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Source: Independent Scientifice Committee on Drugs, U.K. Nov. 2010.
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Global drug use
Percentage of adults (generally ages 15 to 64) who have used drugs at least once in
the last year in the top five countries in terms of overall drug use.

Any illicit drug use Prescription opioids

uss. zor3) [ 19% us. o) [l 5.0%
Australia (2013) [ 14.7 Australia (2013) [ 3.3
spain (201) [ 14.4 Czech Republic (2012) [JJJ} 2.6
canada 2013) | 13-4 Canada (2013) ] 2.0
israel (2013) [ 11.4 Pakistan (2012) 1.5

Source: United Nations Office on Drugs and Crime Lorena Elebee / @latimesgraphics
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Tolerance & Physiologic Dependence
Precedes Addiction

» EG: physical dependence to opioids means that the body
relies on a external source of opioids to prevent withdrawal.

» Many substances — ie: caffeine, nicotine, sugar, anti-
depressants - can cause physical dependence, it is not a
property unique to opioids or alcohol.

« This is a normal adaptive neurologic response to ongoing
opiate exposure (which is NOT normal for the brain).

» This physical dependence can be managed more helpfully
with Medications (MAT) to enable the client/patient to better
focus on the difficult work of overcoming and healing from
their addiction.

(most people who are dependent do not suffer from addiction)

DOPAMINE REWARD SYSTEM:
Essential to Neurologic
Reinforcement System

» Every substance of
abuse has some effect
on the limbic
(dopamine) reward
system

* Dopamine, one of 100+
neurotransmitters, is
found in several regions
of the brain; is involved
in pleasurable feelings,
activity reinforcement,
movement, motivation,
& emotions




Activation of the reward
pathwayibyaddictive drugs

i

Review of Dopamine Action

DRUGS OF ABUSE TARGET THE BRAIN’S PLEASURE CENTER

Brain reward (dopamine) pathways Drugs of abuse increase dopamine
igﬂﬁ‘\-———-__ Faserd

! Dopaniine A/’o
Dupmme\.—/ }Thr s anm;li

FOOD COCAINE

These brain circuits are imporfant for nafural Typically, dopamine increases in respanse fo natural rewards such as food.
rewards such as food, music, and sex. When cocaine is faken, dopamine increases are exaqgerated, and communication is altered.




Normal Drug Use | Addiction | Treatment

.

Characteristics of
ADDICTION

« Pathological,
compulsive use; loss of
control over use

« Continued Use, despite
negative consequences
(DENIAL)

* Increased Tolerance to
drugs of abuse




Characteristics of
ADDICTION

- Cravings for drug and
Withdrawal Symptoms —
iffwhen drug use stops

- Genetic Predisposition — up
to 50% - Intergenerational
Family Patterns

-Chronic Disease,
characterized by relapse

Brain Chemistry is Changed in
Drug Dependence

* Neurotransmitter
production is “turned
off”, receptor sites are
“desensitized”, (neuro-
adaptation occurs) and in
some drugs, re-uptake
system is damaged

* Client is chemically
depressed

* External chemical supply
needed to address
depression and stave off
withdrawal
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Assess patient for:
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Naltrexone
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Response Profile
Cumulative % of Participants at Each Rate of
Opioid Negative Urine Tests: XR-NTX 380 mg vs. Placebo

CZT

ig % Opioid ~Free Weeks L
8

0 1 20 30 40 S0 6 70 80 90

Cumulative Percent of Participants

. (100% op Woeks 5-24 was reported in 45 (35.7%)
of subjects in the XR-NT) it ).

American Academy of Addiction Psychiatry

American Osteopathic Academy of Addiction Medicine

American Psychiatric Association

American Society of Addiction Medicine
http://buprenorphine.samhsa.gov/data.html
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Benefits:

Downsides:

CSAT, 2005
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Perfect Fit - Maximum
Opioid Effect

Empty Receptor

Opioid receptor satisfied with a full-agonist opioid. The strong opioid effect of heroin and painkillers
stops the withdrawal for a period of time (4-24 hours). Initially, euphoric effects can be felt. However, after
prolonged use, tolerance and physical dependence can develop. Now, instead of producing a euphoric
effect, the opioids are primarily just preventing withdrawal symptoms.

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.
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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.

Opioid

Buprenorphine
»

Empty 1 I
Receptor Receptor

Courtesy of NAABT, Inc. (naabt.org)
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Medical office visit

Retail pharmacy

Chronic treatment

Methadone (must be administered through a registered
narcotic treatment program)

Lol



Benefits:

Downsides:
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Cumulative Proportion With No Relapse

0 1 2 3 4 5 6 7 8 9 10 11 12
No. of Weeks Receiving Medication

Fig 2.—Relapse rates (as defined in the text) for the naltrexone

hydrochloride- (closed circles}) and placebo-treated (open circles)

groups across the 12 weeks of the study.

Volpicelli et al: 1992 Arch Gen Psych 49(11):876-80
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———190-mg Naltrexone
—— 380-mg Naltrexone

3 2

2
S

Cumulative Heavy Drinking Days
I8
3

0
0 10 20 30 40 50 60 70 80 90 100 110 120 130 140 150 160 170 180 190 20C]

teatment Dose  F 5 +

No. of Patients
Placebo 209
Naltrexone
190 mg
380

Naloxone Rescue Kit Contents

Naloxone Rescue Kit IM Naloxone Rescue Kit Nasal
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The Treatment Emvironment

A Which treatment programs in your statn,/ama cumontly use dans in e treatmant of

W Are thers mitu0nEl pmblems?

A | (e are 0o programs in your @ A thare Madigation cost conpams?
stata/anea wsing medications in
wddictinn froatent, why not? @ Are there Implementation cost congame?

i Are thare state regpistions and poliey barmem?

Wi il provie 1he leadership i @ How do sou gilan fo nasess which ineatment pogmms e most ey io work
Bdiress these harlen? willh yeul (Le_ endly Boaptens) (o dopt medicetion Bas sl thestaent?

WFiil e pan-tee SLAT membees?

A Fil Lraimied programs thal usa @ Contracted?
madicitinne, huw de i scoeay
physicians? Are thay: W ATATEG with & peimary care cinig?

W Affiliated with or embedded m & heafth center/ FJHCT?

W Do heaftn centers and ciher provicers REve an sppropaiately tained imegrated care t2am avallabie?

A A 10y UL pROEREMS co-oEted with hesin conters? I s, whane an thay specifically legaten? I IhEM a5 pani,
whal o you need (o data heve medicsl care and Behaviorsl hesth care proviced on the ssme she?

W What can vou do o support e develupmest of networks of treatment oroviders that incluce both pnmary care providers
el afdction rmatmant prigmme

W Are tner By comprehansive iTERiMENt prOEFEMS i your STae that inclade peimary care within an acdicians treatment
pmgram? |s the pnmary care peogrem co-hecsted and under differant management or part of the addictions treatment
progrm? How can (has differant arganizatienal stisctines cerve 02 modols lor odher addietions roatmenl prgrams?

A How wil you work with medicni and non-mediost oliniciana to 2ssure that oounseling saniees aceompany ise of
madicstions in addictions teatment?
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Med. 2014;174

JAMA Intern
12):1947-1954. doi:10.1001/jamainternmed.2014.5302
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