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Objectives

Participants 1. Foundational knowledge about medications
will learn: 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 treatmeqspecifically regarding
medication
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There are several terms you can use when talking A Opioid substitution
about treatment that includes methadone,

buprenorphine, naltrexone, or other medications.

A

A
A

To o

Medication treatment for opioid use disorder
(OUD)

Medications for OUD

Opioid agonist therapy (methadone,
buprenorphine)

Pharmacotherapy
Medication for a substance use disorder

Medication foraddiction treatment

A Replacement therapy
A Medicationassisted treatment

A

A

It is a misconception that medications
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should have a supplemental or

temporary role in treatment.

y
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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
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Medicationsfor
OpiloidUseDisorder(MOUD)

Comprehensiv@ddiction Medicine(CAM) Team
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N. Conway,NH

JenniferSmith DO, FASAM
AngelicMacut,CMA
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Comprehensividdiction Medicine(CAM) ProgramFeatures

A Takingnew referralsfrom the communityfor anysubstanceisedisorder

A MOUD andmedicationdor alcoholusedisorder

A Treatmentduringpregnancyandpostpartum(New Life)

A Coordinatebehaviorahealthcarewith onsite Psychiatriblurse Practitioners
A Primarycareservicesscreeningor STD/HIV/HepC, vaccinations

A Treatmentfor HepatitisC

A Coordinationwith communitytherapists|OPs PeerSupportservices2 onsite
meetings/weelSMARTRecoveryandLife BeyondAddiction)

A Harm reductionservices
A Consultationwith inpatientand EDs




Opioid UseDisorder(OUD)

OpioidUseDisorderisa chronic medical condition? onceit developsit
remainspresentwhether peopleareusingopioidsor not.

Patientswith opioid usedisorderhaveabnormalfunctionof somebraincenters
whichcausegshemto havestronganddifficult-to-resisturgesto useopioid
drugs.

In peoplewith opioid usedisorder,stoppingopioid useis afirst stepto improve
the quality of their life, BUT most peopleare unableto resistusingopioids
without the help of a medication.

Manywho goto the hospitalto detoxify off opioidsandreturnhomewithout
medication relapsewithin afew weeks,and somedie of overdose.




(ASAM) revisedguidelinestor MOUD:

A comprehensivassessmentf the A Ap at i psycholdgicaheedsshouldbe

patientis critical for treatmentplanning assessedndareferralfor treatment

but shouldnot delayinitiatingMOUD. shouldbe offered Howeverap at 1 ent 0 sy
decisionto declinepsychosociafreatment

or the absencef availablédreatment

Useof cannabisstimulantsalcohol, e
i N shouldnot delaymedicationmanagement.

benzodiazepinesnd/or other

addictivedrugsshouldnot be a reason A\ Bothofficeebasedandhome-based
to withhold or suspendviOUD. medicationinitiation are consideredsafe
when startingbuprenorphinetreatment.

There is no recommendedime limit for
treatmentwith medications.

A Opioid withdrawalmanagemenshouldbe
a first step,but is not a treatmentfor OUD
andshouldbe consideredaspart of along
term plan
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Whatabout

therapy? Benefitsof MOUD:

A Psychosocidteatmenttakestime to be effective

, _ medicationsvork quicklyto reducethe risk of
For most patients with OUD, OD/death.

the use of medications along

with psychosocial treatmentis 4 ¢ is easierto work towardsrecoveryif you do not
superior to psychosocial haveto copewith cravings.
treatment on gown. The

cor:nblnatl_onr(])f medlcatlondandd A Methadoneandbuprenorphine:
therapy Is the recommenade A Reduceratesof illicit opioid use
standard of care. A Reducemortality

A Reduceisk of HIV infection
A Improveretention in treatment




Medicationsavalilableto treatOUD

A Methadone
A Naltrexone(Vivitrol)
A Buprenorphine
A Suboxone
A Subutex
A Sublocadémonthlyinjectable)

