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I.
Purpose 

This module is designed as an overview of addiction concepts. 

II. Learning Objectives

At the end of the training, the health care professional will have had the opportunity to:

· Section A: Overview of Addiction

- Define substance abuse and dependence

- Discuss epidemiology of substance use disorders

- Cite the theories of addiction

- Discuss the neurobiology involved in addiction

· Section B: Overview of Addiction Treatment
· Identify the broad, overarching aims of substance abuse treatment
· Discuss indicators for treatment and referral to treatment
· Describe assessment
· Discuss evaluation of treatment outcome

· Section C: Treatment Modalities
· Describe considerations for treatment
· Identify the importance of the therapeutic alliance

· Discuss the major models of addiction psychotherapy and pharmacotherapy

· Section D: Pharmacotherapy Treatment
· Examine the role pharmacotherapy may play in the treatment of substance use disorders
· Examine an overview of the characteristics of the ideal pharmacologic treatments

· Discuss pharmacotherapies examined for the treatment of specific drugs of abuse

· Section E: Special Considerations
· Identify issues in Adolescent Substance Abuse
· Trends in adolescent substance use
· Discuss risk and protective factors associated with adolescent substance use
· Discuss issues with assessment/diagnosis of adolescent substance use
· Discuss Dual Diagnosis

· Identify the most common co-occurring psychiatric diagnosis among substance abusers

· Describe issues related to the temporal development of dual disorders

· Consider and approach diagnostic difficulties and treatmentKnow the most common co-occurring psychiatric diagnosis among substance abusers
· Understand issues related to the temporal development of dual disorders

· Be able to carefully consider and approach diagnostic difficulties and treatment

- Discuss gender Issues in Substance Abuse Treatment

· Cite the prevalence rates of major substance use disorders among men and women
· Discuss different reasons for and consequences of use among men and women

· Describe the telescoping phenomenon and gender differences in physiology related to substance use

· Discuss gender-specific treatment
· Discuss treatment of Pain in Substance Abusing Individuals
·    Describe barriers to effective pain treatment in addicted individuals
·    Discuss acute and chronic pain management options in addicted individuals
III.
Chronology




Approximately 4 hours and 15 minutes
Section A. Overview of Addiction (60 minutes)
1. Definitions of abuse, dependence, and addiction

2. Epidemiology

3. Genetics

4. Neurobiology

Section B. Overview of Addiction Treatment (15 minutes)
1. Goals of treatment

2. When is treatment indicted?

3. Patient 

4. Evaluating treatment outcome 

Section C. Treatment Modalities (60 minutes)
1. Therapeutic alliance

2. Individual psychotherapy

3. Group therapy

4. Cognitive-behavioral therapy 

5. AA and 12-Step Groups

6. Motivational Enhancement Therapy and Motivational Interviewing

7. Family therapy

8. Psychodynamics 

9. Pharmacotherapy

10. Relapse Prevention and Aftercare

Section D. Pharmacotherapy Treatments (60 minutes)
1. Alcohol

2. Opioids

3. Cocaine

4. Nicotine

5. Cannabis

6. Club Drugs
7. Methamphetamine

Section E. Special Considerations (60 minutes)
1. Adolescent substance abuse treatment

2. Dual diagnosis

3. Gender issues

4. Pain treatment

IV.  
Facilitator Materials

· Power Point Slides (lecture and discussion)

· Narrative (Text)

V. Participant Materials

· Handouts

Summary of Presentation

Appendix I: Discussion Items

· References

Module II: Overview of Substance Use Disorders
Section A: Overview of Addiction

This section is designed as an overview of addiction concepts and should take approximately 60 minutes.

Slide 1:  Section A Overview of Addiction
This section is designed to give a brief overview of concepts related to substance dependence and abuse.

Slide 2: Learning Objectives

In this section, definitions related to substance abuse and dependence will be reviewed, including criteria employed for diagnosis of these disorders. The epidemiology of substance use disorders will be reviewed, as well as some theories proposed concerning the etiology of addictions. Finally, an overview of the neurobiology of addiction will be provided, as advances in this area have been critical in the development of targeted pharmacological treatments.

Slide 3: DSM-IV (Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition) Criteria for Substance Abuse

Substance abuse refers to a maladaptive pattern of substance use manifested by recurrent and significant adverse consequences. Individuals may repeatedly fail to fulfill major role obligations, continue to repeatedly use a substance in a situation in which it is physically hazardous (such as repeatedly driving while intoxicated), have multiple legal problems, or have recurrent social or interpersonal problems as a result of their substance use. A diagnosis of substance abuse is preempted by the diagnosis of Substance Dependence if an individual has ever met dependence criteria for that class of substance.

Slide 4: DSM-IV Criteria for Substance Dependence

Per DSM-IV, substance dependence refers to a cluster of cognitive, behavioral, and physiological symptoms indicating that the individual continues to use a substance despite significant substance-related problems. Unlike substance abuse, substance dependence also includes tolerance, withdrawal, and a pattern of compulsive use. To meet dependence criteria, and individual must meet three or more of the listed symptoms in the same 12-month period.

Slide 5: Substance Dependence Course Specifiers

Six course specifiers are available for Substance Dependence. Specifiers can be provided to note the presence or absence of tolerance and withdrawal (with or without physiologic dependence), as the presence of physiologic dependence may be associated with an increased risk of medical complications and a higher relapse rate. Remission specifiers can be applied after criteria for substance dependence or abuse have not been met for a period of at least one month. Early remission is defined as the first 12 months following Dependence, as this is a particularly vulnerable time for relapse, with sustained remission referring to the period following the initial 12 months of recovery. For both early and sustained remission, a further specifier of partial versus full remission can be applied. Full remission is achieved if no criteria for dependence or abuse are met; partial remission refers to the presence of at least one criterion for dependence or abuse being met. Substance dependence courses can be further characterized if the individual has been prescribed agonist therapy (e.g., methadone maintenance) or if the individual has been in a controlled access with restricted access to alcohol or drugs of abuse.

Slide 6: Other Definitions of Addiction

In defining alcoholism, the American Society on Addiction Medicine uses some similar criteria, but also focuses on the concept that genetic, psychosocial, and environmental factors influence its development. This is important as it helps to conceptualize alcoholism, as well as other drug dependencies, as a disease entity itself.  See West, R (2201) for review of theories of addiction.
Slide 7: Substance Dependence or Abuse Among Persons Aged 12 or Older
The National Survey on Drug Use and Health interviewed nearly 68,000 individuals aged 12 or older in 2003 to determine current prevalence of drug and alcohol use in the United States. Based on their results, it is estimated that 21.6 million Americans meet criteria for a substance use disorder. Of this number, 14.8 million are dependent or abusive of alcohol only, 3.8 million are dependent or abusive of illicit drugs only, and 3.1 million are dependent or abusive of both alcohol and illicit drugs.

Slide 8: Prevalence of Alcohol Use
A slightly higher prevalence rate was reported by the National Institute on Alcohol Use and Alcoholism in their National Epidemiologic Survey on Alcohol and Related Conditions. According to this sample, 8.5% of Americans (17.6 million) meet criteria for either alcohol use or dependence.

Slide 9: Use of Selected Illicit Drugs Among Persons Aged 12 or Older
This graph summarizes past use month of illicit drugs among Americans 12 years of age or older. In 2003, approximately 8.2% of Americans had used some illicit drug in the preceding month. Marijuana was the drug used most commonly, followed by psychotherapeutics (such as tranquilizers and stimulants), cocaine, hallucinogens, and inhalants.

Slide 10: Dependence or Abuse Of Specific Illicit Drugs Among Persons Aged 12 or Older
Approximately 4 million Americans met abuse or dependence criteria for marijuana in 2003. Approximately 1.5 million Americans had a substance use disorder involving cocaine, and a similar number were abusing or dependent on pain relievers. 

Slide 11: Illicit Drug Use by Age
As can be seen in this graph, the use of illicit drugs appears to peak in individuals in their late teens to early twenties. However, drug use occurs across the age spectrum, and of particular concern is the high incidence of illicit drug use in adolescents. 

Slide 12: Tobacco Use Among Persons Aged 12 or Older
Tobacco continues to be commonly used among Americans, with nearly 30% of Americans reporting past month tobacco use in 2003.

Slide 13: Tobacco Use Among Youths Aged 12 to 17
Tobacco use also continues to be commonly used by adolescents, with approximately 15% reporting past month use.

Slide 14: Need for and Receipt of Specialty Treatment for Alcohol or Illicit Drugs
Although it is evident that alcohol and drug abuse is a significant problem, many individuals do not receive the treatment necessary for these disorders. In 2003, 22.2 million individuals needed treatment for alcohol or drugs; of this number, only 1.9 million received specialty treatment. Of note, this number is significantly lower than the number of individuals who received specialty treatment for drugs or alcohol in 2002.

Slide 15: Reasons for Not Receiving Substance Use Treatment
The primary reason given by individuals for not receiving treatment was not feeling a need to stop using. However, 33% of individuals did report cost or insurance barriers preventing them from receiving treatment and nearly 20% reported that the stigma associated with substance use treatment was of significant concern. Nearly 10% of individuals reported not knowing where to go to receive treatment. 

Slide 16: Substance Dependence or Abuse Among Adults Aged 18 or Older by SMI

Substance use treatment can be further complicated by the presence of a co-occurring serious mental illness (or SMI). For purposes of the NSDUH survey, SMI was defined as having a DSM-IV mental disorder and impairment in the past year. Using this criterion, 19.6 million adults (9.2%) meet criteria for an SMI in 2003. As can be seen by this graph, individuals who had a past year SMI were higher rates of alcohol and drug use disorders compared to individuals who did not have past year SMI. 

Slide 17: Co-occurrence of SMI and Substance Use Disorders
This graphic illustrates the overlap of SMI and substance use disorders. While approximately 15 million American adults have either a substance use disorder or a SMI only, approximately 4 million American adults suffer from both disorders.

Slide 18: Past Year Treatment Among Adults Aged 18 or Older with Co-Occurring SMI and SUD

Of these 4.2 million Americans with dual diagnoses, nearly half did not receive past year treatment for either disorder.  Approximately 40% received treatment for mental health problems alone, and approximately 4% received only treatment for their substance use disorder. Only 7.5% of individuals received treatment for both mental health and substance use disorders. In a later section, the treatment of dual diagnoses will be discussed in further detail.

Slide 19: Societal Costs of Alcohol Abuse

Appropriate treatment of substance use disorders is an important societal issue. This slide summarizes some of the societal costs from alcohol abuse alone. A 2000 report from NIAAA placed the cost of alcohol abuse at $184.6 billion dollars, when taking into consideration factors such as lost earnings, medical consequences, premature deaths, and criminal justice involvement.

