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• What is the Opioid Crisis?
• Who is affected by it?
• What is the biologic basis of addiction?
• What treatments are available?
• How can this need be met in primary care?
• What will this look like here at Heater Road? 

Our goals for today’s discussion:



The Opioid Epidemic

• 5 million Americans report using prescription opioids non-medically
• 2.5 million meet criteria for opioid dependence
• Drug overdoses > MVAs for leading causes of death
• 1 in 5 pregnant women filled an opioid prescription during 

pregnancy

Substance Abuse and Mental Health Services Administration. 
Results from the 2012  National Survey on Drug Use and Health. 
Department of Health and Human Services.

Presenter
Presentation Notes
More endemic than epidemic. Waves over the years. Not recent- Started over 20 years ago and slowly worsened. 14.5 years ago , in this same room- I was giving my interview talk on the same topic. What is different lately is



National Vital Statistics System
Mortality File



NH Drug Monitoring Initiative September 2017
2017: 488
2018: 438* proj.

Presenter
Presentation Notes
OD spike in the past few years due to the introduction to the black market of fentanyl made in underground labs in China
Fentanyl is 50x stronger than heroin- easier to smuggle, but dangerous due to unpredictable dosing.  
NH 2nd in the country for per capita deaths from opioids
Silver lining- this recent spike has finally caught the attention of government and healthcare systems- leading to increased resources for tx



https://www.emcins.com/losscontrol/insights-d/2018/05/opioids/
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Deaths are the tip of the iceberg

SAMHSA NSDUH, DAWN, TEDS data sets
Coalition Against Insurance Fraud. Prescription for Peril.
http://www.insurancefraud.org/downloads/drugDiversion.pdf

Presenter
Presentation Notes
Deaths are what we measure, but…a lot of other harms to users, families/friends and society

http://www.insurancefraud.org/downloads/drugDiversion.pdf
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Who is affected? 

All these people (and many more) died of a heroin overdose in 2015
Project Heroin, Palm Beach County, Florida https://www.palmbeachpost.com/wall/  

Presenter
Presentation Notes
This is a shot from “project heroin” out of FL about a year ago – everyone in this picture died from an opioid death in the last year.  
Studies now clearly show us that this is an issue cutting across cultures, across all levels of wealth, and affecting all corners of the US (and world).  
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So what is causing this?  

At first … DOPAMINE

Dopamine is the brain chemical most closely linked to intense feelings of pleasure 
and well being

Eating Chocolate = increase x 1.5
Having sex = increase x 2
Nicotine = increase x 2.5
Using Meth, Opiates = x up to 10



<- Philadelphia Inquirer, “How opioids reshape your brain, 
and what scientists are learning about addiction” online 
edition, updated July 26,2018. 
http://www.philly.com/philly/health/addiction/what-science-
knows-about-how-opioids-reshape-your-brain-20180724.html
accessed 1/10/2019

^Brain Disease Model of Addiction. Volkow, Koob, 
McClellan, NEJM 2016

Presenter
Presentation Notes
Emphasize the bio-chemical changes that occur in chronic use – addiction is a disease with physical changes – in this way it is no different than diseases like high blood pressure or diabetes. The distinction is that, as the brain is affected, behaviors are changed – similar to how someone with obsessive-compulsive disorder may struggle to stop washing hands despite the harm, someone who is addicted may find themselves using even knowing it’s harming themselves and their loved ones

http://www.philly.com/philly/health/addiction/what-science-knows-about-how-opioids-reshape-your-brain-20180724.html


Need and interest in treatment



Background – 2017 WA State Syringe Exchange Survey

Presenter
Presentation Notes
 Washington State data – I have no reason to suspect people with opioid use disorder there are significantly different than here in these preferences



What treatment options would you be 
interested in if they were easy to get?

