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Objectives
1. Define addiction and substance use disorder
2. Review related terminology
3. Summarize current trends in SUD epidemiology
and delivery of treatment services
4. Examine Medication-Assisted Treatment (MAT)
as an evidence-based treatment option for SUDs

First things first:
what is addiction?
• A chronic brain disease that has the
potential for both recurrence (relapse) and
recovery (remission)
• Associated with uncontrolled or compulsive
use of one or more substances
• The most severe form of Substance Use
Disorder (SUD)
Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health (2016)

Okay, so what then is SUD?
• A medical illness caused by repeated misuse
of a substance or substances
• Develops gradually over time
• Leads to brain changes

…and substance misuse?
• Use of any substance in a way that can cause
harm to the individual or those around them
Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health (2016)

SUD-related brain
changes result in
impaired executive
function

This causes
problems with:
• self control
• decision-making
Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health (2016)
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Addiction: what is it not?






Moral failing
Character deficit
Bad behavior
Poor decision-making
Voluntary choice

Society has judged substance use throughout time
Historic love-hate relationship with “booze” & “dope”
https://therecoverymiracle.com/articles/wp-content/uploads/2016/04/medication-assisted-treatment-trm.png

The Language of Addiction

The words we choose matter
SAY THIS
Substance Use Disorder
Substance Misuse
Substance Use
Addiction

NOT THAT
Substance Abuse
Replacement therapy
Alcoholic
Drug Abuser
Addict

Commonly used terms explicitly and implicitly
convey that patients are at fault for their disease
and influence perceptions and judgments1
Botticelli et al. (2016)
1

Language impacts patient care
Health professionals generally have negative
attitudes towards patients with SUDs1
Attitudes and implicit bias repeatedly implicated
as drivers of clinician behavior2
 More likely to assign blame
 Agree with need for punishment
 View a “substance abuser” less deserving of
treatment than if same person is described as a
“patient with a SUD”
1Botticelli

et al. (2016); 2Van Boekel et al (2013)

Implicit bias in clinical practice
2016 study of ~300 MDs at a brand-name Boston
hospital, looking at attitudes and clinical practices1
 38% felt that SUD is different from other chronic diseases
because people who use drugs or alcohol are “making a choice”
 14% felt that medication treatment using opioid-agonists is
“simply replacing one addiction for another”
 12% thought someone “using drugs is committing a crime and
deserves to be punished”

Impact of bias is universal; it holds true even for
highly-trained and experienced health professionals
1Wakeman

et al. (2016)

How common are SUDs?

The human costs of untreated
addiction
• 2015 CDC report: 52,404 people died from
drug overdose (63% involving opioids)1
• 2016 CDC report: 64,000 people died from
drug overdose2
• 2017 CDC report: 72,000 people died from
drug overdose (49,000 involving opioids)3
1Rudd

et al. (2016); 2Hannam K (11.2.2017 Fortune); 3 https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates

Scope
of the
problem

Drugs Involved in U.S. Overdose Deaths,
1999 to 2017
Among the more
than 72,000 drug
OD deaths
estimated in
2017*, sharpest
increase was
among deaths
related to
fentanyl and its
analogs (e.g.
carfentanil) with
nearly 30,000
OD deaths.
Source: CDC
WONDER

The Scope of the Problem: Opioids

The Opioid Epidemic
• Everyday 91 people die
from opioid overdose
(out of 175 daily
overdose deaths)

• Since 2001 heroin use
has increased 500%
1University

of Wisconsin Population Health Institute. County Health Rankings Key Findings 2017

BlueCross BlueShield Report:
The Health of America 2017

Opioid pain medication
prescriptions
• In 2015, Nebraska prescribers wrote 72.8
opioid prescriptions per 100 persons (1.4
million prescriptions).
• In the same year, the average U.S. rate was
70 opioid prescriptions per 100 persons.
IMS Health, 2016

The costs of our attitudes…?

https://pbs.twimg.com/media/Cz0_XHcWIAAaUVq.jpg

Population/Treatment
Services

Nebraska

USA

% patients with past year druguse disorder who did NOT receive
treatment

88.8%

85.9%

% patients with past year alcohol
use disorder who did NOT receive
treatment

93.0%

92.7%

How would we react if only 10% of
patients with cancer received treatment?

