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Learning Objectives

After reading these articles, you
should be able to:

1. Determine the most effective ways to
work with patients to reduce the stigma
associated with substance use disorder.

2. Identify the benefits and drawbacks
of using either Vivitrol or Suboxone for
patients with opioid use disorder.

3. Describe the conditions under which
gabapentin can be safely considered for
patients with active or recent substance
use disorder.

4. Summarize some of the current
findings in the literature regarding
addiction treatment.

New Study Shows That Vivitrol Is Just as Effective
as Suboxone...But Not Really

recent study in The Lancet ap-
Apears to conclude that Vivitrol

(extended release naltrexone) and
Suboxone (buprenorphine/naloxone) are
equally effective treatments for patients
with opioid use disorders (Lee JD et al,
The Lancet 2018;391(10118):309-318)—
at least this is how the study has general-
ly been reported. But a deeper dive into .
the study reveals some nuances to the
results that are crucial to understand be-
fore you decide which treatment is best
for your patients.

In the multi-site open-label study,
which was funded by NIDA (the Nation-
al Institute on Drug Abuse), 570 adults .
with opioid use disorder were recruit-
ed from eight large U.S. community
Continued on page 2

In Summary

o A recent study showed that
Vivitrol can be as effective as
Suboxone for certain opioid use
disorder patients.

A higher cost and a required
complete opioid withdrawal
detox regimen may make Vivitrol
a less appealing option for some
patients.

The decision about which
treatment to use should be a
judgment call.

Helping Patients With Stigma and
Addiction
John F. Kelly, PhD

Dr. Kelly is the Elizabeth R. Spallin Associate Professor of Psychiatry in
Addiction Medicine, Harvard Medical School. He is also founder and
director of the Recovery Research Institute, Massachusetts General Hospital.

v A

the Expert

Dr. Kelly has disclosed that he has no relevant financial or other
interests in any commercial companies pertaining to this educational
activity.

CATR: To start, can you please tell us a little more about
your work at Harvard and Mass General?

Dr. Kelly: Sure. 'm a clinical psychologist by training, and for
the past 20 years, I have spent a lot of time researching the
addiction treatment and recovery processes. I've looked at the
effectiveness of different treatments, their mechanisms, and how
we can improve treatments. Clinically, I see addiction clients,
and I work with individuals and families suffering from sub-
stance use disorders and related conditions.

CATR: That’s a lot of noteworthy experience, so I’'m guessing you often deal
with the issue of stigma and addiction, and how that affects our patients and
their families. Can you tell us how you would define stigma and how it can
affect people with addictions?

Dr. Kelly: Well, stigma is a condition that can be socially discrediting. When it comes
to substance use disorders, internalized stigma can lead to feelings of shame. Often,
people who suffer from addiction feel discriminated

Continued on page 4
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New Study Shows That Vivitrol Is Just as Effective as Suboxone...But Not Really

Continued from page 1

treatment programs. Most participants
were unemployed white men on Med-
icaid, ages 25-45, and were primarily
heroin users. All of them were undergo-
ing or had completed inpatient opioid
detox protocols at the time of recruit-
ment. Participants were randomly as-
signed to either monthly Vivitrol injec-
tions (n = 283) or daily Suboxone sub-
lingual films (n = 287). Before receiv-
ing their first Vivitrol injection, patients
had to have opioid-negative urine and
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a negative naloxone challenge (mean-
ing no withdrawal symptoms after an
intramuscular dose of naloxone); there-
after, they received injections monthly.
Patients assigned to Suboxone were in-
duced in the usual way (see CATR Janu-
ary 2015 for details on induction), were
seen weekly or every other week in the
clinic, and took their doses as outpa-
tients. All patients were followed for 24
weeks, or to their relapse, whichever
came sooner. The primary outcome was
time to relapse, defined as 7 consecu-
tive days of non-prescribed opioid use.
How did the groups compare in
terms of relapse? It depends on which
patients you look at. If you focus on
only those patients who successfully
completed each treatment, relapse rates
were about the same—52% with Vivit-
rol and 55.6% with Suboxone. However,
if you analyze the entire population (a

so-called intent-to-treat analysis), Sub-
oxone was more effective than Vivitrol,
with a statistically lower relapse rate of
57% vs Vivitrol’s 65%. The reason for
the difference is that more Vivitrol pa-
tients dropped out of detox—28% of pa-
tients (79 of 283) dropped out before
the first Vivitrol injection, while only 6%
of patients (17 of 287) dropped out be-
fore Suboxone induction.

