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8:30-9:00 Introductions;	Describe	Collaboration	and	Goals
What	We’ve	Learned	from	Our	Patients

Hewitt
Martin

9:00-9:30 — The Opioid	Epidemic	in	Rural	New	York	State
— Opioid	Use	Disorder	(OUD)	 as	a	Chronic	Disease Martin

9:30-10:00 Introduction	to	Harm	Reduction Hewitt

10:00-10:20 Treatment	Options	for	Patients with	OUD Hewitt
Martin

10:20-10:40 Break Group

10:40-11:00 Basics	of	BuprenorphinePharmacology Martin

11:00-11:30 Responding to	Relapse	and	Trauma	Informed	Care

11:30-12:15 Mental	and	Physical	Health Needs	of	Patients	with	OUD Hewitt
Martin

12:15-1230 Reflections	and	Next	Steps Group
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Steve
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Prior	Experiences Caring for	
Patients with	Addiction?



What	We’ve	Learned	from	Our	Patients























The	Opioid	Epidemic	in	
Rural	New	York	State



The	Opioid	Epidemic	in	Rural	New York	State
Similarities	across	New	England	and	Northeast
2016	is	not	like	2006	… or	even	2011

• Over	half	of	young	 people	start	heroin	without	having	used	opioid	pills
• 85%	of	Massachusetts	overdose	deaths	in	2013-2014	involved	heroin	and/or	 fentanyl
• Fentanyl	is	nearly	all	illicitly	created	and	comes	in	pill	or	powder	 form;	the	person	

using	 it	may	have	no	idea	it	is	present
• Overdoses	are	increasingly	 requiring	more	than	one	dose	of	Narcan to	reverse
• Most	overdose	deaths	are	in	people	40	years	old	or	younger
• Most	overdoses	 involve	a	mix	of	substances,	including	 alcohol,	opioids,	 cocaine,	and	

benzodiazepines























Opioid	Use	Disorder
as	a	Chronic	Disease



OUD	as	a	Chronic	Disease
Diabetes Ventricular	

Arrhythmia
AIDS AUD OUD

Epidemic X X X X

Predominantly	
Younger	

X X

Lethality X X X X

Abruptly	Lethal X X* X

Highly	Effective	
Treatment

X X X

Stigma	and	Social	
Upheaval	

X X X

Medically	Complex X X

Successful	Treatment	
Generally	Depends	on	
Longitudinal	Caring	
Relationship

X X X X









OUD	as	a	Chronic Disease
OUD	as	a	Chronic,	Lethal,	Stigmatized Disease



OUD	as	a	Chronic,	Lethal,	Stigmatized Disease:	
Implications	and	Principles	of	Care

• Harm	reduction
• Chronic	condition	model
• Caring	and	compassion
• Longitudinal	
• Nimble	
• Trauma-informed	 for	patients	and	as	a	team
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Harm	Reduction



Top-down,	 abstinence	driven	policy	with	limited	
integration	of	user-driven	 experience

Time	and	effort	spent	on	eradicating	intractable	human	
behaviors	 can	be	better	spent	working	with	affected	
individuals	 to	find	ways	to	reduce	the	associated	
negative	consequences.	
(Harm	Reduction	 Coalition,	 2010)





G.	Alan	Marlatt,	PhD	(1941	– 2011):	
Pioneer	in	the	Harm	Reduction	Movement	and	Addiction	Treatment,	

Addiction	Behaviors	Research	Center,	University	of	Washington

Defining	Harm	Reduction…

“…harm	reduction	as	a	set	of	compassionate	and	pragmatic	approaches for	reducing	harm	
associated	with	high-risk	behaviors	and	improving	quality	of	life	(QoL).”

“…	harm	reduction	is	more	of	an	attitude than	a	fixed	set	of	rules	or	regulations...	A
humanitarian	 stance	that	accepts	the	inherent	dignity	of	life...	And	appreciates	the	complexity	

and	nuance	of	human	behavior.”

“empower	patients	to	devise	their	own	means	to	 reducing	harm	and	defining	their	own	ends	as	
to	what	harm	reduction	will	comprise…	harm	reduction	approaches	can	more	flexibly	

accommodate	affected	individuals’	and	communities’	specific	needs	than	other	top-down,	
theory-oriented	approaches.”

“Harm	reduction…	deemphasizes	general	theory	and	ideology	and	seeks	out	acceptable,	
feasible,	and	effective	solutions that	are	applicable	to	specific	situations.”
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What	Are	Some	Examples	of	
Harm	Reduction-based	Interventions	
You	Already	Use	with	Your	Patients	

(with	or	w/o	Substance	Use	Disorders)?