A Brixadi(weekly/monthly
Injectablé




Methadone
Full Opioid ReceptorAgonist

Pros:

A Gold standardof MOUD for years

A Stronglyactivatesopioid receptorsto
eliminatewithdrawal,cravingsand
0 bl da lgehnoopioids

A Patientstakingmethadoneuseless
opioids,havefewer medical
problemsand better socialand work
functioning

A More structured programfor those
that needit

A Someclinicsoffer therapy

> >

Canonlybe givenatamethadone
clinic

Daily visits travelingfar

If not takendailywill causewithdrawal
Is a potent medicationthat cancause
sedationand OD if not takenproperly
or mixedwith alcoholor sedatives
Potentialside effectsnausea,
constipationsexualdysfunction,
prolongedQT (heart problems)



Naltrexoneg(Vivitrol)
BlocksOpioid Receptors

AN

Pros: OPIOID BLOCKADE Cons
A Candecreasecravingsfor opioids A Canonlybe startedafter 7- to10-daydetox
doreventrelapse from opioidsor causesmmediate withdrawal
_anap SapSte L A Blocksopioid painkillersif neededfor pain,
A It youuseopioidswhileon t, it will mayneedhospitalizatiorfor paincontrol
~ blocktheo h'i gho A Injectionsite pain/irritation
A No abusepotential no OD risk A Sideeffectsnauseadecreasedppetite,
A No withdrawalwhen stopped headachansomnia
A Availableasa monthlyinjection A Sr')?g%fSOD Ifmisseddoseanduseof
\ILED) @F e eEIpoll A Oral naltrexonelackseffectivenesslueto

p>X

Alsousedfor alcoholcravings poor compliance



Buprenorphine

PartialOpioid ReceptorAgonist
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Pros:

Partialactivationof receptor
eliminateswithdrawaland cravings,
but is saferandhasfewer sideeffects
Canbe prescribedby anyprovider
with a DEAlicensebetter availability
Protectsfrom OD
Availablesublingua(films/tabs)and
injectable(weekly/monthly)
Usuallywell coveredby insurance

A Needto bein withdrawalto takefirst
dose

A SideeffectsNauseaconstipation,
headachedrowsiness

A OD canoccurif mixedwith alcoholor
sedatingnedications, buis rare

A Will causewithdrawalsymptomsif
stopped sometimegnakingit hardto
weanoff



Buprenorphine

> > >

> >

AvailableProducts:

Buprenorphinesublinguatabs (Subutex)
Buprenorphinehaloxone sublinguatabs
andfilms (SuboxoneZubsolv)

Brixadid weeklyand monthlyinjectable4
injectionssites

Sublocaded monthlyinjectablegivenonly into
abdomen

How do you start?

Low, traditional highdoseinductions

Brixadi:after tolerating onedoseof sublingual
buprenorphine

Sublocadeafter toleratingone weekof sublingual

buprenorphine




Low-Dose
Buprenorphine
Induction

CONTACT

Memorial Hospital
Primary Care:

603-356-5472

Addiction Medicine
Text only Number
Hours: M-F 8-4:30
603-986-7950

3073 White Mt. Highway
North Conway, NH
03860

Please go to the emergency
room if you are experiencing
moderate to severe withdrawal
symptoms

/\,\

Memorial Hospital

MaineHealth

WHATISIT?

Low -dose initiation isa way to start buprenorphine while remaining
on full agonist opioids (methadone, heroin, fentanyl é ) by
gradually increasing the dose of buprenorphine over 1 week. This
helps to prevent withdrawal symptoms.

