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Objectives

Participants 
will learn:

1. Foundational knowledge about medications 
for addiction treatment.

2. How medications for addiction treatment 
stigma manifests in recovery communities.

3. How to support medications for addiction 
treatment as a recovery pathway.



Words Matter . . .
When talking about recovery and treatment ς specifically regarding 
medication
¦ǎŜΧ LƴǎǘŜŀŘ ƻŦΧ.ŜŎŀǳǎŜΧ 
There are several terms you can use when talking 
about treatment that includes methadone, 
buprenorphine, naltrexone, or other medications.

Å Medication treatment for opioid use disorder 
(OUD)

Å Medications for OUD

Å Opioid agonist therapy (methadone, 
buprenorphine)

Å Pharmacotherapy

Å Medication for a substance use disorder

Å Medication for addiction treatment

Å Opioid substitution

Å Replacement therapy

Å Medication-assisted treatment 

Å It is a misconception that medications 
ƳŜǊŜƭȅ άǎǳōǎǘƛǘǳǘŜέ ƻƴŜ ŘǊǳƎ ƻǊ άƻƴŜ 
ŀŘŘƛŎǘƛƻƴέ ŦƻǊ ŀƴƻǘƘŜǊΦ

Å ¢ƘŜ ǘŜǊƳ άƳŜŘƛŎŀǘƛƻƴ-assisted 
ǘǊŜŀǘƳŜƴǘέ ƛƳǇƭƛŜǎ ǘƘŀǘ ƳŜŘƛŎŀǘƛƻƴ 
should have a supplemental or 
temporary role in treatment. 

The alternative terms in the first column 
align with the way other psychiatric 
medications are understood (e.g., 
antidepressants, antipsychotics): as 
critical tools that are central to a 
ǇŀǘƛŜƴǘΩǎ ǘǊŜŀǘƳŜƴǘ ǇƭŀƴΦ
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ComprehensiveAddictionMedicine(CAM) ProgramFeatures:

ÁTakingnew referralsfrom the communityfor anysubstanceusedisorder

ÁMOUD andmedicationsfor alcoholusedisorder

ÁTreatmentduringpregnancyandpostpartum(New Life)

ÁCoordinatebehavioralhealthcarewith onsite PsychiatricNurse Practitioners

ÁPrimarycareservices,screeningfor STD/HIV/HepC,vaccinations

ÁTreatmentfor HepatitisC

ÁCoordinationwith communitytherapists,IOPs,PeerSupportservices(2 onsite
meetings/week:SMARTRecoveryandLifeBeyondAddiction)

ÁHarm reductionservices

ÁConsultationwith inpatientandEDs



Opioid UseDisorder(OUD)

Á OpioidUseDisorderisachronicmedicalconditionɂonceit developsit
remains presentwhetherpeopleareusingopioidsor not.

Á Patientswith opioidusedisorderhaveabnormalfunctionof somebraincenters 
whichcausesthem to havestronganddifficult-to-resisturgesto useopioid 
drugs.

Á Inpeoplewith opioidusedisorder,stoppingopioiduseisafirst stepto improve 
the qualityof their life, BUTmost peopleareunableto resistusingopioids 
without the help of amedication.

Á Manywhogo to the hospitalto detoxify off opioidsandreturnhomewithout
medication relapsewithin a few weeks,andsomedie of overdose.



AmericanSocietyof Addiction Medicine 
(ASAM) revisedguidelinesfor MOUD:

Á A comprehensiveassessmentof the 

patientis critical for treatmentplanning 

but shouldnot delayinitiatingMOUD.

Á Useof cannabis,stimulants,alcohol, 

benzodiazepines,and/or other 

addictivedrugsshouldnot be a reason 

to withhold or suspendMOUD.

Á There is no recommendedtime limit for 

treatmentwith medications.

Á Apatientõspsychologicalneedsshouldbe 
assessedanda referralfor treatment 
shouldbe offered.However,apatientõs 
decisionto declinepsychosocialtreatment 
or the absenceof availabletreatment 
shouldnot delaymedicationmanagement.

Á Bothoffice-basedandhome-based 
medicationinitiation are consideredsafe 
when startingbuprenorphinetreatment.

