not ready to stop. His wife is one of
those persons who really feels there is something
rather sinful about these commodities, so she nagged,
and her intolerance finally threw him into a fit of anger.
He got drunk.

Of course our friend was wrong—dead wrong. He
had to painfully admit that and mend his spiritual
fences. Though he is now a most effective member of
Alcoholics Anonymous, he still smokes and drinks
coffee, but neither his wife nor anyone else stands in
judgment. She sees she was wrong to make a burning
issue out of such a matter when his more serious ail-
ments were being rapidly cured.

We have three little mottoes which are apropos.

AALE WL 1L vy

Easy Does It.




Coffee and Cigarette Consumption and Perceived
Effects in Recovering Alcoholics Participating in
Alcoholics Anonymous in Nashville, Tennessee

Michael S. Reich, Mary S. Dietrich, Alistair James Reid Finlayson, Edward F. Fischer, and
Peter R. Martin

—

292 2 MEMBPErS surveyed for alcohol
Ur cco and caffeine use

y Je‘ % smoked cigarettes

; = --:Lower than previous estimates (80-95%)

—‘ = -
_4-'."1‘—'

= —78.7% smoked at least 2 PPD

— Over 60% considered “highly dependent”
“very highly dependent”

Reich MS, Dietrich MS, Finlayson AJR, Fischer EF, Martin PR. Coffee and cigarette
consumption and perceived effects in recovering alcoholics participating in alcoholics
anonymous in Nashville, TN. Alcohol Clin Exp Res 2008;32:1799—-1806
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SIIOKING and Addictionslreatment™

SROVERGEbi0findividualsiseckingisubstance tieatment
STTORECIGAlELES
ORIV 00%6 of addiction treatment centers integrate

sr‘rﬁ" cessation into treatment
elated to institutional, state level, and financial factors

pproxmately 50% of deaths following substance
1reatment are tobacco related
-~ o Jntegrating smoking cessation into treatment can
~ improve cessation rates without negatively impacting
treatment course

Shi'Y, Cummins SE. Smoking cessation services and smoke-free policies at substance
abuse treatment facilities: national survey results. Psychiat Serv. 2015;66(6):610—16.

Hurt RD, Offord KP, Croghan IT, et al. Mortality following inpatient addictions treatment.
Role of tobacco use in @ community-based cohort. JAMA. 1996;275:1097-1103




Journal of
Substance

el Treatl#rsignt
ELSEVIER Journal of Substance Abuse Treatment 38 (2010) 212219 —_——

Regular article
The implementation of tobacco-related brief interventions in substance
abuse treatment: A national study of counselors

Hannah K. Knudsen, (Ph.D.)™*, Jamie L. Studts, (Ph.D.)®

*Department of Behavioral Science and Center

"Department of Behavioral Sci ni

—— nterventlons

—
—

— i-’ Counselors aware of Public Health Services guidelines
~ reported greater implementation

e | ower implementation among counselors who smoked

Knudsen HK, Studts JL (2010) The implementation of tobacco-related
briefinterventions in substance abuse treatment: a national study of
counselors.J Subst Abuse Treat 38:212—2109.




Drug and Alcohol Dependence 114 (2011) 110-118

Contents lists available at ScienceDirect

Drug and Alcohol Dependence

ELSEVIER journal homepage: www. elsevier.com/locate/drugalcdep

Stopping smoking during first year of substance use treatment predicted 9-year
alcohol and drug treatment outcomes

Janice Y. Tsoh2*, Felicia W. Chi®, Jennifer R. Mertens®, Constance M. Weisner?

