
A
D

D
IC

T
IO

N
, A

B
B

R
E

V
IA

T
E

D
 (2

 H
R

.) –
2

0
19

W
M

. H
A

N
IN

G
, M

D
, D

F
A

S
A

M
, D

F
A

P
A

P
R

O
F

E
S

S
O

R
 E

M
E

R
IT

U
S

P
S

Y
C

H
IA

T
R

Y
J

O
H

N
 A

. B
U

R
N

S
 S

C
H

O
O

L
 O

F
 M

E
D

IC
IN

E
U

N
IV

E
R

S
IT

Y
 O

F
 H

A
W

A
II

O
rientation to D

iagnosis and Initial 
Therapy in Substance U
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Affiliations and O
bligations

(D
ISCLO

SU
R

E STATEM
EN

T)

�
I have no com

m
ercial contacts w

ith pharm
aceutical or 

other agencies w
ho m

ight benefit by or suffer from
 m

y 
presentation.

�
N

o m
edical students or resident physicians w

ere harm
ed in 

the preparation of this talk.
�

I have been know
n to prescribe m

edications, on occasion.  I 
am

 not taking any, though m
any believe that I should.

�
I shall w

arn you if I propose any off-label therapies or 
m

edication uses.



O
bligatory Learning O

bjectives

By the end of m
y presentation, participants w

ill be able to:
�

Correctly differentiate betw
een substance abuse, substance 

dependence, and substance use disorders using D
SM

5 nom
enclature 

�
D

istinguish betw
een com

m
unity-based recovery and form

al therapy, 
and articulate the connection betw

een the tw
o.

�
D

escribe 3 current effective pharm
acotherapies for substance use 

disorders
�

Satisfactorily and objectively discuss the role of 12-step program
s in 

recovery, to a patient.
�

N
am

e or be able to readily locate tw
o effective screening tools of 

substance use disorders



O
bligatory Learning O

bjectives

By the end of m
y presentation, participants w

ill be able to:
�

Correctly differentiate betw
een substance abuse, substance 

dependence, and substance use disorders using D
SM

5 nom
enclature 

¡
“Abuse/dependence” obsolete; all now

 “substance use disorder”
�

D
istinguish betw

een com
m

unity-based recovery and form
al therapy, 

and articulate the connection betw
een the tw

o.
¡

Sim
ply, therapy is com

pensated and evidence-based

�
D

escribe 3 current effective pharm
acotherapies for substance use 

disorders  E.g., naltrexone, disulfiram
, m

ethadone, buprenorphine

�
Satisfactorily and objectively discuss the role of 12-step program

s in 
recovery, to a patient. Provided

�
N

am
e or be able to readily locate tw

o effective screening tools of 
substance use disorders
¡

Provided



Instrum
ents 

for
SU

D
s

(this page:
D

A
ST

)















12-Step M
eetings

�
Alcoholics Anonym

ous M
eetings O

ahu
¡

http://oahucentraloffice.com
/m

eeting-schedule-by-
day/

�
N

arcotics Anonym
ous O

ahu
¡

http://na-haw
aii.org/m

eeting-schedules/
¡

(na-org tem
p non-functional D

EC 2019), and

https://addictionresource.com
/na-m

eetings/honolulu-
hi/

�
Alanon
¡

http://al-anonhaw
aii.org/



W
eekly U

pdates in Addictions (digest)

�
http://w

w
w

.asam
.org/quality-practice/asam

-w
eekly

�
ASAM

 W
eekly

�
Cesar Fax:  
http://w

w
w

.cesar.um
d.edu/cesar/cesarfax.asp

W
m

. H
aning, M

D
,  JA

BSO
M

, H
aw

ai`i



Perspective

W
. H

aning, M
D

 -JA
BSO

M
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niversity of H
aw
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Case 1

�
A 30 year-old m

ale m
edical student of Japanese ancestry 

reports to his academ
ic disciplinary com

m
ittee that his 

poor perform
ance is the outcom

e of dependent usage of 
m

etham
phetam

ine.
�

H
istorically, he w

as an akathisic
as a child, and im

pulsive; 
he  found that his late undergraduate and early graduate 
studies initially im

proved under the effects of M
A.

�
H

e relapses tw
ice in the next 18 m

onths, after initial 
treatm

ent.  H
e is perform

ing m
uch m

ore adequately in his 
studies and has good clinical skills.