Á Opioid withdrawalmanagementshouldbe
a first step,but is not a treatment for OUD
andshouldbe consideredaspart of a long-
term plan.



Whatabout 
therapy?

For most patients with OUD, 

the use of medications along 

with psychosocial treatment is 

superior to psychosocial 

treatment on itsown. The 

combination of medication and 

therapy is the recommended 

standard of care.

Benefitsof MOUD:

Á Psychosocialtreatment takestime to be effective;

medicationswork quicklyto reducethe risk of 

OD/death.

Á It iseasierto work towardsrecoveryif you do not

haveto copewith cravings.

Á Methadoneandbuprenorphine:
Á Reduceratesof illicit opioid use

Á Reducemortality

Á Reducerisk of HIV infection

Á Improveretention in treatment



Medicationsavailableto treatOUD

ÅMethadone

ÅNaltrexone(Vivitrol)

ÅBuprenorphine

ÅSuboxone

ÅSubutex

ÅSublocade(monthlyinjectable)

ÅBrixadi(weekly/monthly
injectable)



Methadone
Full Opioid ReceptorAgonist

Pros:

Á Gold standardof MOUD for years

Á Stronglyactivatesopioid receptors to 

eliminatewithdrawal,cravings,and 

òblockshighófrom opioids

Á Patientstakingmethadoneuseless 

opioids,havefewer medical

problemsandbetter socialandwork 

functioning

Á More structured programfor those

that needit

Á Someclinicsoffer therapy

Cons:

Á Canonlybe givenat a methadone 

clinic

Á Dailyvisits,travelingfar

Á If not takendaily,will causewithdrawal

Á Isa potent medicationthat cancause 

sedationandOD if not takenproperly 

or mixedwith alcoholor sedatives

Á Potentialsideeffects:nausea,

constipation,sexualdysfunction,

prolongedQT (heart problems)



Naltrexone(Vivitrol)
BlocksOpioid Receptors

Pros:

Á Candecreasecravingsfor opioids 

andpreventrelapse

Á If youuseopioidswhileon it, it will

block theòhighó

Á No abusepotential,no OD risk

Á No withdrawalwhenstopped

Á Availableasa monthlyinjection 

(Vivitrol) or a dailypill

Á Alsousedfor alcoholcravings

Cons:

Å Canonlybe startedafter7- to10-daydetox 
from opioidsor causesimmediate withdrawal

Å Blocksopioid painkillersif neededfor pain,
mayneedhospitalizationfor pain control

Å Injectionsitepain/irritation

Å Sideeffects:nausea,decreasedappetite, 
headache,insomnia

Å Riskof OD if misseddoseanduseof
opioids

Å Oral naltrexonelackseffectivenessdue to
poor compliance



Buprenorphine
PartialOpioid ReceptorAgonist

Pros:

Á Partialactivationof receptor 

eliminateswithdrawaland cravings, 

but is saferandhasfewersideeffects

Á Canbe prescribedby anyprovider 

with a DEAlicense,better availability

Á Protectsfrom OD

Á Availablesublingual(films/tabs)and 

injectable(weekly/monthly)

Á Usuallywell coveredby insurance

Cons:

Å Needto be in withdrawalto takefirst 

dose

Å Sideeffects:Nausea,constipation, 

headache,drowsiness

Å OD canoccur if mixedwith alcoholor 

sedatingmedications, butis rare

ÅWill causewithdrawalsymptomsif 

stopped,sometimesmakingit hardto 

weanoff



Buprenorphine

AvailableProducts:
Á Buprenorphinesublingualtabs (Subutex)
Á Buprenorphine/naloxonesublingualtabs 

andfilms(Suboxone,Zubsolv)
Á Brixadi ðweeklyandmonthly injectable,4

injectionssites
Á Sublocadeðmonthly injectable,givenonly into

abdomen

How do youstart?