Why is Vivitrol detox so hard to tol-
erate? It's because patients must be opi-
ate-free for at least a week before receiv-
ing Vivitrol, and this is a high hurdle for
many addicted patients. Suboxone in-
duction is much easier, since when opi-
ate withdrawal signs are moderate, pa-
tients are allowed to take their first Sub-
oxone doses.

The bottom line is that for patients
who are actively using, Suboxone is still

—— Continued on page 7

Vivitrol vs Suboxone: Key Facts

Vivitrol

(extended release naltrexone)

Suboxone
(buprenorphine/naloxone)

Mechanism of Action

Opioid antagonist

Partial opioid agonist/antagonist

Administration

Intramuscular injection, monthly

Oral, daily

Complete Detox Required
Prior to Start?

Yes (7-10 days of abstinence)

No (12-24 hours of abstinence)

detoxed for 7-10 days prior
to starting therapy

* Clinicians must administer
the gluteal IM injection;
patients can’t self-administer

* More expensive and might
not be covered by patients’
health plans

Recommended Target 380 mg IM monthly Varies with formulation
Dose
Generic Available? No Yes
Abuse Potential None Minimal
Regulatory Hurdles None Physicians must complete special
training before prescribing
Cost $85$ $$
Pros * Once-monthly injections * Patients can start treatment
make treatment easy and con- within 12-24 hours of opioid
venient for patients abstinence
* Not an opioid, so there’s no * Helps patients with
abuse potential withdrawal symptoms
* No special regulatory require- | * More cost effective and
ments—Vivitrol is not a con- more likely to be covered
trolled substance by health insurance
* Also beneficial for alcohol
dependence
Cons * Patients must be fully * Requires a DEA X-waiver to

prescribe, plus specialized

buprenorphine REMS training
* Adherence with once-daily

tablets may be an issue
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Prescribing Gabapentin for Substance Use Disorders

abapentin (Neurontin) is a
G “novel anticonvulsant” and is

FDA indicated for partial sei-
zures and post-herpetic neuralgia.
But the drug has long been heavi-
ly marketed to psychiatrists to treat a
range of conditions from bipolar dis-
order to anxiety to alcohol withdraw-
al. It's often seen as a “non-addictive”
off-label drug useful for treating anxi-
ety and insomnia in patients who have
substance use disorders.

Unfortunately, we now know that
gabapentin can, in fact, become a
drug of abuse for some users. It turns
out that its typical side effects of diz-
ziness and sedation can be exploited
by those who want to use the drug to
feel high. People who misuse gabapen-
tin will often say that they feel euphor-
ic, high, or zoned out. Because of this,
it has become a popular drug of abuse
in prisons, where there is a high rate
of diversion. In 2016, the Federal Bu-
reau of Prisons’ Health Services Divi-
sion removed gabapentin as a formu-
lary agent, and added strict non-for-
mulary criteria to mitigate abuse (see:
https://www.bop.gov/resources/pdfs/
formulary.pdf). Also, some states have
shifted gabapentin to a DEA Sched-
ule V drug, the same category as cough
syrups with codeine and pregabalin
(Lyrica®).

So where does this leave us?
Should we continue to prescribe gab-
apentin? If so, for whom? And when
should we be extra cautious?

The main concern: gabapentin
and opioids
While some patients abuse gabapen-
tin alone, this is pretty rare; one study
found that only 2% of 44,148 patients
using gabapentin alone met criteria
for sustained overuse (Peckham et al,
Pharmacotherapy, in press). But 11.7%
of patients who combined gabapen-
tin with opioids met those same sub-
stance abuse criteria. The theory is that
gabapentin potentiates the opioid high,
making it appealing for those wanting
to augment opioid effects.

It’s these patients—the ones com-
bining gabapentin with opioids—who

have a greater danger of overdose.
One study found a 60% increase in the
odds of opioid-related deaths in pa-
tients co-prescribed opioids with gab-
apentin—at least when the doses ex-
ceed 900 mg daily (Gomes T, PLoS Med
2017;14(10):€1002396).