Source: Nebraska Behavioral Health Needs Assessment (2016)

Traditional
approach to
addiction
treatment

https://www.pinterest.com/vickiottley/snoopy/

Treatment: traditional approach
 Based on historical idea that substance use
disorder is an acute and curable condition
→
→
→
→

services are time-limited
priority is to remove access to the offending drug
abstinence is the only goal
e.g., inpatient detox* 3-5 days, 28-day residential

* withdrawal management by itself is NOT an acceptable
form of treatment  90-93% return to substance use

Self-help & peer recovery support
Alcoholics Anonymous (A.A.) and Narcotics
Anonymous (NA) are abstinence-only peer support
groups historically believed to be the mainstay of
addictions treatment

HOWEVER
While some individuals may attain and maintain
recovery through peer support alone, 12-step groups
are NOT treatment and are considered to be an
important supplement to treatment

Co-occurring disorders:
common and complex
Primary Psychiatric Disorder

+

Substance Use Disorder
 Highest rates of co-occurring SUD in patients with mood, anxiety
and personality disorders – if untreated, psychiatric illness often
complicates recovery course of SUD
 Prevalence varies from 41.2%2 to 78%1 across studies depending
on the diagnostic criteria used and by study methodology
1Grant

et al. (2016); 2Kienast et al. (2014)

Redefining
the
treatment
paradigm

https://www.pinterest.com/vickiottley/snoopy/

Today’s standard of care:
evidence-based treatment
A service or set of services that may include:
• medication
• counseling and/or behavioral therapy
• other supportive services

Services are designed to enable an individual:

• to reduce or eliminate alcohol and/or other drug use
• address associated physical or mental health problems
• restore the patient to maximum functional capacity
Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health (2016)

MAT: an evidence-based treatment
Medication Assisted Treatment (MAT) is the

use of medications in combination with
psychosocial or behavioral therapies as part of an
individualized approach to treatment of patients
with SUDs
MAT is not one-size-fits-all

 Aim to address a patient’s particular substance-use
patterns and recovery-related goals
 Recovery need not include abstinence, though often
does

MAT: what it is and what it’s not
 Medication is only ONE part of treatment and it
alone is insufficient for maintaining recovery
 Helps restore balance to brain pathways caused by
prolonged substance use
 Most effective when used in conjunction with
psychosocial interventions, including those provided in
regular face-to-face visits with prescribing clinician

 Medication provides a platform to make ‘real’
treatment possible  to enact change

FDA approved MAT agents
Opioid Use Disorder (OUD)
 Buprenorphine or buprenorphine/naloxone combo

• Sublingual tablet or film
• Subdermal implant (approved 2016)
• Extended-release monthly injection (approved 2018)
 Methadone (oral)
 Naltrexone (oral, extended-release intramuscular injection)

Alcohol Use Disorder (AUD)

 Naltrexone (oral, extended-release intramuscular injection)
 Acamprosate
 Disulfiram

Federal Regulations of MAT agents
 Methadone MAT is only available through strictly regulated,
federally licensed clinics
 Can’t be prescribed for addiction treatment outside of these
certified treatment centers

 Buprenorphine MAT is approved for prescribing by MD/DOs
and APRNs/PAs who have obtained a DATA 2000 waiver

 Requires completion of clinician education; certain restrictions
apply to the number of patients treated

 Naltrexone MAT does not require any special license or
extra education and can be prescribed in the office

 Not a controlled substance; just like any other medication but
highly underutilized

Prescription Drug Monitoring
Program (PDMP)
 Prescription medication reporting and query program available
to all prescribers and dispensers in Nebraska at no cost1
 Initially reported schedule II - V prescriptions dispensed in or
delivered to Nebraska; as of Jan 2018 includes all prescriptions
 Allows prescribers to determine if patients have been filling
controlled medication prescriptions - safety/quality measure
– Clinical scenario: Some patients receiving MAT for OUD may
have consistently negative urine tests for addictive substances,
yet PDMP records indicate recent receipt of opioid prescriptions
– PDMP can also serve as a therapeutic tool for clinicians to raise
concerns about diversion with patients receiving treatment2
1More

information at: http://www.nehii.org 2Hoefer et al (2014)

http://synergylifestylecenter.com/wp-content/uploads/2016/11/6-synergy-mat.jpg?efcc00
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Why is addiction seen differently?
Both require ongoing care

https://www.drugabuse.gov/publications/principlesdrug-addiction-treatment-research-based-guide-thirdedition/frequently-asked-questions/how-effective-drugaddiction-treatment