Depa ment of Psychia acry, U rsity of California, San Francisco, 401 Pamassus Ave (0984-TRC), San Francisco, CA 94143-0984, United States
b Division of Research, Kaisi l’enn nente Northern California, 2000 Broadway. 3rd Floor, Oakland, CA 94612-2403, United States

PREIunGIsmoking at 1 year
IEUictedipast year abstinence of
,Jr,er drugs+EtOH
SR @UItting smoking during the first
8 "Vear predicted 9 year abstinence
“ffom drugs and remission from
~drugs+alcohol
® Quitting smoking during the first
year predicted long term alcohol
abstinence for drug dependent

subjects

Alcohol abstinence in the past year

Drug abstinence in the past year

Remission in the past year

S0% o

854%

$3.8% 82.1% 81.9%
’ v 7%

77.5%

80%

TR+

§

§

8

e Cortinued smoking = Stopped smoking

—d&~Remainad non-smoking wpé=Started Smoking

51.0% 51.2% 53.0%
" 47.3%
44.9% 23.6%
40.8%
s
38.6% 37.0%
33.3%

Syear (n = 1109) 7-year (n = 1022) Syear (n = 534)

76.9% 74.5% 74.5%
T1.9%

1.1%

S-year (n=1108) 7-year (n=1020) O-year (n=984)

61.5% 6.r%
60.5%

S8.0% s “6.4%

522%
46.8% L59% L ATT%

P 5!‘)‘\/

44.4%

S-year (n = 1106) 7-year(n« 1018) Syear(n«379)
Time post substance use treatment intake




Neuropsychiatric safety and efficacy of varenicline, >@
bupropion, and nicotine patch in smokers with and without
psychiatric disorders (EAGLES): a double-blind, randomised,
placebo-controlled clinical trial

Robert M Anthenelli, Neal L Benowitz, Robert West, Lisa St Aubin, Thomas McRae, David Lawrence, John Ascher, Cristina Russ, Alok Krishen,
A&dE

oIvmg over 8000 subjects evaluatmg efficacy and
ect profiles of varenicline, NRT, and Bupropion
test 12 abstinence rates from varenicline; both
p|on and NRT were superior to placebo

NO ncrease In adverse, neuropsychiatric with any
*medlcatlon vs placebo
~ Sigificant side effects GI upset (varenicline), insomnia
(bupropion), abnormal dreams (NRT), and headache
(placebo)

Anthenelli RM Benowitz NL West R et al . Neuropsychiatric safety and
efficacy of varenicline, bupropion, and nicotine patch in smokers with and
without psychiatric disorders (EAGLES): a double-blind, randomised,
placebo-controlled clinical trial. Lancet . 2016;387(10037):2507-2520.
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pespital Smoking: an examplezs

Smoking by Service 2010-2015 Prescriptions by Service 2010-2015

-—~ | |fferent|al patterns of both smoking and prescriptions

S
= ;
e —

—
—
’

’among patients

~ & (Cancer patients prescribed pharmacotherapy less than
noen-cancer patients

e Differences among age, gender, race
® Avenues for implementation: EMR/protocolization

—

Srivastava, et al 2017. IN PREPARATION
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..BUt In the long term?

® 525 patients

Long-term Nicotine Replacement Therapy @NEBMIZEENO 8! 24/
A Randomized Clinical Trial or 52 weeks of NRT

Robert A. Schnoll, PhD; Patricia M. Goelz, MPH; Anna Veluz-Wilkins, MA; Sonja Blazekovic, BA; .
Lindsay Powers, MA; Frank T. Leone, MD:; Peter Gariti, PhD; E. Paul Wileyto, PhD; Brian Hitsman, PhD We e S

Research

-

== continued NRT was

~d —
T—

e more efficacious

e e e L

e e oyl e ey Tosmert. ® Treatment effect not
: s present at 52 weeks

R.A. Schnoll, P.M. Goelz, A. Veluz-Wilkins, S.
Blazekovic, L. Powers, F.T. Leone, P. Gairiti, E.P.
Wileyto, B. Hitsman. A randomized clinical trial of
long-term nicotine replacement therapy in a
Week 24 community-based sample of smokers
Assessment polnt JAMA Intern. Med., 175 (2015), pp. 504-511

