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Objectives
• Define addiction as a chronic disease
• Recognize how social determinants of health affect risk 

for substance use disorders
• Review the evidence-based treatment options for 

opioid use disorder (OUD) and alcohol use disorder 
(AUD)

• Analyze effectiveness and safety of medication 
treatment for substance use disorders

• Process underlying stigma and barriers to accessing 
evidence-based care in the local community



What is Addiction?

• Disease?
• Disorder?
• Behavior?



Is Addiction a Disease?

• Some people think: “Addiction can’t be a disease 
because it’s a ‘choice’ to use drugs.”…





Is Addiction a Disease?

• What is a disease?

Websters Definition: “a condition of the living animal or 
plant body or of one of its parts that impairs normal 
functioning and is typically manifested by distinguishing 
signs and symptoms”
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Genetics
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Common Diseases

2022 data

Leading Risk Factors 
Involve Lifestyle 
Choices/Behaviors:
-  Smoking
- Unhealthy Diet
- Physical Inactivity
- Substance use



Choice?

• But what shapes our choices?
• Choice availability differs among people



Example: Type 2 Diabetes



Is Addiction a Disease?

• Some people think: “Addiction can’t be a disease 
because it’s a ‘choice’ to use drugs.”…

• It’s a choice what you eat (Obesity, DMT2, CAD, etc)
• It’s a choice to smoke cigarettes (COPD, CAD, 

cancer, etc.)
 



Biopsychosocial Model of Disease
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Addiction Fits in the Biopsychosocial 
Model of Disease

Social 
determinants
- Income
- Housing
- Neighborhood
- Healthcare
- Trauma

Risk Factors or 
Protective Factors
(lifestyle choices)

Obesity
CVD
COPD
DMT2
Addiction*

Genetic Factors



Addiction is a treatable, chronic medical 
disease involving complex interactions among 

brain circuits, genetics, the environment, and an 
individual’s life experiences.

- American Society of Addiction Medicine



Why You Should Care

• #1 Leading cause of death among age <45 1

• #3 Cause of death in the USA 2

• #1 Leading cause of incarceration 3

• #1 Leading cause of foster placement 4

• #1 Leading cause of years of potential life lost
• A leading cause of unemployment
• A leading contributor to hospitalizations5
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Substance Use Disorders are Under-Treated

Among the 48.7 million people aged 12 or 
older in 2022 who had an SUD in the past 
year and were therefore classified as needing 
substance use treatment, 14.9 percent 
received substance use treatment in the past 
year…

2022 NSDUH, SAMHSA



Evidence Based Addiction Treatment
• Historically treatments were limited and based on 

addiction being a ‘bad behavior’. 
• Considering addiction as a disease changes the 

approach to treatment
• Following evidence based treatments saves lives



Evidence Based Treatment



Treatment Philosophy

Behavioral Modification PLUS Medication

• MEDICATION FIRST (rapidly stabilize)
• BEHAVIOR CHANGE SECOND (long term change is 

slow)



Medication Treatment is Effective

Opioid Use Disorder Alcohol Use Disorder

Opioid 
Withdrawal 

Opioid 
Withdrawal

Alcohol 
Withdrawal

Alcohol 
Withdrawal

Medication 
Maintenance

Medication 
Maintenance

Relapse Rate: 
~90%

Relapse 
~30%

Relapse 
~40%

Relapse Rate: 
~60%

Bouza C, Angeles M, Muñoz A, Amate JM. Efficacy and safety of naltrexone and acamprosate in 
the treatment of alcohol dependence: a systematic review [published correction appears in 
Addiction. 2005 Apr;100(4):573. Magro, Angeles [corrected to Angeles, Magro]]. Addiction. 
2004;99(7):811-828. doi:10.1111/j.1360-0443.2004.00763.x

Binger KJ, Ansara ED, Miles TM, Schulte SL. Relapse rates among veterans on maintenance doses of 
combination buprenorphine and naloxone for opioid use disorder. Ment Health Clin. 2020;10(3):80-84. 
Published 2020 May 7. doi:10.9740/mhc.2020.05.080



“Medication First” Example

How do we 
treat type 2 
diabetes?



General Approach to Substance Use 
Treatment

• Two phases: 
• 1. Acute withdrawal management
AND
• 2. Relapse prevention (maintenance)



Opioid Use Disorder (OUD)

• Two phases: 
• 1. Acute opioid withdrawal

• Opioid agonist or partial agonist treatment 
AND
• 2. Relapse prevention (maintenance)

• Opioid agonist, partial agonist or antagonist
• Psychosocial, behavior modification



Opioid Withdrawal Management
• Methadone

• Full mu opioid agonist
• Can start immediately
• Only available at methadone clinic 

• Buprenorphine-naloxone
• Partial mu opioid agonist
• Cannot start until patient is in significant withdrawal
• Any provider can initiate for opioid withdrawal