Á Low,traditional,high-doseinductions
Á Brixadi:after tolerating onedoseof sublingual 

buprenorphine
Á Sublocade:after toleratingone weekof sublingual

buprenorphine



WH AT IS IT?
L o w -d o s e  i n i t i a t i o n  is a  w a y  t o  s ta r t  bu p r e no r ph i n e  w h i l e  r e m a i n i n g  

o n  f u l l  a g o n i s t  o p i o i ds  ( m e th ad o n e ,  he r o i n ,  f e n ta ny l  é) by  

g r ad u a l l y  i n c r e as i n g  th e  d o s e  o f  bu p r e no r ph i n e  o v e r  1  w e e k .  Th i s 

he l p s  t o  p r e v e nt  w i th d r a w a l  s y m p t o m s .

H O W TO USES UBOX ON E 2MG/ 0 .5MG

** P lease conti nue current substance use up to D ay 6**

S UG GE ST EDSC HEDUL E:

Day Mor ning Afte rnoon Night

D ay 1 ¼ strip (0.5 mg)) None None

D ay 2 ¼ strip (0.5 mg) None ¼ strip (0.5 mg)

D ay 3 ½ strip (1 mg) None ½ strip (1 mg)

D ay 4 1 strip (2 mg) None 1 strip (2 mg)

D ay 5 2 strips (4 mg) None 2 strips (4 mg)

D ay 6 2 strips (4 mg) 2 strips (4mg) 2 strips (4 mg)

D ay 7

**Stop

8 m g

o ther substances

None 8 mg

MED IC ATIO NS FOR WITHD RAWAL:
Yo u r p r o vi de r m ay c h o o s e to p r e s cr i be o n e o f th e f o ll o w in g to he lp  

w i th w i th d r aw a l s y m p t o m s . P l e as e f o ll o w yo u r p r es c ri p t i o n cl o se ly 

f o r app ro p ri a te use .

C lo n i d i ne 0 .1 m g th re e t i m e s da i ly as n e e d e d f o r anx ie ty 

L om o t i l 2 .5 m g f o ur t i m e s da i ly as n e e d e d f o r d i a r rhe a  

O nd ans e t r o n ( Zo f r an) 4 m g fo ur t i m e s da i ly as n e e d e d fo r 

na us e a

I bu p r o f en 6 0 0 m g th re e t i m e s da i ly as n e e d e d f o r pa i n  

Hy dr o x yz i n e 2 5 m g th re e t i m e s da i ly as n e e d e d for anx ie ty

TIPS:

On l y us e st r ips if po ss ib l e , p ills d o no t sp li t w ell

C ut u p st r ips up , ke e p d r y, a nd us e a w e e k l y m e d i c a t i o n bo x

If s y m p to m s o f w i thd ra w a l , r e pe a t th a t dayõsd o s e fo r a n add it io na l

d ay th e n be g i n g r adu a l ly i nc r e asi n g ag a i n ( e x am p l e: if w i thd r aw a l 

s y m p to m s o n d ay 4, r e pe a t d ay 4õsd o s e o n d ay 5,  if to le r a ted  

i nc r e as e d o s e th e f o ll o w in g day )

C ONT ACT

Me mo ria l Ho spi ta l 

Pr imary Car e:

603-356-5472

Addict io n Medici ne 

Text on l y Numbe r 

Hours: M -F 8-4:30

603-986-7950

3073 Whi te Mt . H ighway 

North Co nwa y, NH 

03860

Please go to the emer gen cy 

r oom if you are experienci ng 

moder ate to seve re withdrawal  

sympt oms

Low-Dose 

Buprenorphine 

Induction



TraditionalBuprenorphineInduction



High-Dose 
Buprenorphine 

Induction



Buprenorphine

What happensif a patienthaspain/surgery?

Á If possible,work with surgeon to makea pain 
managementplanaheadof time.

Á KEEPTAKINGYOUR BUPRENORPHINE!

Á High-dosebup (>16 mg/day)mayneedto be 
temporarilydecreased.

Á Ok to takeopioidsshort term to managepain. 
Will likely require higherdoses.Severepain 
mayneedhospitaladmit to monitor.

Á Usenon-opioid meds:Tylenol,Motrin, ice, 
musclerelaxants,gabapentin

Á Bepatient,be awareof traumaand 
hyperalgesia,set expectations,good patient 
communication

How do you stop takingbuprenorphine?