R
esources

�
http://w

w
w

.integration.sam
hsa.gov/clinical-practice/screening-

tools#drugsM
ultiple links to screening instrum

ents for SU
D

s
�

H
andout on 12 Step Program

s (H
aning), R

ies R
. Et al. (Eds.), 

Principles of Addiction M
edicine

5
thEd. 2014, ASAM

�
Sadock

BJ, Sadock
VA, R

uiz P, K
aplan &

 Sadock’sSynopsis of 
Psychiatry, 11 th

ed. 2014, Substance-R
elated D

isorders, Lippincott 
W

illiam
s &

 W
ilkins

�
H

aning W
F &

 G
uerrero APS, Ch. 19 Substance U

se D
isorders, in: 

G
uerrero A &

 PiaseckiM
 (Eds.), Problem

-Based Behavioral Science 
and Psychiatry, 2008 Springer (2015 in press 2

ndEd.)
�

Anon., Alcoholics Anonym
ous4

thEd., 2001, AA W
orld Services, 

Inc., 1 st-4
thEds. 

�
H

ales R
E et al. (Eds.), The Am

erican Psychiatric Press Textbook of 
Psychiatry, 6

thEd., 2014, Ch.23, Substance-R
elated and Addictive 

D
isorders



D
irectories

�
A

D
A

D
 State of H

aw
aiiW

ebsite
-

locator 
https://health.haw

aii.gov/substance-abuse/
�

SA
M

H
SA

 W
ebsite –

locator http://findtreatm
ent.sam

hsa.gov/
�

R
ichard Szuster, M

D
 –

H
R

P R
esources for R

esidents, 586-
2890

�
W

m
. H

aning, M
D

 (JA
B

SO
M

, P
sychiatry): faculty, optional 

initial contact and referral -
586-7436/220-2685 cell, 

haning@
haw

aii.edu
�

H
aw

aii P
rogram

 for H
ealthcare P

rofessionals:  K
ris Bjornson, 

M
D

, M
edical D

irector http://w
w

w
.haw

aiiphp.org/
, 808-593-7444



12-Step M
eetings

�
Alcoholics Anonym

ous M
eetings O

ahu
�

http://oahucentraloffice.com
/m

eeting-schedule-by-
day/
¡

(N
eighbor Islands:  http://oahucentraloffice.com

/m
eeting-

schedule-by-day/big-island-m
aui-kuai-schedules/

)
�

N
arcotics Anonym

ous O
ahu

�
https://na-haw

aii.org/m
eeting-schedules/

�
…

and:  https://addictionresource.com
/na-

m
eetings/honolulu-hi/

�
Al-Anon Fam

ily G
roups H

aw
aii

�
http://al-anonhaw

aii.org/m
eeting-schedules/



Break



Chronic Illness Paradigm

�
Elevated cholesterol

�
H

igh blood pressure
�

D
iabetes

�
Arthritis

�
Alcohol problem

s, 
SU

D
s*

*N
.B., in all but SU

D
s, 

there is an assum
ption of 

on-going, lifelong care and 
m

onitoring…



Characteristics of Chronic Illness

�
Late onset of clinical sym

ptom
s

�
U

npredictable course
�

Com
plex etiology

�
Progressive: N

o cures; rem
issions 

are the therapeutic benchm
ark

�
Treatm

ent is behavioral (adherence 
&

 m
onitoring)



C
riteria for Substance U

se D
isorder

A
. A

 problem
atic pattern of substance use leading to 

clinically significant im
pairm

ent or distress, as 
m

anifested by at least tw
o of the follow

ing, occurring 
w

ithin a 12-m
onth period:

SU
B

ST
A

N
C

E U
se D

isorders, D
SM

5 

W
m

. H
aning, M

D
,  JA

BSO
M

, H
aw

ai`i

*



C
riteria for Substance U

se D
isorder (2 or m

ore for D
x)

1.
Substance is often taken in larger am

ounts or over a longer 
period than w

as intended.
2.

T
here is a persistent desire or unsuccessful efforts to cut 

dow
n or control substance use

3.
A

 great deal of tim
e is spent in activities necessary to 

obtain the substance, use the substance, or recover from
 its 

effects.
4.

C
raving, or a strong desire to use the substance

5.
R

ecurrent substance use resulting in a failure to fulfill 
m

ajor role obligations at w
ork, school, or hom

e.
6.

C
ontinued substance use despite having persistent or 

recurrent social or interpersonal problem
s caused or 

exacerbated by the effects of the substance.

