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Learning Objectives

» Recall opioid use disorder and overdose death epidemiological trends
» Describe signs and symptoms of opioid overdose and appropriate steps for response

* |dentify naloxone pharmacology, role in therapy, and prescribing and administration
principles

» Describe the disease of addiction and its impact on basic neurobiological systems
» Recall the impact of stigma on patients and the general public

* |dentify non-stigmatizing words and phrases that can be used to engage patients and
build trust

» Qutline steps that can be taken today to reduce stigma in your pharmacy or health-
system




*~ https://jjie.org/2011/08/03/heroin-part/
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https://jjie.org/2011/08/03/heroin-part/
https://www.wave3.com/story/38198039/thousands-take-advantage-of-needle-exchange-program/
https://www.medicalnewstoday.com/articles/is-suboxone-addictive
https://www.inlander.com/spokane/supply-and-demand/Content?oid=2443887
https://www.bostonmagazine.com/health/2017/10/23/needle-litter-boston/
https://www.bcpharmacy.ca/tablet/fall-19/nasal-naloxone-delivery
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Maine Overdose Deaths: state in overdose deaths
An Ongomg Tragedy
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What is preventing people with OUD from accessing 11
treatment?

Access is limited due to a dearth of buprenorphine prescribers in Maine

Buprenorphine Prescriptions 2018 - Present
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—e— Number of Buprenorphine Prescuptions

Mental health services capacity is extremely low and worsening in the post-
pandemic mental health crisis

Mainedrugdata.org



The 4 Waves of the Opioid Epidemic in the US

31,335 synthetic opioids other

>80% of people who use e soethedons
heroin started with 26,677 Stimelante (cocaine and
prescription opioids

14,975 Prescribed opioid analgesics

Wave 1: 4
prescription opioids 14,996 Heroin

PSSy
Wave 2: heroin

Overdose deaths from 1999 to 2018 for prescription-type opioid analgesics, heroin, synthetic opioids other than methadone (i.e.,
fentanyl-related compounds), and stimulants (methamphetamine and/or cocaine).

Comptan WP et al. J Gen Intern Med 35(Suppl 3):5891-54
Jones CM. Drug Alcohol Dep. 2013;132:95-100.




This work matters! 13

. . . . « But there is more
25 million people in the US are in work to do...

recovery!” - US SAMHSA Director and

PILTR Tom Coderre
* In the US, only

1/3 of
Tom Coderre adult Americans
Acting Deputy Assistant Secretary for Mental Health and Substance W-i t h O U D re Ce‘i Ved

Use

treatment (2015 -
2017)

Jones and McCance-Katz, 2019



OUD is complex and mental healthcare is



Opioids are not an evidence-based treatment
for mental illness, yet...

51.4% of US opioid prescriptions are for individuals
with a mental illness, who are only 16% of the US
population

Emotional pain and physical pain are both associated
with activation of the same location: the anterior
iInsula and the anterior cingulate cortex — and opioids

relieve both

Davis, J Am Board Fam Med. 2017;30(4):407-417.
Sturgeon JA, Zautra AJ. Pain Manag. 2016;6(1):63-74.
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Quotes from people in long term
recovery: 1mt1al opioid use

" “Taking opioids
provided relief
from
discomfort for
the first time

1 in my life.”

“After that first dose of
opioids, | had peace, calm.
Just for a second, the daily
pain was gone and there was
nothing.”




Opioids and Suicide

* Significant overlap between death by unintentional
overdose and death by suicide (deaths of despair)

« Up to 30% of “unintentional overdose” deaths are likely
death by suicide

» After 30% adjustment, approximately one quarter of all
suicides in 2017 were by opioids



Suicide and unintentional overdoses
in subpopulations of people

» Higher rates of death by suicide and OD in men and young people

« Rates of OD and death by suicide varied among race and are
lowest in Asian and Pacific Island people

» People who are LGB are 5x more likely to attempt suicide
e Suicidality occurs in almost half of bisexual women

Heterosexual

Bisexual
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Suicide in the US (2020) as a Cause of Death

R

Ranking
10 - 14 years 2
15 - 24 years 3
25 - 34 years 2

| 45 - 54 years 7/
55 - 64 years 9
All ages 12

tatistics/suicide
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Adjusted Odds Ratio of Suicide Attempt in
Primary Multivariate Analyses
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What reduces the risk of suicide in OUD?

Buprenorphine 0.23 - 0.52
Methadone 0.21 - 1.08

Naltrexone 0.67 - 2.44

*adjusted for age, gender, race, psychiatric conditions,
and healthcare utilization

htips://qjp.psychiatryonline.org/doi/10.1176/appi.ajp.2021.210707002url_ver=239.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%20%200pubmed



Obj 2: Describe signs and symptoms of opioid
overdose and appropriate steps for response




Recognizing an Opioid Overdose

Jverdose
sciousness

e but unable to talk

{ thing and pulse slow and shallow, erratic, or stopped

nal

‘Body very limp

Face pale or clammy

Vomiting

Snore-like gurgling noise
Unresponsive to outside stimuli

Skin tone turns bluish purple (lighter skin tones) or grayish
or ashen (darker skin tones)

Fingernails and lips turn blue or purple


https://harmreduction.org/issues/overdose-prevention/overview/overdose-basics/recognizing-opioid-overdose/

Opioid Overdose Mnemonic: B.L.U.E.

Pinpoint pupils.

Recognizing Overdose & What to Do (rchsd.org)



https://www.rchsd.org/health-safety/pain-management/recognizing-overdose-what-to-do/

- suspected opioid poisoning

Check for response

Responding to an Shout for help
S Call 911
Opioid Overdose Open airway

GIVE NALOXONE

Is the person
breathing
normally?

Rescue position
Observe until EMS

Dose the person
have a pulse?