The bottom line is that you should
try to avoid prescribing gabapentin to
patients who have current or past opi-
oid use disorder. And if you feel you
must prescribe it in these patients, be
aware that doses higher than 900 mg
daily carry an extra risk for overdose
and should be used only with caution.

If you need to get patients off of
gabapentin, be aware that there is a
recognized gabapentin withdrawal syn-
drome. It’s similar to benzodiazepine
withdrawal and includes symptoms of
disorientation, anxiety, insomnia, pal-
pitations, diaphoresis, and abdominal
cramping. Some of these patients may
need inpatient detox.

When and how to prescribe
gabapentin

There are three off-label situations in
which gabapentin is often prescribed
in psychiatry: anxiety disorders, insom-
nia, and alcohol use disorder (AUD).
Of course, if you are seeing patients
with any of these problems in addition
to a neuropathic pain issue, gabapentin
is particularly appealing, since it can
serve as a “twofer.”

When prescribing gabapentin for
anxiety, start with 300 mg at bedtime
for one week, then 300 mg twice daily
for one week, and then 300 mg 3 times
daily thereafter. The 300 mg TID dose
is generally when patients are likely to
notice a beneficial effect, such as de-
creased anxiety, though the target dose
is 1,200 mg daily (or 400 mg TID) for
maximum benefit. If need be, you can
increase the dose to 3,600 mg daily,
which is the FDA-recommended maxi-
mum. With anxiety taking many forms,
gabapentin is best used for social anx-
iety, panic disorder, PTSD, and OCD.
While it may be used alone for social
anxiety and panic disorder, it is often
prescribed in addition to an antidepres-
sant for PTSD and OCD (Berlin RK et

al, Prim Care Companion CNS Disord
2015;17(5). doi:10.4088).

For insomnia, gabapentin can be
started at 300 mg at bedtime, with
weekly titrations of 300 mg and a tar-
get dose of 900 mg at bedtime. The
key to treating insomnia with gabapen-
tin is to ensure all dosing takes place
at bedtime. Remember to tell patients
that gabapentin works to improve their
overall sleep quality; it does not nec-
essarily put them to sleep or make
them fall asleep faster. Therefore, it is
best used for patients who have trou-
ble staying asleep rather than falling
asleep (Schroeck JL et al, Clin Ther
2016;38(11):2340-2372).

In the case of AUD, gabapentin
can be used alone or as an adjunct to
medications such as naltrexone, acam-
prosate, or disulfiram (Soyka M and
Miiller CA, Expert Opin Pharmacother
2017;18(12):1187-1199). Gabapentin
can be started and adjusted just like
you would for anxiety, but the tar-
get dose for AUD is higher at 1,800
mg daily in 3 divided doses (or 600
mg TID). Tell patients that they may
start to experience less intense alcohol
cravings around 900 mg, with even
greater reductions in cravings as the
dose is increased.

Patients should be informed that
the most common side effects are diz-
ziness and sedation, and that they are
likely to notice these during the sec-
ond week when the first daytime dose
is added. Usually the side effects will
subside within 3-7 days, but if they
don’t, shift all doses to bedtime and/or
reduce the total dose as needed to re-
establish tolerability. From there, make
more conservative dose increases in
100 mg increments weekly.

In patients with sub-

stance use disorders,
avoid prescribing gabapen-
tin to patients with active or

recent opioid use disorder. However,
gabapentin is often helpful as an
adjunctive agent in the treatment of
AUD, and for anxiety and insomnia in
patients who might overuse addictive
drugs like benzodiazepines.

CATR
VERDICT:

D>
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Expert Interview
Continued from page 1

against. People also feel very bad about their behavior, and over time they get more disillusioned with themselves and their
own ability to change. They become pervasively remorseful. I think one other thing to remember is that stigma and discrimina-
tion occur not only in active use, but also when people get into early remission and even sustained remission. We just complet-
ed this large national study, where we found that roughly 25%-30% of people in long-term recovery still experience discrimi-
nation and stigma. One way to view stigma is that it is a condition or behavior that makes discrimination socially acceptable
(Wakeman SE and Rich JD, J Substance Use and Misuse 2018;53(2):330-333).

CATR: And from your studies, what might be another example of how that discrimination manifests?