HOW TOUSESUBOXONE2MG/0.5MG
** Please continue current substance use up to Day 6**

SUGGESTEOSCHEDULE

Day Morning Afternoon Night

Day 1 | % strip (0.5 mg)) None None

Day 2 | % strip (0.5 mg) None Y. strip (0.5 mg)
Day 3 | % strip (1 mg) None % strip (1 mg)
Day 4 | 1 strip (2 mg) None 1 strip (2 mg)
Day 5 | 2 strips (4 mg) None 2 strips (4 mg)
Day 6 | 2 strips (4 mg) 2 strips (4mg) | 2 strips (4 mg)
Day 7 | 8 mg None 8 mg

**Stop | other substances

MEDICATIONSFORWITHDRAWAL
Your provider may choose to prescribe one of the following to help
with withdrawal symptoms. Please follow your prescription closely
for appropriate use.

o Clonidine 0.1 mg three times daily as needed for anxiety

o Lomotil 2.5 mg four times daily as needed for diarrhea

o Ondansetron (Zofran) 4mg four times daily as needed for

nausea
O |buprofen 600 mg three times daily as needed for pain
O Hydroxyzine 25 mg three times daily as needed for anxiety

TIPS:

Only use strips if possible, pills do not split well

Cut up stripsup, keep dry, and use a weekly medication box

If symptoms of withdrawal, repeat that d a y @ese for an additional
day then begin gradually increasing again (example: if withdrawal
symptoms on day 4, repeat day 4 ddose on day 5, if tolerated
increase dose the following day)




TraditionalBuprenorphinelnduction

A Guide for Patients Beginning Buprenorphine Treatment at Home

Before you begin you want to feel very sick from your withdrawal symptoms

It should be at least .. . You should feel at least three of these symptoms. ..

12 hours since you used heroin/fentanyl « Restlessness » Body aches « Goose pimples

12 hours since snorted pain pills (Oxycontin) « Heavy yawning = Tremors/twitching « Stommach cramps, nausea,
16 hours since you swallowed pain pills = Enlarged pupils = Chills or sweating vomiting or diarrhea
48-72 hours since you used methadone « Runny nose « Anxious or irritable

Once you are ready, follow these instructions to start the medication

DAY 2:

16mg of buprenorphine

Step 2. Step 3. Take one 16mg dose

Take the Wait 45 Still feel sick? Still Most people feel better
Take next dose uncomfortable? with a 16mg dose
Take last dose

45
minutes ' 16mg

= Put the tablet or strip under your tongue Most people feel better - Stop after this dose Repeat this dose until your next

= Keep it there until fully dissolved after two doses = 8mg - Do not exceed 12mg on Day 1 follow-up appointment
(about 15 min.)

= Do NOT eat or drink at this time

« Do NOT swallow the medicine

first dose minutes

If you develop worsening symptoms while starting buprenorphine before your scheduled outpatient appointment return to the emergency department



High-Dose
Buprenorphine
Induction

cA/ \ Emergency Department Buprenorphine (Bup) Quick Start

B R I D G E C with your pati Accurate diagnosis and treatment requires trust, collaboration, and shared decision making

Rx self-directed start: *Diagnosis Tips for Opioid Withdrawal:
Opioid NO-D L Ik it severe withb sl 1. Look for at least two clear objective signs not

ttributa S0 i e il
withdrawal* then start with 8-24+ mg SL e e
* Rx per "Discharge” box below ¥ B 9. 2. 9.
diarrhea, gooseflesh/piloerection, tachycardia

YES 2. Confirm with the patient that they feel "bad’
If no improvement or withdrawal and they feel ready to start bup. if
worse, consider: they feel their withdrawal is mild, itis likely too soon
e 2 thd | 3. As needed, consider using the COWS (clinical
16 mg bup SL :’:::::g vov‘ccurr:::vxth s opioid withdrawal scale). Start if COWS = 8 with
A r

= 2 objectve signs

Withdrawal sufficient to start bup typically
occurs 24-356 hrs after decreased/stopped
use, but can vary from 6-72 hrs Methadone

(range 8-24+ mg) starting doses and heavy a

tolerance, improves with more

30-60 minutes bup (additional 8-16 mg SL)