SU
B

ST
A

N
C

E U
se D

isorders, D
SM

5  #1/3
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C
riteria for Substance U

se D
isorder

7. Im
portant social, occupational, or recreational activities are 

given up or reduced because of substance use.
8. R

ecurrent substance use in situations in w
hich it is 

physically hazardous.
9. Substance use is continued despite having know

ledge of 
having a persistent physical or psychological problem

 that is 
likely to have been caused or exacerbated by the substance.
10. Tolerance, as defined by either of the follow

ing:
a.

A
 need for m

arkedly increased am
ounts of the 

substance to achieve intoxication or desired effect
b.

A
 m

arkedly dim
inished effect w

ith continued use of 
the sam

e am
ount of the substance.

SU
B

ST
A

N
C

E U
se D

isorders, D
SM

5 #2/3 
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C
riteria for Substance U

se D
isorder

11. W
ithdraw

al, as m
anifested b either of the follow

ing:
a.

T
he characteristic w

ithdraw
al syndrom

e for the substance.
b.

T
he substance (or a closely related substance) is taken to 

relieve or avoid w
ithdraw

al sym
ptom

s. 

•
E

arly rem
ission: >

3 m
os., <

12 m
os. (no criteria other than 

craving/desire)
•

Sustained rem
ission: >

12 m
os. (no criteria other than 

craving/desire)

•
M

ild: 2-3 sym
ptom

s
•

M
oderate: 4-5 sym

ptom
s

•
Severe: 6+

 sym
ptom

s

SU
B

ST
A

N
C

E U
se D

isorders, D
SM

5 #3/3 
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W
hat Level of U

se Are W
e D

iscussing?
N

IAAA Safe D
rinking Lim

its (<age 65)

W
m

. H
aning, M

D
,  JA

BSO
M

, H
aw

ai`i

*



A
lcohol C

onsum
ption D

istribution, U
.S.

(M
nem

onic for discussion of diagnostic overlap zones)

50%

30%
20%

Zero EtO
H

20%
 of all EtO

H
80%

 of all EtO
H
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Substance D
ependence (brief)

�
O

rganization around acquisition, use, recovery 
from

 effects, of the drug
�

D
osage and frequency are notthe issue

�
Consequences are

the issue
�

Adaptation and deterioration are hallm
arks

�
Am
bivalence

is the dom
inant psychodynam

ic



Zundap
Janus



Figure
3.1 C

urrent, B
inge, and H

eavy A
lcohol U

se am
ong 

Persons A
ged 12 or O

lder, by A
ge: 2011

(M
oliere, School for Scandal)

N
H

SD
U

, SA
M

H
SA

 2012



Adolescent D
evelopm

ental Injury
(to em

phasize different needs of different populations, at different tim
es)

÷
D

iagnostic criteria for substance use disorder are 
unclear for children and adolescents

÷
It alm

ost doesn’t m
atter, because the im

pact is at 
least as severe w

ith both m
ild use and severe use, as 

it is for those w
ith schizophrenia; although for 

different reasons
÷

D
evelopm

ental difficulties  arise in four m
ajor 

areas
¢

Friendships
¢

Sex
¢

O
ccupation

¢
Fam

ily relations and independence

W
m

. H
aning, M

D
,  JA
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M
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aw
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*



M
nem

onic for disease pool and public health 
control, inm

ates in Am
erica

W
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M
edication vs. D

rug

It is generally m
ore useful to look at the locus of 

control, in assigning status of m
edicine versus “drug 

(of abuse)”.  The illusion
of control is easily confused 

w
ith autonom

y. (w
orsened by tolerance)

Control -distortions of control, need for control, loss 
of control -is a central dynam

ic in addiction.
The substance

is far less im
portant to the disease 

concept than is the com
pulsion or drive.  The 

disorder is notthe sam
e as the intoxication.

W
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Tryptophan

W
m
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G
lucose



The Substances Them
selves; and Treatm

ent

W
m

. H
aning, M

D
,  JA
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M
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D
rug Classes

�
Alcohol and alcohol-m

im
etics

¡
Ethyl alcohol

¡
Sedative-hypnotics
÷

Benzodiazepines
÷

Barbiturates
�

O
pioids

¡
O

pium
 derivatives: M

orphine &
 diacetylm

orpine
(heroin), thebaine

¡
Synthetic or sem

isynthetic: M
eperidine, buprenorphine, oxycodone

�
H

allucinogens, arylcyclohexylam
ines, cannabinoids, 

m
iscellany (betel, kava, etc.)