Provide rescue Start CPR
breathing only if trained
Observe until EMS while

arrives/transport awaiting

' \‘ to hospital EMS

Recovery position with text - Generation Rx
Adapted from: Opioid-associated out-of-hospital cardiac arrest: distinctive clinical Give more naloxone 3-5 min after first dose if no response

features and implications for health care and public responses: a scientific
statement from the American Heart Association. Circulation. 2021;143:e836-e870.
doi: 10.1161/CIR.0000000000000958

arrives/transport to
hospital



https://generationrx.org/learn/helping-others/recovery-position-with-text/

Training works!

Recognizing opioid poisoning

Using stimulus to assess individual’s response
Differentiating cardiac from respiratory arrest

Using vitals and cardiac monitors

|dentifying opioid poisoning vs other drug poisonings
Activating EMS

Administering naloxone

Titrating naloxone dose

Opioid-associated out-of-hospital cardiac arrest: distinctive clinical features and implications for health care and public responses: a scientific statement
from the American Heart Association. Circulation. 2021;143:e836—e870. doi: 10.1161/CIR.0000000000000958




General risk factors for opioid overdose:

0

Opioid dependence, particularly following reduced tolerance

se of prescription opioids (esp 250 MME)
e
onprescribed use of opioids or other substances, including

counterfeit
i

Use of opioids with other sedating and/or respiratory depressing
substances

s

Use of opioids in patients with medical conditions

Access to opioids in the home by those other than the patient

Following detoxification
without subsequent
treatment

After release from
incarceration or
hospitalization

After cessation of MOUD

BZDs, barbiturates, alcohol,
other sedatives, carisoprodol

DDils, liver or renal
disease

Susceptibility to
respiratory depression
(COPD, sleep apnea)
Increased risk of suicidal
ideation (depression,
bipolar disorder)




Points for Yes
Question Response

o In the past 6 months, has the patient had a healthcare visit (outpatient, inpatient or ED)
R'I S k I n d eX involving any of the following health conditions?’
Opioid dependence?*
Chronic hepatitis or cirrhosis?
Bipolar disorder or schizophrenia?
Chronic pulmonary disease (e.g., emphysema, chronic bronchitis, asthma, pneumoconiosis,
asbestosis)?
Chronic kidney disease with clinically significant renal impairment?
An active traumatic injury, excluding burns (e.g., fracture, dislocation, contusion, laceration,
wound)?
Sleep apnea?
Does the patient consume:

Score (Points) Avg. Predictive An extended-release or long-acting (ER/LA) formulation of any prescription opioid?® (e.g.,
Probability (%) OxyContin, Oramorph-SR, methadone, fentany! patch)

Methadone? (Methadone is a long-acting opioid so also check “ER/LA formulation” [9
points])
Oxycodone? (If it has an ER/LA formulation [e.g., OxyContin] also check “ER/LA for-
mulation” [9 points])
A prescription antidepressant? (e.g., fluoxetine, citalopram, venlafaxine, amitriptyline)
A prescription benzodiazepine? (e.q., diazepam, alprazolam)
Is the patient’s current maximum prescribed opioid dose”:
>100 mg morphine equivalents per day?
50—-<100 mg morphine equivalents per day?
20—-<50 ma morphine eauivalents per dav?
In the past 6 months, has the patient:
Had one or more emergency department (ED) visits?
Been hospitalized for one or more days?
Total point score (maximum 115)

Zedler B, Xie L, Wang L, Joyce A, Vick C, Brigham J, Kariburyo F, Baser O, Murrelle L. Development of a Risk Index for Serious Prescription Opioid-Induced Respiratory Depression or Overdose in
Veterans' Health Administration Patients. Pain Med. 2015 Aug;16(8):1566-79.
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Harm Reduction

Meets the patient where they are. - iy

“Emphasizes the measurement of
health, social and economic
outcomes, as opposed to the
measurement of drug
consumption.””

' Qverdose Prevention Centers [/Drug Policy®

Advocates Analyze Advantages of Syringe Access - North Carolina Health N

Canadian Pediatric Society - POSITION STATEMENT (AH 2008-01) - Harm reduction: An approach to reducing risky

Addiction Medicine Primer (cdc.gov) health behaviours in adolescents. Paediatr Child Health 2008;13(1):53-56.



https://www.cdc.gov/opioids/addiction-medicine/pdf/addiction-medicine-primer_508.pdf
https://www.northcarolinahealthnews.org/2012/06/19/advocates-analyze-advantages-of-syringe-access/
https://icer.org/news-insights/press-releases/icer-publishes-evidence-report-finding-that-supervised-injection-facilities-save-lives-and-money/
https://drugpolicy.org/issues/supervised-consumption-services

) . o | MAINE DRUG DEATHS BY QUARTER
et S CO n S] e r o WITH OR WITHOUT NONPHARMACEUTICAL FENTANY).
LISTED AS A CAUSE OF DEATH
2009-2020

» Non-pharmaceutical fentanyl causes
almost every overdose death in
Maine

It’s in everything!
It’s everywhere!

A lethal dose of fentanyl:

Nonpharmaceutical Fentanyl

Pharmaceutical Opioid without Nonpharmaceutical Fentanyl

= Benzodiazepine without Nonpharmaceutical Fentanyl

Source: Marcella H. Sorg, PhD
Margaret Chase Smith Policy Center, University of Maine

Fentanyl - Options (knowyouroptions.me)

Counterfeit Pills fact SHEET-5-13-21-FINAL.pdf (dea.gov)



https://knowyouroptions.me/fentanyl/
https://www.dea.gov/sites/default/files/2021-05/Counterfeit%20Pills%20fact%20SHEET-5-13-21-FINAL.pdf

One Pill Can Kill
Initiative & Social Media Campaign

Authentic Fake

One red line = posltlve for fentanvl

Two red lines = negative for fentanyl

How To Use Fentanyl Test Strips — Trystereo | New Orleans Harm Reduction . pecerer 2021.pdf
/ Network https: //www.dea.gov/onepill



https://www.dea.gov/onepill
https://www.dea.gov/sites/default/files/2021-12/DEA-OPCK_FactSheet_December%202021.pdf
https://trystereo.org/fentanyl-test-strips-how-to