Slide 20: Substance Abuse and Crime

Criminal justice involvement significantly contributes to the societal costs of substance abuse, as one-third of all criminal justice costs are related to alcohol, drug abuse, or mental illness, once again underscoring the need for appropriate treatment. It should also be noted that one-half of individuals in prison for violent crimes report being intoxicated at the time of the offense.

Slide 21: Stigma and Addictions

As demonstrated earlier, a significant barrier to effective substance use treatment is the stigma associated with substance use disorders. Having a substance abuse problem is still viewed by many as a sign of moral weakness or character flaw that treatment will not correct.

Slide 22: “Disease” Model of Addictions

However, there has been a push in recent decades to reconsider addictions as a disease, similar to hypertension or diabetes. As with these diseases, addiction is a pathological condition with a clearly measurable, characteristic physiology and neurobiology. Furthermore, there have now been genetic factors found to be associated with substance use disorders, as well as environmental precipitants of relapse.

Slide 23: Addictions as a Chronic Illness
This model clearly fits other diseases, such as hypertension or diabetes. Both of these illnesses are also typified by having a genetic as well as environmental component, high relapse rates, and the need for behavioral changes. Viewing addictions as a chronic illness, rather than a character lapse, may lessen the stigma associated with substance abuse treatment.

Slide 24: Genetic Factors Associated with Alcohol Dependence
The most data on genetic heritability of substance dependence is currently available in regards to alcoholism. Close relatives of individuals with alcohol dependence are at 3-4 times increased risk for alcohol related disorders. Significantly higher rates of concordance are found in monozygotic twins as compared to dizygotic twins. Also, adoptee studies have found that having a natural parent with alcohol dependence significantly increases risk in adopted children despite being raised by non-alcoholic adoptive parents.

Slide 25: Neurobiology of Addictions

There is also now considerable data available on the neurobiological processes involved with addictive behavior. Excellent animal models have been developed to examine neurotransmitter involvement in the reward process. Both basic science and human clinical work has helped to elucidate the role of multiple neurotransmitter systems as well as the hypothalamic pituitary adrenal axis in drug use behavior.

Slide 26: Brain Reward Pathways

The ventral tegmental area (VTA) and the nucleus accumbens are important components of the reward pathway. The neurons of the VTA contain dopamine, which are released in the nucleus accumbens and the prefrontal cortex. This pathway is activated by alcohol and drugs of abuse as well as other behaviors such as eating, drinking, and sex. The following slides are available from the National Institute on Drug Abuse, and pictorially demonstrate neurotransmitter activity following drug use. 

Slide 27:  Dopamine Receptors

During chemical neurotransmission, an electrical impulse arrives at a synapse terminal, triggering vesicles containing a neurotransmitter (such as dopamine) to move to the terminal membrane. The vesicles then fuse with the terminal membrane to release their content. Once inside the synaptic cleft, the dopamine can bind to specific receptors on the membrane of the neighboring neuron. 

Slide 28: Dopamine Neurotransmission and Modulation by Endogenous Opiates
After dopamine binds, it comes off the receptor and is removed from the synaptic cleft by uptake pumps that reside on the terminal. This process ensures that not too much dopamine remains in the synaptic cleft at any one time. There are also neighboring neurons releasing neuromodulators. Neuromodulators help to enhance or inhibit neurotransmission that is controlled by neurotransmitters such as dopamine. In this case, the neuromodulator is an endorphin (in red). Endorphins bind to opiate receptors (in yellow), and are destroyed by enzymes rather than removed by uptake pumps (as dopamine is).

Slide 29: Morphine Binding Within the Reward Pathway
This slide shows how using heroin would affect brain pathways. Once in the brain, heroin is converted to morphine by enzymes; the morphine will then bind to opiate receptors in the reward pathway (including the VTA, nucleus accumbens, and cortex). Morphine also binds to areas involved in the pain pathway (including the thalamus, brainstem, and spinal cord), which leads to analgesia.  Morphine activating the reward pathway is shown in the next slide.

Slide 30: Opiates Binding to Opiate Receptors in the Nucleus Accumbens: Increased Dopamine Release
This slide shows a close-up view of a synapse in the nucleus accumbens. Opiate action is medicated by three different types of neurons: one that releases dopamine (on left), a neighboring terminal (on the right) containing a different neurotransmitter (probably GABA), and the post-synaptic cell containing dopamine receptor (in pink). Opiates bind to opiate receptors (yellow) on the neighboring terminal. This action results in a signal being sent to the dopamine terminal to release more dopamine. One theory is that opiate receptor decreases GABA release, which would normally inhibit dopamine release, so dopamine release is increased.

Slide 31: Dopamine Binding to Receptors and Uptake Pumps in the Nucleus Accumbens: The Action of Cocaine
Cocaine also binds to sites in areas of the brain that are rich in dopamine synapses such as the VTA and the nucleus accumbens.  Usually, dopamine (inside the terminal) is released into the synaptic space.  As shown previously, the dopamine binds to dopamine receptors and then is taken up by uptake pumps back into the terminal. When cocaine is present (yellow), cocaine binds to the uptake pumps and prevents them from transporting dopamine back into the neuron terminal. Therefore more dopamine builds up in the synaptic space and more dopamine receptors are activated.  This is the same effect showed in an earlier slide with morphine, where morphine increased dopamine release, although by a different mechanism.

Slide 32: Cocaine Dependence and Activation of the Reward Pathway
As a result of cocaine's actions, there are increased impulses leaving the nucleus accumbens to activate the reward system. Importantly, this pathway can be activated even in the absence of cocaine, such as during craving. With repeated use of cocaine, the body relies on this drug to maintain rewarding feelings.  As a result, the person is no longer able to feel the positive reinforcement or pleasurable feelings of other rewards  (i.e., food, water, sex) and instead the person is only able to feel pleasure from the cocaine.  The user becomes dependent, and experiences anhedonia (inability to feel pleasure) and depression as part of a withdrawal syndrome.  To avoid this, the user may return to the cocaine.  

Slide 33: Addictive Drugs Activate the Reward System Via Increased Dopamine Neurotransmission
This last slide further shows the reward pathway and how it is activated by other drugs with addictive potential.  Just as heroin and cocaine activate the reward pathway in the VTA and nucleus accumbens, nicotine and alcohol activate this pathway as well, although sometimes indirectly (through the globus pallidus, an area activated by alcohol connects to the reward pathway). Although working through different mechanisms of action, each drug increases the activity of the reward pathway by increasing dopamine transmission, and therefore each has the ability to be abused.   Thus, addiction is truly a disease of the brain.  Advances in the understanding of neurobiology will hopefully help in the development of effective treatments of addiction.
Section B: Overview of Addiction Treatment

This section is designed as a brief overview and should take approximately 10 to 15 minutes. 

Slide 34: Section B Overview of Addiction Treatment

This section provides a brief overview of the treatment of addiction.

Slide 35: Learning Objectives

In this section, you will learn the main goals of treating substance abuse, when treatment or a treatment referral is indicated, what areas to cover in initially assessing the patient, and what domains to consider in evaluating whether a treatment is effective.

Slide 36: Goals of Treatment

In general, the goals of substance abuse treatment are to engage, help motivate, and help to retain the patient in treatment. If the patient will not attend sessions or drops out of treatment, the potential benefits of treatment will be lost. 

Treatment also seeks to help educate patients, their family members, and significant others (e.g., spouse, partner, caretakers) about addiction, its causes, consequences, and options for treatment. 

Treatment aims to significantly reduce the amount and the frequency of substance use. Ultimately, the treatment goal is abstinence from use. In some cases, this may mean using a harm reduction approach and first working toward a substantial decrease (e.g., from consuming 24 beers a week to 12 a week) as a first step toward abstinence. 

Once a patient has obtained abstinence or a substantial reduction in their use, treatment aims to prevent relapse and to maintain treatment gains. Given the high relapse rates across most substances of abuse, this is a particularly challenging aspect of addiction treatment. This is similar to weight loss. Losing weight is not always the hardest part; it’s keeping it off that can sometimes be the biggest challenge. 

In addition to improving symptoms of the addiction, treatment also seeks to improve other important areas of the person’s life that may have been affected by the addiction (e.g., occupational impairment, estranged relationships, poor physical health). Addressing these areas can serve to help prevent relapse. By treating both the addition and addressing important areas of functioning, the person’s overall quality of life may be enhanced. 

Slide 37: When Is Treatment Indicated?

It is not always clear when treatment for addiction is necessary. This requires carefully inquiry, active listening skills, gathering various pieces of data, consulting with other colleagues if necessary, and making an informed clinical judgment. 

If addiction is interfering with a person’s functioning in any of the following areas, treatment should be considered:

a. 
Social or interpersonal relationships (e.g., their spouse complains about their use, they have physical or verbal fights with their partner when they are using).

b. 
Occupational functioning (e.g., their boss complains about their use, they get fired or suspended from their job, their performance at work is impaired).

c. 
Legal (e.g., they get a DUI; charged with an act related to their use, such as indecent exposure or child neglect).

d. 
Physical health (e.g., their use causes them to have headaches or gastrointestinal distress, their nutritional intake and exercise suffer, they neglect to attend regular appointments with their family doctor).

Note that a person does not have to have significant impairment in all of these areas in order for a treatment referral to be warranted. Significant impairment in just one of these areas may be sufficient. Clearly, if a person is reporting impairment in multiple spheres of their life that is related to their substance use (even indirectly), a treatment referral should be given, documented in the progress notes, and followed up at the next appointment. 

For anyone who is seeking treatment for addiction, even if they do not report major impairment or distress as a result of their addiction, a treatment referral is indicated. When in doubt, consider giving the patient a referral and educating them about what treatment options are available to them should they choose to seek professional help. 

Slide 38: Patient Assessment

The next 2 slides deal with patient assessment. Some of this will be common to general psychiatric assessment and some specific to addiction.

Assess the patient’s demographic characteristics, such as, age, relationship status, and religious affiliation. Sometimes these characteristics can help you begin to think about what resources the patient has and what types of programs or referrals may be most appropriate for them. 

Assess the patient’s presenting problem or chief complaint. 

And assess their psychiatric history, in particular: 

Have they ever been hospitalized? If so, what for, where, and for how long? What was the outcome of treatment? 

Have they ever received outpatient services, such as counseling, therapy, or group therapy?

Do they attend AA (Alcoholics Anonymous), NA (Narcotics Anonymous), CA (Cocaine Anonymous), Al-Anon, etc.

Evaluate their medical history (major illnesses, surgeries) and their current medications (including psychotropic and over the counter drugs).

Inquire about their legal history (convictions, arrests, currently on probation or parole), occupational history (employment, length of unemployment, reason for unemployment), and social history (have close friends, live with anyone, close with their parents, any siblings).

Slide 39: Patient Assessment (continued)

Ask if the patient has ever used any of the major categories of substances (e.g., alcohol, marijuana, cocaine, heroin or other opiates, cigarettes, any other substances). It can sometimes be helpful to show the patient a comprehensive list of various substances when asking this question. In addition, be sure to ask them specifically about the different substances rather than asking a general question (e.g., Do you use drugs?). 

