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Substance Use and Misuse: 
Primary Care and Prevention for the 

Substance Abuse Patient

Valerie Carrejo, MD, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Valerie Carrejo, MD, FAAFP
Associate Professor/Medical Director, University of New Mexico North Valley Center for Family 
and Community Health, Albuquerque; Program Director, Addiction Medicine Fellowship, 
University of New Mexico, Albuquerque

Dr. Carrejo earned her medical degree at the University of New Mexico (UNM) School of 
Medicine, Albuquerque, and completed her residency with the Department of Family and 
Community Medicine at UNM in 2007. Following residency, she practiced community-based 
health care at a federally qualified health center (FQHC) for several years. In 2010, she 
became board certified in addiction medicine due to an expanding interest in treating patients 
who have substance abuse issues. She joined the faculty at the UNM Department of Family 
and Community Medicine in 2012 to be more involved in education and to help develop the 
treatment of addiction by primary care physicians, an ever-expanding need in New Mexico. 
She still practices full-spectrum family medicine, including obstetrics, and serves as an 
associate professor, and she is the medical director of the UNM North Valley Center for Family 
and Community Health. Additionally, she is program director of the new Accreditation Council 
for Graduate Medical Education (ACGME)-accredited Addiction Medicine Fellowship at UNM.
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Learning Objectives
1. Describe current drug use trends across the country, including emerging trends and 

new substances of misuse.

2. Use evidence-based strategies to establish appropriate screening protocols to help 
identify potentially risky drug and alcohol use/misuse.

3. Develop evidence-based strategies to educate patients on the safe use of 
prescribed medications that have addictive potential (for example opioid pain 
medications, stimulants prescribed for ADHD and benzodiazepines).

4. Describe the diagnostic criteria for substance use disorder, and compare that to the 
definition of substance misuse.

5. Formulate plans to orchestrate care for patients who require referral to or treatment 
from sub-specialists, and community-based support services for substance use 
disorders.

Audience Engagement System
Step 1 Step 2 Step 3
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Substance Abuse and Addiction

Its not always illicit drugs
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National Survey on Drug Use and 
Health 2016 survey

• National report summarizes key findings from the 2016 National 
Survey on Drug Use and Health (NSDUH) for indicators of 
substance use and mental health among people aged 12 years 
old or older in the civilian, noninstitutionalized population of the 

United States.

Alcohol Use

About 136.7 million Americans aged 12 or older 
reported current use of alcohol

• 65.3 million who reported binge alcohol use in the 
past month 

• 16.3 million who reported heavy alcohol use in the 
past month.
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What is a standard alcoholic drink?

Tobacco Use
• 51.3 million people aged 12 or older were current cigarette 

smokers 
– 29.7 million who were daily cigarette smokers 

– 12.2 million who smoked approximately a pack or more per day

• Cigarette use generally declined between 2002 and 2016 across 
all age groups.



7

E-Cigarette Use in Adults
• 2.8% of adults 18 and older

• E-cigarette use among adults is high, especially in those 
who have used other tobacco products

• Research so far
– e-cigarettes are less harmful than cigarettes when ADULTS who 

regularly smoke switch to them as a complete replacement. 

– e-cigarettes can still damage a person's health!

E-Cigarette Use in Teens
Teens are more likely to use e-cigarettes than cigarettes.

• Past-month use of cigarettes 
– 3.6 percent among 8th graders

– 6.3 percent among 10th graders

– 11.4 percent among 12th graders. 

• Past-month use of e-cigarettes
– 9.5 percent among 8th graders

– 14.0 percent among 10th graders

– 16.2 percent among 12 graders.
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E-cigarette Use in Teens
• Teen e-cig users are more likely to start smoking.

30.7 percent of e-cig users started smoking within 6 months 
while 8.1 percent of non users started smoking. 
– Smoking includes combustible tobacco products (cigarettes, cigars, and 

hookahs).