Know & Share Resources

OPTIOINS
SAVE LIVES

Filter by County Q x
ALL COUNTIES

ANDROSCOGGIN []

* Resources - Options N
(kn Owyou ropt'ions. CUMBERLAND []

FRANKLIN []

me ! HANCOCK []

KENNEBEC [ ]

 Resource Center | (el o e
National Harm Filter by Service

ALL CATEGORIES

Red UCtion Coa li ti On NALOXONE DISTRIBUTION [ ]

SYRINGE SERVICE PROGRAMS D

7 SAMHSA ODiOid PREVENTION [] ‘ )
Overdose Toolkit oo UpLs i WREAA

TREATMENT [|

GENERAL SUPPORT [ ]


https://knowyouroptions.me/resources/
https://harmreduction.org/resource-center/
https://store.samhsa.gov/sites/default/files/d7/priv/sma18-4742.pdf

There’s an app for that!

£ Download on the
a App Store

DIAL 911 NOW

All you need to say Is
OD RESCUE

Someone is not breathing

Be sure to provide a clear
address or location

GOOD SAMARITAN LAW INFO

OTHER INFORMATION BEGIN INSTRUCTIONS

GETITON

P> Google Play

App name: OD-ME 34

W BEMN®

00 App

Press plunger firmly to Pinch the person’s nose
administer the dose into closed and give two rapid
the person's nose breaths into their mouth

CONTINUE CONTINUE



Naloxone Educational Resources

..........

2 : A Sf:
[ spi v/{{/{ouwbe.com/ watch?v=0w-us7fQE3s

ttps: //www.youtube.com/watch?v=WoSfEf2B-Ds

al Information Service academic detailing naloxone info:

7
ed. %%ﬁes/default/files/content/MICIS Naloxone Provider 110316%2002.pdf

_____ s . ;
eme/{%f/{/ﬁ////snes/default/ﬁles/content/MICIS Naloxone PatientFlyer 041416.pdf

/{/{ﬁ/g/throughout the country:

o k
; ;;‘p/r/,/otéét.orglmdlwdual-resources/where-to-qet-naloxone/



http://prescribetoprevent.org/
https://www.pbm.va.gov/PBM/academicdetailingservice/Opioid_Overdose_Education_and_Naloxone_Distribution.asp
https://www.youtube.com/watch?v=0w-us7fQE3s
https://www.youtube.com/watch?v=WoSfEf2B-Ds
https://www.mainemed.com/sites/default/files/content/MICIS_Naloxone_Provider_110316%2002.pdf
https://www.mainemed.com/sites/default/files/content/MICIS_Naloxone_PatientFlyer_041416.pdf
http://prevent-protect.org/individual-resources/where-to-get-naloxone/




Naloxone History

* Novel opioid antagonist
in the 1960s

* Dose guidelines &
formulations have
evolved

Harm minimisation for drug misusers

When second best may be best first

A quiet revolution is taking place in British responses to drug
misuse. Harm minimisation is the new buzz word and refers
to the component of care that makes reducing the harm that
comes from drug use its main objective. Combating drug use
then becomes the means to the end rather than the end itself.

At its centre the debate is about goals: working towards
either stable abstinence or the less ambitious goal of reducing
the harm from continued drug use in the belief that this is
more achievable.' Essentially, harm minimisation is the
triumph of pragmatism over purism: the acceptance that
second best may be best first.

Elsewhere in medical practice harm minimisation is
regarded as good secondary preventive health care. If
cigarette smokers cannot give up they are advised to go for
second best by switching to filter cigarettes or low tar
varieties. Diabetic patients are advised on dietary and drug
regimens but are also advised about self monitoring and
emergency management in the event of loss of glycaemic
control. People are regularly advised to drink moderately to
avoid the health hazards associated with heavy alcohol
consumption.

Even in drug misuse the concept is not new: 20 years ago
some of the new drug clinics and day centres provided not

BM] voLUME 304 2 MAY 1992

only needles and syringes but also instructions on injecting
technique’* and special on site fixing rooms.' In 1984 the
Prevention Report made it clear that the goal of reducing drug
use must exist alongside the goal of reducing the harm of
continued drug use.’® Since then various British reports have
recognised that some drug use will inevitably exist.'® They
have legitimised efforts to reduce the harm of continued drug
use while still endorsing efforts to counter drug use itself. The
real issue becomes the balance between these strategies.

HIV has given harm minimisation a new prominence, and
attempts to reduce sharing of syringes and unprotected sex
have become key elements of this work. Harm minimisation is
now being extended beyond HIV infection to overdose and
hepatitis—as pioneered in Italy and the Netherlands.™
Descriptions of harm minimisation now appear in the
Department of Health’s new guidelines on managing drug
misuse."

When it comes to drug misusers the new guidelines from
the Department of Health clarify the responsibilities for all
doctors and the legitimacy and importance of strategies to
minimise harm." Drug misusers have a right to health care
regardless of doctors’ moral indignation or prejudices.
Abstinence (at least in the short term) is not the only

1127

FDA-approved
naloxone 4 mg IN

Naloxone autoinjector
0.4 mg IM

FDA-approved
naloxone 8 mg IN

Naloxone autoinjector 2 mg IM,

(Naloxone autoinjector
FDA-approved naloxone 2 mg IN

discontinued)

2014 2015 2017 2020 2021

Rzasa Lynn R, Galinkin JL. Naloxone dosage for opioid reversal: current evidence and clinical implications. Ther Adv Drug Saf. 2018 Jan;9(1):63-88.