When further assessing substance use history, start with their primary substance of choice and then inquire about secondary substances. For each substance, ask the patient how old they were when they first used the substance, how old they were when they last used the substance, and how old they were during their heaviest period of substance use. Assess how much they use per week (e.g., number of drinks or joints, dollar amount of cocaine) and how many days per week (or per month if use is less frequent).

Inquire about previous treatment for substance abuse (e.g., inpatient or outpatient, psychotherapy or pharmacotherapy, AA or other self-help groups).

Assess family history of addiction and whether their spouse or significant other uses substances and whether he/she is supportive of the patient’s recovery or treatment seeking.

Assess current and past suicidality and homicidality. Take appropriate steps to make sure the patient or others are safe if necessary. 

Slide 40: Evaluating Treatment Outcome

There are a number of different ways to assess the effectiveness of a treatment. Abstinence is only one of them and should not be the only one. Think more broadly and  inquire about symptom reduction or improvement in their physical health (e.g., are they eating better, taking vitamins, keeping doctor’s appointments?), occupational functioning (e.g., are they employed, interviewing for jobs, performing better at current job?), interpersonal functioning (e.g., are they getting along better with family and friends, less arguments, spending more time with friends?), and legal problems (e.g., are there absence of new legal problems?).

In addition, if the patient has comorbid psychiatric conditions that may be related to their substance use (e.g., depression, anxiety) assess symptom reduction in this area, as well. 

Finally, always inquire about the patient’s satisfaction with treatment and their overall quality of life. 
Slide 41: Methods of Evaluation

Use multiple methods of assessment. Never rely on one alone. For example, use self-report forms (e.g., survey about depressive symptoms, quality of sleep), talk with collaterals (after obtaining the appropriate release of information) about how the patient is doing, use urine drug screen tests (this is particularly important for individuals using drugs), breathalyzer tests (performed at the beginning of the appointment before any other data is collected), and physical health exams and laboratory tests (e.g., liver function tests).

Slide 42: Methods of Evaluation (continued)

It is important to note that the 
biologic methods of evaluation (e.g., urine drug screen, liver enzyme tests) can be invaluable for this population. These results 
can be used to confirm the patient’s self report of drug or alcohol use, demonstrate improvement in use (e.g., levels of THC can be measured at each visit), and as a motivation to stay clean. Oftentimes if a patient knows that they will have to give a urine sample at each visit, it can help provide them with the extra incentive they need to stay clean. Also of note is the fact that s
ubstance abuse/dependence disorders are the only psychiatric disorders for which we have easy, measurable biologic outcomes available. 

Section C: Treatment Modalities

This section is designed as an overview of addiction treatment modalities and should take approximately 60 minutes. 

Slide 43: Section C Treatment Modalities

This section will briefly review the major psychological treatment modalities used to treat addiction. It will also review the primary applications of pharmacotherapy in the treatment of addiction. 

Slide 44: Learning Objectives

In this section, you will learn about when treatment for addiction is indicated, the importance of the therapeutic alliance between the health care professional (e.g., clinician, therapist, doctor) and patient, and about the various psychotherapy and pharmacotherapy approaches to addiction treatment.  

Slide 45: Treatment Modalities

As you can see in this slide there are a number of different types of psychotherapy (or “talk therapy”) and self-help programs that are used to treat addition. Some of the most common and evidenced-based approaches which we will be reviewing include individual and group psychotherapy, cognitive-behavioral therapy, relapse prevention, AA, motivational enhancement therapy, family therapy, and psychodynamic forms of therapy. Pharmacotherapy is also extremely useful, particularly as an adjunct to psychotherapy or self-help programs. This section will review the important applications of pharmacotherapy in the treatment of addictions. 

Slide 46: Therapeutic Alliance

Even though there are many different types of treatments available, the therapeutic alliance (or the “helping alliance” between the health care professional and the patient) is a key ingredient in all treatments. The importance of the therapeutic alliance cannot be emphasized enough. This alliance begins at the very first meeting. Health care providers should try their best to establish a positive alliance with the client. Doing so will help the facilitate treatment, session attendance, compliance with treatment, and ultimately treatment outcome. 

In order to establish a positive therapeutic alliance, health care providers should try to  minimize or avoid all together negative interactions and reactions. Sometimes providers have negative biases or stereotypes about people who are addicted to alcohol or drugs. It is important to work through any biases or negative stereotypes so that this does not detrimentally impact the alliance or the patient’s treatment. Also, avoid confronting the client or using a harsh tone or demeaning language. Research has demonstrated that a confrontational style is generally not helpful and can lead to the patient being more defensive and not returning for future appointments. It is essential that the health care provider convey a high degree of empathy, confidence, and hope to the patient and his or her family. 
Slide 47: When is Treatment Indicated?

It is not always clear when treatment for addiction is necessary. This requires carefully inquiry, active listening skills, gathering various pieces of data, consulting with other colleagues if necessary, and making an informed clinical judgment. 

If addiction is interfering with a person’s functioning in any of the following areas, treatment should be considered:

a. 
Social or interpersonal relationships (e.g., their spouse complains about their use, they have physical or verbal fights with their partner when they use).

b. 
Occupational functioning (e.g., their boss complains about their use, they get fired or suspended from their job, their performance at work is impaired).

c. 
Legal (e.g., they get a DUI; charged with an act related to their use, such as indecent exposure or child neglect).

d. 
Physical health (e.g., their use causes them to have headaches or gastrointestinal distress, their nutritional intake and exercise suffers, they neglect to attend regular appointments with their family doctor).

Note that a person does not need to have significant impairment in all of these areas in order for a treatment referral to be warranted. Significant impairment in just one of these areas may be sufficient. Clearly, if a person is reporting impairment in multiple spheres of their life that is related to their substance use (even indirectly), a treatment referral should be given, documented in the progress notes, and followed up at the next appointment. 

For anyone who is seeking treatment for addiction, even if they do not report major impairment or distress as a result of their addiction, a treatment referral is indicated. When in doubt, consider giving the patient a referral and educating them about what treatment options are available to them should they choose to seek professional help. 

Slide 48: Individual Therapy

The next few slides cover individual therapy.  

Slides 49: Individual Therapy (continued)

Individual therapy is often used to provide treatment for addiction. One of the advantages of the individual therapy format is that it can be conducted in any treatment setting, including inpatient and outpatient treatment centers, intensive day treatment programs, and in criminal justice institutions.  There are also a number of other advantages of individual therapy, including the privacy it affords (which can help some patients disclose more and feel more at comfortable in therapy) and the individualize pace (which can be helpful for patients who need to progress a little slower or a little faster than other individuals in a group setting would benefit from). In addition, individual therapy allows the patient to have more one-on-one time than he/she would receive in a group setting, and if comorbid conditions exist (e.g., depression, antisocial personality disorder) the therapy can be tailored to the patient’s needs and interaction style. It is also sometimes easier to schedule appointments when just one patient is involved. Finally, for patients who are not ready or prepared to join a group therapy setting (e.g., because they are too anxious, because the exhibit behavioral problems that would negatively affect the rest of the group), individual therapy can be used as a step toward preparing them to join a group.   

Slide 50: Individual Therapy (continued)

As with most types of psychotherapy, the dose or amount of therapy needed is unclear. The frequency of therapy depends on a number of factors, including the patient’s presenting level of symptom severity, the type of substance the patient is using (e.g., alcohol vs. injecting heroin), the resources the patient has (e.g., time to attend sessions, financial resources and/or health insurance coverage), the patient’s level of motivation to attend sessions (e.g., how often will they commit to coming to therapy), and social support (e.g., having a spouse or partner who supports their recovery and will encourage them to attend sessions).

Typically, individual therapy is more intensive (e.g., 1-2 sessions per week) at the beginning and then tapers off over time (e.g., every other week, then once a month for several months). Again, a number of important factors have to be carefully considered in each case, however, to determine the appropriate amount of intensity/frequency for each individual patient. 

Slide 51: Individual Therapy (continued)

Although individual therapy can vary widely due to different therapeutic orientations etc., there are a few common characteristics. Typically, individual therapy is focused on working toward and achieving concrete, behaviorally defined goals (e.g., abstinence from all substances, quitting smoking, fewer arguments with spouse, enhanced medication compliance, attending AA sessions). In addition to goals surrounding the addiction, other areas of life that have been impaired by the addiction (directly or indirectly) are generally addressed (e.g., employment, interpersonal relationships, physical health, comorbid psychiatric conditions, legal problems). Finally, individual therapy aims to help the patient develop healthy coping skills. 

Slide 52: Group Therapy
Now we’ll move on to talking about group therapy. 

Slide 53: Group Therapy (continued)
Group therapy is the most commonly used format of psychotherapy for addiction. Like individual therapy, group therapy also has the advantage that it can be implemented in many different types of treatment settings. 

In comparison to individual therapy, however, group therapy is more economical. Group therapy allows the therapist to meet with multiple patients in a given 60 or 90 minutes, for example, as compared to only one patient. It typically costs less than individual therapy, as well. Having other peers in the room who are dealing with and discussing similar problems can also be very comforting for patients and help them realize that they are not alone in their struggles and difficulties. The support and acceptance can help combat the very powerful social stigma of addiction that exists in this culture. 

In addition, peer modeling can be invaluable. For most patients, hearing suggestions or advice from peers is different than hearing it from a therapist. Oftentimes patients may not feel that the therapist really understands the issue at hand, but that a peer who is dealing with the same (or similar) issues can. Finally, the public nature of groups can also be a powerful motivator. Secrecy is a large part of addiction (e.g., many try to hide it from family or coworkers, some steal to be able to fund their addiction) and the group helps to combat this issue, as well. 

Slide 54: Group Therapy (continued)

Just as there are many  types of individual therapy, there are many different types of groups. Some groups are time-limited and last only a specified number of sessions or weeks, and other are open-ended and will continue indefinitely. 

Psychoeducational groups are often used early on to help teach patients or family members about addiction, treatment options, negative consequences of use, etc.  Groups that are cognitive-behavioral in orientation or relapse prevention groups have a specific topic that is focused on (this will be discussed in more detailed during this section), where as ongoing process oriented groups are less structured and less tied to a specific agenda. 

Some groups are also designed for specific groups or types of patients (e.g., groups for families, groups for men only or women only, and groups for teenagers or adolescents).

Slide 55: Cognitive-Behavioral Therapy

The next few sections will discuss different theoretical approaches or orientations to therapy. These can all be accomplished using an individual or group therapy format. The first we’ll discuss is cognitive-behavioral therapy (CBT).

Slide 56: Cognitive-Behavioral Therapy (continued)
CBT is among the most well-studied and empirically supported therapies for addiction. CBT is based on social learning theory, cognitive psychology, and behavioral theory.