Participants, %




Sustained-Release Bupropion for Pharmacologic Relapse Prevention

after Smoking Cessation

A Randomized, Controlled Trial

J. Taylor Hays, MD; Richard D. Hurt, MD; Nancy A. Rigotti, MD; Raymond Niaura, PhD; David Gonzales, PhD; Michael J. Durcan, PhD;
David P.L. Sachs, MD; Troy D. Wolter, MS; A. Sonia Buist, MD; J. Andrew Johnston, PhD; and Jonathan D. White, MS

- ——.—

SOOI 29 patients comparing bupropion
Velacebo regarding long term abstinence

PRsignificantly higher abstinence rates in

= 4 proplon group at 52 weeks (55.1% vs

= 49.3%; p=.008)

s Difference disappears at 104 weeks
(41.6% vs 40.0 weeks)

Hays JT, Hurt RD, Rigotti NA, et al. 2001. Sustained-release bupropion for
pharmacologic relapse prevention after smoking cessation: a randomized,
controlled trial. Ann. Intern. Med. 135:423-33




BN ORIGINAL CONTRIBUTION JAMA-EXPRESS

Effect of Maintenance Therapy

With Varenicline on Smoking Cessation
A Randomized Controlled Trial

'-'éek RCT demonstrating improved
astiNEnce with varenicline compared to

*- ;écebo (43.6% vs 36.9%; OR, 1.34;
~0509%)

Tonstad S, Tegnnesen P, Hajek P, Williams KE, Billing CB, Reeves KR; Varenicline
Phase 3 Study Group. Effect of maintenance therapy with

varenicline on smoking cessation: a randomized controlled trial. JAMA.
2006;296(1):64-71.




Orginal Investigation Ebbert JO, Hatsukami DK, Croghan IT, et al.

Combination Varenicline and Bupropion SR for . ) - y
Tobacco-Dependence Treatment in Cigarette Smokers 2014. Combination varenicline and bupropion

A Randomized Trial SR for tobacco-dependence treatment in
Jon0 bt D, Dorty k.M PO b, Coghar, D . Scostr 5 cigarette smokers: a random.lied trial. JAMA
- 311:155-63

- RC J’ -omparing varenicline with bupropion vs
Vareniclinerd-placeboms

\L) | fference in abstinence rates at 52 weeks
n|cI|ne+buprop|on 30.9%; varenicline
-,-,) cebo 24.5%)

mgnanmm_ _ N o Baker TB, Piper ME, Stein JH, Smith SS, Bolt DM,
Ef'fecgs of Nicotine Patch vs Varenicline \{s Comblna.tlon Fraser DL, et al. Effects of Nicotine Patch vs
Nicotine Replacement Therapy on Smoking Cessation = . . ) :

at 26 Weeks Varenicline vs Combination Nicotine Replacement
A Randomized Clinical Trial Therapy on Smoking Cessation at 26 \Weeks: A

Tty B, PO o . P 0 e S, MO S’ i, 0, 8k, 0 Randomized Clinical Trial. JAMA. 2016;315(4):371-9

David L. Fraser, MS; Michael C. Fiore, MD, MPH, MBA

® RCT comparing combined NRT with NRT patch
with Varenicline

e No difference in quit rates at 52 weeks (patch
20.8%, Varenicline 19.1%, C-NRT 20.2%)




The Past, Present, and Future Prochaska JJ, Benowitz NL. The past,
present, and future of nicotine addiction

of Nicotine Addiction Therapy therapy. Annu Rev Med.2016:67:467—86:

Judith J. Prochaska' and Neal L. Benowitz?

BOIYoING| care. Increasing quit rates will likely

Sreguire a combination of counseling and

~personalized medications, with a chronic
disease management approach, supported
by healthcare policies that make tobacco
use costly and inconvenient and nonsmoking

the norm.”