Harm minimisation for drug misusers

When second best may be best first

3 O ye a rS a g O coe A quiet revolution is taking place in British responses to drug

misuse. Harm minimisation is the new buzz word and refers
to the component of care that makes reducing the harm that
comes from drug use its main objective. Combating drug use
then becomes the means to the end rather than the end itself.

At its centre the debate is about goals: working towards
either stable abstinence or the less ambitious goal of reducing
_ _ _ _ elief that this is

Perhaps a case can be made for distributing ampoules of the [riston is e

acceptance that

opiate antagonist naloxone. Its potential for abuse is nil, the Liimison i
risks are probably minimal, and considerable benefit may

accrue if drug users could give emergency doses of antagonist
to fellow injectors who 1nadvertently overdose.

Harm minimisation must now move to a stage where the
critical researcher is not outlawed as a heretic but welcomed as
a scientist.

k moderately to
heavy alcohol

JOHN STRANG
Consultant Psychiatrist
MICHAEL FARRELL
Research Senior Registrar

only needles and syringes but also instrucica. on injecting
technique’’ and special on site fixing roums. In 1984 the
Prevention Report made it clear that the goal of reducing drug
use must exist alongside the goal of reducing the harm of
continued drug use.’ Since then various British reports have
recognised that some drug use will inevitably exist.'®* They
have legitimised efforts to reduce the harm of continued drug
use while still endorsing efforts to counter drug use itself. The
real issue becomes the balance between these strategies.

HIV has given harm minimisation a new prominence, and
attempts to reduce sharing of syringes and unprotected sex
have become key elements of this work. Harm minimisation is
now being extended beyond HIV infection to overdose and
hepatitis—as pioneered in Italy and the Netherlands.”
Descriptions of harm minimisation now appear in the
Department of Health’s new guidelines on managing drug
misuse. "

When it comes to drug misusers the new guidelines from
the Department of Health clarify the responsibilities for all
doctors and the legitimacy and importance of strategies to
minimise harm." Drug misusers have a right to health care
regardless of doctors’ moral indignation or prejudices.
Abstinence (at least in the short term) is not the only

1127

Strang J and Farrell M. Harm minimisation for dru
misusers. BMJ 1992:304:1127-1128.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1882091/pdf/bmj00071-0007.pdf

Naloxone Safety
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Naloxone Pharmacology
Highlights

Onset varies by route
Serum t %2 approx. 60 min (30-90)

Extensive first-pass metabolism: poor
oral absorption

No universal effective dose
» Presence of fentanyl and analogues
» Dosing approach by setting

» Hospital: Reverse overdose while
avoiding withdrawal = small initial dose

« Community: Risk of under-dosing > risk
of withdrawal = minimum effective dose

~

=i~ 4mg - one spray (0.1 ml of 20mg/mL) in each nostril
0.4 mg IM injection
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Summary Review NDA 208411/S011 (fda.gov)

Table 2. p-Opioid Receptor Binding Affinities (Ki) for
Commonly Used Opioids and Antagonists

Opioid Ki (nM)
Buprenorphine 0.2157°
Hydromorphone 0.36543
Morphine 1.168°2
Fentanyl 1.346°

Naloxone 1.518°

Methadone 3.3783
Oxycodone 25.873
Hydrocodone 41.58°

Codeine 734.22
Tramadol 12,4862

Opioids with low Ki values have greater binding affinity at the p
receptor but do not necessarily have greater potency compared to other
opioids. Affinity is not potency!


https://www.accessdata.fda.gov/drugsatfda_docs/summary_review/2017/208411s001SumR.pdf

Naloxone Prescribing and Distribution

Title 32: PROFESSIONS AND OCCUPATIONS §13821 53

Chapter 117: MAINE PHARMACY ACT
Subchapter 11-A: PRESCRIBING AND DISPENSING OF NALOXONE HYDROCHLORIDE

F1513812

§13815. Authorization
L Rules for dispensing naloxone hydrochloride.

[BL 2017, c. 364, §6 (RP).]

2. Rules for prescribing and dispensing naloxone hydrochloride. The board by rule shall establish standards for authorizing pharmacists to prescribe and dispense naloxone hydrochloride in accordance with Title 22,
section 2353, subsection 2, paragraphs A-1 and C-1. The rules must establish adequate training requirements and protocols for prescribing and dispensing naloxone hydrochloride when there is no prescription drug order,
standing order or collaborative practice agreement authorizing naloxone hydrochloride to be dispensed to the intended recipient. Rules adopted under this subsection are routine technical rules as defined in Title 5, chapter 375,
subchapter 2-A. A pharmacist authorized by the board pursuant to this subsection to prescribe and dispense naloxone hydrochloride may prescribe and dispense naloxone hydrochloride in accordance with Title 22, section

2353, subsection 2, paragraphs A-1and C-1

Title 32, §13815: Authorization (mainelegislature.org)

Pharmacist authorization to dispense naloxone saves lives.


https://mainelegislature.org/legis/statutes/32/title32sec13815.html

From: Association Between State Laws Facilitating Pharmacy
Distribution of Naloxone and Risk of Fatal Overdose

JAMA Intern Med. 2019;179(6):805-811. doi:10.1001/jamainternmed.2019.0272
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Year Relative to Adoption
Outcome was opioid-related fatal overdoses per 100 000.

42



Intranasal Naloxone Administration

asal ¢ — Needs no assembly.« *Some products may have a red cap
Do not test the device. Each device on the plunger = need to remove
only works once. You may need both prior to use

NARCAN iafore ) 7 s iy
NASAL SPRAYams | evices

DD NOT TEST DEVICES OR OPEN BOX BEFORE USE-
Use for nwwn«mnudopbummh

'm'm"“ e o AL, - 1 back the A \~ 19

in 0.1 mL of n:

TWO Puacrcalt(mnmum\rew 5= %E . paCkage to remove / \i)
= - ‘ the device. i 7

‘ NDC 594-67-679-0‘17“” ony 5 ace and hold o,
& Kloxxado. the tip of the nozzle &~
nasal spray 8 mg in either nostril. ?