Dr. Kelly: Well, there are micro discriminations and macro discriminations that can occur long after someone has already
achieved full remission. Macro discrimination is more obvious. For example, being denied a promotion or a job after an employ-
er learns of a person’s substance use disorder history would be a macro discrimination. The micro discrimination level is what I
call personal slight: “People always assume I'm gonna relapse, and because of that, I'm always looked down upon.” People with
substance use disorders realize that, even while in recovery or remission, the process of regaining trust can be a lengthy one.
CATR: We’ve also been reading about how the type of substance used can intensify the stigma felt by addiction
treatment patients. Can you tell us more about that?

Dr. Kelly: Culturally, there may be a greater stigma toward those individuals who have used illicit substances as opposed to
more licit ones, such as alcohol. For example, we know from studies that users of heroin or methamphetamine experience more
shame and internalized stigma than those who need addiction treat-
ment for a legal substance (Kelly JF and Westerhoff CM, Int | Drug
Policy 2010;21(3):202-207). People are just more likely to have a
harsher view of those with illicit substance use disorders.

CATR: It’s an interesting commentary on our society in general.

“When it comes to substance use

Do you think there is more stigma attached to those who use
illicit substances because those substances are tied to illegal
behavior? Or are there other reasons?

Dr. Kelly: I certainly agree that stigma can be tied to illegal behav-
ior, but I also think illicit substance use disorders are stigmatized
because of the greater fear and alienation that society experiences
when viewing substances that are not personally familiar. For ex-
ample, most people have very little firsthand experience with heroin.
Obviously, crime is a factor, especially when it comes to people who
become desperate enough to, for example, steal money to buy drugs.
These are the things that scare society in general, and when we’re
scared, I think we tend to want to remove and ostracize the source of
that fear.

CATR: What then becomes the impact on the patient?

Dr. Kelly: As a result, people with substance use disorders are
ostracized. In addition, there is an increase in stigmatizing attitudes

disorders, internalized stigma can
lead to feelings of shame, and
over time patients can get more
disillusioned with themselves and
their own ability to change. Stigma
and discrimination occur not only
in active use, but also when people
get into early remission and even
sustained remission.”

John F. Kelly, PhD

and beliefs. Individuals suffering from these disorders are less likely to acknowledge or accept their disorders, disclose their
worries to others, or seek help. This only perpetuates the problem. To some degree, it becomes a question of misunderstand-
ing. After all, it’s only really been recently understood that people who misuse substances have a clinical disorder. It’s still
difficult these days for many people to think of addiction as a brain disease—particularly for people who have been victims
of someone else’s behavior. There is also a duality here, where people will accept and agree that addiction is a disease of the

brain, but still fear an addicted person’s behavior.

CATR: Do you feel that this is also connected to the notion of free will? In other words, society in general feels that
most people who take illicit drugs freely make the choice to do so. How does this tie into stigma?

Dr. Kelly: Yes, this is definitely a factor. There is this notion of cause and controllability, which I think are two major contrib-
uting factors to stigma. With control, there is a societal feeling that people should be held accountable for choosing to take
substances. Of course, as clinicians, we know that the brain—even to the point of poisoning itself to death—can go from being
impulsive to compulsive. With someone who has a substance use disorder, there is obviously some kind of medical malfunction
going on in the brain. We now understand the exact nature of this malfunction more than ever before (Kosten TR and George

TP, Sci Pract Perspect 2002;1(1):13-20).

CATR: So, this is the conflict we face with stigma when it comes to society. But how about people who are misusing
substances? Does their inability to control themselves or refrain from using substances factor into them feeling

stigmatized when they can’t stop using?

Dr. Kelly: Yes, and this is where internalized stigma comes in. People often blame only themselves for their behavior. They
don’t always buy into the notion that their brain is deleteriously affected and is compromising their ability to make rational

Continued on page 5
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Expert Interview
Continued from page 4

decisions. So, people who are addicted will often say, “I did it myself. 'm to blame. I deserve it. I deserve punishment.” I think
this confounds the issue. In reality, we know that with more frequent substance use, we see impairment in a person’s ability

to make rational choices and follow through on them. This inability to follow through on a decision not to use is one of the
criteria that define addiction (see DSM-5 criteria). It becomes a situation of increasing impairment in control and increasing
powerlessness.