Illicit Drug Use
• 28.6 million people aged 12 or older used an illicit drug in the past 30 

days

– 1 in 10 Americans overall (10.6 percent) 
– ranges as high as 1 in 4 for young adults aged 18 

to 25. 
– Regardless of age, the illicit drug use estimate for 

2016 continues to be driven primarily by 
marijuana use and the misuse of prescription pain 
relievers
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Illicit Drug Use
• Among people aged 12 or older, 

– 24.0 million were current marijuana users  

– 3.3 million were current misusers of prescription pain relievers

• Smaller numbers of people were current users of cocaine, 
hallucinogens, methamphetamine, inhalants, or heroin or were 
current misusers of prescription tranquilizers, stimulants, or 
sedatives

Opioid Misuse
• In 2016, an estimated 11.8 million people misused opioids in the 

past year 
– 11.5 million pain reliever misusers 

– 948,000 heroin users. 

– 6 out of 10 people indicated that the main reason they misused pain 
relievers the last

• to relieve physical pain (62.3 percent), 

• about half (53.0 percent) indicated that they 
obtained the last pain relievers they misused from 
a friend or relative
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Other correlates with substance use

• Substance use disorders are more common in 
males than in females

• Rates decrease with age
• Genetics play a significant role
• Impact of employment and education results are 

conflicting
• Stable marriages have lower prevalence

– Stressful marriage may increase substance use

Race and Ethnicity- Complex

• African Americans and Hispanics have 
lower prevalence
– When disorder develops, can be more severe 

and medical and social consequences are 
higher

• Asian Americans have lowest prevalence
• Native Americans have highest prevalence
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Figure 4. Trends in substance use disorder in the past year among adults aged 18 or older, by selected types of substances: 2002 to 2014

* Difference between this estimate and the 2014 estimate is statistically significant at the .05 level.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health 
(NSDUHs), 2002 to 2005, 2006 to 2010 (revised March 2012), and 2011 to 2014.

What else is out there?
• Hallucinogens

– Ayahuasca, ketamine, LSD, mescaline, PCP, psilocybin, salvia, 
DMT, Khat, Kratom, MDMA

• Inhalants
– glues, nail polish remover, lighter fluid, spray paints, deodorant 

and hair sprays, whipped cream canisters, and cleaning fluids
• Synthetic drugs

– Cannabinoids (K2, Spice)
– Cathinones (Bath salts)

• Counterfeit and synthetic opioids
– Contaminated with fentanyl and rat poison



12

Cost of substance abuse in the US
• “Abuse of tobacco, alcohol, and illicit drugs is costly to our 

Nation, exacting more than $740 billion annually in costs related 
to crime, lost work productivity and health care”

• NIDA. (2017, April 24). Trends & Statistics. Retrieved from https://www.drugabuse.gov/related-
topics/trends-statistics
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Poll Question 1
Which of the following substances of abuse is the most costly and 
deadly to Americans?

A. Alcohol

B. Cocaine

C.Hallucinogens

D.Opioids (heroin, opioid pain medications)

E. Tobacco

Cost of substance abuse in the U.S.
Health Care Overall Year Estimate 

Based On

Tobacco $168 billion $300 billion 2010

Alcohol $27 billion $249 billion 2010

Illicit Drugs $11 billion $193 billion 2007

Prescription 
Opioids

$26 billion $78.5 billion 2013
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Tobacco 
• Cigarette smoking is the leading cause of preventable disease 

and death in the United States, accounting for more than 
480,000 deaths every year, or 1 of every 5 deaths

• More than 16 million Americans live with a smoking-related 
disease.

Centers for Disease Control and Prevention. User:Timeshifter cropped the map, and edited the text at the top, using freeware 
IrfanView. Map image came via "print screen" key on a keyboard. [Public domain]
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Current Trends
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How can the family doctor help?
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Poll Question 2
I regularly screen for substance use in my practice using an 
evidence-based screening protocol to help identify patients at risk.

A. I regularly screen for tobacco use

B. I regularly screen for alcohol use

C. I regularly screen for substance use

D. Both A and B

E.  A, B, and C

Screening for Tobacco
• Adults, non-pregnant

– The USPSTF recommends that clinicians ask all adults about tobacco 
use, advise them to stop using tobacco, and provide behavioral 
interventions and U.S. Food and Drug Administration (FDA)–approved 
pharmacotherapy for cessation to adults who use tobacco. (Grade A)

• Pregnant women
– The USPSTF recommends that clinicians ask all pregnant women about 

tobacco use, advise them to stop using tobacco, and provide behavioral 
interventions for cessation to pregnant women who use tobacco. (Grade 
A)
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Screening for Tobacco
School Aged Children and Adolescents