Use KLOXKAD sl oy or o o Prescribing instructions for each

suspected opioid overdose

uoNOTHEyOVEKL“**""”"““'SW""M . formulation available here:

g two 8-mg nasal spray devices \ nress the plunger P » & 3 .

Lol | Sl 44 LY Primary, Chronic Pain and
DO NOT TEST D ) iy to release the Lue Palliative Care Settings

S0l ' ~ dose into nose. :
Lol i (prescribetoprevent.org)

Two Pack
RE USE
CHECK PRODUCT EXPIRM’ION DATE BEFO

2
;
3
3



https://prescribetoprevent.org/prescribers/palliative/
https://doh.wa.gov/sites/default/files/legacy/Documents/Pubs/150-126-NaloxoneInstructions.pdf

Injectable — This requires assembly.

Remove cap ]
from naloxone vial

Other naloxone formulations onduorthe -

needle.

Insert needle

|
|

- plig S v
Prior to intranasal Pabakar T
formulation, kits with 4 Gewin. 2 |
nasal atomizers were £
common. ' .
- C fo
Evzio auto-injector (& tigh musce.
generic equivalent) IR W Iy

discontinued from the US
market in 2020.



Pregnancy, Pediatrics, and Pets N

1-800 -222- 1222

]
®00
SININ

* Pregnancy - naloxone should be used in the case of maternal overdose to
save the woman’s life.

 Pediatric naloxone dosing

 Intranasal: 4 mg
 |V: Usual initial dose 0.01 mg/kg; published ranges of 0.001-0.005 mg/kg/dose (PALS)

to 0.001-0.02 mg/kg/dose, increase to 0.1 mg/kg/dose (AAP)
» Pets may become exposed to opioids and naloxone dosing is available in

veterinary resources
 Benchmark starting dose of 0.04 mg/kg IV

Safe medication storage and disposal are critical!
ASAM Guideline for Treatment of OUD 2020



https://sitefinitystorage.blob.core.windows.net/sitefinity-production-blobs/docs/default-source/guidelines/npg-jam-supplement.pdf?sfvrsn=a00a52c2_2

Opioid reversal naloxone dosages by species

Dogs & Cats 0.001 - 0.04 mg/kg IV, IM, SC, IO Typical starting dose is 0.04

mg/kg IV; may repeat Q2-3min. IM
W (dosages up to 0.1 - 0.2 mg/kg have been or SC effects may be delayed up

suggested depending on severity of the to 5 min.
patient)

Horses 0.01 - 0.05 mg/kg IV Duration of effect can be very
( short (30 min)

Rabbits 0.01 - 0.02 mg/kg IV, IM, SC, or IP Wide range of anecdotal dosages
(& rodents, 0.005 - 0.1 mg/kg

small mammals)

Reptiles 0.04 - 0.2 mg/kg SC

Plumb, Donald C. Plumb's Veterinary Drug Handbook. Stockholm, Wis. : Ames, lowa :PhrmaVet ; Distributed by
Blackwell Pub., 2005




Veterinary dosing quick reference chart

Dose determined by estimated weight
Weight 2.5 15
(kg)

Weight 10 20 30 40

(Lb)
Naloxone 0.4 mg/mL 0.04 0.25 0.5 1 1.5 2

solution for intravenous injection mg/ kg mL mL mL mL mL

Source: Veterinary Emergency & Critical Care Society (veccs.org) RECOVER Initiative CPR Emergency Drugs and Doses Chart



Naloxone Education Takeaways

- Important to include family and caregivers in the
conversation as they are the ones administering the

Naltoxone

- Pharmacists and pharmacy systems need to educate the
entire practice from the front clerk to tech to other
pharmacists about opioid overdose, take home
naloxone, and reducing stigma regarding patients with
substance use disorders
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LO #4: Describe the disease of addiction and




Addiction

Addiction is a treatable, chronic medical disease involving complex
interactions among brain circuits, genetics, the environment, and an
individual’s life experiences. People with addiction use substances or engage
in behaviors that become compulsive and often continue despite harmful
consequences.

Prevention efforts and treatment approaches for addiction are generally as
successful as those for other chronic diseases.

- American Society of Addiction Medicine



Understand substance use disorders as
chronic diseases

Comparison of Relapse Rates Between Substance

Use Disorders and Other Chronic Illnesses

Asthma

Hypertension
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“Relapse” = a recurrence of symptoms
requiring medical attention, which is an
indicator that an increase in level of care is

need ed Treatment and Recovery | National Institute on Drug
. . Abuse (NIDA) (nih.
Addiction Relapse Rates Compared to Those for Other Chronic Illnesses use (NIDA) (nih.gov)



https://www.beachhouserehabcenter.com/addiction-relapse-rates-compared-to-those-for-other-chronic-illnesses/
https://nida.nih.gov/publications/drugs-brains-behavior-science-addiction/treatment-recovery

Substance use disorders are chronic diseases

. As with all chronic diseases
- |dentification is done early, in primary care

. Condition is not cured, but managed
- When symptoms can’t be managed they may be referred to a higher level

- Risk of re-emergence of symptoms is reduced but not eliminated

- |deal treatment for addiction (like diabetes) is multi-faceted - involves
behavioral intervention, social services and medication for opioid use

disorder (MOUD)



Risk Ratio 95% Cl Risk Ratio 95% ClI
Untreated vs on MOUD 2.56 1.72 - 3.80 8.10 4.48 - 14.66
| 2.33 2.02 - 2.67 3.09 2.37 - 4.01
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Quotes from people in long term recovery:

‘| knew what | was. | knew what my
problem was.
| just couldn’t stop.”