Evidence-based treatment using MAT
is effective and cost-effective
 Medicaid enrollees receiving abstinence-only OUD
treatment had 75% higher mortality than those on partial
agonist maintenance1
 Individuals on federal probation receiving opioid
antagonist treatment had 50% lower rate of reincarceration and 70% lower rate of illicit substance use
compared to non-treated2
 Those engaged in outpatient MAT found to have 17%27% lower odds of getting arrested since starting the
treatment episode – even if there is previous criminal
justice involvement3
1Clark

et al. (2011); 2Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health (2016); 3Garnick et al. (2014);

Health System & Societal Impact
 Substance misuse and substance use
disorders cost the U.S. $442 billion
each year in healthcare costs, lost
productivity and criminal justice costs1
 Every $1 spent on SUD treatment saves
$4 in healthcare expenditures and $7 in
criminal justice costs1
1Facing

Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health (2016)

• Improved clinical and
functional outcomes
• Increased care quality
• Reduced healthcare costs

• Enhanced patient
satisfaction and practitioner
morale

http://mms.businesswire.com/media/20150915006443/en/485939/5/Whole-Person_Care.jpg

Coordinated care for SUDs,
psychiatric illness and
general primary care can
result in:

Thank you!
Alena.Balasanova@unmc.edu

Questions?

References
Argoff CE, Kahan M, Sellers EM. Preventing and managing aberrant drug-related behavior in primary care: Systemic review of outcomes
evidence. J of Opioid Manage. 2014;10(2):119-134.
Botticelli MP, Koh HK. Changing the language of addiction. JAMA. 2016;316(13):1361-1362
Center for Behavioral Health Statistics and Quality. (2016). Key substance use and mental health indicators in the United States: Results
from the 2015 National Survey on Drug Use and Health (HHS Publication No. SMA 16-4984, NSDUH Series H-51). Retrieved from
http://www.samhsa.gov/data/
Center for Substance Abuse Treatment. Clinical Guidelines for the Use of Buprenorphine in the Treatment of Opioid Addiction. Treatment
Improvement Protocol (TIP) Series 40. DHHS Publication No. (SMA) 04-3939. Rockville, MD: Substance Abuse and Mental Health
Services Administration, 2004.

Clark RE, Samnaliev M, Baxter JD et al. The Evidence Doesn’t Justify Steps by State Medicaid Programs to Restrict Opioid Addiction
Treatment with Buprenorphine. Health Affairs 2011;30(8):1425-1433
Conway KP, Compton W, Stinson FS, et al. Lifetime comorbidity of DSM-IV mood and anxiety disorders and specific drug use disorders:
Results from the National Epidemiologic Survey on Alcohol and Related Conditions. J Clin Psychiatry. 2006;67(2):247-258
Fischer A, Jonsson M, Hjelmstrom P. Pharmaceutical and pharmacokinetic characterization of a novel sublingual
buprenorphine/naloxone tablet formulation in healthy volunteers. Drug Dev Ind Pharm. 2015;41:79-84.
Garnick DW, Horgan CM, Acevedo A et al. Criminal justice outcomes after engagement in outpatient substance abuse treatment. Journal
of Substance Abuse Treatment 2014;46: 295-305
Gower S, Bartu A, Ilett KF et al. The wellbeing of infants exposed to buprenorphine via breast milk at 4 weeks of age. J Hum Lact.
2014;30(2):217-223.
Grant BF, Stinson FS, Dawson DA, et al. Prevalence and co-occurrence of substance use disorders and independent mood and anxiety
disorders: results from the National Epidemiologic Survey on Alcohol and
Related Conditions. Arch Gen Psychiatry. 2004 Aug;61(8):807-816.