In CBT, the focus is on highlighting thoughts (i.e., cognitions) and behaviors that contribute to substance use and/or that place the patient at high risk of using. Some examples of common high-risk cognitions related to substance use are:

“I need a drink to relax.”

“I can’t get through this without a hit.”

“No one will like me if I’m not using.”

Slide 57: Cognitive-Behavioral Therapy (continued)
High-risk behaviors that are common and that place the patient at high risk include:

Keeping alcohol or drugs in the house “just in case some friends come over and they want to use.”

Going out with substance using friends to prove that you can be around them and not drink. 

Driving by a familiar bar or neighborhood to get home when other routes could be taken. 

In addition, CBT helps the patient identify triggers for use. Certain people (e.g., drinking friends, drug dealers), places (particular bars or neighborhoods), or emotions (e.g., sadness, anger) often trigger thoughts or desires to use. These are identified and plans are made to either avoid those situations, or if that is not possible, to deal effectively with them in a healthy manner. 

Slide 58: Cognitive-Behavioral Therapy (continued)
Not everyone knows how to refuse a drink (or drugs) or feels comfortable doing that, so oftentimes drink (or drug) refusal skills are targeted in therapy. This can be role-played in session with the clinician or a group member until the patient feels more confident in his or her ability to refuse alcohol or drugs if they are offered. 

Emergencies and high-risk situations cannot always be expected, so a general plan for dealing with unexpected situations is also generated for each patient (e.g., “if  I feel extremely stressed and want to use, I will call my brother, go to an AA meeting, and make sure that I am not alone”).

Slide 59: Alcoholics Anonymous (AA) and Twelve-Step Groups

Now we’ll talk about AA and Twelve-Step Groups (any group that uses the Twelve Steps of AA as its basis). 

Slide 60: Alcoholics Anonymous and Twelve-Step Groups (continued)
Many individuals with addiction problems find help and support by attending AA or other meetings (e.g., Narcotics Anonymous or Cocaine Anonymous). AA is structured around the 12 steps, which are listed on the following slides. AA is a peer-based organization and is led by nonprofessionals. The only requirement for joining AA is a desire to stop drinking. 

Slide 61: AA and Twelve-Step Groups (continued)

Some of the main strengths of AA include the social support that is provided, there is no charge to attend AA meetings or join AA, and it is offered all over the country. Meetings are held several times a day in most locations. Finally, there is a sponsor system which many people find helpful. So a person who is new to AA gets matched up with a person who has been in AA and abstinent for a while who becomes their “sponsor” and is available to them 24/7 if they need assistance (e.g., if they are experiencing cravings to use).

Slide 62-64: The Twelve Steps of AA

The following 3 slides list the 12 steps that guide AA. As you can see, the steps focus on acceptance of the disease of addiction and loss of control over it, surrender to a higher power, a better understanding of the negative consequences of use and how it affects others, and fellowship.  

Slide 65: Motivational Enhancement Therapy (MET) and Motivational Interviewing (MI)

The motivational approaches to addition treatment will be reviewed next. 

Slide 66: MET and MI (continued)

Motivational approaches to addiction treatment are based on the stages of change model or the “transtheoretical” approach by Prochaska and DiClemente. The stages of change model looks at where a person is in terms of their motivation and readiness to change their behaviors/addiction. For example, some patients are in the “precontemplation stage” and are not considering changing their behavior and do not feel that they have a problem. Others patients are in the “action stage” and are making visible changes and taking action to change their behavior. 

The style of MET and MI is non confrontational. It is about helping patients get ready to and make internally motivated changes.  

The techniques used in motivational therapies are designed to highlight and help resolve the patient’s ambivalence about becoming abstinent. In doing this, the therapy helps to move the patient along the stages to change toward the end goal of achieving and maintaining abstinence.

Slide 67: Family Therapy

Slide 68: Family Therapy (continued)
Addiction does not occur in isolation and often the entire family (nuclear and extended) is affected. For the reason, it is often important to try and include family members in the process of treatment whenever possible. Unfortunately, the reality of it is that not all patients will have the luxury of having a family member(s) who is willing to participate and be involved in his or her recovery. If there are supportive family members, however, try and get them involved. Several advantages of doing so include:

Family members can help with gathering historical data and information so that an accurate diagnosis is made.

Family members can help engage the patient in treatment, which might keep them in treatment longer, which will help improve treatment outcome.

Family members can provide social support to the patient as he or she recovers from drug or alcohol addiction.

The family members may be able to help you understand more about what contributes to the patient’s addiction problem. These are things that perhaps the patient is unaware of or forgot about. 

Compliance with medications and therapy appointments can be a challenge for some patients. Family members can help motivate and keep patients on track.  

Including family members in the process also allows you to educate them about factors that are important in the patient’s recovery, such as establishing a substance-free family environment. 

The more involved family members are, the more they will know what needs to be done to help the patient achieve and maintain abstinence.
Slide 69: Family Therapy (continued)

Approaches to family therapy can also vary widely by how much family members are included (e.g., several or all therapy sessions), if they participate in their own therapy or self-help program (e.g., Al-Anon groups) and the theoretical approach being used (e.g., behavioral, psychodynamic).

Remember that addiction affects the entire family and so the family members have likely suffered a number of negative consequences. In working to create a positive therapeutic alliance with the family, refrain from using pathologizing language (i.e., don’t verbally pathologize the family members of the patient) and take a collaborative stance with family members. 

Slide 70: Psychodynamics and Addiction

Slide 71: Psychodynamics and Addiction (continued)
It’s important to distinguish between psychodynamic principles, which will be reviewed here, and psychoanalysis, which is a specific technique that involves seeing an analyist several times a week, receiving very little feedback and reassurance.

In the treatment of addiction, modern psychodynamic approaches have focused on affective control and regulation (i.e., using alcohol or drugs to regulate mood and anxiety, or to control shame and feelings of powerlessness). This is similar to the theory of self-medication that has been proposed to help explain addiction – individuals use particular substances to help quell or medicate painful emotions or psychiatric symptoms. Similarly, patients may also use substances to escape – their problems, situation, or even self. Psychodynamic approaches may also focus on addiction as a sign of being fixated in a particular psychosexual stage of development (Freud), as an attempt to be able to tolerate deep-seated fears of intimacy, dependence, and closeness. 

Slide 72: Psychodynamics and Addiction (continued)

In the application of psychodynamics to addiction treatment, 
abstinence is essential. Often in the therapy, current conflicts and how they relate to the past are discussed. The therapist provides interpretations of the patient’s conflicts and defenses and also helps the patient prevent relapse. The therapy aims at increasing the patient’s self-awareness, helping them grow, and helping them work through psychological conflicts. Note that psychodynamic therapy can be combined with other treatment modalities (e.g., 12 Step, motivational techniques, psychoeducation).

Slide 73: Psychodynamics and Addiction (continued)

Good candidates for psychodynamic addiction treatment are usually of a higher socioeconomic status, have good marital stability, and have less severe mental illness. Individuals who are likely to seek out 
psychodynamic treatment are psychologically mindful, have and desire insight into themselves, desire to understand or find meaning in behaviors, have ample time (session usually occur 1-2 times per week) and funds, and also have a capacity for intimacy.

Slide 74: Pharmacotherapy

Finally, we will briefly review the importance of the pharmacologic treatment of addictions. 

Slide 75: Pharmacotherapy (continued)
Medications can also be very helpful in treating addictions. Combining both psychotherapy and pharmacotherapy can be particularly helpful for some dependent patients. 

Medications can be used to help ease the symptoms of withdrawal from drugs or alcohol, which if left untreated could result in the patient relapsing in order to quell the withdrawal symptoms. Medications are also helpful in decreasing craving and in blocking the reinforcing effects of drugs of abuse (so that if a patient does use, they will not feel the effects of it like they normally would). Some medications, such as Disulfiram, work by producing adverse effects in combination with drugs of abuse (so that if a patient uses they will get extremely sick, e.g., nausea, diarrhea). Finally, for addicted patients with comorbid psychiatric conditions (e.g., depression, anxiety), medications can be used to help treat the comorbid condition, instead of the patient using alcohol or drugs to do so. 

Slide 76: Pharmacotherapy (continued)

And lastly, in choosing which medication to use with individuals who are addicted to a drug of abuse, look for a medication with a low abuse potential and a safe profile. In dual-diagnosis patients, also consider an agent that may be helpful for both the addiction and comorbid condition.

Slide 77: Relapse prevention and aftercare

Achieving abstinence is not the final step of addiction treatment. Addiction is a chronic problem and relapse rates are extremely high. Thus, careful attention to preventing relapse is warranted. An aftercare plan should be devised for patients and should be tailored to their  individual needs. Aftercare will help prevent relapse by helping the patient remember that this is a chronic condition and to not “let their guard down.” 
Section D: Pharmacotherapy Treatments

This section will review pharmacotherapy of substance use disorders and should take approximately 60 minutes.

Slide 78: Pharmacotherapy

Now we will look at some of the pharmacotherapeutic options available for specific drugs of abuse.

Slide 79: Learning Objectives

The objectives of this portion of the section are: to examine the role that pharmacotherapy may play in the treatment of substance use disorders; to provide an overview of the characteristics of the ideal pharmacological treatments; and to review pharmacotherapies of specific drugs of abuse.

Slide 80: Pharmacotherapy of Substance Abuse
There are a variety of applications for medications in the treatment of substance use disorders. Acutely, medications may be used to treat withdrawal or protracted abstinence symptoms. Following the withdrawal period, medications may be used to try to prevent relapse. Medications may reduce craving (such as acamprosate), block the reinforcing effects of drugs (such as naltrexone), or produce adverse effects in combination with drugs of abuse (such as disulfiram). In addition, as it has been demonstrated that psychiatric disorders commonly occur with substance use disorders, medications may be used to treat comorbid disorders. 

Slide 81: Ideal Pharmacologic Treatment
Certain characteristics are optimal in a medication used in the treatment of substance use disorders. Ideally, the medication will have a low abuse potential. Due to risk of overdose as well as possible combination with alcohol or illicit drugs, the ideal agent should also have a favorable safety profile. Finally, if a medication is being used in a dually diagnosed individual, ideally the medication will treat both the psychiatric and substance use disorders.

Slide 82: Pharmacotherapy for Drugs of Abuse
Much research has been recently focused on the development of medications for treatment of substance use disorders. However, effective medications have not been found for some drugs of abuse. At this time, evidence is available regarding effective treatments for alcohol, opioid, and nicotine dependence. Although numerous medications have been evaluated for cocaine dependence, few medications have shown promise. Few trials have yet focused on treatment of marijuana or club drug abuse.

Slide 83: Alcohol

Slide 84: Pharmacotherapy Overview: Alcohol
Pharmacotherapy plays an integral role in the treatment of alcohol withdrawal and is also utilized in relapse prevention. Benzodiazepines and anticonvulsants are commonly used in the treatment of acute alcohol withdrawal. For relapse prevention, three medications are currently FDA-approved: disulfiram, naltrexone, and acamprosate.