P

o Transcribed by Nichols SD at the Maine Opioid
it - Augusta, Maine - July 15, 2019




Neurobiology
of OUD: Overview

v Food
v'Water
v Dopamine

\ == Opioid peptides
== Corticotropin-releasing factor

acutive == Dynorphin
-
Deficits

https://www.ncbi.nlm.nih.gov/books/NBK424849 /figure;ch2.f12/




Addiction pathways (reward, cognition,
motivation, and learning)
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Natural Rewards Elevate Dopamine

v
siscth Levels

i
Effects of Drugs on Dopamine Release

Morphine

Shr
& NIDA

Blum et al., J Genet Syndr Gene Ther 2012



Alternations in dopamine system function occur,
particularly with co-morbid stimulant use disorder
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Figure 4. A summary of dopaminergic alterations in stimulant users
https://www.ncbi.nim.nih.gov/pmc/articles/PMC5419581/pdf/emss- )



Homeostatic set point of hedonic tone:
reward and anti-reward 59

Homeostatic set-point in reward and anti-reward

REWARD

1 Set-point of hedonic tone is 4 L DA, GABA
determined by the balance
between the opposing reward [isnsk

. tone
and anti-reward pathways L,
] As addiction develops, there s o I
. . . n nic
is a change in hedonic tone e

as deviation of set-point
occurs when the reward
system is down-regulated and
the anti-reward system
becomes dominant 2 CRF, dynorphin, NA

ANTI-REWARD

https://www.frontiersin.org/articles/10.3389/fpsyt.2019.00592/full



Evolving from feeling euphoria to self-treating
dysphoria -> hypodopaminergic state
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Dopamine Seeking Behaviors

» Hypodopaminergic state leads to dopamine seeking behavior at
all costs

 This patient is in survival mode!
» Let’s all hold our breath for a minute.

» After 45s or so, what would you do for more oxygen (actually to
expel carbon dioxide)?

» Are you in survival mode seeking new air at all costs?
 What might help someone in this hypodopaminergic state?




ne Opioid Summit 2022. Bruce, a
en arrested for trafficking substances.




Time to stand up and stretch!
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Obj 5: Recall the impact of stigma on




Sara and Randy share stigma stories
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The biggest killer out there is stigma. Stigma keeps people in the
shadows. Stigma keeps people from coming forward and asking for
help. Stigma keeps families from admitting that there is a problem.

JEROME ADAMS, U.S. SURGEON GENERAL

)
ity


https://www.shatterproof.org/our-work/ending-addiction-stigma/understanding-addiction-stigma
https://www.shatterproof.org/our-work/ending-addiction-stigma/understanding-addiction-stigma

Percent of the public who do
not believe that a person
with a SUD is experiencing a
chronic medical illness such
as diabetes, arthritis, or
heart disease.

Published October 2021
https: //www.shatterproof.org/sites/default/files/2021-10/Shatterproof%20Addiction%20Stigma%20Index%202021%20Report.pdf



https://www.shatterproof.org/sites/default/files/2021-10/Shatterproof%20Addiction%20Stigma%20Index%202021%20Report.pdf

Stigma worsens treatment outcomes

- SUDs are among the most stigmatized conditions worldwide
- Patients are treated differently by healthcare providers when they have a SUD
Lower expectations for positive health outcomes and reduced hope
Resentment, frustration, countertransference, and provider burnout can result
- Stigma worsens treatment outcomes
Less likely to accept and engage in treatment; reduced motivation
More likely to drop out of treatment programs; reduced treatment adherence
- Caregivers’ attitudes are important in driving patient outcomes

Stigma Structural
Self Stigma Public Stigma Against MOUD Stigma

1. Substance Abuse and Mental Health Services. Center for Prevention of Application Technologies. Words Matter. November 2017.
2. Avery, J et al. HSS J. 2019 Feb;15(1):31-36. doi: 10.1007/s511420-018-9643-3. Epub 2018 Nov 1.



Impact of race-based medical discrimination on

SUD healthcare outcomes 69

* may experience poorer post- . I I I

treatment outcomes Treatment Provider Recurrence of

» are more likely to suffer fatal delay surprlsed Disengagement  symptoms
Ove rd Ose Fig. 2. Participant Affirmations of discrimination-based negative expectations of addiction treatment.

* Relative to White peers, Black
patients with substance use disorders: .

* experience delays in care access

e are less often offered evidence-
based addiction treatment

e are less likely to complete or
remain in treatment when
enrolled
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Hall et al. Journal of Substance Abuse Treatment 133 (2022)



Resources

Office of National Drug Control
Policy: Changing the Language of
Addiction

Words Matter - Terms to Use and
Avoid When Talking About Addiction

Language, Substance Use Disorders,
and Policy: The Need to Reach
Consensus on an “Addiction-ary”

Breaking Through the Wall of
Stigma

Ending the Stigma of Addiction

related to stigma

Addiction Medicine Primer

In 2016, the Obama Administration provided a succinct overview of then-
current attitudes and understandings of addiction that may still be
relevant. It includes examples of stigmatizing language and suggested
alternative language.

A National Institute on Drug Abuse (NIDA) webpage on the origin of stigma
around substance use disorders, how it affects people, and the
importance of using non-stigmatizing language and behaviors.

Abstract for a “perspectives” article by Kelly, Saitz, and Wakeman and
published in a 2016 issue of the journal Alcoholism Treatment Quarterly.
The authors detail the concepts, evidence, and conclusions underlying
their argument that an updated vocabulary for discussing addiction is
necessary.

NIDA “Research Spotlight” describing a variety of efforts aimed at
preventing stigma from remaining a barrier to treatment for individuals
and families. Features links to several video interviews.

