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Objectives

• Define substance use disorder 

• Brief review around the myths of SUD

• Review epidemiological data on the Opioid epidemic and 
Overdose deaths

• Understand how the diagnosis of SUD/OUD is established

• Basic review of the data on effectiveness of MOUD

• Review the 3 FDA approved drugs for Opioid Use Disorder

• Emphasize that medically supervised withdrawal alone does NOT 
work 

• Review our approach to SUD treatment including opioids using 
harm reduction

• Discuss the harm reduction model to treat Opioid use disorder as 
well as other substance use disorders

• Emphasize that OUD is a chronic illness and needs to be treated 
as such 



According to 
the American 
Society of 
Addiction 
Medicine’s 
definition:

• Addiction is a primary, chronic and 
relapsing brain disease 
characterized by an individual 
pathologically pursuing reward 
and/or relief by substance use and 
other behaviors. 



ACLU

The lifesaving impact of providing MAT:

“The risk of unnatural death — including 
overdose, suicide, and other preventable 
causes — was 87 percent lower for 
incarcerated people on MAT compared to 
incarcerated people with OUD not on MAT”. 

“MOUD reduces the risk of death from an 
overdose by 75 percent in the weeks 
following release”



Opioid Use Disorder (OUD)

• Chronic, relapsing disease

• Changes the structure and functioning of the brain

• Alters the risk/reward system

MOUD is the Standard of care for  treating OUD

Harms: overdose, death, social isolation, behaviors controlled by opioid/drug 
seeking, criminal legal and child welfare system involvement
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Why are People Denied Access to MOUD?

• Stigma surrounding OUD

• Misconceptions about MOUDs

• Stereotypes about people who use MOUD

• Belief in only “abstinence-based” treatments 

• Failure to recognize MOUD as the standard of care

• Logistical obstacles in prescribing/administering MOUD

• Limited MOUD capacity in the community

8



Common Substance Abuse MYTHS

• Myth #1: Drug addiction is a choice. Drug use can be a choice, and prolonged use changes your body and brain chemistry. When that happens, the user no longer appears to 
have a choice—this is when use and misuse become addiction. The reward system sees the drug as life sustaining and essential as it sees oxygen, food, shelter etc., “holds 
the cortex hostage!” > 50% of substance use disorder is genetic

• Myth #2: If you have a stable job and family life, you’re not addicted. You may still have a job or career, a loving spouse and kids, and still have a drug or alcohol problem. 
Just ask any physician in recovery—many of them practiced for years without anyone recognizing their drug addiction. Holding down a job doesn’t mean you’re not 
addicted—it could mean that you have a tolerant spouse or boss, or you are in a career that puts up with excessive drug or alcohol use.  Like any chronic illness, there are 
different severity levels

• Myth #3: Addicts are bad people.  People with SUD aren’t “bad” people trying to get “good,” they’re sick people trying to get well. They don’t belong to a particular race or 
exist only in certain parts of the country. They are lawyers, farmers, soldiers, mothers and grandfathers who struggle with drug dependence on a daily basis. They are proof 
that addiction doesn’t discriminate—but, thankfully, neither does recovery Once the disorder develops, control is lost and people often exhibit survival actions sometimes 
completely out of character for them.

• Myth #4: More than anything else, drug addiction is a character flaw: SUD is a brain disease. Every type of drug of abuse has its own individual mechanism for changing 
how the brain functions. But regardless of which drug a person is addicted to the effects are similar: they range from changes in the molecules and cells that make up the 
brain, to mood changes, to changes in memory processes and in such motor skills as walking and talking. The drug becomes the single most powerful motivator in a drug 
abuser's existence. This comes about because drug use has changed the individual's brain and its functioning in critical ways.

• Myth #5: Detox is all you need. You aren’t addicted after you finish detox. They can just knock you out so you can detox while you sleep. Detox is difficult and it’s just the 
beginning. Detox is the first step towards recovery, but addiction is a chronic illness—like diabetes, asthma or hypertension, it needs to be managed throughout the lifespan. 
There is no “cure.” DETOX (medically supervised withdrawal) ALONE DOES NOT WORK

• Myth #6: You need to be religious in order to get sober. Recovery doesn’t require you to believe in God or subscribe to any organized religion Treatment that meets the 
client’s needs is most effective. A higher power can be anything including the 12- step group

• Myth #7: You need to hit “rock bottom.” There is no such thing a universal “rock bottom.” Each person has different limits. This is a dangerous idea that keeps people using 
or avoiding help because “I haven’t him rock bottom” or allows family members to wait to intervene till someone “hits rock bottom.” Help can be obtained at any time and 
early intervention is best. You can get off the elevator on any floor!