• The USPSTF recommends that primary care clinicians provide 
interventions, including education or brief counseling, to prevent 
initiation of tobacco use among school-aged children and 

adolescents. (Grade B)

Screening for Alcohol
• Adults

– The USPSTF recommends that clinicians screen adults aged 18 
years or older for alcohol misuse and provide persons engaged 
in risky or hazardous drinking with brief behavioral counseling 
interventions to reduce alcohol misuse (Grade B)

• Adolescents
– The USPSTF concludes that the current evidence is insufficient 

to assess the balance of benefits and harms of screening and 
behavioral counseling interventions in primary care settings to 
reduce alcohol misuse in adolescents. (Grade I)
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Poll Question 3

The USPSTF recommends screening for 
illicit drug use in adults and adolescents

A.True

B.False

Screening for Illicit Drug Use
“I” Recommendation 

• The USPSTF concludes that the current evidence is insufficient 
to assess the balance of benefits and harms of screening 
adolescents, adults, and pregnant women for illicit drug use.

• USPSTF is currently reevaluating the evidence
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TOOL Substance Type Patient Age How tool is 
administered

NIDA Drug Use Screening 
Tool

Alcohol
Drugs

Adults
Adolescents‐ adapted

Self or Clinician

CRAFFT
Part A

Alcohol
Drugs

Adolescents Self or Clinician

Alcohol Use Disorders 
Identification
(AUDIT‐C)

Alcohol Adults Self or Clinician

Brief Screener for 
Alcohol, Tobacco and 
other Drugs
(BSTAD)

Alcohol
Drugs

Adolescents Self or Clinician

Screening to Brief 
Intervention
(S2BI)

Alcohol 
Drugs

Adolescents Self or Clinician

Drug Abuse Screening 
Test (DAST)

Drugs Adults Self

NIDA Drug Use Screening Tool
In the past year, how often have you used the following

• Alcohol

• Tobacco

• Prescription drugs for non-medical reasons

• Illegal drugs

• Answer: Never/Once or twice/Monthly/Weekly/Daily or most days

• Positive screen if answer is not never

– Counsel on healthy alcohol use

– All other positives– move onto more history 
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Help Prevent Prescription Misuse and 
Dependence

Preventing misuse/abuse of drugs we 
prescribe

• Talk to your patients who are taking higher 
risk drugs
– Stimulants
– Benzodiazepines
– Opioids

• Use appropriate risk screening tools
– Opioid Risk Tool
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When Prescribing Opioids
• CDC Guideline for Prescribing Opioids for Chronic Pain

– 12 key recommendations 

• Non-opioid therapy is preferred for chronic pain

• When opioids are used, the lowest effective dose should be 
prescribed to reduce risk of opioid use disorder and opioid 
overdose

• Clinicians should exercise caution when prescribing opioids and 
monitor patients closely

Preventing misuse/abuse of 
prescription drugs

• Use controlled substance agreements

• Recommend lock box for storage

• Educate patients
– Correct doses

– Risks of abuse, misuse, dependence, overdose

– Proper disposal of leftover medication
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Preventing misuse/abuse of 
prescription drugs

• Screen for aberrant behavior
– PMP reports

– Urine drug screens

– Monitor for signs of misuse or movement 
toward a substance use disorder

Terminology Updates

• Substance Misuse

• Substance Use Disorder

• No longer use the term substance abuse 
or dependence

• Addiction is not a diagnosis
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Substance Misuse
• The illegal or illicit drug taking or alcohol consumption which 

leads a person to experience social, psychological, physical or 
legal problems related to intoxication or regular excessive 
consumption and/or dependence.

• Drug misuse is therefore drug taking which causes harm to the 
individual, their significant others or the wider community. 