�
Stim

ulants
¡

Cocaine
¡

Am
phetam

ines (m
etham

phetam
ine)

�
…

(and virtually every m
ood-altering agent:  “If you can’t be 

w
ith the one you love, love the one you’re w

ith.”

W
m
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aning, M
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¡
E

thyl alcohol –
C

hloride ion channel and 
G

A
B

A
 effects

¡
Sedative-hypnotics –

principally G
A

B
A

 
effects
÷B

enzodiazepines
÷B

arbiturates
÷M

iscellany –
chloral hydrate, 

m
eprobam

ate

W
m

. H
aning, M

D
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Substance Effects
(just note the 2 m

ajor anatom
ic players) 

W
m
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D
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�
N

IAAA Low
-R

isk/At-R
isk D

rinking Lim
its  

�
N

IH
 Publication N

o. 10-3770
�

R
evised April 2010

M
en

W
om
en

Any single D
AY

</= 4 drinks
</= 3 drinks

Per W
EEK

</= 14 drinks
</= 7 drinks

19%
 U

.S. adults exceed either of these lim
its; 

9%
 exceed both (total 28%

)



D
etoxification

�
“D

etox” (m
edically-assisted w

ithdraw
al) rarely alters 

the natural history of alcoholism
¡

H
ospitalized diabetic ketoacidosis

¡
Successful 6-w

eek diet
¡

D
iscontinuation sm

oking for Lent
�

N
ot to be confused w

ith frequent short-term
 

residential care

W
m
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W
m

. H
aning, M

.D
.

U
niversity of H

aw
aii School of 

M
edicine

Benzodiazepines

�
G

ABA-m
ediated chloride-ion channel in neuronal 

m
em

brane
�

Cross-tolerance w
ith other sedatives (barbiturates, 

paraldehyde, alcohol)
�

W
ithdraw

al phenom
ena parallel alcohol; severity 

determ
ined by potency and half-life

�
In use since 1950s w

/ w
ide therapeutic index

�
Antagonist exists (flum

azenil)

W
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W
m

. H
aning, M

.D
.

U
niversity of H

aw
aii School of 

M
edicine

Zolpidem
 (Am

bien)

–
N

on-benzodiazepine sedative-hypnotic, im
idazopyridine

–
H

alf-life 2 hrs., high (70%
) bioavailability after first-pass

–
At hypnotic doses, w

orsens sleep apnea
–

Shortens sleep latency, lengthens total sleep
–

CW
U

D
 express pharm

acophilia
–

W
ithdraw

al phenom
ena becom

ing apparent w
ith longer 

durations of treatm
ent
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W
m

. H
aning, M

.D
.

U
niversity of H

aw
aii School of 

M
edicine

O
pioids

�
Includes all classes of opiate-like agents
¡

O
pium

 derivatives: M
orphine &

 diacetylm
orpine

(heroin), 
thebaine

¡
Synthetic or sem

isyntheitic: M
eperidine, buprenorphine, 

oxycodone
�

Agonist effects are translated through m
u, kappa, 

sigm
a, other opio-receptor sites

�
Chem

ical com
position varies betw

een opioids; w
hat 

is shared is steric configuration
�

Antagonists exist (naltrexone, naloxone)
�

Agonist effects:

W
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W
m

. H
aning, M

.D
.

U
niversity of H

aw
aii School of 

M
edicine

O
pioids II

¡
Analgesia

¡
Vasodilation

¡
M

iosis
¡

H
ypoperistalsis

¡
Som

nolence (M
orphea)

¡
R

espiratory depression &
 anti-tussive activity

W
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Cautionary note on opioids of risk

(D
anger, danger, W

ill Robinson!)
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W
m

. H
aning, M

.D
.