Slide 85: Alcohol Withdrawal Protocols
Alcohol withdrawal is a progressive, potentially life-threatening condition. Withdrawal symptoms can begin within hours of the cessation of drinking and may last for 3 to 7 days. Symptoms are usually mild to moderate, including tremor, autonomic hyperactivity, insomnia, depression, and nausea. These symptoms are usually self-limiting; however, withdrawal can progress to more severe symptoms including the development of withdrawal seizures in 10 to 15% of untreated alcohol withdrawal patients. Because benzodiazepines are safe in high doses and have few adverse effects, they are considered the drugs of choice for treating alcohol withdrawal in the United States. Although any of the benzodiazepines could be effective in treating alcohol withdrawal, the agents most commonly used include diazepam, chlordiazepoxide, oxazepam, and lorazepam. Benzodiazepines can be dosed several ways for the treatment of alcohol withdrawal, including loading dose, fixed taper dose, and symptom-triggered methods using scales such as the Clinical Institute Withdrawal Assessment for Alcohol (CIWA-A) or other close clinical monitoring.

Slide 86: Alternative Treatments for Alcohol Withdrawal
In individuals with compromised liver function, shorter acting agents such as oxazepam and lorazepam have the advantage of having no active metabolites. It should be noted that in treating individuals with hepatic dysfunction with a fixed dose paradigm, the dose of medication should be adjusted rather than the time interval. Because alcohol withdrawal is thought to be a kindled phenomenon, many researchers have investigated the use of antikindling agents to treat alcohol withdrawal. The most data supports the use of carbamazepine for this indication. Carbamazepine has been evaluated for both inpatient and outpatient alcohol withdrawal treatment. Phenobarbital may also be used to treat alcohol withdrawal.
Slide 87: Treatment of Delirium Tremens
Delirium tremens is a syndrome of acute autonomic hyperactivity and delirium, including severe hyperthermia. This condition occurs in less than 1% of patients; however the mortality rate for patients who progress to this stage of alcohol withdrawal is approximately 20%.  Supportive therapy is essential, including potentially the use of intravenous lorazepam and haloperidol.

Slide 88: FDA-Approved Pharmacotherapies for Alcohol Dependence
Three medications are currently FDA-approved for relapse prevention to alcohol. Disulfiram has been available for several decades. It is an aversive agent that is thought to decrease the craving for alcohol by making an individual physically ill when the medication is combined with alcohol. Patients must also be warned to avoid all alcohol-containing products (such as liquid cough medicines and cooking sherry) as well as to avoid absorbing alcohol through the skin from aftershaves or perfumes. Naltrexone blocks some of the reinforcing propertied of alcohol by blocking the opioid system. Naltrexone does have a black-box warning related to its potential to cause hepatotoxicity, and should not be used in patients with hepatic impairment. 

Slide 89: FDA-Approved Pharmacotherapies for Alcohol Dependence (continued)

Acamprosate also appears to decrease craving for alcohol. Acamprosate has the benefit of being renally cleared, and thus does not have the liver concerns associated with naltrexone.

Slide 90: Disulfiram in the Treatment of Alcohol Dependence
Although disulfiram can be a helpful medication for some individuals, its efficacy for maintaining abstinence from alcohol has been called into question as it is related directly to the alcoholic being compliant with the medication. Concomitant behavior therapy and observed administration may help improve compliance.

Slide 91: Naltrexone for the Treatment of Alcohol Dependence
Several studies have found that alcoholics given naltrexone report less alcohol craving and have fewer drinking days, particularly when naltrexone is combined with psychosocial treatment. However, some trials have not found naltrexone to be effective, and naltrexone is not routinely used in the community setting.

Slide 92: Alcohol:  Treatment (Pharmacologic)

Naltrexone may be useful in some patients, and again has been found to be associated with improved relapse rates in several studies.

Slide 93: Acamprosate

Acamprosate is a newly FDA-approved medication for relapse prevention in alcohol dependence. The mechanism of action of acamprosate is still not completely understood. It is thought that chronic exposure to alcohol alters the normal balance between neuronal excitation and inhibition, and that acamprosate may interact with glutamate and GABA neurotransmitter systems to restore balance.

Slide 94: Acamprosate

Acamprosate has been shown to have efficacy in 16 of the 19 trials in which it has been evaluated. An analysis to determine predictors of acamprosate efficacy found that efficacy was not associated with any predictor variables.

Slide 95: Non-FDA Approved Medications Under Study
It should be noted that many other medications are currently under study for relapse prevention in alcoholism. Promising preliminary findings have been reported with ondansetron and topiramate, but further research is needed.

Slide 96: Opioids

Slide 97: Pharmacotherapy Overview: Opioids
Pharmacotherapy plays an important role in the treatment of opioid dependence. Medications can be used for detoxification from opioids, in relapse prevention, and also as maintenance therapy.

Slide 98: Detoxification

If an individual is physically dependent on opioids, abrupt opioid discontinuation leads to the development of an opioid withdrawal syndrome. Although opioid withdrawal generally is not considered to be life-threatening (unless the individual has a complicating medical condition such as underlying heart disease), it can be very uncomfortable physically. One option to assist in withdrawal is to convert the patient to an equivalent dose of another opioid, then gradually reduce the dose to minimize withdrawal. Methadone is often used for this purpose, but other opioids can be used as well. Common adjunctive medications used in the treatment of opioid withdrawal include the alpha-2-adrenergic agonist clonidine to decrease tremor, diaphoresis, and agitation; cyclobenzaprine for muscle cramps; and dicyclomine for gastrointestinal symptoms. If the goal is to expedite the withdrawal process, administering an opioid antagonist such as naltrexone can precipitate withdrawal. Although the withdrawal may be more severe, it is completed much more quickly than an unassisted withdrawal, especially in the case of a long-acting opioid such as methadone.

Slide 99: Ultra Rapid Opioid Detoxification
Protocols known as ultra rapid opioid detoxification involve using general anesthesia or heavy sedation in patients undergoing detoxification. The long-term efficacy and safety of this procedure have not been proven.

Slide 100: Naltrexone for Relapse Prevention
When a patient has been completely detoxified from opioids, naltrexone may also be used to help prevent relapse. Naltrexone may be dosed as either 50 mg/day or 100-150 mg two to three times a week. Decreased illicit opioid use has been found with using naltrexone in highly motivated patients; however, in general treatment compliance is low with naltrexone. A depot formulation of naltrexone is under consideration at the FDA, and may prove to be useful in this population.

Slide 101: Maintenance Treatment

An alternative approach to the treatment of opioid addiction is the use of opioid maintenance treatment. The goal of treatment is to substitute a different opioid for the opioid being abused. The substitution opioid should have a long half-life to prevent withdrawal symptoms from emerging. The most commonly used medication for this purpose is methadone. Levo-alpha-acetyl methadyl (LAAM), a longer acting agonist, was also approved for maintenance treatment, but this agent was pulled from the market by its manufacturer in 2004 due to reports of cardiac toxicity. Buprenorphine, the first office-based maintenance treatment, has been approved in recent years, and offers an alternative form of maintenance medication.

Slide 102: Methadone Maintenance

With a half-life of 24 to 36 hours and good oral bioavailability, methadone is able to prevent the onset of opioid withdrawal syndrome for 24 hours or more. Methadone has also been shown to reduce or eliminate opioid craving and block the effects of illicitly used opioids.

Slide 103: Outcomes of Methadone Maintenance Treatment

Controlled trials as well as longitudinal observations have consistently documented that methadone treatment is effective in reducing heroin or other opioid use and criminal activity. Furthermore, MMT decreases mortality among opioid-dependent patients and reduces the transmission of the HIV virus.
Slide 104: The Role of Buprenorphine in Opioid Treatment
Buprenorphine differs from methadone in that it is a partial opioid agonist rather than a full agonist. The effects of the medication at lower doses are virtually the same as that of full agonists.  However, as the dose is increased, the effects level out for buprenorphine (especially respiratory suppression), where they continue to increase with full agonist medications.  This is called a “ceiling effect.”   This ceiling effect greatly decreases the risk of overdose when compared to full agonists. Buprenorphine has a very HIGH affinity for opioid receptors. It displaces morphine, methadone, and other full agonist opioids from the receptor.  Additionally, buprenorphine dissociates slowly from the receptor. This high affinity for and slow dissociation from the receptor result in buprenorphine blocking the effects of other opioids, such as heroin. Additionally, the high affinity and slow dissociation give rise to buprenorphine’s prolonged therapeutic effects. Clinical trials have demonstrated that buprenorphine is a safe and effective medication for both opioid maintenance and medically assisted withdrawal (detoxification).  Additionally, because buprenorphine is very long-acting, dosing can occur on a less-than-daily basis, as infrequently as three times per week.
Slide 105: Buprenorphine/Naloxone Combination

Buprenorphine is available in sublingual tablets containing buprenorphine only and tablets containing buprenorphine plus naloxone. It is likely that the buprenorphine only formulation will be used for induction, and the combination buprenorphine-naloxone product will be used for maintenance treatment. The marketing effort in the U.S. is largely focused on the combination formulation.  This formulation has several advantages, including discouraging injection use because, when injected, the naloxone in the product will lead to withdrawal, whereas when taken sublingually as prescribed, it will not have that effect. Because of this, the combination tablet lowers the likelihood that the medication will be diverted.
Slide 106: Potential Suboxone Advantages

A major advantage of burprenorphine is that it can be prescribed in an office-based setting and the medication can be obtained in pharmacies as a Schedule III narcotic. There are no known cases of overdose directly related to buprenorphine. To date, cases in which overdose has occurred involved use of alcohol or other respiratory depressants (e.g., benzodiazepines). Patients report minimal sedation following a dose.  Buprenorphine’s partial agonist profile and the addition of naloxone to the formulation also reduces the abuse potential of the medication.

Slide 107: Potential Suboxone Disadvantages

There are some disadvantages using buprenorphine. Physicians must fulfill specific requirements to be able to prescribe buprenorphine, and at this time each practice is limited to a maximum of thirty patients receiving buprenorphine at one time. Buprenorphine is more costly than methadone: According to the manufacturer, Suboxone( (16 mg/day) costs $287.50 for a month’s supply, compared to less than $30 for a month’s supply of methadone at usual doses. Although the abuse potential of buprenorphine is lower than full agonists, abuse can still occur. Buprenorphine is not detectable in most urine tests, making monitoring for compliance difficult.  However, this could also be an advantage of buprenorphine (for people who are randomly drug tested in the workplace). Due to physician training requirements and limits on number of patients per practice, the availability of buprenorphine treatment remains more limited than some other treatment options. 
Slide 108: Cocaine

Slide 109: Pharmacotherapy Overview: Cocaine
The pharmacotherapy of cocaine dependence is an area of active investigation, but currently there are no medications FDA approved for the treatment of cocaine dependence. Medications can be useful in the treatment of acute cocaine intoxication and withdrawal, and much research is currently focused on evaluating medication for relapse prevention in cocaine dependent individuals.