S
RedUCtions in Smokingg:

A Public Pealth Success

> (”U"-"-' mokinghinthe US has declined
digmatically;, from 20.9% in 2005 to
Ji %10 2015

= eobacco tax increases
;;?-!?Smoke—free air policies (workplace,

p—

restaurants)

1. CDC.gov
2. Hahn EJ. Smokefree legislation: a review of health and
economic outcomes research. Am J Prev Med

2010;39:566—7/6
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Disulfiram

SNeOmMpPEttivENnRibIteReiRacetaldenyde
clen) drogenase

——

Compared to placebo improves short
Ethanol  Acetaldehyce cs term abstipence

Prolongs time to relapse

Reduces number of drinking days

== Fom: NIAAA

Jorgensen CH, Pedersen B, Tonnesen H. The efficacy of disulfiram for the
treatment of alcohol use disorder. Alcoholism, clinical and experimental
research. 2011;35(10):1749-58
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Naltrexones

3

JMU_!. receptorantagonist”

Variable effects in different
studies

Consistent findings of delays in
returning to drinking after
abstinence
N o Reduction in heavy drinking
Ventral tegmental area ucleus accumbens d ays

Courtesy: NIAAA Available in IM formulation to
improve compliance

Jonas DE, Amick HR, Feltner C, et al. Pharmacotherapy for adults
with alcohol use disorders in outpatient settings: A systematic
review and meta-analysis. Jama. 2014;311(18):1889-900.




.
AcGanprosate s

SYIEGHENIST Mot completely eltcidated; possibly up-
EeguiatesiGABA and down regulates glutamate

® Variable clinical effects
® Prolongs time to relapse

e Hypothesized to reduce
post acute withdrawal
anxiety based on animal

e s S models

Jonas DE, Amick HR, Feltner C, et al. Pharmacotherapy for adults
with alcohol use disorders in outpatient settings: A systematic
review and meta-analysis. Jama. 2014;311(18):1889-900.




.\
ent Trends and-Practices™

SNIPATECOMMENAS that pharmaéotherapy
Jne pe considered for every patient

n 50, only ~15% of treatment facilities

— ~se evidence based pharmacotherapy

Dhllosophy of treatment program
— Personal biases

_ack of training
— Specialty of physician prescribing




Q‘ frontiers
in Psychiatry

Pharmacotherapy for Alcohol Use
Disorders: Physicians’ Perceptions
and Practices

Caridad Ponce Martinez', Priyanka Vakkalanka® and Nassima Ait-Daoud®*

’Department of Psychiatry, Yale School of Medicine, New Haven, CT, USA, * Department of Emergency Medicine, University
of Virginia, Charlottesville, VA, USA, *Department of Psychiatry and Neurobehavioral Sciences, University of Virginia,
Charlotteswvils, VA, USA

=P rmacotherapy

,‘ .-

= = Famlly medicine physicians had more concerns with

~efficacy and costs

¢ Family medicine physicians were more likely to refer
patients to AA/other 12 Step programs

e All physicians would increase use with increased training

Ponce Martinez C, Vakkalanka P and Ait-Daoud N (2016) Pharmacotherapy for Alcohol
Use Disorders: Physicians’Perceptions and Practices. Front. Psychiatry 7:182.doi:

10.3389/fpsyt.2016.00182




Combined Pharmacotherapies and
Behavioral Interventions for

Alcohol Dependence
The COMBINE Study: A Randomized Controlled Trial

E i-nvolving >1000 subjects examining

omblnatlon with or W|thout CBI

= OveraII Naltrexone, CBI, or Naltrexone
+CBI resulted in improved drinking
outcomes (no added benefit with

Anton RFOMIIySSC aulo DA, Cisler RA, Cou p r D, Donovan DM, Gastfriend DR, Hosking
n BJ, Ma tt ME Miller WR, Pettinati HM,

acamprosate) 0, Johnson BA, LoGasir JS, Longabaugh R Vs ,
R d || CL Swift R, W s RD, Williams LD, ZW b n A. Combined pharmacotherapies and
ral interventio f alcohol dependen e COMBINE study: a randomized controlled
t | JAMA 2006;295: 2003 17.