DSM V Substance Use Disorder
• A problematic pattern of substance use leading to clinically 

significant impairment or distress as manifested by at least two of 
the following occurring in a 12-month period:
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Substance Use Disorders
Impaired Control: 

• Using larger amounts or for longer time than intended
• Persistent desire or unsuccessful attempts to cut down or 

control use
• Great deal of time obtaining, using, or recovering
• Craving or strong desire or urge to use

Substance Use Disorders
Social Impairment:

• Fail to fulfill major roles (work, school, home)
• Persistent social or interpersonal problems caused by substance 

use
• Important social, occupational, recreational activities given up or 

reduced
Risky Use of the Substance:

• Use in physically hazardous situations

• Use despite physical or psychological problems caused by use
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Substance Use Disorder
Pharmacological Criteria:

Tolerance as defined by either of the following:
• Need to use an increased amount of a substance in order to achieve the 

desired effect    OR
• Markedly diminished effect with continued use of the same amount of the 

substance

Withdrawal as manifested by either of the following:

 The characteristic withdrawal syndrome of the substance  OR

 The substance is taken to relieve or avoid withdrawal symptoms

Severity and Specifiers
• Severity ranges 

– Mild: 2-3 symptoms

– Moderate: 4-5 symptoms

– Severe: 6 or more symptoms

• Specifiers define course of course of the disease
– In early remission

– In sustained remission

– In a controlled environment

– On maintenance therapy
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Alcohol

Caffeine

Cannabis

Hallucinogens

Inhalants   

Gambling                                  

Substance Classes
Opioids

Sedatives, hypnotics, and 
anxiolytics

Stimulants

Tobacco

Other

My patient is using…
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Keep your patients healthy despite 
substance use

Screening for infectious disease
• Hepatitis B and C screening

– Annual screening (SOR B)

• HIV screening
– Annual screening (SOR A)

• Latent tuberculosis
– No specific recommended interval (SOR C)

Keep you patients healthy despite 
substance use

• Screening for gonorrhea, chlamydia and 
syphilis
– Recommended for sexually active females 

younger than 25 years and for females engaged 
in high risk behaviors

• Screen for intimate partner violence
– Rates exceed 50% in patients with drug use 

disorders 
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Preventive Care Services
Immunizations
• Hepatitis A and B

– Obtain titers and vaccinate appropriately
• Tetanus vaccine

– Every 10 years
• 23-valent pneumococcal polysaccharide vaccine 

(Pneumovax-23)
– Once between age 19 and 64 years of age with concurrent 

conditions (heavy alcohol, tobacco, lung or liver disease)

Offer Preventive Treatment Options
• Pre-exposure prophylaxis for HIV

– Daily use of tenofovir/emtricitabine (Truvada)
• Antiviral treatment for HIV and HCV

– Active IV drug use is not a contraindication for treatment
• Prescribe naloxone for opioid overdose
• Safer injecting practices

– Needle exchange programs
– Use clean water, new filters to prepare drug
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• Infections
– Abscess
– Cellulitis
– Septic thrombophlebitis

• Pulmonary
– Pneumonia
– Tuberculosis
– Septic pulmonary emboli
– Bullous emphysema
– Foreign body granulomatosis
– Pulmonary edema (opioids)
– Pulmonary hypertension (stimulants)

Consider Secondary Complications
• Cardiovascular

– Endocarditis
– Septic emboli
– Cardiomyopathy
– Dysrhythmias
– Myocardial ischemia (cocaine)
– Mycotic aneurysms
– Vasculitis (cocaine)

• Musculoskeletal
– Epidural abscess
– Osteomyelitis
– Pyomyositis
– Tetanus
– Rhabdomyolysis (stimulants)

Treatment Options
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Poll Question 4
Which of the following describes your current options for treating 
patients with opioid use disorder?

A. I do not have an “X” wavier

B. I do have an “X” wavier but do not prescribe

C. I have and “X” wavier and treat patients with OUD

D. I do not  know what an “X” wavier is

Tobacco Use Disorder
• Nicotine Replacement

– Patches, inhalers, gum

• Bupropion XL (Zyban)
– Prescribe 150mg BID

– Pick quit date in 2 weeks

– Continue for 12 weeks

• Varenicline (Chantix)
– Starter pack to titrate up to 1mg BID

– Pick quit date in 2 weeks

– Continue for 12 weeks
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Alcohol Use Disorder
• Acamprosate (Campral)

– 333mg capsules
– Prescribe 2 cap (666mg) TID

• Disulfuram (Antabuse)