The Shatterproof webpage shares information on learning what stigma is,
how stigma affects the opioid epidemic, and guidance on how reducing
stigma through language choices. A PDF of the Addiction Language Guide
is available.


https://obamawhitehouse.archives.gov/ondcp/changing-the-language-draft
https://nida.nih.gov/nidamed-medical-health-professionals/health-professions-education/words-matter-terms-to-use-avoid-when-talking-about-addiction
https://idhdp.com/media/530474/language-substance-use-disorders-and-policy-the-need-to-reach-consensus-on-an-addiction-ary.pdf
https://www.heal.nih.gov/news/stories/breaking-through-the-wall-on-stigma
https://www.shatterproof.org/our-work/ending-addiction-stigma
https://www.cdc.gov/opioids/addiction-medicine/pdf/addiction-medicine-primer_508.pdf
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LO #6: ldentify non-stigmatizing words and phrases
that can be used to engage patients and build trust

st hosp tal discharge scripts. He tells you he was

] us fentanyl use. You would like to offer him
-

A0 ||
e

,/‘»/ 1on measure.”

%

high risk of opioid overdose and | can prescribe you
S d %?dﬁ;‘é, until you can qUit-,’
use disorder, you are at high risk of opioid overdose and

[l All OPI0
i 2
////Z me naloxone as a harm reduction measure.”
na/// opioid use disorder, you are at high risk of opioid overdose and

ou take home naloxone as a crutch until you quit.”

C
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Quotes from people in long term revery
impact of stigma

“Hearing ‘'you already had / “The idea of
your one chance’is hard. | ‘once a

Recovery after the first try Is junkie,
very uncommon; look at always a
smoking, which requires 13- junkie’ is
devastating.”

33 times.”

Maine Opioid Summit - Augusta, Maine - July 15, 2019
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What are these?

- - a - N
ealth Services. Center for Prevention of Application Technologies. Words Matter. November 2017.







Adverse childhood experiences are highly
correlated with substance use

o correlates with smoking, obesity, depression, suicide attempts /75

Self identifying as an
| “alcoholic”

ed. 1998;14(4): 245-258



Shout out: what you have heard
practice?

OS¢



Stigmatizing Terminology and Alternatives:

Substance or opioid abuse

Addict or
substance/opioid abuser

Relapse

Clean/Dirty Urine

IV Drug User

~ Against medical advice

%
_
|
%
%
%
|
%

Crazy, insane, psycho




Language Alternatives that are Non-Stigmatizing

TABLE 1. Recommendations for Nonstigmatizing, More Clinically Accurate Language

Avoid
Abuse' ™

Addicted baby

Addict, user, abuser, alcoholic, crack head, pot
head, dope fiend, junkie

Dirty vs clean urine®

Drunk, smashed, bombed, messed up, strung out

Meth

Medical marijuana

Misuse, pl'oblt'.mJr

Inappropriate use
Fix

Binge'
Rel upse§ 30

Substitution, replacement, medication assisted
treatment

Smoking tion!

Moder: rinking (or drug use)

Detoxification

Prefer

: iction)
y experiencing subst: withdrawal
Person with (the disease of) addiction, a substance use disorder, or gambling disorder

Positive or negative, detected or not detected
Intoxicated
Methamphetamine, methadone, methylphenidate
C der using instead “‘cannabis as medicine™"
More accurate terms include at-risk or risky use, hazardous use, unhealthy use to describe the
. zardous use through disorder
ccurate terms should specify what is meant
use
y drinking episode
Use, return to use, recurrence (of symptoms) or disorder vs remission specifiers (early or
sustained) as defined by DSM-5
Opioid agonist treatment, medication treatment, psychosocially assisted pharmacologic
treatment, treatment
o use disorder treatment, reduction or cessation of tobacco use>
or lower-risk use
Withdrawal management, withdrawal

/8

1 Saitz R, Miller SC, Fiellin DA, Rosenthal RN. Recommended Use of Terminology in
Addiction Medicine. J Addict Med. 2021;15(1):3-7.
doi:10.1097/ADM.0000000000000673



LO #7: Outline steps that can be taken today to




Evidence-Based Strategies for Preventing

Opioid Overdose 80

1. Targeted Naloxone Distribution

2. Medication for Opioid Use Disorder (MOUD) Where Can
3. Academic Detailing pharm acy
4. Eliminating Prior-Authorization Requirements for MOUD .

5. Screening for Fentanyl in Routine Clinical Toxicology Testing 1m PaCt

6. 911 Good Samaritan Laws 2

/. Naloxone in Treatment Centers & Criminal Justice Settings pl‘eventhn
8. MOUD in Criminal Justice Settings and Upon Release & har’m

9. Buprenorphine-based MOUD in Emergency Departments .

10. Syringe Services Programs I‘ed UCt]On?

Centers for Disease Control and Prevention. Evidence-Based Strategies for Preventing Opioid Overdose: What’s Working in the United States. National Center for Injury
Prevention and Control, Centers for Disease Control and Prevention, U.S. Department of Health and Human Services, 2018.



Storytelling for Prevention

After onset of a
diagnosable SUD

Prior to a
diagnosable SUD

ESIAEE

Choices around
substance use

Risk & protective
factors discussed

Often include hope &
connection

Often include
challenges & adversity

Highlight the
science through
storytelling

Strength

Stronger focus on
choice

Stronger focus on
disease model

Going through the PACES: Stories
of Substance Misuse Prevention and
Resilience. New England
Prevention Technology Transfer
Center Network. May 2022.
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Storytelling in the Social-Ecological Model

Social-ecological framework o

the opioid crisis Media & social

networks

Major factors of opioid misuse Social stigma

Prescribers’

perception of risk Discrimination

*age, race, gender,

Sl & prejudice
Rx opioids - ethnicity, education,
it income, and unemployment
Over-prescription Legal & illegal i ptoy
Access to legal advertising
Family history & illegal opioids '\ campaigns
of substance
use disorder
Socio-demographic factors ,
ET:: e . : Geographic Economic conditions
- Stress and trauma exposure o thc:)ra alps Lo Opioid access via variations & employment rate
/ Physical and mental health ' wal symp family, friends,
i & coworkers
Other substance & polysubstance misuse L e e Workplace e
Biological & genetic susceptibility Self-stigma . & school & price
Influence of
family, friends,
LD & coworkers Community norms  ~— / Government
Image from: Jalali, programs
icelli Drug disposal facilities & lati ;
M.S., Botticelli, M., INTERPERSONAL g aisp regulations Concept from: Going through
Hvs./a!‘(ljg, RC e b COMMUNITY Treatment availability Insurance the PACES: Stories of
opiolid crisis: a Quality care & access coverage & payer : .
Cortedual sotial . e Substance Misuse Prevention
ecological e Educational and Resilience. New England
framework. Health 'aa“' It_ar!forcement - Prevention Technology
Res Policy Sys 18, 87 e Transfer Center Network. May

(2020). 2022.