Presenter
Presentation Notes
This is again Washington State data – I have no reason to suspect people with opioid use disorder there are significantly different than here in these preferences



• Acute care paradigm inappropriate (i.e., “get clean” detoxing 
with no further support)

• Comparable to asthma, high blood pressure, type 2 diabetes:
• Genetic heritability
• Role of personal responsibility, environment
• Pathophysiology (changes to biology)
• Response to treatment, relapse/compliance

• Effective medications available
• Primary care is the best place for chronic disease management 

and continuity 

Drug Dependence, a Chronic Medical Illness
-McLellan, JAMA 10/4/02

Presenter
Presentation Notes
Compare to pna: 4-5 d detox and you’re all better- detox is not treatment, just the start; primary care- specialize in chronic dz managment and continutity
50% med noncompliance, <30% compliance with lifestyle changes



Targeted model for treatment
Brain Stem:
Locus ceruleus
noradrenergic

“physical”
withdrawal detoxification

Midbrain:
Mesolimbic 
reward center
Dopamine/NA

Protracted 
abstinence 
syndrome
3-6 months

Abstinence
Meds
counseling

Cortex:
Associative 
memories

Conditioned 
responses, 
craving

Counseling:
Avoiding 
triggers

Presenter
Presentation Notes
	Detox isn’t drug treatment/doesn’t cure addiction - need chronic treatment



Full MU Agonist:

Methadone

Partial MU Agonist:

Buprenorphine

FMU Antagonist:

Naltrexone

• Naltrexone has the highest receptor BINDING AFFINITY, then buprenorphine, 
then methadone

Medication Assisted Therapy

Presenter
Presentation Notes
Quickly move through here – point that each medication has different potency for effect (“high”) and it’s the reverse for one “forcing out” another i.e. naltrexone will force out bup, which in turn will force out methadone / heroin / etc
We are not equipped to do methadone, only bup (waivered providers) and naltrexone (ANY provider)



Intrinsic Activity: Full Agonist (Methadone),
Partial Agonist (Buprenorphine), and 
Antagonist (Naloxone)

Presenter
Presentation Notes
Quick here too - Because bup only partial agonist, does not give “high” but keeps both withdrawal (from lack of stimulation) and overdose (from over-stimulation) at bay
Agonist effect at low doses, increasing antagonist effect at higher dosesCeiling effect
This has ramifications for efficacy treating OUD, initiating the drug, and treating pain
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Opioid Agonist Therapy (OAT)
Buprenorphine (& Methadone)



 OUD is associated with a 10x increase in 
mortality

 OAT reduces all cause mortality by 70%
 OAT reduces overdose mortality by 80%
 Mortality risk in the 4 weeks immediately after 

cessation of treatment is high (>30/1000 
person years)

Presenter
Presentation Notes
Life saving- but treatment gap with access<<<need



Presenter
Presentation Notes
One model to integrate BH into PC- not just co-location, but supporting PC to address common BH issues
Based on Wagner’s chronic care model, proven to work well for depression/anxiety, with 5-6:1 ROI
Team driven, population focused, measurement guided, evidence-based.
We are doing this already in part for other mental health conditions and would expand this to bup



Stigma

• “A mark of disgrace that sets a person apart. When a 
person is labeled by their illness they are seen as part of 
a stereotyped group. Negative attitudes create prejudice 
which leads to negative actions and discrimination.”

• Adds to feelings of shame, self-blame, hopelessness and 
distress

• Leads to reluctance to seek and accept help
• Interferes with institutional and government support for 

treatment and prevention

Presenter
Presentation Notes
An issue for all mental health disorders, but especially for substance use disorder



Reducing Stigma

• Understand addiction as a brain 
disease with genetic and 
environmental pre-disposing 
factors- ACE

• Offer compassionate support
• Be respectful and non-

judgmental 
• See a person for who they are
• Avoid hurtful labels and 

language

• Initiating drug use was 
(probably) a choice, but 
addiction is not.  Blame the 
disease, not the person with the 
disease

• People with addiction are 
suffering and feeling vulnerable

• Avoid stereotypes

Presenter
Presentation Notes
An issue for all mental health disorders, but especially for substance use disorder





Delete

Presenter
Presentation Notes
To my mind, and of many involved in opioid use disorder treatment, preventing DEATH from overdose is the #1 priority. Small shout-out to prescribing naloxone, which anyone can do, which can be lifesaving for any of your patients on high-dose opioids (or their loved ones, children who may stumble upon meds by accident, etc).



Referral to Treatment: Resource Website

Presenter
Presentation Notes
Referral to treatment, 



Presenter
Presentation Notes
Ohio, New Yorker photo essay
(Should be last slide in deck to stress importance of our role to play)
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