CATR: This seems like a good time to address treatment. Let’s start by talking about patient defense mechanisms,

such as denial. For example, a person blows 0.25 on a breathalyzer test, yet claims, “I’ve had nothing to drink.” Or,
the person rationalizes or projects, saying, “I drink because I have a stressful job.” Are these maladaptive attempts to
prevent feeling shame and stigma?

Dr. Kelly: Yes. I think that’s most of what it is, a kind of impulse or motivation to engage in those kinds of psychological
defense mechanisms. I think it’s led us as clinicians to develop more client/patient-centered approaches, such as motivational
interviewing. The idea is to use a non-threatening approach to help the clinician relate better by seeing the world through the
patient’s eyes. It’s the notion of empathy and an understanding of where the person might be coming from. I think a large part
of that is a sense of people feeling insecure, ashamed, and guilty about their behavior and overconsumption of substances. So, I
think a non-judgmental empathic approach can really help mitigate some of those defense mechanisms. It’s important for us as
clinicians to understand that people are much more open and honest when they feel less threatened. For family members who
want to help a loved one with a substance use disorder using a non-threatening approach, I recommend that they check out the
Community Reinforcement of Family Training approach (or CRAFT; see http://bit.ly/2ACxVtH).

CATR: That’s excellent advice. But are there also things that clinicians should avoid saying or doing to avoid
unintentionally stigmatizing their patients? For example, it’s probably good for a physician to use the phrase “substance
use disorder” rather than “substance abuse.” Doesn’t the word “abuse” carry a potentially shameful or even illegal
connotation, and thus the potential to stigmatize the patient?

Dr. Kelly: Yes. I agree, and I think that’s one major way that we can change our approach as clinicians. Terms like “abuse”
are pernicious when we’re interacting with people who are coming in looking for help with a substance use disorder. We
need to use proper medical terminology and help patients understand exactly what is happening inside of them. We need to
let them know how their substance use disorder is tied to their central nervous system, and how that disorder is getting the
better of them in terms of their ability to control it. I think if we can use the proper medical terms and explain the situation
to patients simply and clearly, they will understand the nature of what’s happening.

CATR: I agree, but can this approach also be challenging for clinicians who want to be able to relate to patients or
clients on their own terms and using patients’ own language?

Dr. Kelly: It can be a temptation to want to be liked by our patients by using what you might call “street terminology.” There’s
a potential argument for trying to relate to patients in that way, but we must be very careful. As professional healthcare provid-
ers, we need to use language that will help communicate to patients that they have an actual medical disorder. We need to use
words clearly indicating that a disorder has happened in the brain, and that each year this disorder is responsible for hundreds
of thousands of premature deaths in America alone.

CATR: With that, are there any specific words or phrases we should use with patients?

Dr. Kelly: To keep things on a more understandable level and to avoid stigmatizing language, explain that there is a medical
malfunction in the brain. Incorporate

words that don’t tend t.o cause stigma. New Edition!

For example, when doing urine screens,

use the terms “positive” or “negative,” Carlat Publishing

rather than “clean” or “dirty.” We should Medication Fact Book

use this language too among our col- For Psychiatric Practice

leagues in our clinical settings to help 4" Edition

reduce stigma where we work. Also, talk

about patients being in recovery and * The latest on new medications (such as Adzenys, Nuplazid, and Hetlioz)

being in remission—use these terms just

like you would with any other medi- _
cal condition or psychiatric illness. If * 16 all-new side effect management sheets

* 115 medication fact sheets, 14 of which are brand-new

patients use negative terms that could « 23 updated reference tables
lead to stigma, help them reframe using
terms that are consistent with a treat-
able brain disorder.

A 12-credit CME post-test

. Copies start shipping this month!
CATR: Are there any final tips that Order yours today!

you might have on how clinicians can Visit www.TheCarlatReport.com/FactBook
manage stigma with patients? or call 866-348-9279.
Continued on page 8
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Research Updates

ALCOHOL

Interventions for Treatment or
Prevention of Alcobol Hangover:
Systematic Review

REVIEW OF: Jayawardena R et al,
Hum Psychopharmacol 2017;32(3).
Epub 2017 Jun 1.

As clinicians, we’re more interested in
preventing excessive drinking than cur-
ing hangovers. But it’s always nice to
have some helpful advice for patients,
which we found in a recently published
literature review of clinical trials of hang-
over treatments.