Other substance intoxication or withdrawal commonly takes longer
withdrawal: Continue bup and %« "
Withdrawal manage additional syndromes Bup Dosing Tips: ; g 4
: > 5 1 Respect patient preference Shared decision
hnpmved? :u::;:m}: g ‘en;l‘:e:nd making, flexibility, and collaboration are
& JCsaadp essential

treat side-effects with 2

; YES
J060 miuites supportive medications

Heavy dependence/tolerance (e g, fentanyl)
may need higher doses of bup

Medical illness: Continue bup 3 Low dependence/tolerance may do well with
X nd and manage underlying lower doses of bup
Administer 2"“ dose condition 4 Starting bup may be delayed or modified if
Additional 8-24+ mg SL bup If sudden & significant there complicating factors
worsening, consider *  Altered mental status, delirum, intoxication
P d withd | (rare): Severe acute pain, trauma, or planned surgery

gee brox below

.
+  Severe medical iliness
® l.oug-term methadone maintenance

Discharge
o Prescribe at least a 2 week Treatment of bup precipitated withdrawal
supply of 16-32 mg SL bup per {Sudden, significant worsening of withdrawal socn after bup administration )

day. Adjuvants:

* Example 2 week order: OK but should not delay or
buprenorphine/ naloxone 8/2 i ; replace bup Use spanngly
mg film 1 film SLTID #42,1 ¢ 16 bupSL [N 0S ] 2mg} am PO with appropriate caution
refill Notes to pharmacy OK to b ! DIREeD Benzodiazepines:
substitute tablets or 30 minutes * Lorazepam 2 mg POV
monoproduct Bill Medicaid Antipsychotics:
FFS,ICD10F11 20 + Olanzapine 5 mg PO/IM

* Dispense/distribute naloxone Alpha-agonists:
in-hand from the ED + Clonidine 0 1-0 3 mg PO

D2/D3 agonists:
* Pramipexole 0 25 mg PO
Bup Rx Notes Gabapentinoids:
+ The X-waiver program has ended Only a + Pregabalin 150 mg PO
DEA license is needed to prescrine

(schedule 1)
* Esther bup or bup/nx SL films or tat are OK Escalate level of care to manage potential moderate to deep sedation including
* Bup monoproduct or bup/nx OK in cardiac, pulse oximetry, and end tidal CO; monitoring:

pregnancy. 1. Ketamine (0.3 mg/kg IV slow push g 15 minutes and/or infusion).

2, Fentanyl 200 meg IV q10 minutes. Total dose of > 2000 mcg has been reported.

For pregnancy Bup in Pregnancy
For post-overdose. Bup Opicid Overdose

After clinical resolution, observe and discharge with bup Rx and/or XR-bup
For miners. Caring for Youth
For self-clirected starts Bup Self-Start Calfornia Substance Use Line AT \ I Varmdire [M-F $am-5pm
CABrdee s & progrem of the Puble Health Institute & 2022 \ L <C { I | CENTE EST, Veicemail 24/7)
Califorria Department of Health Care Services Content available (844) 326-2626 1-855-300-3595

wunder Creatve Commons Attnbuson: NonCommercal

NoDerwatves 4 0 intermatansl (CC 3Y.NC-ND 4 0) CWLM» CHNIA SOCETY OF CAPA '* KANROROANCE. June 2024

ADDICTION MEDICINE [ .
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Buprenorphine

What happensf a patienthaspain/surgery?

A

If possiblework with surgen to makea pain
managemenplanaheadof time.

KEEPTAKING YOURBUPRENORPHINE!

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

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

Use non-opioid meds:Tylenol,Motrin, ice,
musclerelaxants,gabapentin

Bepatient,be awareof traumaand
hyperalgesiaget expectationsgood patient
communication

How do you stop takingbuprenorphine?