U
niversity of H

aw
aii School of 

M
edicine

Tram
adol (U

ltram
)

–
Cited actions are µ-receptor agonism

, and reuptake blockage of 
norepinephrine and serotonin (site?)
¡

Can be partially antagonized by naloxone
¡

SEs and actions are sim
ilar to opioids

¡
Still unscheduled in 2010.  Package insert cautions against giving to opioid-
dependents, noting that it has “been show

n to reinitiate physical dependence 
in som

e patients that (sic) have been previously dependent on other opioids.”
–

CW
U

D
 express pharm

acophilia...
–

“Tram
adol is m

ost com
m

only abused by narcotic addicts, chronic 
pain patients, and health professionals.” (D

EA w
ebsite 

http://w
w

w
.deadiversion.usdoj.gov/drugs_concern/tram

adol.htm
)

–
O

nly becam
e controlled (Schedule IV) by D

EA in 2014. Introduced 
in U

S in 1997.
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�
H

allucinogens (LSD
)

�
A

rylcyclohexylam
ines (PC

P, ketam
ine)

�
C

annabinoids (+
 Spice) 

�
M

iscellany (khat [cathinone],betel, kava, 
etc.)
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W
m

. H
aning, M

.D
.

U
niversity of H

aw
aii School of 

M
edicine

Cannabis/M
arijuana

�
D

elta-9 tetrahydrocannabinol
�

H
allucinogenic dissociative sedative agent

�
TH

C available as Schedule II R
x

�
Cannabinoid receptor exists; arachidonic

acid 
derivative (anandam

ide) as endogenous ligand
¡

H
igh densities in cerebral cortex, cerebellum

, hippocam
pus, 

striatum

�
Protective factor in cannabis plant: cannabidiol/CBD
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“Classic” Spice
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“Synthetic (m
im

ic) Cannabinoids” (K
2 variants)

W
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Cannabinoid-m
im

ic Concerns
(Schedule I, D

EA 2012)
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W
m

. H
aning, M

.D
.

U
niversity of H

aw
aii School of 

M
edicine

Arylcyclohexylam
ines

¡
Fam

ily includes phencyclidine
(PCP; and ketam

ine, 
“Special-K

”)
¡

D
issociative anesthetics w

ith a propensity to hallucinosis
¡

D
ose-dependent m

uscle rigidity and sensitivity to 
stim

ulation
¡

In ER
 m

ay see catatonia, m
ydriasis, aggressivity

¡
Blocks N

M
D

A-type glutam
ate receptors in cortical &

 
lim

bic structures; as do s
-opiate agonists.  

...H
allucinogenic activity is separate.
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Stim
ulants

�
A

m
phetam

ines (D
A

)
¡

A
m

phetam
ine

¡
M

etham
phetam

ine
�

C
ocaine (D

A
/N

E
)

�
Phenterm

ine
(D

A
)

�
M

ethylphenidate (N
E

/D
A

)
�

Fenfluram
ine

(5-H
T)

�
M

D
M

A
 (N

E
/D

A
/5-H

T)
�

C
athinones

(M
D

PV
) (B

ath Salts, K
hat) -

(N
E

/D
A

/?5-H
T)
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M
etham

phetam
ine

�
Ice, shabu, batu, crystal

�
O

rigin
s: K

orea, P
hilippin

es
�

O
dorless, colorless

�
R

eadily syn
thesized, D

-isom
er active, +

-en
an

tiom
er 

dom
in

an
t

�
Therapeutic E

ffects (R
x):

¡
A

norectic
¡

Focus (arguable)
¡

E
ndurance

¡
A

ntidepressant
¡

A
D

H
D

¡
Insom

niac (A
ntinarcoleptic/stim

ulant)
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C
ourtesy -

K
am

eham
eha

Schools, 1998
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Indirect M
edical Com

plications 
(M

etham
phetam

ine)

�
Fetal Exposure
¡

Prenatal com
plications

¡
Increased rate of prem

aturity
¡

Sm
all for dates

¡
Altered neonatal behaviors w

ith abnorm
al reflexes extrem

e 
irritability

¡
O

therw
ise, not know

n
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Secondary Com
plications (M

eth –
Adult)

�
Sm

oked
¡

Asthm
a/bronchitis/pneum

onia
¡

(Also use inhalers to enhance absorption, e.g., albuterol)
�

Injected
¡

Increased H
epatitis B and C transm

ission
¡

Increased H
IV transm

ission

W
m

. H
aning, M

D
,  JA

BSO
M

, H
aw

ai`i



Bath Salts 
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Cathinone
base for bath salts:  M