Harm Reduction 
Interventions

Harmful 
use/Risky 
Behavior

Total 
Abstinence

Opens other  pathways/ 
opportunities for change while 

decreasing negative 
consequences

Aceijas,	C.,	Hickman,	M.,	Donoghoe,	M.	C.,	Burrows,	D.,	&	Stuikyte,	R.	(2007).	Access	and	coverage	of	needle	and	syringe	programmes
(NSP)	in	Central	and	Eastern	Europe	and	Central	Asia.	Addiction,	102,	1244–1250.

Bennett,	S.	E.,	&	Assefi,	N.	P.	(2005).	School-based	 teenage	pregnancy	prevention	programs:	A	systematic	review	of	randomized	
controlled	trials.	Journal	of	Adolescent	Health	36,	72–81.

It’d	be	nice…	but	we’re	
working	with	the	
human	condition...



Sobriety

Abstinence	only	housing	 programs	à Housing	First	Initiatives



Patients	with	OUD	presenting	 to	primary	care…

Zero	use	of	opioids

No	use	of	other	illicit	
drugs

Commitment	 to	reach	
sustained	 abstinence	



“Our	deeply	held	convictions	regarding	the	‘truth’	about	
our	patients	and	the	‘right’	way	to	intervene	are	the	

products	of	our	own	cognitive	schemas	and	overlearned	
behaviors	as	researchers	and	clinicians.”

Marlatt,	2012



“...Recognition	of	this	fact	can	take	some	of	the	
absolutism	out	of	the	way	we	view	and	treat	substance	
use	disorders.	We	must	unpack	and	examine	these	
assumptions.	Only	then	can	we	put	them	aside,	truly	
align	with	our	patients,	and	practice	harm	reduction.”

Marlatt,	2012





The	Provider	Experience

Reasons	Why	this	Work	Is	Challenging	for	Providers	and	
Members	of	the	Health	Care	Team?



Factors	that	make	this	work	challenging…

• Implicit	Bias	and	the	“Moral	Model”	of	addiction…	Is	it	a	choice?	

• Addiction	is	a	“disease”…	but	people	don’t	think	about	it	like	cancer…	Why?

• Natural	discomfort	in	ambiguity	– the	grey	area	of	human	experience

• Our	inherent	desire	for	feedback	from	our	enviornment	about	our	
effectiveness	as	providers	



Factors	that	make	this	work	challenging…

• Emotional	reactions/perspectives	triggered	by	patients	connected	to	the	life	
experiences	of	the	provider	(e.g.,	close	family	members	with	addiction)

• Our	emotional	investment	in	the	wellbeing	of	patients

• Rigid	or	unrealistic	expectations	or	perceptions	– often	influenced	by	our	own	
fear,	anxiety,	experience,	and	genuine	desire	to	protect	the	patient.

• Patients’	disruptive	behaviors



11	Guiding	Perspectives	Anchored	in	Harm	Reduction…
(Adapted	from	Harm	Reduction:	Pragmatic	 strategies	for	managing	high	 risk	behaviors,	2012,	Denning.	P.)

1. Harm	reduction	is	any	action	that	attempts	to	reduce	the	harm	of	drug	
abuse.

2. Avoid	punitive	sanctions	for	what	a	person	puts	in	their	body	or	refuses	to	
put	in	their	body.	

3. People	use	drugs	for	reasons	and	not	all	drug	use	is	abuse.	
4. People	can,	and	do,	make	rational	decisions	about	important	life	issues	while	

still	using.	
5. Denial	is	not	actually	denial.	It	is	a	product	of	shame	and	punitive	sanctions	

and	is	usually	quite	conscious.	



6. Ambivalence	and	resistance	to	change	are	“human.”	As	providers,	it’s	our	job	
to	work	with	someone’s	ambivalence	and	explore	it,	not	confront	it.	

7. Addiction	is	not	a	disease,	but	a	biopsychosocial	phenomenon	in	which	the	
relative	weight	of	the	biological,	the	psychological,	and	the	sociocultural	
aspects	are	different	for	each	person.	

8. Substance	use	represents	a	relationship,	an	attachment	that	offers	
significant	support	to	the	person.	Treatment	must	offer	that	support,	as	well	
as	respect	that	maybe	we	can’t	do	it	as	well	or	with	such	reliability.	