ÁSlowweanis possible,but difficultdue to
withdrawalsymptoms

ÁUsewithdrawalcomfort medications 
(Clonidine,Zofran,Immodium,muscle 
relaxants)

ÁSwitchto a monthlyextended-release
injectablemedication(Sublocade,Brixadi)

ÁDiscusshighrisk of OD oncethe protection of 
Buprenorphineis gone

ÁOffer to restart if patientis feelingany 
cravings



Stigmafor patientsreceivingMOUD
Á Unfortunately,still existsin our community

ÁWhere:community,pharmacies,ED,law enforcement,jail,within the hospital,peer 

support (abstinencebased),families,patients(self-stigma)

Á SelfStigma: Internalizedstigmais associatedwith uniqueemotionaldistress,lossof self-

esteem,feelingsof low self-worth, lossof self-efficacy,andultimatelymentalhealth issues.

Self-stigmaalsocomesat a functionalcost.For example,internalizedstigmamay lead

someoneto not evenapplyfor a job becausetheybelievetheyarenõtcapable.

ÁWhat canwe do?EDUCATEOURCOMMUNITYAND OUR PATIENTS!Bekindand 

supportivewhereverpeopleareon their recoveryjourneyevenif it looks differentthan 

yours,practiceharmreduction,usefirst personlanguage,serve asa liaisonfrom patient 

to provider

https://www.psychologytoday.com/us/basics/self-esteem




HarmReduction

Á NationalHarm ReductionCoalitionDefinition:Harm reductionis a setof practical 

strategiesandideasaimedat reducingnegativeconsequencesassociatedwith druguse. 

HarmReductionis alsoa movementfor socialjusticebuilt on a beliefin,andrespectfor, 

the rightsof peoplewho usedrugs.

Á Examples:

Á Continuingcare forpatientswho continueto usesubstances

Á Safeinjection/needleexchangesites

Á OfferingFentanyl/Xylazinetest strips

Á Offeringcleaninjectionandwound caresupplies

Á Suggestingswitchingfrom IV druguseto snorting/smoking

Á Testingfor andtreatingHIV/HepatitisC andother sexuallytransmitteddiseases

Á DiscussingòNeverUseAloneóhotline



Thankyou!
ComprehensiveAddiction 

Medicine(CAM)Team 
MemorialHospital

N.Conway,NH 
603-356-5472

mainehealth.org/cam
jennifer.l.smith@mainehealth.org

JenniferSmithD.O.,FASAM 
AngelicMacut,CMA

mailto:jennifer.l.smith@mainehealth.org


Surviving the Opioid 
Epidemic

Suboxone and My Story of Recovery

Troy Barnes, 
CRSW



Introduction
ÅTo be able to understand the current state of addiction medicine, 

you must also understand the Opioid Epidemic. The effect it has 
had on our society, judicial, and healthcare systems is massive. Its 
significance cannot be overstated.  

ÅI present to you my experience of the past 25 years. It is the story 
of how I survived the Opioid Epidemicτgoing from active 
addiction to Recovery.

ÅSuboxone saved my life. Please remember that my story is unique 
to me: What worked for me may not be the best for everyone.  
There are many paths to Recovery.



Timeline of the Opioid Epidemic

ÅOpioid-involved deaths have increased substantially since 1999.

ÅThree distinct phases involving three different substances.

ÅFirst wave started in the late 90s and involved the abuse of narcotic 
pain medication stemming from the widespread over-prescribing by 
doctors.

ÅSecond wave started in 2010 and involved a spike in heroin use, 
people often developed an addiction to prescription narcotics and 
moved on to heroin.

ÅThird wave started in 2013 and continues to this day.  Illicitly 
manufactured fentanyl smuggled into the US has flooded the country.  
The Opioid Epidemic has become an overdose epidemic. 





Chapter 1
 The Early Days: 
Playing with Fire



My Experience 
1999ς2008







Chapter 3 
The Road to Recovery



My Experience
2016ςPresent

ÅAfter many rough starts, I have finally found recovery

ÅSuboxone has played a huge role in maintaining sobriety

ÅFour years ago I switched providersτimportant to find a program 
that works for you

ÅThe opioid-blocking effect of Suboxone has helped me prevent 
relapse

ÅTakes impulse out of the equation

ÅSuboxone is one part of my overall mental health treatment