– 250mg to 500mg daily
• Naltrexone

– Oral 50mg daily
– Vivitrol 380mg IM monthly

Opioid Use Disorder
• Methadone

– Can only be done in certified treatment centers
• Buprenorphine

– Office based treatment
– Requires provider to have DEA “X” wavier
– Buprenorphine/naloxone oral daily dosing
– Long-acting monthly injectable available

• Naltrexone
– Must be opioid free for 7-10 days prior to starting
– Oral 50mg daily
– IM 380mg q 4 weeks
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Treatment should include
• Behavioral therapy
• Pharmacologic treatment when available
• Referral to a higher level of care

– Detoxification
– Inpatient rehabilitation
– Intensive outpatient programs

• Ongoing screening for depression and other co-occurring mental 
health conditions

Other Substances of Abuse
• No medication assisted treatment available for other substances 

of abuse
• Treatment includes active participation in programs 

– cognitive-behavioral therapy
– contingency management or motivational incentives—

providing rewards to patients who remain substance free
– therapeutic communities—drug-free residences in which 

people in recovery from substance use disorders help 
each other to understand and change their behaviors

– community based recovery groups, such as 12-step 
programs
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Terminology in Substance Use Disorder

Utilize Your Community

• Many patients require treatment that we 
cannot provide in a doctor’s office

• Get to know the resources in your 
community

• Community based support services
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Practice Recommendations
• Rapid screening for substance use and misuse can be performed in the 

primary care setting using validated screening tools. (SOR C).

• All persons with IVDU should be screened for:
– Hepatitis B and C (SOR B)

– HIV (SOR A)

– Latent TB (SOR C)

• Buprenorphine or methadone should be offered to patients for opioid 
detoxification and medication-assisted treatment. (SOR A)

• Naloxone should be prescribed to those patients at high risk of opioid 
overdose. (SOR C)

Contact Information

Valerie Carrejo, MD FAAFP

vcarrejo@salud.unm.edu

University of New Mexico Department of Family 
and Community Medicine

Addiction Medicine Fellowship Program Director
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Questions
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(PBL) Diagnosis and Management of 
ADHD in Children: 

Sharpening our ADHD Tools

S. Sutton Hamilton, MD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any 
relationships with commercial interests upon nomination/invitation of participation. Disclosure 
documents are reviewed for potential conflict of interest (COI), and if identified, conflicts are 
resolved prior to confirmation of participation. Only those participants who had no conflict of 
interest or who agreed to an identified resolution process prior to their participation were involved 
in this CME activity. 

All individuals in a position to control content for this session have indicated they have no relevant 
financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include discussion of 
unapproved or investigational uses of products or devices. 

S. Sutton Hamilton, MD
Faculty, Inspira Family Medicine Residency, Woodbury, New Jersey

Dr. Hamilton is a graduate of Duke University, Durham, North Carolina, and earned his medical 
degree at the University of Pittsburgh School of Medicine in Pennsylvania. He completed his 
internship and family medicine residency at Franklin Square Hospital, Baltimore, Maryland, 
where he served as chief resident. At the University of Cincinnati, Ohio, he completed a 
fellowship in faculty development and received additional training in developmental pediatrics 
and adolescent medicine. Prior to joining the faculty of Inspira Family Medicine Residency, he 
served as assistant program director at Blackstone Family Practice Residency in Virginia. Dr. 
Hamilton’s clinical interests include the evaluation and management of children who have 
attention-deficit/hyperactivity disorder (ADHD), learning difficulties, and emotional/behavioral 
problems. He has been published in American Family Physician and UpToDate on the topics of 
developmental pediatrics and emotional/behavioral problems. He obtained his Drug Abuse 
Treatment Act (DATA) waiver and treats individuals who have opioid use disorder.
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Learning Objectives
1. Practice applying new knowledge and skills gained from 

Diagnosis and Management of ADHD in Children 
sessions, through collaborative learning with peers and 
expert faculty.

2. Identify strategies that foster optimal management ADHD 
in children within the context of professional practice.

3. Formulate an action plan to implement practice changes, 
aimed at improving patient care.

Associated Sessions

• Diagnosis and Management of ADHD in 
Children: Sharpening our ADHD Tools
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Audience Engagement System
Step 1 Step 2 Step 3

PBL: Case 1: Isabelle

• Isabelle is a 12 year old (DOB 07.07.2007) girl who has been your 
patient since she was five.  She’s always struck you as a sweet and 
somewhat reserved child.