g S
RESEARCH REPORT doi:10.1111/add. 12700

What happens when people discontinue taking
medications? Lessons fromm COMBINE

Robert L. Stout', Jordan M. Braciszewski', Meenakshi Sabina Subbaraman’,
Henry R. Kranzler’, Stephanie S. 0’Malley®, Daniel Falk® in collaboration with the
ACTIVE group

Decision Sciences Institute, Pacfic Institute for Research and Evaluation, Pawtucket, Rl USA," Alcohol Research Group, University of California at Berkeley Schoc

of Public Health, Berkeley, CA, USA* University of Pennsyivana, Phidadelphia, PA USA.” Yale Unwersity, New Haven, CT, USA" and Dwisicn of Treatment and

Recovery Research, National Institute on Alcohol Abuse and Alccholism, Reckville, MD, USA

‘_téti‘ent’s decision to stop taking medications during

= alcehol treatment appears to takeplace during a weeks-
long process of disengagement from treatment. Patients
who discontinue medications early intreatment or without

medical consultation appear to drink more frequently and

more heavily.”

Stout RL, Braciszewski JM, Subbaraman MS, Kranzler HR, O’Malley SS, Falk D. What happens

when people discontinue taking medications? Lessons from COMBINE. Addiction
2014;109:2044-52.
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essons lLearned from
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& Translational Research

g _xiﬁcation: Crucial for preventing most
severe forms of withdrawal (seizures, DTs)
: ut IS Insufficient for long term abstinence

'Inpatlent rehabilitation can be beneficial;
however given heterogeneity in treatment
culture and lack of systematic long term
follow up can limit conclusions drawn from

reported success rates
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Methadones

JEUT OR agonist

2 Log lathalfilife (8-150 hours) and variable
o) od levels

..’4- st be dispensed at a licensed clinic

-
—— ‘-r"
.' —

= Concerns for respiratory depression when
~ combined with CNS sedating agents




L Buprenorphine
afnd SubuteX and SUboxone)

NDC 12496-1208-1 ' 8 mg/2 mg @

1 sublingual film

Suboxone
(buprenorphine and naloxone) sublingual film

8 mg/2 mg

Rx only
Children who accidentally take SUBOXONE will

need emergency medical care. Keep SUBOXONE
out of the reach of children.
~ | — suboxone.com



How Buprenorphine Works

»
Buprenorghine »

Opioid receptor is empty. As someone becomes tolerant to
opioids, they become less sensitive and require more opioids
to produce the same effect. Whenever there is an insufficient
amount of opioid receptors activated, the patient feels
discomfort. This happens in withdrawal.

Opioids replaced and blocked by buprenorphine.
Buprenorphine competes with the full agonist opioids for the
receptor. Since buprenorphine has a higher affinity (stronger
binding ability) it expels existing opioids and blocks others
from attaching. As a partial agonist, the buprenorphine has a
limited opioid effect, enough to stop withdrawal but not
enough to cause intense euphoria.

Perfect fit — Maximum
opioid effect. =

Opioid receptor filled with a full-agonist. The strong opioid
effect of heroin and painkillers can cause euphoria and stop
the withdrawal for a period of time (4-24 hours). The brain
begins to crave opioids, sometimes to the point of an
uncontrollable compulsion (addiction), and the cycle
repeats and escalates.

Buprenorphine still blocks opioids as it dissipates.

Over time (24-72 hours) buprenorphine dissipates, but still
creates a limited opioid effect (enough to prevent withdrawal)
and continues to block other opioids from attaching to the
opioid receptors.

The above illustrations are for educational purposes and do not accurately represent the true appearance.