11	Guiding	Perspectives	Anchored	in	Harm	Reduction…
(Adapted	from	Harm	Reduction:	Pragmatic	 strategies	for	managing	high	 risk	behaviors,	2012,	Denning.	P.)



9. Motivation	toward	change	is	the	mutual	job	of	the	provider	and	patient.	
People	need	supportive	relationships,	self-esteem,	and	self-care	to	increase	
their	motivation	to	reduce	harm	or	move	toward	“recovery.”	

10.Success	is	any	positive	change—any	step	in	the	right	direction.	

11.Change	is	slow,	incremental,	with	many	setbacks.	Relapse	is	the	rule,	not	the	
exception.	Plan	for	it.	Help	people	stay	alive	and	healthy	and	connected	to	
treatment	during	their	process	of	change	and	their	relapses.	

11	Guiding	Perspectives	Anchored	in	Harm	Reduction…
(Adapted	from	Harm	Reduction:	Pragmatic	 strategies	for	managing	high	 risk	behaviors,	2012,	Denning.	P.)



Treatment	Options	for
Patients	with	OUD	



Non-MAT	Treatments/Supports	for	OUD

Residential	treatment	
programs	“beds”

12-step programs

Intensive Outpatient	
Programs

NA/AA	groups
Self-help	 support	 groups

Partial	Hospitalization	
Programs

Transitional	Housing
State	funded	work/school	
programs

Case/care	management Peer	supports

Social	skills	 training	 Outpatient Programs



PCP	Management	ONLY	
PCP	+	CBT

=
No	significant	difference	in	
decreasing	opioid	 use,	
treatment	retention,	or	
cocaine	abstinence	(24	

weeks)



Take	Away	Points…
• Many	patients	do	NOT	need	psychosocial	 interventions	 to	succeed	in	decreasing	

opioid	use,	move	towards	abstinence,	and	remain	engaged	 in	treatment.	

• An	area	of	limited	research	(only	8	studies	focused	on	OBOT	population)

• This	does	NOT	include	patients	meeting	criteria	for	active	psychiatric	diagnoses	 (i.e.,	
major	depressive	disorder)

• We	still	have	a	lot	to	learn	about	what	specific	psychosocial	interventions	 are	effective	
for	primary	care	patients	receiving	OBOT,	ideal	dosing	and	time,	benefits	 limited	by	
our	assessment	measures,	and	long-term	effects.



Talking	with	patients	about	potential	benefits	of	counseling…

Elicit	past	experiences

Clarify	potential	misconceptions	

Provide	a	clear,	specific	overview	of	what	to	expect	and	how	engagement	 in	counseling	
could	help	 the	patient	reach	their	goals	

Normalize	stress	and	other	psychological	 symptoms

Avoid	coercion	and	contingency



Medication-Assisted	Treatment
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OUD	Severity	and	Circumstances

Can	generally	be	cared	for	
successfully	in	primary	care	with	
integrated	behavioral	health

Require	more	intensive	forms	
of	treatment:

● Methadone
● Structured	outpatient
● Residential	(nearby)
● Residential	(out	of	area)
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Impact	of	Buprenorphine	in	France	

© 2006 by the Infectious Diseases Society of America
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Basics	of
Buprenorphine	Pharmacology



Basics	of	Buprenorphine	Pharmacology
It	is	very	difficult	to	cause	harm	from	prescribing	buprenorphine

Concern	for	Overdose	from	Buprenorphine
— Buprenorphine	 has	been	available	from	any	French	GP	since	2006	and	has	not	been	

associated	with	overdose
— In	studies	of	Massachusetts,	NYC,	San	Francisco,	and	other	geographies,	

buprenorphine	 has	been	found	 in	<	1%	of	overdose	deaths
— Buprenorphine’s	 respiratory	ceiling	effect	that	makes	overdose	highly	unlikely	from	

oral	use	



Basics	of	Buprenorphine	Pharmacology
It	is	very	difficult	to	cause	harm	from	prescribing	buprenorphine

Concern	for	Precipitated	Withdrawal	 from	Buprenorphine
— As	long	as	a	patient	is	experiencing	some	level	of	withdrawal,	buprenorphine	 use	is	

not	associated	with	significant	worsened	withdrawal
— The	exception	 is	a	very	long-acting	opioid	such	as	methadone;	 this	risk	can	be	

mitigated	in	planned	 transfers	from	methadone	 treatment	or	candid	discussions	with	
other	patients