A Slowweanis possible put difficultdue to
withdrawal symptoms

A Usewithdrawalcomfort medications
(Clonidine,Zofran, Immodium,muscle
relaxants)

A Switchto a monthly extendedrelease
injectablemedication(SublocadeBrixadi)

A Discusshighrisk of OD oncethe protection of
Buprenorphineis gone

A Offer to restart if patientis feelingany
cravings
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Stigmafor patientsreceivingMOUD

Unfortunatelystill existsin our community

A Where: communitypharmacie$:D,law enforcementjail,within the hospital peer

support (abstinencebased)familiespatients(selfstigma)

SelfStigmalnternalizedstigmais associatedvith unigueemotionaldistress|ossof selt

esteemfeelingsof low selfworth, lossof seltefficacyand ultimatelymentalhealthissues.
Seltstigmaalsocomesat a functionalcost.For examplejnternalizedstigmamaylead
someoneto not evenapplyfor ajob becauseaheybelievetheya r ecapalile.

What canwe do?EDUCATEOUR COMMUNITY AND OUR PATIENTSBekindand
supportivewhereverpeopleare on their recoveryjourneyevenif it looks differentthan
yours,practiceharmreduction,usefirst personlanguageserveasa liaisonfrom patient
to provider



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

Terms to Use to Remowve Bias from Your Language

It is important to be intentional when communicating with or about patients. The language we use impacts the
way care is received Terms such as ‘addict,” ‘drug seeker” and junkie” can be extremely stigmatizing Instead,
refer to patients using ‘person first’ language, such as a ‘person who uses drugs This acknowledges the person
first, rather than identifying them by their relationship to drugs.

INSTEAD OF... USE... BECAILISE...

Addict - Person with opioid/substance =« Person-first language.

Liser use disorder or person with & The change shows that a person “has” a
Substance or drug opioid addiction problem rather than “is” the problem.

abuser - Patient # The terms to avoid elicit negative associations,
Junkie - Person in recovery or punitive attitudes, and individual blame.
Alcoholic long-term recovery

Crrunlk

For heavy alcohol use:
Former addict

- Unhealthy, harmful, or
Reformed addict

hazardous alcohol use
- Person with alcohal use

disorder

IV drug user - Person who injects drugs ] Person-first language.
Halbit # Substance use disorder s |Inaccurately implies that a person is choosing
Relapse - Drug addiction to use substances or can choose to stop.

- Returm to use/slip '] ‘Habit’ may undermine the sericusness of

the disease.

Cleamn For toxicology screen results: = Use clinically accurate, non-stigmatizing

& Testing negative terminology the same way it would be used

Referring to a person: for other medical _::l:lnditinnf..
_ ] o ] set an example with your own language
- Being in remission or recoveny ) _ .
- when treating patients who might use
& Abstinent from drugs ) .
S ) stignnatizing slang.
- Mot drinking or taking drugs )
- Not currentlv usine drues - Use of such terms may evoke negative and
¥ = & punitive subconscious thoughts.

Crirty For toxicology screen results: ] Use clinically accurate, non-stigmatizing

s Testing positive terminology the same way it would be used

Referring to a person: for other medical conditions.
& Personwho uses drugs = May decrease patients’ sense of hope and

self-efficacy for chamge.



HarmReduction

A NationalHarm ReductionCoalition Definitiont Harm reductionis a set of practical
strategiesandideasaimedat reducingnegativeconsequenceassociateavith druguse.
Harm Reductionis alsoa movementfor socialjusticebuilt on a beliefin,andrespectfor,
the rightsof peoplewho usedrugs.

A Examples
Continuingcare for patientswho continueto usesubstances

Safeinjectionheedleexchangesites

Offering Fentanyl/Xylazingest strips

Offeringcleaninjectionandwound caresupplies

Suggestingwitchingfrom IV druguseto snorting/smoking

Testingfor andtreatingHIV/HepatitisC and other sexualljtransmitteddiseases
Discussing N e WseA | o hatlige




Thankyou!