D
PV
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Treatm
ent O

ptions



M
ED

ICATIO
N

S U
SEFU

L IN
 ALCO

H
O

L U
SE D

ISO
R

D
ER

�
Antabuse (D

isulfram
) -validated

�
O

piate Antagonists (N
altrexone) -validated

�
Anticonvulsants, Trazodone (w

ithdraw
al and 

sleep) –
w

eakly validated
�

Acam
prosate

–
w

eakly validated
�

O
ndansetron, Topiram

ate
–

w
eakly validated

�
SSR

Is/antidepressants, antipsychotics –
unvalidated

�
Sedative-hypnotics, benzodiazepenes-
contraindicated



Alcohol R
elapse Prevention

�
N

altrexone –
oral/injectable

�
D

isulfiram
�

Acam
prosate

Investigational or dism
issed as ineffective

�
Serotonin reuptake inhibition

�
Buspirone

�
Tricyclic antidepressants
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Alcohol R
elapse Prevention

D
isulfiram

–
Aversive w

ith alcohol use:  vom
it, hypotension

–
Inhibits acetaldehyde breakdow

n
–

Problem
s w

ith com
pliance

–
Contraindications:  liver failure, psychosis

–
U

seful for highly-cued individuals w
ith AU

D
 (e.g., on 

airplanes) [risks of the 1K
 traveller…

] 
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Alcohol R
elapse Prevention

N
altrexone

�
M

echanism
:  anti-craving, block prim

ing effect
�

D
ecrease positive effect

�
N

o aversive effect if alcohol used
�

D
aily oral dose of 50 m

g or m
onthly injection ($600+)

�
D

uration -6 to 12 m
onths

�
Contraindications:  opioid dependence

severe liver disease
�

Side effects (5-10%
):  nausea, headache
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R
isks vs. Benefits for N

altrexone in Alcoholism

R
isks

ü
6-10%

 initial dropout due to 
vom

iting, nausea, and 
anxiety, w

hich does not 
persist after discontinuation

Benefits
ü

Approxim
ately 30-40%

 
reduction of relapse risk

ü
M

arkedly im
proved w

ith 
depot adm

inistration 
(injection)

ü
Im

proved ratings of 
em

ploym
ent problem

s
ü

Benefits for preventing 
relapse persist for six m

onths 
after discontinuation

ü
Im

proved abstinence rates at 
endpoint and follow

-up

W
m

. H
aning, M

D
,  JA

BSO
M

, H
aw

ai`i



Acam
prosate

�
M

ulticenter studies, Europe, principally focusing on 
fem

ales, Sass et al. 1996.
3000+ pts.

�
Structural analogue of hom

ocysteic
acid w

hich interacts 
w

ith excitatory am
ino acid neurotransm

itters (glutam
ate)

�
M

odestly significant increase in abstinence days (20+%
 

vs. 11%
 abstinent at one year), but type-specific: 

Alcoholism
, exclusive of those w

ith organicity
and those 

w
ith “self-m

edication” profiles
�

U
.S. trials underw

ay in 1999, authorized use 2003
�

U
nim

pressive outcom
e; but “can’t hurt,” no adverse 

interactions.
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O
pioid Agonist Therapies

�
M

ethadone
¡

Analgesic, m
u-agonist

¡
D

ole &
 N

ysw
ander1964

¡
H

ighly-protein bound, long half-life
¡

D
aily dosing

¡
Form

idable risks but m
anageable

�
Buprenorphine
¡

Analgesic, partial m
u-agonist (m

ixed agonist-antagonist)
¡

2001 available for detox/m
aintenance

¡
D

aily dosing
¡

Low
er risk

¡
R

estricted range:  w
on’t substitute w

ell for highest doses of m
ethadone, som

e 
other opioids
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Substance D
ependence -

O
ther Therapies

�
Staged therapy using A

SA
M

 C
riteria

¡
R

esidential program
s

¡
O

utpatient program
s

…
Individual, group, m

ilieu therapies

�
C

om
m

unity-based m
utual recovery program

s 
(AA, N

A, D
R

A)
�

M
iscellaneous controlled use or harm

-reduction 
approaches (e.g., R

ational R
ecovery, Alcoholics 

Victorious)
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AN
TABU

SE (disulfiram
)

Causes Intentional Adverse Sym
ptom

s:

AD
H

ALD
H

ETO
H

 ¬
®

Acetaldehyde ¬
X
®

Acetate

N
ausea, flushing, headache, hyperperistalsis, 
hypotension, hyperem

esis, collapse



N
altrexone (R

evia/Vivitrol)

FD
A Approved For Treatm

ent of Alcohol D
ependence 

1994.
M

echanism
 of Action: O

piate Antagonist

�
Blocks linkage betw

een Alcohol and endogenous
�

O
piate system

 and decreases positive, reinforcing 
effects of Alcohol

�
Can be used to initiate abstinence or decreases use as 
w

ell as prevent relapse. Safe to take if patient relapses 
to Alcohol use. 