Slide 110: Treatment of Acute Cocaine Intoxication
Typical signs of acute cocaine and other stimulant intoxication include anxiety, paranoia, tremor, mydriasis, tachycardia, diaphoresis, hypertension and hypothermia.  Psychosis, formication and transient signs of delirium may also be present.  When related to cocaine use, these generally resolve within 24 hours.  In an emergency room setting, benzodiazepines may be helpful in decreasing agitation and antipsychotic agents may be useful in decreasing psychosis and paranoia.

Slide 111: Treatment of Acute Cocaine Intoxication
In general, supportive treatment including benzodiazepines, is indicated in the treatment of the physiologic hyperexcitability that can accompany acute cocaine intoxication. Hyperthermia through dopaminergic dysregulation can be caused by both antipsychotic agents (malignant hyperthermia) and   cocaine and other stimulants. Therefore, when using antipsychotic agents in an acutely intoxicated cocaine-dependent individual, the clinician should monitor core body temperature.

Slide 112: Relapse Prevention

Investigators have explored the use of many medications for the cocaine relapse prevention, including antidepressant agents (i.e. tricyclics, SSRIs), dopamine receptor agonists (i.e. methlyphenidate, pergolide) and antagonists (antipsychotics), anticonvulsants (i.e. carbamazepine), and calcium channel antagonists (i.e., amlodipine).  While many of these agents appeared effective in open label trials, few have shown promise in placebo-controlled double-blind studies.  Desipramine, a tricyclic antidepressant agent, was the first agent demonstrated to be effective in the treatment of cocaine dependence in a placebo-controlled trial.  Larger controlled trials, however, have not confirmed its efficacy or found it effective for only short periods of time in less severely ill patients. This agent has never become widely used in clinical practice.  This may be because there have been some reports of activation of craving and precipitation of relapse with desipramine use and there is a potential for additive cardiotoxicity of desipramine in combination with cocaine.  
Slide 113: Agents Evaluated for the Treatment of Cocaine Dependence
This slide further lists some of the many agents that have been evaluated for relapse prevention in cocaine dependence, again with few reproducible positive results.

Slide 114: Nicotine

Slide 115: 5 A’s for Brief Intervention to Treat Nicotine Dependence
In 2000, the Public Health Service published the Clinical Practice Guideline Treating Tobacco Use and Dependence. This guideline provided a review of available data and provided in depth instruction on intervening with tobacco users. One key recommendation was to challenge all clinicians to query on tobacco use of every patient at every clinic visit, and to provide all tobacco users with at least a brief intervention, summarized as the “5 A’s.”

Slide 116: Who Should Receive Pharmacotherapy for Smoking Cessation?                         All smokers trying to quit smoking should receive pharmacotherapy except in special circumstances. Special consideration should be given before using pharmacotherapy is individuals with medical contraindications, individuals smoking fewer than 10 cigarettes per day, and pregnant or adolescent smokers.

Slide 117: Medications to Target Nicotine Addiction
Nicotine replacement therapies are commonly used and are available in a variety of formulations. Antidepressants such as bupropion SR and nortripyline have also been evaluated, as has clonidine. 

Slide 118: Clinical Practice Guidelines for First Line Pharmacotherapies
The Public Health Service (PHS) guidelines state that all FDA-approved medications available at the time of publication are effective as aids in smoking cessation. At the time of publication, the nicotine lozenge was not available. Also, it should be noted that nortyptiline and clonidine are not FDA-approved for this indication, and are considered second-line agents.

Slide 119: Factors in Choosing Pharmacotherapy
There is not sufficient data to rank-order the first line medications for smoking cessation. Therefore, choice of an agent should be guided by factors such as physician familiarity with medications, if a patient has a contraindication to use of a specific medication (such as history of seizures with bupropion SR), patient preference, previous patient experience with the medications, and any specific patient characteristics which might influence agent selection.

Slide 120: Considerations in Choosing Pharmacotherapy
If patients are concerned about weight gain while quitting smoking, they can be counseled that bupropion and NRTs (in particular nicotine gum) have been shown to delay but not prevent weight gain. In individuals with depression, use of an antidepressant medication such as bupropion SR or nortriptyline or may be helpful. Finally, it should be noted that the PHS guidelines do not recommend avoiding the use of NRTs in patients with a history of cardiovascular disease. However, the guidelines do state that the safety of NRTs has not been established for the immediate post-MI period, with serious arrythmias, or in patients with severe or unstable angina.

Slide 121: Other Considerations
Long-term use of pharmacotherapy may be useful in individuals who report persistent withdrawal symptoms or who desire long-term therapy. There is also evidence that combining the nicotine patch with other NRT (gum or nasal spray) can increase long-term abstinence rates.
Slide 122: Marijuana
Slide 123: Medications to Treat Marijuana Withdrawal
Recent research has characterized a marijuana withdrawal syndrome following chronic marijuana administration. Marijuana withdrawal is characterized by irritability, difficulty sleeping, and anxiety symptoms. Little research has yet focused on medications to treat marijuana withdrawal. In laboratory based studies, nefazodone and oral THC have been shown to reduce some symptoms of marijuana withdrawal. Negative findings have been reported with bupropion and divalproex.

Slide 124: Other Medication Evaluations
Limited research has been conducted with fluoxetine. A secondary analysis of a trial in depressed alcoholics found that fluoxetine decreased marijuana use compared to placebo. A recent evaluation of divalproex in marijuana dependent patients found no improvement in outcomes.

Slide 125: Potential Advances
Of interest, the first cannabinoid antagonist is currently being considered for FDA-approval. Rimonabant will likely be approved for smoking cessation and obesity treatment, and may potentially be studied for applications in the addiction field. 

Slide 126: Club Drugs

Slide 127: Commonly Abused Club Drugs
Several recreational drugs gained popularity in the 1990s and continue to be widely used today, such as gamma-hydroxybutyrate (GHB), flunitrazepam (Rohypnol), and 3,4-methylenedioxymethamphetamine (MDMA). These drugs are purported to enhance sociability and reduce inhibition, which has led to their use in all-night dance raves. Unfortunately, GHB and flunitrazepam have also been dubbed “date-rape” drugs, as their sedative effects are used to facilitate nonconsensual sex. Diagnosis of acute intoxication from recreational drugs may be difficult since most hospital laboratories must send samples of these compounds to outside facilities for identification.  Recreational drug use should be in the differential, however, especially for young people with symptoms of altered mental status

Slide 128: Treatment
Treatment of acute intoxication of club drugs is generally supportive; at this time, there are no well-established treatments for club drug abuse or dependence.

Slide 129: Methamphetamine

The threat posed by trafficking and abuse of methamphetamine is increasing in the US.  This highly neurotoxic substance is easily manufactured from over-the-counter medications.  Methamphetamine is widely available throughout the Pacific, Southwest, and West Central regions of the country.  Availability is increasing in other areas.  Slides 130-134 provide information on methamphetamine.

Slide 135: Section E, Special Considerations

This section will review issues in adolescent substance use treatment, dual diagnosis, gender considerations, and treatment of pain in addicted individuals. The section is expected to take approximately one hour.

Slide 136: Issues in Adolescent Substance Abuse Treatment
Childhood and adolescence are periods where unfortunately some pathological behaviors, including substance use, may develop. As transition from substance use to substance abuse and dependence may also occur during this time, it is important to recognize substance use in adolescence and be familiar with effective treatment modalities. This section should take between 20-30 minutes.

Slide 137: Learning Objectives

In this section, we will review trends in adolescent drug use, examine risk and protective factors for adolescent drug use, and discuss some diagnostic issues when assessing substance use in this population.

Slide 138: Percent of Students Reporting Past Month Use of Any Illicit Drug
The Monitoring the Future Survey is conducted yearly by the University of Michigan and is funded by the National Institute on Drug Abuse. This survey tracks students’ illicit drug use and attitudes towards drugs. Overall, the 2004 survey found some positive trends, with an almost 7% decline of any illicit drug use in the past month by 8th, 10th, and 12th graders combined from 2003 to 2004.  Trend analysis from 2001 revealed a 17% cumulative decline in drug use, and an 18% cumulative drop in past month marijuana use. However, it should be noted that 16.1% of students still reported past month use of an illicit drug. 

Slide 139:  Percent of 12th Graders Reporting Nonmedical Use of Oxycontin and Vicodin
The survey noted some areas that raise concern. For example, while the rates of Vicodin abuse did not change significantly from 2003 to 2004, Vicodin was used by 9.3% of 12th graders, 6.2% of 10th graders and 2.5% of 8th graders in the past year. OxyContin was used in the past year by 5% of 12th graders, 3.5% of 10th graders and 1.7% of 8th graders in 2004. These rates were not significantly different from the rates in 2003; however, when all three grades were combined, there was a significant increase in past year OxyContin use between 2002 and 2004. 

Slide 140: Percent of 8th Graders Reporting Lifetime Use of Inhalants Increased
The 2004 data also show that lifetime inhalant use for 8th-graders increased significantly. Inhalants are easily accessible in the form of household and office products. Commonly abused inhalants include glue, shoe polish, and gasoline. 

Slide 141: Referral Source for Adolescent Treatment
Most adolescent treatment admissions are prompted through criminal justice system involvement. In 2002, only 10% of treatment admissions were from substance abuse or health care provider referrals. 

Slide 142: Primary Substance of Abuse among Adolescent Treatment Admissions: 2002

Marijuana is the most common drug used by adolescents admitted for substance use treatment followed by alcohol. It should be noted that this graph does not include nicotine use.

Slide 143-144: Risk/Protective Factors

The next two slides review some risk and protective factors related to adolescent substance use. 

Slide 145: Assessment Issues

An important consideration in the assessment of substance use disorders in adolescents is that diagnostic criteria used for adults may not be as applicable. Although they may have some symptoms of abuse or dependence they may not meet full diagnostic criteria; however, intervention may still be warranted to prevent further progression of substance use problems. 

Slide 146: CRAFFT

The CRAFFT is an example of a quick assessment that can be used with adolescents to screen for potential substance use issues. Two or more “yes” answers may suggest a problem, and that further assessment is warranted.

Slide 147: Dual Diagnosis

This part of the section provides a brief overview of issues related to dual diagnoses (i.e., comorbidity) among individuals with alcohol and drug use disorders. This part is designed as a brief overview and should take approximately 10 to 15 minutes. 

Slide 148: Learning Objectives

In this part of the section, you will learn about the most common co-occurring dual disorders
among substance abusers, issues related to the temporal development of dual disorders, and how to approach assessment and treatment. 