The authors used keywords to
search for all relevant English-language
studies occurring between January 1,
2009 and June 30, 2016. This search
yielded 6 controlled studies of 5 po-
tentially effective herbal products were
identified, 3 with a placebo control. All
participants in these final 6 studies were
healthy adults between ages 19 and 58.
Five of the studies had 9-28 subjects,
with one study having 103. Four of the
studies had only men included; the oth-
ers included both men and women.

No published studies found any
treatments to be clearly effective. One
study of dandelion juice suggested effi-
cacy but did not have sufficient statisti-
cal power. The following interventions
were associated with a significant statis-
tical improvement in hangover severi-
ty (p < 0.05): the polysaccharide-rich ex-
tract Acanthopanax senticosus; red gin-
seng anti-hangover drink; Korean pear
juice; KSS formula (Kitsuraku, Shokyo,
brown sugar, and dextrin); and After-Ef-
fect®. The highest improvements were
observed for the following symptoms:
tiredness, nausea, vomiting, and stom-
achache. The lowest improvements were
found for palpitations and other cardio-
vascular symptoms.

After-Effect® is a mixture of bor-
age oil (gamma linolenic acid); fish oil
(omega-3); vitamins B1, B6, and C; mag-
nesium; Silybum marianum (silymarin);
and Opuntia ficus-indica. For the 103 sub-
jects using After-Effect® before and after a
night of heavy drinking, and then alterna-
tively not using the supplement on a night

of heavy drinking, their mean Acute Hang-
over Scale scores were 2.33 (SD 1.6) with
the supplement versus 5.18 (SD 1.9) with-
out it. (A mean Acute Hangover Scale score
of 10 represents extreme symptoms, while
0 is absence of hangover symptoms.) This
study showed the most significant improve-
ment in hangover severity, with p < 0.01.

CATR’S TAKE

The best hangover prevention is obvious-
ly to avoid alcohol entirely, or at least to
drink in moderation. But our patients will
get hangovers, so it behooves us as psy-
chiatrists and substance abuse specialists
to be familiar with falsifiable hangover
treatments. Current available evidence
shows several products that may poten-
tially improve hangover symptoms, but
more research is needed. Acanthopanax
senticosus, red ginseng, and Korean pear
juice are easily available via amazon.com;
KSS formula is a traditional folk reme-

dy in China; and After-Effect®, developed
by the company Deenox, can be found in
French pharmacies. This is clearly useful
information to share with our patients.

—Adam Strassberg, MD. Dr. Strassberg has dis-
closed that he has no relevant financial or other
interests in any commercial companies pertaining
to this educational activity.

OPIOIDS

Neurostimulation for Opioid
Withdrawal Symptoms

REVIEW OF: Miranda A and Taca A,
Am J Drug Alcobol Abuse 2017:1-8

A challenging barrier for patients with opi-
oid use disorders is the discomfort that can
occur during the “induction phase” of their
treatment, which is the period between dis-
continuation of opioids and initiation of
medication-assisted therapy (MAT). Diffi-
culties with induction arise due to sever-

al factors, including fear of withdrawal it-
self and poorly managed withdrawal symp-
toms.

In 2017, the FDA cleared a device
for the use of electrical stimulation to re-
duce opioid withdrawal symptoms. The
prescription-only product, called NSS-2
BRIDGE?, is attached behind the ear
using adhesives and does not require

surgery. It generates low-voltage elec-
trical current that stimulates percutane-
ous nerves around the ear. This results
in diminished withdrawal-associated
pain and negative emotional states. It is
worn continuously for 5 days during the
withdrawal period, which covers the full
life of the device’s battery. BRIDGE® is
thought to produce rapid and sustained
improvements in withdrawal symptoms,
leading to higher MAT transition rates.

The FDA’s approval of the device
was based on an open-label, uncon-
trolled, retrospective study in adult pa-
tients. Seventy-three medical records were
reviewed from outpatient clinics in sever-
al Midwestern states. Concerning patient
characteristics, the mean length of opi-
oid dependence was 70 months, and most
used heroin. Outcomes assessed includ-
ed withdrawal scores during the induc-
tion phase measured by the Clinical Opi-
oid Withdrawal Scale (COWS), and the
percentage of patients who transitioned
to MAT after 5 days.