References (2)
Grant BF, Goldstein RB, Saha TD, et al. Epidemiology of DSM-5 alcohol use disorder: Results from the National Epidemiologic
Survey on Alcohol and Related Conditions III. JAMA Psychiatry. 2015;72(8):757-766
Grant BF, Saha TD, Ruan WJ, et al. Epidemiology of DSM-5 Drug Use Disorder: Results from the National Epidemiologic Survey
on Alcohol and Related Conditions III. JAMA Psychiatry. 2016;73(1):39-47.
Greenwald M, Johanson CE, Moody DE et al. Effects of buprenorphine maintenance dose on m-opioid receptor availability,
plasma concentrations, and antagonist blockade in heroin-dependent volunteers. Neuropsychopharmacology. 2003;28:2000–
2009.
Hedegaard H, Warner M, Miniño AM. Drug overdose deaths in the United States, 1999–2015. NCHS data brief, no 273.
Hyattsville, MD: National Center for Health Statistics. 2017.
Hoefer M, Petrakis I. Prescription drug monitoring programs and buprenorphine maintenance: Clinical considerations. Am J
Addict. 2104;223:616-617.
Kienast T, Stoffers J, Bermpohl F et al. Borderline personality disorder and comorbid addiction. Dtsch Arztebl Int. 2014;
111(16):280-286.
Knudsen HK. The supply of physicians waivered to prescribe buprenorphine for opioid use disorders in the United States: A statelevel analysis. J Stud Alcohol Drugs. 2015;76:644-654.
Krambeer LL, Von McKnelly, Jr. W, Gabrielli, Jr, WF et al. Methadone therapy for opioid dependence. Am Fam Physician.
2001;63(12):2404-2410.
Levran O, Peles E, Hamon S, et al. CYP2B6 SNPs are associated with methadone dose required for effective treatment of opioid
addiction. Addiction. 2011;18:709-716.
McLellan AT, Lewis DC, O’Brien CP et al. Drug Dependence: a Chronic Medical Illness. JAMA 200;284(13):1689-1695.
Mendoza S, Rivera-Cabrero AS, Hansen H. Shifting blame: Buprenorphine prescribers, addiction treatment and prescription
monitoring in middle-class America. Transcult Psychiatry. 2016;53(4):465-487
Moran M. Levin Meets with Congressional Leaders About Fate of Affordable Care Act. Psychiatric News 2017;52(6):1-14
Mouly S, Bloch V, Peoc’h K et al. Methadone dose in heroin-dependent patients: Role of clinical factors, comedications, genetic
polymorphisms and enzyme activity. Br J Clin Pharmacol. 2014;79(6):967-977.

References (3)
Moyer MC, Johnston AM, Crocker AM et al. Methadone and buprenorphine for opioid dependence during pregnancy: A
retrospective cohort study. J Addict Med. 2015;9:81-86.
Nebraska DHHS, Special Emphasis Report: Drug Overdose Deaths, 1999 – 2014, November 2015.
http://dhhs.ne.gov/publichealth/PDMP/Documents/Special%20Emphasis%20Report%20Prescription%20Drug%20Overdose%20
1999-2014.pdf Accessed March 10, 2017.
Nunes EV, Krupitsky E, Ling W et al. Treating opioid dependence with injectable extended-release naltrexone (XR-NTX). J
Addict Med. 2015;9:238-243.
Rudd RA, Seth P, David F, Scholl L. Increases in Drug and Opioid-Involved Overdose Deaths — United States, 2010–2015.
MMWR Morb Mortal Wkly Rep 2016;65:1445–1452. DOI: http://dx.doi.org/10.15585/mmwr.mm655051e1
Tkacz J, Volpicelli J, Un H et al. Releationship between Burprenorphine Adherence and Health Service Utilization and costs
among Opioid Dependent Patients. Journal of Substance Abuse Treatment 2014;46:456-462.
University of Nebraska Medical Center, College of Public Health (September 2016). Nebraska Behavioral Health Needs
Assessment. Omaha, NE.
University of Wisconsin Population Health Institute. County Health Rankings Key Findings 2017.
U.S. Department of Health and Human Services (HHS), Office of the Surgeon General, Facing Addiction in America: The
Surgeon General’s Report on Alcohol, Drugs, and Health. Washington, DC: HHS, November 2016.
Van Boekel LC, Brouwers EP, van Weeghel J, et al. Stigma among health professionals towards patients with substance use
disorders and its consequences for healthcare delivery: systematic review. Drug Alcohol Depend. 2013 Jul 1;131(1-2):23-35.
Wakeman SE, Pham-Kanter G, Donelan K. Attitudes, practices and preparedness to care for patients with substance use
disorder: Results form a survey of general internists. Substance Abuse. 2016;47(4):635-641
Weinstein ZM, Kim HW, Cheng DM et al. Long-term retention in office based opioid treatment with buprenorphine. J Subst Abus
Treat. 2017;74:65-70.
Wiegand SL, Stringer EM, Stuebe AM et al. Buprenorphine and naloxone compared with methadone treatment in pregnancy.
Obstet Gynecol. 2015;125(2):363-368.