• She is seeing you today (Sept. 2019) as her mother worries that 
Isabelle will have many of the same problem this year ( 7th grade) 
that she had in 6th grade.

• Her mother reports that Isabelle has always been a “space cadet” but 
this had not interfered  with her school work until last year.

• Her mother thinks last year’s teachers were a “bad fit” for Izzy, but 
she is off to a bad start this year.  
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PBL: Case 1: Isabelle

• Izzy’s mother describes problems at home concerning messiness, 
poor organization and forgetfulness.

• She reports that last year there were problems around failure to turn 
in homework, difficulty following directions, difficulty sustaining 
focus on schoolwork.

Case 1: Isabelle

• What additional history do you want to gather?

• What is in your differential diagnosis?
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Case 1: Isabelle

• Important history gathered:
• Born 3000gms, term, uneventful pregnancy, labor and delivery.
• Izzy has been a bit “spacy” as long as her mother can recall.
• She’s more anxious than her siblings but mother unaware of problematic anxiety.
• Mother receives CBT for anxiety, had no history of ADHD, nor difficulties in school 
and received an associates degree at a nearby community college.

• Izzy’s father was never diagnosed with ADHD but had many behavioral and 
academic problems, did not graduate high school and has had problems with 
drugs, alcohol and mood disorders.

• Mom describes a good relationship with Izzy, but describes arguments and 
frustrations over organizational skills, planning, and follow‐through.

• Last year Izzy struggled with language art and social studies, did well in math.
• She has a close group of friends and is active in cheer.

Case 1: Isabelle

• You receive completed NICQH Vanderbilt forms – both a parent 
(mother) and teacher form.

• What information can you gather from these forms? 

• What conclusions are you willing to make and what matters remain 
unresolved?
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Case 1: Isabella

• You discuss your impressions with Izzy’s mother and she would like a 
trial of treatment and Izzy seems willing.

• What do you emphasize in your discussion to her mother about 
treatment?

• What sort of discussion do you have with Isabelle?

• How to you begin your treatment – with what medication and at 
what dose and with what sort of follow‐up?

• What are your short‐term priorities?

• How will you monitor response to treatment?

Case 2: Fred

• Fred is 6 year old (DOB 3‐12‐2013)  first grader whom you saw as an infant 
and toddler, but have not seen in a few years.

• He is accompanied by his mother who confesses that she has long had 
concerns about his behavior.

• Freddie is described as “been difficult to control since he could walk.” 

• She describes Fred as “unable to stay still” and not taking direction well.

• His mother received reports from pre‐school that he was “aggressive and 
bossy” with his peers and his she reports similar problems at home.

• Freddie reacts strongly to limits and his mother has grown tired from trying 
to control his behavior.
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Case 2: Fred

• Fred is a twin, and was born at 2630 gm (5 pounds, 13 oz. ) 35 weeks 
gestation.  He had a brief stay in the NICU but an otherwise 
uneventful infancy.

• Fred had delayed language milestones and you sent him for early 
intervention at 15 months when he had few words.

• His twin has developed without struggles.

• Family history:
• Paternal: dropped out of high school, SUD.

• Maternal depression. Good student in HS, enjoys reading.

Case 2: Fred

• In the room Freddie is literally in constant motion, climbing, jumping 
and grabbing.  No effective limit setting or redirection is observed 
although parenting is never harsh.

• You succeed in engaging him and he makes excellent eye contact as 
he colorfully describes is favorite video game.

• He is cheerful and interpersonally warm.  He is affectionate with his 
mother who reciprocates affection.
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Case 2: Fred

• His mother and Freddie return for follow‐up with completed 
Vanderbilt forms.

• How do you interpret the Vanderbilt forms?

• What diagnoses do you make?

• What other diagnosis do you wish to explore?

• How do you translate findings from the Multimodal Treatment of 
ADHD (MTA)  into a treatment strategy?

Case 3: Andrew, 16 years old

• This is the first time you’re meeting Andrew (DOB 4‐25‐03) who is 
here with his mother.

• Andrew sits sullenly, ear buds in place, as his mother describes a 
difficult last year of school (freshman year) where universally poor 
grades mandated summer school which he attended and completed.