The National Alliance of Advocates

§ for Buprenorphine Treatment

naabt.org

naabt.org

naabt.org

10M 6/07
Copyright © 2007, NAABT, Inc.

naabt.org

Mu opioid receptor

Useful for treating

... opioid withdrawal

“Ceiling effect”:
blocks any extra
opioids ingested

Can be combined
with naloxone as an
abuse deterrent

Requires a waiver
to prescribe with
limits on patients
per physician




S
EEWING a Buprenorphine\Waiver:

BEEIENCERUIICAtioN N addiCton " PSYChIathy.
A\dd]rf certification from ASAM
Addiction medicine board certification from AOA
,'-\'s_._' Eight hours of training in management of opioid use
J PICErs
art|C|pate as investigator in a clinical trial for a Schedule III, IV, or
'V narcotic used for detox or OMT

“e QOther training that state medical board deems appropriate for
managding patients with OUD

e Other training that HHS deems appropriate for managing patients
with OUD




BUprEnorphine (and MetRadone)™

improve abstinence and treatment retention
TD>Bup)
th reduce transmission of Hepatitis C and HIV
oth are safe in pregnancy

o

=+ Methadone has better treatment retention rates

—

== Buprenorphine has a less protracted Neonatal

& ”

= Abstinence Syndrome
~=» When either is stopped, relapse rates dramatically
INnCrease

—

Connery HS. Medication-assisted treatment of opioid use disorder: review of
the evidence and future directions. Harvard review of psychiatry. 2015;23(2):
63-75




Probuphines=

& rr enthrimplantable formua.tion-of
renorphlne

9 ,Jg SSibly comparable abstinence rates (non
"; Rferiority) to sublingual buprenorphine

—
—

-’
—
_.’
’

'Cost $4950/6 months

Buprenorphine implants (probuphine) for opioid dependence. Jama. 2016;316(17):
1820-1.

Rosenthal R. (2017). Sensitivity analysis of a comparative trial of 6 month
buprenorphine implants (probuphine) and sublingual buprenorphine in stable
opioid-dependent patients. Drug and Alcohol Dependence. 171. p.e179.
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Naltrexone: (again)™

M@lciNormulation has poor compliance
@LES, INCreased severity of relapse

24 eak evidence for IM formulation (one
CT WiIth open label extension)

”x"—-

,‘__..‘-

= o o abuse potential; does not decrease
respiratory drive




S :
Gemmon beliefs about OMIE -

SRstibstitutes one driig for another”
— Essentially true
SRUSHg Buprenorphine is not real Recovery”
- §e, IFUSed in the context of a recovery program
o g ients will sell their Suboxone”

B ifile, but rare

;@‘Naltrexone IS more appropriate than
— buprenorphine”
— True for MDs
e “Medications are not effective”

— False; insofar as medication compliance is maintained




S
EMIMON reasons for Nets

prescribing OMT

SREVINSIUnderutilized in substance treatment settings
E0%)
BState regulations (10-78%)

=Tack of funding (financing, reimbursing) (60-71%)

.

———— Lack of adequately trained physicians/staff (30-60%)

,‘.._;."-
—

—= -‘_ ~ Tnconsistent philosophically (30-40%)
- — Belief that treatment won'’t work (20-40%)

Knudsen HK, Abraham AJ, Oser CB. Barriers to the implementation
of medication-assisted treatment for substance use disorders: the
importance of funding policies and medical infrastructure.
Evaluation and Program Planning. 2011;34(4):375—381.




Joumal of Substance Abuse Treatment 57 (2015) §9-95

Journal of Substance Abuse Treatment . Monico LB, et al. Buprenorphine
treatment and 12-step meeting

) attendance: conflicts,
Buprenorphine Treatment and 12-step Meeting Attendance: Conflicts, S o pegr .
Compatibilities, and Patient Outcomes @ com patl b| I |t| es, an d patl e nt

Laura B. Monico, M.A. **, Jan Gryczynski, Ph.D. ¢, Shannon Gwin Mitchell, Ph.D. ¢, Robert P. Schwartz, M.D. ¢, ou tCO mes. J S u b St Ab use Tre at g