Overall, most patients had moder-
ate withdrawal symptoms, and their aver-
age initial COWS score was 20.1. But using
the device for 20 minutes produced a
63% drop in average COWS scores, to 7.5.
Scores then dropped to 3.1 after 60 min-
utes and 0.6 after 5 days. On the fifth day,
64 of 73 participants (88%) returned to the
clinic and successfully transitioned to MAT.
No rescue medications were administered,
and no adverse events were noted.

CATR’S TAKE

This pilot study provides us with exciting
data, but falls short of indicating wheth-
er use of this device leads to improved
short- and long-term outcomes for pa-
tients with opioid use disorders. It is also
unclear how the device compares to stan-
dard detox protocols. BRIDGE® costs ap-
proximately $500 and is not covered
under insurance plans, limiting its utility
in many patient populations. It is for one-
time use and requires special training to
place. Ultimately, BRIDGE® is an encour-
aging step in addiction treatment, but is
unlikely to make a profound impact.

—Reban Aziz, MD. Dr. Aziz has disclosed that
he has no relevant financial or other interests
in any commercial companies pertaining to this

educational activity.
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wwuw.carlataddictiontreatment.com. Note: Learning objectives are listed on page 1.

1. According to a recent study of patients in long-term recovery, what percentage continue to experience discrimination and stigma?
(LO #1)
[]a. 5%-15% [ ] c. 40%-50%
[ 1b. 25%-30% [1d. 55%-60%

2. One of the benefits of using Vivitrol instead of Suboxone to treat opioid use disorder includes: (LO #2)

[ ] a. Lower cost

[ 1b. More likely to be covered by insurance

[ ] c. No potential for abuse

[ ] d. Treatment can begin within 12-24 hours of opioid abstinence

3. You have a first meeting with a patient who has a history of alcohol and drug use. Interspersing “street terminology” during your
discussion with this patient is a beneficial way to reduce any unintentional stigma. (LO #1)

[]a. True [ 1Db. False

4. Due to overdose concerns, patients with current or past opioid use disorder require extra caution when prescribed gabapentin in
doses exceeding . (LO #3)

[ ] a. 300 mg/daily [ ] c. 900 mg/daily
[ 1b. 600 mg/daily [1d. 1,200 mg/daily

5. In a recent study on hangover treatments, red ginseng and Korean pear juice were shown to be most effective for palpitations and
other cardiovascular symptoms of hangover. (LO #4)

[]a. True
[ 1Db. False

New Study Shows That Vivitrol Is Just as Effective as Suboxone...But Not Really
Continued from page 2

generally the most effective treatment. * Prefer to not take agonist treat- Ultimately, the decision of using
Suboxone formulations are less expen- ments, or cannot do so because of Suboxone vs Vivitrol is a judgment call
sive, and they work during withdrawal. legal or job requirements to be made in conversation with your
You might, though, consider Vivit- * Live in an area where there are patients. See the table on page 2 for
rol for patients who meet the following no physicians qualified to provide quick reference facts about each treat-
criteria: Suboxone ment, as well as pros and cons to help
* Have already been opiate-free for at * Have a milder addiction and are you make the right decision.
least a week highly motivated to quit
* Have had no success with agonist * Have difficulty committing to taking » o »
treatments a medication every day
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Dr. Kelly: The other piece of advice I would give clinicians,
whether they work in mental health, primary care, or any
other setting, is that they get better informed themselves
by obtaining some additional training and understanding
about the nature of substance use disorders. I think most
clinicians are eager to learn more about these conditions
and how they manifest. Getting more educated on what
causes stigma will empower a clinician to conduct better-
informed conversations with patients regarding their sub-
stance use disorder. We have developed free information
for clinicians at our Massachusetts General Hospital and
Harvard-affiliated Recovery Research Institute (www.re-
coveryanswers.org) that also has an “Addiction-ary,” which
contains language, terms and their definitions, and terms to
use and to avoid in this context. Substance use and related
conditions affect approximately 10% of the US population,
and they influence many other social and medical problems
that we try to treat, so expanding our knowledge as clini-
cians in this regard is important and likely to improve the
quality of our care.

CATR: Thank you for your time, Dr. Kelly.
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