— Withdrawal	and	side	effect	risk	can	be	further	mitigated	by	having	patients	take	2	to	
4mg	every	2	hours	as	needed	to	improve	withdrawals;	this	can	be	done	to	a	total	of	
16mg	per	day	to	start



Basics	of	Buprenorphine	Pharmacology
It	is	very	difficult	to	cause	harm	from	prescribing	buprenorphine

Harms	Can	Potentially	Occur	If:
— A	patient	diverts	buprenorphine.	 However,	the	most	common	reason	for	diversion	 is	

lack	of	access	to	formal	buprenorphine	 treatment	and	scarcity.
— A	patient	diverts	buprenorphine	 in	order	 to	keep	using	opioid	drug	of	choice.	This	is	a	

very	unusual	 situation.	
— Buprenorphine	 is	dosed	 too	low	or	for	too	short	a	treatment	period.	 	Both	are	strongly	

associated	with	relapse.
— A	patient	relapses	repeatedly	on	buprenorphine	 at	indicated	doses	with	no	

improvement;	 a	higher	 level	of	care,	including	methadone,	may	be	needed	 to	avoid	
harm.



Responding	to	Relapse



Sustained	
Abstinence	

Harmful	Opioid	
Use

How	we	talk	about	relapse	is	key…



Moving	towards	sustained	abstinence	from	
opioids	looks	more	like	this…	



Harmful	Opioid	
Use

Sustained	
Abstinence	



Starting	the	Conversation
• What	have	you	learned	works	best	for	you	to	help	decrease	the	chances	of	

relapse?
• From	your	perspective,	what	would	be	a	helpful	conversation	for	you	and	I	to	

have	if	you	relapse	in	the	future?
• This	has	been	a	long	road	for	you…	What	specific	skills	have	your	learned	along	

the	way	to	decrease	your	use?
• What’s	typically	happening	when	you	have	an	easier	time	manaing	cravings	or	

not	using?
• What’s	typically	going	on	right	before	you	use,	internally,	or	perhaps	in	your	

relationships?
• What	would	be	a	sign	to	you	that	your	substance	use	is	becoming	overwhelming	

and	you	could	benefit	from	additional,	more	frequent	treatment?



If	you	aren’t	convinced	yet	that	relapse	is	a	complex	process	with	a	complex	set	of	possible	interventions,	 this	should	do	the	trick…

Larimer,	 Palmer,	&	Marlatt,	1999



Responding	to	Relapse:	What’s	Practical	as	a	PCP?	
Relapse	=	Opportunity
1. Elicit	triggers,	precipitating	variables	(What	was	going	on	in	the	days,	hours,	

minutes	before	you	used?	Where	were	you?)
2. Elicit	the	function/purpose	of	the	use	in	that	particular	moment	(What	

changed	immediately	following	the	use?)
3. Elicit	the	point	of	least	control	
4. What	did	you	learn	about	your	addiction	in	this	situation	that	you	want	to	

remember	going	forward?	Is	there	something	you	wish	you	would	have	done	
differently?

5. What	ideas	or	solutions	have	you	come	up	with	for	similar	situations	in	the	
future?

6. Would	you	like	advice	on	other	options?



Defining	“Success”	and	Asking	the	Right	Questions
• The	harm	reduction	model	directs	attention	to	the	changes	and	successes,	

not	limited	to	abstinence	from	the	substance.
• If	you	are	having	success	with	taking	buprenorphine,	how	will	you	know?	

What	changes	in	your	life/relationships	will	you	see?	Are	there	certain	
thoughts/emotions	you	fight	daily	that	might	change?	

• Noticing	the	smaller,	nuances	of	change	can	boost	self-efficacy,	motivation.	
Focusing	on	the	larger,	overarching,	long-term	goal	à triggers	fear,	anxiety,	a	
sense	of	being	overwhelmed.

• Following	a	relapse	àWas	there	anything	different	about	this	time,	versus	
use	in	the	past?	Did	you	notice	any	change	in	your	thoughts/emotions	before	
or	after	this	use?	

• Bring	in	family	members	– typically	see	positive	changes	the	patient	cannot	



Trauma-informed	care

PTSD:	Lifetime	Prevalence	5.4%
46.4%	met	criteria	for	SUD

Patients	seeking	treatment	for	SUD	=	
lifetime	PTSD	rates	30%	- 60%

Brady,	Back,	&	Coffey,	2004;	2010	National	 Epidemiologic	 Survey	on	Alcohol	 and	Related	 Conditions



versus



Thank	You!
Questions	and	Next	Steps