Kevin E. O'Grady, Ph.D. ®, Jerome H. jaffe. MD. *¢

Friends Research institute, 1040 Park Ave, Suite 103, Baltimore, MD, 21201, USA L) 3" 7'_8-9-_95
niversity }' Ma \and Siolo; gyl’ﬂmaf 8y Buil rdruz. ollege Park, MD, 20742, USA J & -

Depamnem of Psychology, Unit
rsity of Maryland School of Medici Depam'nmz of Psychiatry, 110 South Paca St. 4th floor, Baltimore, MD, USA

PJ‘J:;,)VF'i‘.V flandomized examination off outcomes related to 12
SICPILEN dance I OMII program

NUIIE -‘Of MEEetings attended correlated with greater retention in
Ereziig ent/abstlnence at 6 month follow up

'-=-. 1red meeting attendance did not have effects on outcomes

‘ :-M"ny participants felt stigma from being on OMT in 12 Step
~ Meetings
~— Buprenorphine is a “crutch”
— Using OMT equates to not being “clean”
— Participants chose meetings based on relative acceptance of Bup

— Bup was considered generally more acceptable than MTD in 12
Step meetings




CLINICAL RESEARCH STUDY

A Randomized Trial of Cognitive Behavioral Therapy in
Primary Care-based Buprenorphine

lin, MD,® Declan T. Barry, PhD,” Lynn E. Sulliva MD,® Christopher J. Cutter, PhD,*
oore, PhD,” Patrick G. 0'Connor, MD, MPH,® Rich ard S. Schottenfe Id, MD®

ine and "Department of Psychiatry, Yale University School of Medicine, New Haven, Conn.

J ’ective RCT looking at effects of CBT
and BUp) treatment

J R‘ ients randomized to either Bup or CBT
= ~+Bup

e No group differences in frequency of
opioid use reduction (5.3 to0.4 days/week),
abstinence, or study completion

Fiellin DA, et al. A randomized trial of cognitive behavioral therapy in
primary care-based buprenorphine. Am J Med. 2013;126(1):74 e11—
74 el7.
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Journal of Substance Abuse Treatment Clcero TJ’ EIIIS MS’ Surratt HL’ _Ku rtZ
SP. Factors contributing to the rise of
buprenorphine misuse: 2008-2013.
B hine Treatment and 12-step Meeting Attendance: Conflicts, S . -QQ__
o brtice. and paciont Outcomer 1 ing Attendance: Conflies @) Drug Alcohol Depen. 2014;142:98-104.

Laura B. Monico, M.A. **, Jan Gryczynski, Ph.D. ¢, Shannon Gwin Mitchell, Ph.D. ¢, Robert P. Schwartz, M.D. 3,
Kevin E. 0'Grady, Ph.D. ®, Jerome H. Jaffe, M.D. ¢

=~ DOC not available (60%)

-

= Known lack of access to other drugs (60%)

_® Js naloxone a deterrent?
— 61.8% Injected buprenorphine tablets
— 435.6% Injected combination tablets
— 32.1% injected oral films

“Participants reported a number of simple and easy methods, unethical to specify in this
paper, which they believed separated buprenorphine from naloxone, resulting in what
they termed “pure buprenorphine” for injection.”




Eence:s A Model or Warning?

yarn the reader that this chapter requires careful reading; and
nable to make myself clear to those who refuse to be.

tive” —Jean-Jacques Rousseau, The Social Contract; Book
Chapter |
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SN O6RERaRCE allowed all pPhySICians to Preschbe BUPrENGPRINE
SIHEIENOHIUEHON)WItHOUEESUICUOT : :
WEreIieVerdose were reduced by 80% over 12 years

pIVASmeng 1V drug users fell from 25% to 6% from the mid 1990s
to 20i0°

: ...HOWEVER....

"'e'gse in-overall drug-induced deaths 2003-2010; decreased from
= 9012-2013.