3 FDA Approved Meds for OUD 
(Maintenance Treatment)



Choosing a Treatment for OUD



Alcohol Use Disorder (AUD)

• Two phases: 
• 1. Acute alcohol withdrawal

• Benzodiazepines
• Barbiturates

AND
• 2. Relapse prevention (maintenance)

• Naltrexone, acamprosate, disulfiram
• Psychosocial, behavioral modification



Alcohol Use Disorder
• Acute alcohol withdrawal 

• Benzodiazepine taper
• Phenobarbital

• Inpatient 
• Heavy alcohol use, risk for seizures, medical comorbidities, 

lack of home support/monitoring

• Outpatient
• Low risk – mild/moderate withdrawal, no history of 

withdrawal seizures, no medical comorbidities, medically 
literate, home support/monitoring



3 FDA Approved Medications for AUD 
maintenance (after detox)

Disulfiram (Antabuse)

•Deterrent: Makes patients 
sick if they drink 
(disulfiram reaction)

•Not first line

Naltrexone

•Mu Antagonist (reduces 
reward from drinking by 
blocking endorphins)

•First line
•Once a day pill or once a 

month injection (Vivitrol)

Acamprosate

•Unclear mechanism of 
action

•TID medication 
(compliance?)



Common Questions or Concerns

1. Am I allowed to prescribe buprenorphine-
naloxone (Suboxone)?
2. Is Buprenorphine-naloxone safe?
3. How should I start buprenorphine-naloxone for a 
patient using fentanyl to avoid precipitated 
withdrawal?
4. How long should someone be on a medication 
treatment?



Common Questions or Concerns

• 1. Am I allowed to prescribe buprenorphine-
naloxone (suboxone)?

• The DEA eliminated the X-
waiver

• There is no “special” DEA 
license or limit on number of 
patients you can treat with 
BUP-NLX

• Every new DEA registrant has to 
verify they have received 
buprenorphine training





Common Questions or Concerns

• 2. Is Buprenorphine-naloxone safe?

• Buprenorphine is 
remarkably safe - The 
LD50 is around 40,000mg

• Risk of precipitated 
withdrawal 

Ceiling Effect

50%







Buprenorphine Precipitated Withdrawal



Common Questions or Concerns

• 3. How should I start buprenorphine-naloxone for a 
patient using fentanyl to avoid precipitated 
withdrawal?

• Chronic Fentanyl 
exposure: Start Low 
(1-2mg) and go slow

• Example: 
• Take 1mg (1/8 film) 

every hour for 8 
hours

• Then start maintenance dose of 16mg daily



Common Questions or Concerns

• 4. How long should someone be on a medication 
treatment?

How do we 
treat type 2 
diabetes?

When do you 
stop 
someone’s 
metformin?



STIGMA

• 1. Isn’t taking buprenorphine-naloxone just 
trading one addiction for another?

• 2. Do patients get ‘high’ on buprenorphine-
naloxone?

• 3. What about diversion?



Isn’t taking buprenorphine-naloxone just 
trading one addiction for another?

Not trading one for another



Do patients get ‘high’ on 
buprenorphine-naloxone?

• Not when FDA approved formulation is used as 
directed in patients with opioid tolerance

• Ceiling effect

• Individuals without an opioid tolerance can achieve 
intoxication with buprenorphine (not indicated in those 
patients).

• BUP without Naloxone is not FDA approved for treating 
OUD because it can be injected which can cause 
euphoria - (avoid “Subutex” for patients with OUD)



What about diversion?

• Many times patients buy/sell BUP-NLX on the 
street to take when they cannot get any 
heroin/fentanyl

• to treat their opioid withdrawal 
• Which is the FDA approved indication

• If patients with OUD had access to affordable 
buprenorphine-naloxone from a reputable 
medical clinic they would not need to buy it on 
the street (and would have oversight, 
accountability, and access to additional 
resources).



STIGMA-Language



STIGMA-Language



Language Matters

Sources: JAMA: “Changing the Language of Addiction”, Michael P. Botticelli, MEd Howard K. 
Koh, MD, MPH Language, Substance Use Disorders, and Policy: The need to Reach Consensus 
on an “Addiction-ary”. John F. Kelly PhD, Richard Saitz MD & Sarah Wakeman MD

Say THIS Don’t Say
Positive drug screen Dirty 

Negative drug screen Clean

Person who uses substances or 
Person with a SUD

Drug Abuser or Addict

Returned to using Relapsed

… Was Abstinent for x years …Was clean for x years

Opioid Use Disorder     NOT Opioid Abuse



Conclusion



Key Points
• Addiction is a disease
• Social and environmental pressures 

significantly influence risk of developing a 
substance use disorder

• Medication treatment is the gold standard for 
treating opioid use disorder and alcohol use 
disorder

• Acute withdrawal management AND 
maintenance treatment are necessary

• Stigma reduces access to and quality of 
treatment
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