�
R

educes Cue-Induced Craving for Alcohol
�

M
ay be m

ore effective in  patients w
ith early initiation 

of alcohol use and strong fam
ily history



Partial vs Full O
piate M

u Agonist

Dose of O
piate

O
piate

Effect

death

Full Agonist
(e.g., m

ethadone)

Partial Agonist
(e.g. buprenorphine)



Buprenorphine:  Advantages over M
ethadone

1.
N

ot encum
bered by regulatory structure of 

m
ethadone dispensing

2.
Better safety profile in overdose

3.
M

inim
al subjective effects (e.g., sedation) 

follow
ing a dose

4.
Low

er level of physical dependence

5.
It’s not m

ethadone (better press…
)



Buprenorphine:  D
isadvantages

�
W

ill not adequately m
eet need of patients       

requiring higher-dose m
ethadone (e.g., >120 

m
g/day)

�
G

reater M
edication C

ost
�

M
inim

al subjective effects (e.g., sedation) follow
ing 

a dose*
�

Low
er level of physical dependence (i.e. patients 

can discontinue treatm
ent)*

�
N

ot detectable in routine urine toxicology screening



M
ethadone

FD
A Approved 1973 (detox

and m
aintenance)

Long-acting opiate, full agonist at m
u receptor  (D

ole &
 N

ysw
ander)

�
~200,000 actively in treatm

ent
�

G
ood evidence of efficacy in reducing and stopping O

piate use at 
“blocking dose” (usually 80-120m

g daily)
�

G
ood evidence of long term

 safety 
�

N
eeds to be dosed/dispensed in M

ethadone clinic  (M
M

TP)
�

Side effects of sedation, sleep disturbance, danger of overdose and 
com

bination w
ith other drugs, especially sedative-hypnotics

�
N

ot effective in reducing or stopping abuse of other drugs



Lexington Federal H
ospital 1930

(currently under Federal Bureau of Prisons)
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Cannabis and O
U

D

�
A disturbing trend of states’ legislative approvals of the use of cannabis for 
treatm

ent of O
U

D
 reflects a m

ood of desperation in opioid use disorder (O
U

D
) 

m
anagem

ent that is leading to unw
ise policy.  Such policy im

plem
ents treatm

ent 
of a disabling and potentially lethal disorder w

ith an unvalidated substance.  In a 
presentation to the California Society of Addiction M

edicine this past August, I 
w

as asked to address the evidence for treatm
ent of O

U
D

 w
ith cannabis.  

�
The 16 citations m

ost com
m

only presented in defense of this practice allude to 
adjunctive m

anagem
ent of pain, or to antinociceptive effects in hum

ans or rats.
�

Som
e are encouraging in offering support for cannabisderivatives as 

antinociceptive (analgesic) agents, prim
ary or adjunctive.  H

ow
ever, no

citation 
provided m

ore than speculation regarding the utility of cannabisin m
anagem

ent 
of opioid use disorder (O

U
D

), or in m
anagem

ent of addiction per se.
�

An additional 152 item
s w

ere review
ed from

 N
LM

 in seeking evidentiary support 
for the contention that cannabis is justified in m

anagem
ent of O

U
D

; the review
 

w
as unproductive of such support. 

�
M

y conclusion w
as that research w

hich determ
ines both the safety and efficacy of 

the com
ponent chem

icals w
ithin cannabisw

arrants pursuit.  In the absence of 
adequate studies supporting use, how

ever, legislative authorization of cannabis
use for m

anagem
ent of an O

U
D

, including w
ithdraw

al, could constitute 
uncontrolled and unregulated hum

an research.
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N
on-Pharm

acological approaches 
to Substance U

se D
isorder

�
-Therapies:  

G
roup, M

ilieu, Interpersonal/Individual
CBT, M

I/M
E, TSF

�
-M

utual Assistance:  12-Step (Project M
atch) and 

non-12-Step conclaves (Sm
art R

ecovery, 
M

oderation M
anagem

ent, SO
S)

�
-Settings:  H

ospital, R
esidential, ST/LT (e.g. 

therapeutic com
m

unities), IO
P, O

P –
ASAM

 
Criteria (M

ee-Lee et. al) provide algorithm
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R
obert Sm

ith, M
D

 &
 Bill W

ilson
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AA 12 Steps (go to next slide)

�
TH

E STEPS:
�

1. W
e adm

itted that w
e w

ere pow
erless over alcohol -that our lives had becom

e 
unm

anageable.
�

2. C
am

e to believe that a Pow
er greater than ourselves could restore us to sanity.