-

-

L ——
-

= e Mainly heroin and MTD overdoses

-~ ® OPIOID SUBSTITUTION MEDICATIONS INVOLVED IN 54%
OF DEATHS IN 2013

® Tn 2004 prevalence of Hep C was 73.8% among IVD users; in 2012
self reported Hep C was down to 7.6%

Polomeni P, Schwan R: Management of opioid addiction with buprenorphine: French history and current management. Int J Gen Med. 2014;7:143—
8.

Lofwall MR, Walsh SL. A review of buprenorphine diversion and misuse: the current evidence base and experiences from around the world. J Addict
Med. 2014;8(5):315-326.

European Monitoring Centre for Drugs and Addiction http://www.emcdda.europa.eu/countries/france
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Special article L Merlo L GOld M S Settlng the
Setting the standard for recovery: Physicians’ Health Programs Standard for reCO‘V«ery PhySIClanS Hea|th
Robert L. DuPont, (M.D.)*, A. Thomas McLellan, (Ph.D.)>* W%lamL White, (M.A.)S, Programs eva|uat|0n reV|eW J SUbSt

Lisa J. M , (M.D.)*
’ Abuse Treat 2009; 36:159-71.

Journal of Substance Abuse Treatment 36 (2009) 159171

;"-«?8% 5tyear UDS confirmed abstinence rate
=% 729 return to work rate

“®: Phiysicians with OUDs were just as likely as other
physicians to be successful in 5 year PHP enrollment

(Merlo et al 2016)




. :.‘: "
dualized “real world” Recovery programs...

—, E .
—

BRVID, RIN, Therapists, Recoyery advisor
SRIEIoTed to meet patients needs
UDS) MGPS trackers

r\r* ss U0 pharmacotherapy

538, OOO/year (about one month of residential
?ﬁreatment)




W Neurobiology of addiction: a neurocircuitry analysis

George F Koob, Nora D Volkow

Koob GF, Volkow ND.
“"Neurobiology of addiction: a
neurocircuitry analysis. Lancet
Psychiatry. 2016;3(8):760-773.
doi: 10.1016/
S2215-0366(16)00104-8.
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Addictions Neuroclinical Assessment: A
Neuroscience-Based Framework for Addictive
Disorders

Laura E. Kwako, Reza Momenan, Raye Z. Litten, George F. Koob, and David Goldman

Genetic Variables @wimnmental Variables Assessment to
Genes and family history [€ > Education Multidimensional

Executive

Function Data Analysis

SES
Activity levels

Culture

Pharmacogenomics
Sexuality

Psychiatric disorders

Methylomics _ Stress exposure
Metabolomics Executive Nutrition

Function Y

' ALt O CHETREEH R ] (et st y ‘("l', % ekl
i, i <
 Negative tids titt “

v -
t use hist \ Emotionality ,“ Outcomes w i 'ﬂ' /i | 1T

gng:;: oot Problems with: * T T wwwww

Type & mode \"\ P y Law oo ll & l‘ Multidimensional

::nem \ Uil »_7___,/ il _4 u?: IH'. Data- 5nalvsis tlo'

Polydrug use Physicalheatth | [N = ®laa'l  \saddedd Precision Medicine

Withdrawal severity

Kwako LE, Momenan R, Litten RZ, Koob GF, Goldman D. Addictions

neuroclinical assessment: a neuroscience-based framework for addictive
disorders. Biol Psychiatry (2016) 80:179—-89.10.1016/j.biopsych.2015.10.024



Conclusions .. ...
Addiction is America’sinumber one publichealth problem
aeeoUnting for significant morbidity and mortality
AUEICHORNSTAISOra CRTORIC ComplEX brainTdiserder
difiectigimultiple networks and processes
icl smacotherapy can be a useful part of addiction
,r_v- ‘ment and is indeed under-utilized but should be

lclided as part of a comprehensive, long term
,,., = eatment program

"_ "5 All addiction providers and treatment programs should

treat smoking as an addiction in itself with

comprehensive, evidence based treatments (including
pharmacotherapy)

¢ Comprehensive, personalized longitudinal care programs
based on PHPs are effective and evidenced-based
treatments for maintaining Recovery
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