Deni Carise, Ph.D. Chief Clinical Officer, Phoenix House See more at: http://www.phoenixhouse.org/news-and-views/our-perspectives/ten-popular-myths-drugs-addiction-recovery/#sthash.Ntly2mhz.dpuf and NIDA 
"Exploring Myths about Drug Abuse“ by Alan I. Leshner, Ph.D

http://www.phoenixhouse.org/news-and-views/our-perspectives/ten-popular-myths-drugs-addiction-recovery/#sthash.Ntly2mhz.dpuf


12 month-ending 
provisional 
number of drug 
overdose deaths 

20% increase









Fentanyl 100 x 
more potent 
than morphine 
and 50 x more 
potent than 
heroin



Diagnosis of 
OUD

• Universal screening for SUD/OUD

• Can be diagnosed by MH or 
primary care 

• Primary care Addictionologists and 
Psychiatric Addictionologists

• DSM 5 criteria







Risk factors for OUD 

• Chronic opioid use with chronic pain syndrome

• Untreated Psychiatric disorders including ADHD, anxiety and depression

• History of Benzodiazepine and/or Alcohol use disorder

• Early use especially adolescents. Group most vulnerable 25-34

• Exposure to sexual, physical or emotional abuse

• Growing up in a household that normalized drug use

• Incarceration

• Genetic predisposition especially when combined with psychosocial factors >50% 
genetic

• Occupational exposure





Treatment of Substance Use Disorder 
including Opioid Use Disorder 
• Treat as the chronic illness that it is

• Understand that like any chronic illness , relapse can be part of the disease

• We continue to treat patients that are obese and sedentary with insulin to treat 
their diabetes 

• We treat patients with lung cancer who still smoke or have smoked for years

• We treat heart disease despite failure to adhere to lifestyle modification

• We continue to treat poorly compliant patients 

Why should SUD be any different?



Approach to SUD treatment

Works to elicit ANY 
POSITIVE CHANGE based 

on individual patient need, 
circumstance, and 

readiness to change

Meet the patient where 
they are at, and though 

motivational interviewing 
and brief interventions 

encourage them along the 
recovery spectrum 



Harm reduction…. Paradigm change in addiction treatment   
Treat Substance Use Disorder as a chronic illness 

Applies evidence-based interventions to reduce negative consequences:

Medication Assisted Treatment

Naloxone rescue kits

Syringe exchange programs

PrEP (Pre-exposure prophylaxis for HIV)

PEP (Post-exposure prophylaxis for HIV)

Fentanyl test strips

HEP C testing /HIV testing & education on prevention/treatment





MAT/MOUD
Evidence-based:

Decrease illicit opioid use

Reduce transmission of Hepatitis C and HIV

Decrease criminal behavior

Reduce sexual risk behaviors (e.g., trading sex for money/drugs)

Improve social functioning 

Retain people in treatment

Decrease overdose and death (even if they use on MOUD)

Increase employment

Decrease in domestic violence







MOUD in 
Pregnancy 

Both ACOG (American College of Obstetricians and 
Gynecologists) as well as ASAM (American Society of 
Addiction Medicine) strongly recommend that a 
pregnant patient stay on the OAT they are on. 
(Methadone or Buprenorphine)  If the patient is in 
agreement and has an OUD, they should be induced 
onto an agonist or partial agonist.





Methadone (schedule 2 controlled substance)

• Synthetic, slow acting full mu-opioid receptor agonist

• Half-life 24-36 hours

• Blocks euphoric effects of self administered opioids

• Eliminates or strongly reduces cravings for opioids

• Used for treatment of substance use disorder since 1960’s. Officially 
approved for MAT 1972

• Only available through licensed Opioid Treatment Programs (OTP) 
approved and accredited by SAMHSA/HHS

• Dispensed @ OTP daily initially

• Patients can progress to receiving “take-home doses”

• Average 80 to 120mg/day

Cardiac concerns related to QT interval especially with overdose



Naltrexone/ANTAGONIST 
•Oral agent  Revia . ASAM does NOT recommend it routine use 

for MAT except in select groups where you can ensure 
compliance.(50mg once daily)

•Monthly Injection of 380mg IM (Vivitrol)  Currently approx. 
$1500 dollars a month.