Slide 149: Comorbidity

Comorbidity is often the rule rather than the exception among substance users. A recent review (Kessler, 2004) of epidemiological studies and prior research of dual diagnosis among substance users reported that, depending on the sample (e.g., homeless persons, treatment-seeking outpatients, general community samples), approximately 45% - 86% of individuals with a lifetime alcohol or drug use disorder meet criteria for at least one other mental health disorder. 

Comorbid disorders often fall into 2 categories: internalizing and externalizing disorder. Internalizing consist of conditions, such as, major depression, generalized anxiety disorder, and posttraumatic stress disorder. In contrast, externalizing consists of conditions, such as, conduct disorder, antisocial personality disorder, and attention-deficit/hyperactivity disorder. 
Slide 150: Comorbid Psychiatric Disorders among Individuals with SUDs

Here you can see the most commonly comorbid disorders among individuals with an SUD. Many individuals with one SUD will also meet criteria for another SUD (i.e.., polysubstance abuse or dependence). Roughly ¼ of individuals with an alcohol use disorder will also have a comorbid drug use disorder. Roughly ½ of individuals with a drug use disorder will also have an alcohol use disorder. 

Affective (or mood) disorders, such as major depression and bipolar disorders, are common among SUD patients. These are more common among women than men SUD patients. According to the self-medication theory, individuals often use substances in order to cope with distressing psychiatric symptoms.

Anxiety disorders (e.g., social phobia, generalized anxiety disorder, panic disorder, and posttraumatic stress disorder) are also fairly common among individuals with an SUD. Remember that the actual co-occurrence can vary widely depending on the type of substance abuse/dependence, gender, age, and if the sample is a community sample, or an inpatient or outpatient treatment-seeking sample. 

Finally, Antisocial Personality Disorder (APD) is also often seen among substance users. Briefly, APD characterizes a patter of behavior, occurring since age 15 years old, in which the person disregards and violates the rights of others in several ways (e.g., repeatedly performing acts that are grounds for arrest, deceitfulness, repeated physical fights or assaults, reckless disregard for the rights of self or others, and lack of remorse). APD is more commonly diagnosed in men than in women. 

Slide 151: Comorbid SUDs among Individuals with Psychiatric Disorders

Many individuals with psychiatric disorders will also have comorbid SUDs. 
Among schizophrenia patients, approximately 50% have alcohol or drug dependence, and over 70% have nicotine dependence. Among persons with an affective disorder, approximately 32% have a comorbid SUD. In particular, over half (56.1%) of patients with bipolar disorder have an SUD. Among persons with an anxiety disorder, about 36% will have a comorbid SUD. And the majority of persons with Antisocial Personality Disorder are likely to have a comorbid SUD.

Slide 152: Psychopathology in Hospitalized Alcoholics

This shows the prevalence of major depressive episodes (MDE), panic disorder, phobia, drug use, and antisocial personality disorder among a sample of hospitalized men and women with alcohol dependence. Note the higher rates of MDE, phobia, and panic disorder among women, and the higher rates of ASP among men. 

Slide 153: Order of Onset

In general, mental disorders most often emerge before comorbid substance use disorders. This pattern has been consistently found in the US and elsewhere in the world. This pattern of primary mental disorders is somewhat stronger for women. Data from the National Comorbidity Study (NCS), a large study conducted among the general US population found that the median age of onset of mental disorders was 11 years old as compared to 21 for substance disorder. Typically there is about 5 to 10 years difference between the emergence of mental disorder and the subsequent substance disorder. 

Slide 153: Temporal Priorities of Co-Occurring Addictive and Mental Disorder
 This figure shows the percent of men and women with primary affective and anxiety disorders (i.e., the affective or anxiety disorder developed before the comorbid substance disorder). As can been seen in this figure, women tend to be more likely than men to demonstrate primary affective and anxiety disorders.

Slide 155: Diagnostic Difficulties

There are a number of diagnostic difficulties to consider regarding dual diagnosis. First, substance abuse/dependence intoxication and withdrawal symptoms can mimic other psychiatric diagnosis. Stimulants (e.g., cocaine), hallucinogens (e.g., LSD or “acid”), and cannabinoids (e.g., marijuana) intoxication and withdrawal can mimic symptoms of mania and schizophrenia. Alcohol, opiates (e.g., heroin), and sedative-hypnotics (e.g., benzodiazepines) can mimic symptoms of depression or anxiety disorders. 

Slide 156: Diagnostic Difficulties (continued)

For this reason, it is important to try and differentiate a transient, substance-induced disorder from a psychiatric disorder. This can be a challenge. First, assess which disorder started first. Was the patient depressed for several years before they started drinking? Or only after they started drinking? Also ask about what happens to their symptoms when they stop using the substance. So, for example, when the patient stops smoking crack cocaine do their symptoms of mania decrease? Also ask about family history. Does anyone else in the family suffer from depression? And be sure to consult multiple sources of information. 

In general, if a patient reports a family history of the psychiatric condition (e.g., depression), clear onset of symptoms before the substance use disorder (e.g., they were depressed before they started using drugs), and the psychiatric symptoms do not remit when they are abstinent for long periods of time, this suggests a psychiatric disorder that is not substance-induced.  These cases can be difficult to tease apart though, and they require careful attention and re-evaluation after time. 

Slide 157: Dual Diagnosis Treatment

Treatment of dually diagnosed substance users can be particularly challenging and require special effort. It is important to screen all substance abuse patients for comorbid disorders and treat the co-occurring disorder aggressively and simultaneously (i.e., implement an integrated treatment rather than a sequential or parallel treatment). Treating the substance use disorder without treating the other comorbid psychiatric condition is problematic because the other disorder, if left untreated, may impair the patient’s ability to abstain from use and may lead to relapse. If needed, health care providers should consult with other health care providers who have the experience and expertise in addressing dually diagnosed substance use dependent persons. 

Consider pharmacologic agents that can be safely used (i.e., have a low abuse potential) with substance dependent individuals and also treatments (whether pharmacological or psychological in nature) that will be of benefit to both disorders. 

Slide 158: Gender Issues in Addiction Treatment
There are a number of important gender issues specific to substance use that are important to be aware of. This section will highlight some of those issues. This part of the section is designed as a brief overview and should take approximately 10 to 15 minutes.
Slide 159: Learning Objectives

In this part of the section, you will learn about the prevalence of various substance use disorders among men and women in the United States. This research comes from large scale, epidemiology studies done across the country.  You will also learn about different reasons why men and women use substances, how men and women are differentially affected by using substances, and how the progression toward substance-related problems and dependence is different for men and women. Differences in physiology and biology that affect this progression will also be highlighted. Finally, issues concerning gender-specific treatment for addiction will be reviewed. 

Slide160: Epidemiology

As you can see in this slide, men have higher lifetime and 12-month rates of abuse and dependence (data from the National Comorbidity Study, general population estimates in the US). For many years, addiction was thought to be only a problem among men, and most research studies focused on men. However, even though more men are diagnosed with substance use disorders (emphasize that misdiagnoses can influence the rates and perception of addiction being more of a problem among men), many women are severely affected by addiction. Furthermore, research suggests that the gender gap among adolescents is closing, and that young girls are just as likely as boys to use alcohol or drugs. 

Slide 161: Epidemiology (continued)

These data represent lifetime estimates of use that were collected during a state-wide survey conducted in Illinois in 1998. Participants were 8,282 men and women aged 18 and older. As can been seen, men were more likely to report use of all substances except for prescribed sedatives, which were more common among women.

Slide 162: Gender Differences

The reasons why men and women use substances are different. Typically, women report using substances to help alleviate specific symptoms (e.g., affective or anxiety symptoms) or other unpleasant emotions; to help quell symptoms related to experiencing stressful or traumatic events (e.g., sexual abuse); or because of relationship issues (e.g., wanting to maintain a relationship). 

Women in general and women with substance use disorders have higher rates of comorbid psychiatric disorders as compared to men. Men and women often tend to present with different comorbid disorders, as well. For women with substance use disorders, they are more likely to have comorbid major depression, anxiety disorders (e.g., panic disorder, phobias, posttraumatic stress disorder), and eating disorders. Men with substance use disorders are more likely than women with substance use disorders to have conduct disorder and antisocial personality disorders. These comorbid conditions are important to be aware of, assess, and consider when designing a treatment plan for the patient. For many, the comorbid conditions (e.g., depression) can be factors that serve to help maintain the addiction, and addressing them in treatment can directly or indirectly help improve the patient’s substance use. 

Slide 163: Order of Onset

Gender differences in the temporal order of onset (i.e., which disorder developed first) of substance use disorders and comorbid psychiatric disorders have been observed. For women, comorbid psychiatric conditions tend to precede (or develop before) the substance use disorder (i.e., secondary substance use). For men, the substance use disorder tends to develop before other comorbid conditions (i.e. primary substance use).
These gender differences in comorbidity and order of onset provide information about the etiologic relationship of the comorbid disorders, and can inform decisions about what type of psychotherapy and pharmacotherapies will be most appropriate. 
Slide 164: Physical and Sexual Abuse
The link between experiencing physical or sexual abuse and subsequent addiction is very strong for women.  Among women seeking treatment for substance abuse, extremely high rates of physical and/or sexual abuse are reported. This may include, for example, experiencing domestic violence, rape, childhood sexual abuse, molestation, or adult sexual assault. It is important to screen for a history of or current physical and sexual abuse among women seeking treatment for or abusing alcohol or drugs. In addition, it is important to make an appropriate treatment referral. Oftentimes women use substances to help deal with the symptoms that result from experiencing physical and sexual abuse, so treating those symptoms becomes very important in their recovery from addiction. 

Slides 165: Physiological Gender Differences
There are a number of important physiological differences between men and women that influence how their bodies respond to alcohol and drugs. Because women have more body fat and less body water than men, they have higher concentrations of alcohol when given the same amount. Alcohol absorbed through the gastrointestinal tract is distributed into total body water. Thus, women reach higher blood alcohol concentration (BAC) levels faster than men. Women also develop substance-related problems (e.g., cirrhosis of the liver) faster than men, and they become tolerant and dependent on substances faster than men, even though they may use less of the substance. This phenomenon of a more accelerated progression from use to problematic use among women is known as telescoping.  

Compared to men, women also have less alcohol dehydrogenase, which is the enzyme responsible alcohol metabolism. Because of this, women absorb more of the alcohol that they consume. This may also help explain the process of telescoping. 

Finally, hormonal fluctuations during the menstrual cycle may also affect metabolism of alcohol so that women’s susceptibility to elevated BAC levels may be higher at certain times during the month. 

Slide 166: Physiological Gender Differences (continued)

In terms of the consequences of substance use, men and women tend to be affected differently. In comparison to men, women are twice as likely to develop cirrhosis of the liver from alcohol use and they are more likely than men to die from cirrhosis. 

Women who smoke have more lung damage from smoking than men do. Although women tend to smoke less than men, they metabolize nicotine slower so the levels in the body are actually the same.