�
3. M

ade a decision to turn our w
ill and our lives over to the care of G

od 'as w
e understood 

him
.'

�
4. M

ade a searching and fearless m
oral inventory of ourselves.

�
5. Adm

itted to G
od, to ourselves, and to another hum

an being the exact nature of our 
w

rongs.
�

6. W
ere entirely ready to have G

od rem
ove all these defects of character.

�
7. H

um
bly asked H

im
 to rem

ove our shortcom
ings.

�
8. M

ade a list of all persons w
e had harm

ed, and becam
e w

illing to m
ake am

ends to them
 all.

�
9. M

ade direct am
ends to such people w

herever possible, except w
hen to do so w

ould injure 
them

 or others.
�

10. C
ontinued to take personal inventory and w

hen w
e w

ere w
rong prom

ptly adm
itted it.

�
11. Sought through prayer and m

editation to im
prove our conscious contact w

ith G
od 'as w

e 
understood him

', praying only for know
ledge of his w

ill for us and the pow
er to carry that out.

�
12. H

aving had a spiritual aw
akening as the result of these steps, w

e tried to carry this 
m

essage to alcoholics, and to practice these principles in all our affairs.  



Abbreviated Steps

�
These steps are largely unchanged from

 program
 to program

, w
ith substitutions of "drugs" or a 

particular com
pulsion for "alcohol", "addict" or the particular com

pulsive for "alcoholic".   I find 
that their intents m

ay be sum
m

arized as follow
s:

�
1. Concession of defeat

�
2. Acknow

ledgm
ent of a source of help

�
3. Surrender to the source of help

�
4. Inventory

�
5. Confession

�
6. Preparation for changes

�
7. Petition for changes

�
8. List of the injured

�
9. R

estitution to the injured
�

10. Periodic inspection &
 correction

�
11. Seeking of instructions

�
12. Follow

ing and transm
itting instructions

��
And even m

ore tersely:
�

Surrender, H
ope, Trust, Inventory, Confession, R

eadiness, Petition, Butcher's Bill, Paym
ent, 

M
aintenance, Com

m
union, Action &

 Aid.



N
aloxone (digression)

�
…

But as long as w
e’re talking about opioid-blockers, 

and because this is very im
portant, let’s take a quick 

tangent onto naloxone, essentially the short-acting, 
injectable analog of naltrexone –

and its use in 
overdose resuscitation.



R
esuscitation

in O
pioid Intoxication &

 Arrest

�
N

Y State W
orking-G

roup on R
esuscitation 2016

�
https://w

w
w

.health.ny.gov/diseases/aids/general/opioid_overdose_preve
ntion/docs/resuscitation_training.pdf

�
“The m

ost recent Am
erican H

eart Association (AH
A) guidelines prioritize 

chest com
pressions and defibrillation for cardiac arrest. R

escue ventilation 
is part of CPR

 algorithm
s designed for professional first responders and 

health care w
orkers, but CPR

 training for com
m

unity responders does not 
include rescue ventilation anym

ore.”
�

The issue of chest com
pressions, rescue breathing, or both is rendered 

relatively m
oot in a setting such as H

onolulu, w
here first responder tim

e is 
com

m
only 4-8 m

inutes.  N
eighbor island experience argues for com

bined 
approach, but m

ost lay persons are reluctant to perform
 rescue breathing.

�
All first responder units (Fire, EM

S, W
ater Safety; increasingly PD

s) in 
H

aw
aii carry naloxone.

�
The naloxone can’t circulate if the heart is not pum

ping.



N
icotine D

ependence

N
icotine R

eplacem
ent Therapies (N

R
T): gum

, patch, spray
Increase quit rates 1.5 –

2x 
M

eds + therapy = 15-30%
 quit rate

Can com
bine passive and active N

R
T

D
uration of therapy –

8-12 w
eeks

Effects of m
eds w

ane over tim
e

Vaping is nota validated approach
N

on-N
icotine R

eplacem
ent Therapy (N

N
R

T)
Bupropion

(W
elbutrin) –

m
ixed antidepressant, M

O
A 

unknow
n

Varenicline
(Chantix) –

nicotine partial agonist
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