•Must be completely withdrawn from Opioids .  No use for 7-14 
days depending on the half life of the drug used

• Can induce withdrawal if using opioids

•Blocks opioid receptors (high affinity)

• If stop using Naltrexone, would have lost opioid tolerance 
putting them at risk for Overdose

•Will have to use alternatives to opioids for pain management 

• If patient is successful at overcoming the receptor blockade , 
they are at high risk for overdose 

•Not a controlled substance

•No abuse potential 

•Works for opioids and alcohol









Removal of DATA Waiver (X-Waiver) Requirement

Section 1262 of the Consolidated Appropriations Act, 2023 (also known as Omnibus bill), removes the federal requirement 
for practitioners to submit a Notice of Intent (have a waiver) to prescribe medications, like buprenorphine, for the treatment 
of opioid use disorder (OUD). With this provision, and effective immediately, SAMHSA will no longer be accepting NOIs 
(waiver applications).

•All practitioners who have a current DEA registration that includes Schedule III authority, may now prescribe 
buprenorphine for Opioid Use Disorder in their practice if permitted by applicable state law and SAMHSA encourages 
them to do so



Co-prescribe Narcan intranasal 



State of Indiana provides Narcan (naloxone)                                                 
Overdose Lifeline 



Buprenorphine 
and Pain

• BUP is a long-acting agent and can be 
given as once daily in most people

• Analgesic effects only last 6-8 hours so 
may need to split dosage or even 
temporarily increase dosage for acute pain 
such as a broken bone

• In patients currently on Opioids, 
buprenorphine is started through a 
process of induction 



Suboxone 

• Transmucosal (first pass metabolism)  Can take 20 min to dissolve

• Naloxone in sublocade to prevent IV drug use

• Generic and cost effective 

• By far the most common form of MOUD being used nationally 
inside and outside of corrections

• Initial dosages were studied prior to fentanyl entering the market . 
Most common in the community is between 16-24mg a day.  Can 
go up to 32 mg

• Don’t recommend stopping if using other drugs such as THC or 
Stimulants

• Standard dosage used to be 12-16 mg

• Macro and Micro dosing with long acting opioids









Pros with sublocade

Once monthly dosing

Little to no diversion potential

Little compliance concern

If a patient stops the injections, 
the taper will be slow



Sublocade 
Cons

Expensive (however covered by many insurance 
companies and Medicaid)

Can be painful (large needle)

Bump can stay around for months

Injection site reaction

First month can be rough and may need supplemental 
buprenorphine (especially weeks 2-4)

Must be given at a REMS certified clinic.

Dangerous if given into the blood stream















MOUD 

• Use as long as the Benefits 
outweigh the Risk similar to other 
chronic diseases

• Long term maintenance therapy 
(minimum 18 months)

• Detox: is not treatment,  (medical 
management of withdrawal)





Summary 
Substance use disorder is a chronic disease and should be treated as such

OUD overdose deaths continue to escalate and we need to treat it as a medical problem

Meet the patient where they are at and move them along the recovery continuum with brief interventions/motivational 
interviewing

MOUD is evidence based, very effective  and is the community standard

Universal screening for OUD should be performed

DOJ guidelines say it is a violation of ADA not to treat a patient's OUD

When a true substance use disorder develops, the reward system holds the cortex hostage and views the drug/alcohol as essential 
for survival

Diagnosis should  be made using the  DSM 5 criteria  



Summary 
• Treatment needs to continue as long as the benefits outweigh the risks (definitely > 18 months) 

• Buprenorphine is a very safe drug.

• Naltrexone is FDA approved for AUD and OUD but the patient must be completely withdrawn from opioids 
and best to be off ETOH for at least a week

• Opioid related overdose deaths continue to rise in spite of expansive use of MOUD now due to Fentanyl 
and the addition of stimulants (primarily Crystal Methamphetamines) 

• Buprenorphine combo product is generic and safe. An X-Waiver is no longer required for prescribing. Just 
need a DEA (schedule 3)

• Methadone needs to be prescribed in an OTP however we can treat up to 72 hours to bridge a patient

• Treating Substance use disorder is very rewarding with success rates that often exceed other chronic 
illnesses



Contact information

michael.mitcheff@wexfordhealth.com

Drmitcheff@outlook.com

Cell # 727 514-7333

Please feel free to reach out !!  Anytime

mailto:michael.mitcheff@wexfordhealth.com
mailto:Drmitcheff@outlook.com






Resources/References
• Medication-Assisted Treatment of Opioid Use Disorder Pocket Guide

https://store.samhsa.gov/system/files/sma16-4892pg.pdf

ASAM practice guideline

Buprenorphine Waiver Management (X Waiver or DATA 2000)

https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materials-resources/buprenorphine-waiver

Prescribe to Prevent

https://prescribetoprevent.org/
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