In comparison to men, women suffer more alcohol-induced brain damage, and they are more likely than men to be admitted to a hospital from acute poisoning from substances. 

Slide 167: Treatment for Addiction

Most men and women who need professional treatment for addiction do not receive it. However, women are even less likely than men to seek treatment for addiction, and they are more likely to drop out of treatment after the first visit. This may be due, in part, to sociocultural awareness of addiction among women, or the stigma associated with women’s use of alcohol and drugs. 

Once women enter treatment, there is little research to guide the treatment focus. Historically, most of the psychotherapy and pharmacological treatments used by mental health professionals and clinicians were developed primarily on men. But they are used for both men and women. 

New research is being conducted to help design and test the effectiveness of gender-specific treatments. This seems reasonable and potentially beneficial given the vast gender differences in addiction. The few investigations conducted thus far have highlighted the following factors as being important in the treatment of addicted women: assessment of other psychiatric disorders, such as depression and anxiety; attention to history of sexual and physical abuse; assessment of prescription drug abuse; comprehensive physical examination; education regarding substance use during pregnancy; child care services and parenting education; positive women role models among the treatment staff; attention to issues sexism and related problems in the areas of employment and financial resources; and special attention to the needs of ethnic minority women, and lesbian women.

Slide 168:  Treatment of Pain in Substance Abusing Individuals

This section will review the treatment of acute and chronic pain in substance using individuals, and should take approximately 10 minutes.

Slide 169: Learning Objectives

Review barriers to effective pain treatment in addicted individuals, and discuss acute and chronic pain management options in addicted individuals.
Slide 170: Barriers to Effective Treatment

The use of opioid analgesics for treating pain in individuals with substance use disorders is controversial. Untreated pain places an individual at risk for relapse, and is also associated with increased morbidity and lengthened hospital stays. However, exposure to some analgesics may also increase risk for relapse. Additionally, some of the physiologic aspects of addictive disorders may make pain more difficult to treat in the addicted individual as compared to the non-addicted individual. Finally, it can be difficult to distinguish distress related to pain from distress related to craving in addicted individuals.

Slide 171: Acute Pain Management

It is imperative that physicians treating patients in acute pain who have addictive disorders reassure the patient that their addiction will not be an obstacle to the appropriate and effective treatment of the pain condition. If appropriate, the use of non-medication pain treatment approaches, such as ice or a TENS unit, should be optimized. When medications are necessary, it is best to use those least likely to alter mood or produce physical dependence. However, when opioid agents are necessary to manage pain conditions, they should be utilized effectively. In the management of moderate to severe acute pain, opioids are generally the mainstay of treatment in addicted or non-addicted individuals. Scheduled administration of opioids is preferred to PRN administration in individuals with addictive disorders. When drug-administration is time-dependent rather than symptom-dependent, reinforcement of pain symptoms is minimized. Also, if the patient must ask for medications, this may be misconstrued as drug-seeking behavior.

Slide 172: Use of Opioids for Pain Management in Methadone Maintained Individuals
Individuals on methadone maintenance or physically dependent on other opioids should have their baseline opioid requirements met in addition to the medications provided for pain treatment. When possible, patients on methadone should receive a different opioid medication for the control of acute pain. While an increase in methadone is generally effective in acute pain management, this strategy makes it easy to confuse issues of pain treatment with issues of addiction treatment. When the acute pain condition resolves, the taper of methadone to maintenance doses may be problematic.

Slide 173: Management of Chronic Pain
The treatment of chronic pain in individuals with addictive diseases also does not differ significantly from the treatment of these pain conditions in non-addicted individuals. The goals of treatment are the reduction of pain, improvement in associated features, and restoration of function.

Slide 174: Approaches to Treatment of Chronic Pain
Generally, these goals are approached initially through the use of non-pharmacologic strategies such as a TENS unit, peripheral nerve blocks or trigger point injections. When medications are used, the best strategy is to try those agents with the least abuse potential first. Even when medications, including opioids, are deemed necessary in the treatment of chronic pain syndromes, the treatment plan should be a multidimensional. Specifically, it should include a careful history of the development of the pain problem, factors that contribute to the patient’s pain and distress and a plan for dealing with each of these contributing factors. The treatment plan may include the physical treatments of pain mentioned above (i.e. TENS unit, nerve blocks) as well as behavioral interventions such as relaxation training, biofeedback and changes in behavioral responses to pain. The use of long-term opioids as one component in the treatment of chronic pain is becoming more widely accepted when other treatment regimens have failed. The majority of chronic pain patients achieve relief of pain through multimodal approaches that do not include the use of opioids. Often, patients report that they feel better with the elimination of opioid usage. For most patients, a trial period with the use of coordinated alternative treatments should be tried before long-term opioid therapy is utilized. 

Slide 175: Conclusions
In conclusion, the adequate treatment of pain is necessary in both addicted and non-addicted individuals.  Opioid medications may be used in addicted individuals with appropriate precautions.  In general, a multimodal approach to the treatment of pain in addicted patients will result in the optimal outcome
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Appendix I

Discussion Items

Discussion Item #1

A woman presents at your office for a jaw injury. She relates that she went boating with several friends over the weekend and accidentally fell and hit her jaw on the boom. She admits, jokingly, that she had a little too much to drink but it was a holiday weekend.  What kinds of assessment questions should you consider? Would you refer this patient to substance use treatment? Why or why not?

Points for the Facilitator to consider: Gender and how clinicians might view or assess the patient differently if it were a male. Make sure to assess urine and breathalyzer, previous injuries related to alcohol use, alcohol use frequency and severity, previous treatments for addiction, if her partner uses alcohol or other drugs, her use of other substances, domestic violence, past history of abuse, comorbid psychiatric conditions.

Discussion Item #2

A man is exhibiting symptoms of mania. He has been awake for over 24 hours, is speaking very rapidly and almost unintelligibly, has been to several bars and clubs during the 24 hours, and engaged in sexual activities with several different women. What kinds of assessment questions should you ask? How will you determine if the symptoms are substance induced? What substances might mimic signs of mania?

Points for the Facilitator to consider: Getting a urine drug screen and breathalyzer on the patient. Assessing alcohol and drug use frequency and severity, with particular attention to stimulants. Assessing which came first in the patient’s history – symptoms of mania or substance use? Does the patient have manic symptoms when not using any substances?

Discussion Item #3

A patient indicates that she would like to begin treatment for her opiate addiction, but is shy, has never been in treatment before, and doesn’t feel comfortable talking about her problems with others. What kind of psychotherapy format would you recommend? 

Points for the Facilitator to consider: The patient may be appropriate for individual therapy first, which could help prepare her for group therapy later. Family or couples therapy might also be useful to help increase the patient’s support network. 

Discussion Item #4

A couple comes to your office. The male patient presents as obese and in poor physical condition. His wife is concerned and reports being particularly worried about her husbands’ alcohol use. She feels that he is drinking too much but he disagrees. She states that this has been a problem for years and that her husband has a strong family history of alcohol dependence, but that he is just not “ready” to make any changes. What type of psychotherapy might be most appropriate for this type of patient?

Points for the Facilitator to consider: The patient might be well suited for motivational enhancement therapy. This will help him move along the continuum of change. Family or couples therapy might also be another consideration. Attending an AA meeting may be useful for the patient, too. 

Discussion Item #5

Alcohol case study:

HPI: A 53 yo WM presents to your office. He states he has a long history of alcohol use, drinking 6-12 beers/day for the last 25 years and presently drinking 12-18 beers/day. He began drinking at age 17, and had an increase in drinking five years ago after a divorce from his first wife. His longest period of abstinence has been three weeks approximately six months ago. He states he continues to drink to avoid withdrawal symptoms, which include blackouts and tremors. Patient denies use of other substances. The patient minimizes the effect drinking has on his ability to drive cars and boats. His current wife is concerned with his safety and says she will leave him if he does not stop drinking. Recent stressors include the death of his mother and the arrest of his son. The patient denies problems with sleep and appetite as well as denies SI/HI/AVH. Patient does report a decrease in short term memory, which worsened over the past year.

PMH: Hypertension, hyperlipidemia, cervical and lumbar spine fractures

Meds: Zoloft 100 mg daily for 3 months, states has no effect

FHx: Father died of cirrhosis, son has substance abuse issues

SHx: Married, employed, smokes 1 ½ ppd

PE: Patient appears flushed with erythematous palms. Has injected conjuctiva and positive for spider hemangiomas.

MSE: Alert and oriented x 4, insight and judgment intact. Mood depressed, affect congruent with mood.

Labs: GGT, AST, ALT significantly elevated; BAL 0.212

Is this patient a candidate for medication assisted detox? Which medications should be used, and on what kind of schedule?

What options are available for relapse prevention? What are the risks/benefits of the medication choices? 

Points for the facilitator to consider: The patient’s long history of drinking and withdrawal symptoms make him an appropriate candidate for medication assisted detox and possibly inpatient treatment. Compromised liver function suggests lorazepam or oxazepam may be preferred agents. Disulfiram has limited efficacy; naltrexone or acamprosate may be better choices. Naltrexone may not be indicated if the patient has chronic LFT elevations. Concomitant psychotherapy and treatment of the depression are also indicated.

Discussion Item #6

Opioid case study:

JW is a 32-year old male computer programmer. He states he has been shooting up heroin off and on since the age of 17. He has been through several heroin detoxifications, mostly outpatient methadone programs but also has had two inpatient drug treatment admissions. He completed the last inpatient program three years ago and was able to remain clean from heroin for approximately six months. He has tried to enter methadone maintenance, but could not “document” his history of heroin addiction, as is required by federal law. He has been having problems at work due to excessive absences. His wife is drug-free, and recently discovered that he has been doctor shopping for pain pills for a back injury in addition to his return to heroin use. He has a history of alcohol dependence but has been sober for three years. No other current medical problems, hepatitis negative.

What are the treatment options for this patient? Is pharmacotherapy indicated? Is this patient a candidate for buprenorphine?

Points for the facilitator to consider: The patient can consider another inpatient treatment or intensive outpatient treatment. Buprenorphine is an option. Considerations for buprenorphine treatment include whether the patient understands the risk/benefits of treatment, can be expected to be compliant and follow safety procedures, is psychiatrically stable, and have supportive psychosocial circumstances. Due to his long history of addiction, pharmacotherapy will probably benefit the patient if provided in conjunction with other counseling/psychotherapy.

Discussion Item #7

A patient with a history of benzodiazepine and alcohol dependence comes in complaining of chronic lower back pain. The patient has been evaluated by a neurologist who is hesitant to prescribe opioids due to the addiction history. What options are available?

Points for facilitator to consider: Consider non-pharmacological strategies (TENS unit, relaxation training, biofeedback, etc.). Medications with less abuse potential should be tried initially; however, pain should be treated adequately in all patients.
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