Story time!

Cumulative HIV Diagnoses and Public Health Response
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Peters PJ, Pontones P, Hoover KW, et al. HIV Infection Linked to Injection Use of Oxymorphone in Indiana, 2014-2015. N Engl J Med 2016;375(3):229-39.

Public health
emergency

Federal declared

support
requested

Incident
command
established

Cluster
identified

Initial
diagnosis

R

>35,000 cumulative

cumulative s.yringes
5};ringes dlSpE[’ISEd
dispensed

Local HIV clinic opened

HIV testing staff and DIS deployed

83



Implementing Low-Cost Opioid Overdose
Prevention Strategies

- Put up posters about preventing or responding to an overdose
- Provide educational materials (brochures, fact sheets) for patients on overdose
- Develop a policy for responding to on-site (or in the parking lot) overdose

- Train everyone in the pharmacy/clinic on overdose - including risk factors, signs and
symptoms, and response (including rescue breathing and naloxone)

- Discuss overdose risks with patients and screen patients for higher risk

- Ask patients if they have witnessed an overdose or survived an overdose

- Talk to patients about the availability of naloxone

- Offer referrals to places that provide MAT and/or naloxone if you do not

- Talk to patients about what to do if they are with someone who is overdosing
- Incorporate overdose prevention education in groups

Adapted from: http://harmreduction.org/wp-content/uploads/2012/11/od-manu



Five rules to avoid stigmatization on an individual
basis

1. Use person first language

2. Don’t conflate substance use (including nonmedical use of
prescription medications) and substance use disorders

3. Use technical terms with clear and simple language

4. Avoid using sensational or language based in fear, which can be
perceived as being inauthentic

5. Avoid perpetuating drug-related moral panic, which can further
marginalize rather than engage people

Substance Abuse and Mental Health Services. Center for Prevention of Application Technologies. Words Matter. November 2017.



Five Rules to “break the cycle” of stigma on
a systems level

1. Perform a language audit of existing material related to SUDs/MI

2. Carefully consider shared material before re-sending to minimize
perpetuating stigmatizing information

3. When delivering a message to others on prevention, carefully consider
your word choices and respectfully help other allies select more
appropriate options

4. Whenever developing new educational material in the area of
SUDs/MH, seek input from people who have active substance use
disorders or applicable mental illness or those who are in long term
recovery

5. Train all staff on stigma-free word choice and approach to patients

Substance Abuse and Mental Health Services. Center for Prevention of Application Technologies. Words Matter. November 2017.
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Handling macroaggressions and stigmatizing
language
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Quotes from people in long term recovery: Hope &
Long Term Recovery

oed | y SD Nichols at Maine’s Opioid Summit - Augusta,
, 2019, and Bangor, Maine 2022.




The use of affirming language inspires hope.

LANGUAGE MATTERS.

woras nave power.
PEQPLE FIRST.

Lo T “Words are important. If you care

for something you call it a flower;
If you want to kill it, you call it a
weed.”

90



Thank you! Any Questions?

Am. J. Ph.] 7 | Pecember, 1801

BAYER Pharmaceutical Products

HEROIN-HYDROGHLORIDE

is pre-eminently adapted for the manufacture
of cough elixirs, cough balsams, cough drops,
cough lozenges, and cough medicines of any
kind. Price in 1 oz. packages, $4.85 per
ounce; less in larger quantities. The effi-

Experience Designates Glyco-Heroin (Smith)
as a Respiratory Sedative Superior tn All R to the Prepa-
rations of Opium, Morphine, Codeine and Other i N
devoid of the toxic or depressing effects which characterize the
latter when given in doses sufficient to reduce the reflex irrita.
bility of the bronchial, tracheal aud.laryngeal mucous membranes.

‘THE PROBLEM

of ad (nmis rin-  croin in proper doses n such form as will give the
the pew : virt ¢s of this dmf full sway, and will suit the palate
it or the most capricious child

cientdose being very small (1-48 to 1-24 gr.),
itis
The Cheapest Spaciic for the Relief of Coughs
(In bronchitis, phthisis, whooping cough, cic., etc.)
FARBENFABRIKEN OF ELBERFELD COMPANY

SELLING ACENTS
P. 0. Box 2160 40 Stone Street, NEW YORK

.~ mos  exacting adul

BEEN SOLVED B

1:!’“ results attained with Grvco-Herors (SMrra) in the allevis
ation and cure of cough are attested by numerous clinical studies
that have appeared in the medical journals within the past few years.

Scientifically Compounded, Scientific

' ally Conceived,
GLYCO-HEROIN (SMITH) simply stands upon its merits
before the profession, ready to prove its efficacy to all who
are interested in the advances in the art of medication.

Whitney Jandreau, Pharm.D., BCPS W
Stephanie Nichols, Pharm.D., BCPS, BCPP, FCCP ' T

WJandreau@northernlight.org & SNichols6é@une.edu

o t MARTIN H. SMITH & co., Chemists,
+s LONDON, £.C. NEW YORK CITY.

Samples and Literature




Resources



https://www.youtube.com/watch?v=_3YE7JyVN-o&feature=youtu.be