Comprehensivéddiction
Medicing(CAM)Team
MemorialHospital
N. ConwayNH
603-356-5472

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

JennifeSmithD.O.,FASAM
AngelicMacut,CMA
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Introduction

ﬁl’ 0 be-abledoiunderstand the current: state-of ‘addiction medic}e}
you must-alsa: understand the Opioid Epidemic: The effect:it ha

had oncoursociety,judicialpand healthcare: systems:is massive.|Its

significance cannotbe overstated.

Al presentito)yourmy experience ofithe past 25 years.:lds the stofy
of how Il survivedthe Opioid-Epidemigoing from-active
addiction‘to'Recovery.

ASuboxone saved mydifelcPlease remember thatmy, storyiis uniojue
to me: What.workedforrme mayonot:-bethe best foreveryone.
\T here-are'many paths to-Recovery.




idemic

AOpioid-involved deaths havetincreased substantially since 1999.
AThree distinct phases involving three different substances.

AFirst wave started in the late 90s and involved the abuse of narcoti
pain medication stemming from the widespread ovarescribing by
doctors.

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

AThird wave started in 2013 and continues to this day. lllicitly

manufactured fentanyl smuggled into the'US has flooded the countny.
The Opioid Epidemic has become an overdose epidemic.




Three Waves of Opioid Overdose Deaths

28

2 Any Opioid

24
o 22 5 —
S Other Synthetic Opioids
520 (e.g., fentanyl, tramadol)
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8 Opioids

6 (e.g., Natural & Semi-Synthetic

Opioids and Methadone)
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Wave 1: Risein = 3 : - - . : . —
Wave 2: Rise in Heroin Wave 3: Risein Synthe'uc SOURCE: CDC/NCHS, National Vital Statistics

Prescaiption Opioid Overidace Desthe o VPO SREE GNP  ystem, Mortality. CDC WONDER, Atlanta, GA: i ‘
Overdose Deaths Startedin 2010 P Startedin 2013 US Department of Health and Human Services, ,
Started inthe 1990s a i = L CDC; 2024. https://wonder.cdc.gov/. ‘
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Chapter'l
ThetEarly Days:
Playingwith Fire
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ﬂirst signs of SUD, things started to get dark .
 Partied and experimented, but heroin and needles reny i

* Heroin was mostly known through pop-cult’ure Trdinspotting
Requiem for a Dream (2000), and musical icons k urt“Cq’b; _n
Garcia, and Trey Anastasio i

* First experience with methadone, friend overdoses at &ge '

drinking at a party ~ 3 ‘ 3\ [ : :

* Experimented with heroin and OxquntIn butlll faJ / rare” 3
v Q" N;'\ 2

* First attempts at sobriety

e | /)
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Chapter 2
\n Too Deep
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y Deve‘loped sérlous addiction to prescrlptlon narcotics around 2009,

\

= ~soon moved to heroin. ' o
M 4 N

» Started taklng Suboxone in 2010, at first as a way to combat
‘ mthdrawal sym ptor:ns«

S

. Very few doctors would prescribe Suboxone. There was only o\he e
doctor in North Conway@nd he accepted very few patients, required
patlents to write an essay to be conmdered |

- J'u\ -
* IV use was the last boundary to cross——hd"“ﬁessness and 7
e i
incarceration followed o~ e N
~ i > " » - —~
: | g y 35
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Chapter 3
The Road to Recovery




2016=Present

AAfter many:rough starts, l-have finally found recovery
ASuboxonéehas played a huge role in-maintaining sebriety

AFouryears agoslswitched providersnportant to find -a-program
that worksforyou

AThe copioidblocking-effect oBuboxonehashelpedme prevent
relapse

ATakes impulse outfof the;equation
ASuboxonds onepart-of my overalhmental-health-treatnten

-