• He suffered several suspensions last year for behavior; the worst of 
the behavior sounds like reactionary aggression.

• His mother describes a somewhat detached, difficult child since 
around age 13.

• He’s described as “thin‐skinned” and quick to react negatively.
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Case 3: Andrew

• Andrew’s mother reports that he was diagnosed with ADHD at age 8, 
and was on methylphenidate for about a year but she does not recall 
much about the experience.

• Andrew played football previously, but grades have precluded 
participation freshman year.

• He is not involved in any school sports, activities or clubs.

• She denies unprovoked aggression but endorses irritability and 
disagreeableness.

Case 3: Andrew

• You meet briefly with Andrew alone.

• He is a reluctant historian.

• He reports regular marijuana use, denies cigarettes, alcohol or other 
drugs.

• He describes all his teachers as “out to get him” and he only speaks 
positively of a former coach.

• He describes a group of similarly‐minded friends.

• You send Andrew and his mother home with Vanderbilt forms for his 
mother and teacher.
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Case 3: Andrew

• Prior to the follow‐up visit the Vanderbilt forms arrive for your 
review.

• You look them over during lunch prior to his FU visit.

Case 3: Andrew

• What is your tentative list of diagnoses, and with what degree of 
certainty?

• You scratch out some notes to yourself in preparation for the follow‐
up visit (you’ve secured a 30 minute visit )

• What do you recommend to Andrew and his mother?  What sort of 
follow‐up to you arrange?
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Questions
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Adult Major Depressive Disorder 
Updates: Practical Treatment of 

Depression in Primary Care

Lindsay Botsford, MD, MBA, CMQ, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family Physicians for 
educational purposes only. Please note that medical information is constantly changing; the information 
contained in this activity was accurate at the time of publication. This material is not intended to represent the 
only, nor necessarily best, methods or procedures appropriate for the medical situations discussed. Rather, it 
is intended to present an approach, view, statement, or opinion of the faculty, which may be helpful to others 
who face similar situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual using this 
material and for all claims that might arise out of the use of the techniques demonstrated therein by such 
individuals, whether these claims shall be asserted by a physician or any other person. Physicians may care 
to check specific details such as drug doses and contraindications, etc., in standard sources prior to clinical 
application. This material might contain recommendations/guidelines developed by other organizations. 
Please note that although these guidelines might be included, this does not necessarily imply the 
endorsement by the AAFP.

This live CME session is supported by an educational grant from Takeda Pharmaceuticals U.S.A., Inc. and 
Lundbeck.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any relationships with 
commercial interests upon nomination/invitation of participation. Disclosure documents are reviewed for potential 
conflict of interest (COI), and if identified, conflicts are resolved prior to confirmation of participation. Only those 
participants who had no conflict of interest or who agreed to an identified resolution process prior to their 
participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have no relevant financial 
relationships to disclose. 

The content of my material/presentation in this CME activity will include discussion of unapproved or 
investigational uses of products or devices as indicated:

Liothyronine, Lithium for off-label use for antidepressant augmentation based on Star*D trial. Gabapenti, 
pregabalin, modafinil for off-label use as adjunct to antidepressants to help with depressive syndromes. 
Sildenafil, Bupropion, Buspirone to manage sexual side effects of SSRI.

Lindsay Botsford, MD, MBA, CMQ, FAAFP
Family physician, Iora Health, Houston, Texas

Dr. Botsford earned her medical degree from Baylor College of Medicine, Houston, and 
completed a family medicine residency at Baylor College of Medicine/Kelsey-Seybold Clinic, 
Houston. She earned her Master of Business Administration (MBA) degree at the University of 
Houston’s Bauer College of Business after graduating from residency. During her nine years in 
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from medical director with Memorial Hermann Medical Group: Physicians at Sugar Creek into a 
role as a market medical director with Iora Health. She has been recognized for her teaching 
by the Texas Medical Association, receiving Silver-Level Recognition in 2016. She has been 
actively involved in projects related to quality, registries, electronic health record (EHR) 
optimization, and population health. She received her certification from the American Board of 
Medical Quality (ABMQ) in 2017. Dr. Botsford has been active within organized medicine at 
both the state and national levels. She was a member of the AAFP Commission on Quality and 
Practice from 2014-2018, serving as chair in 2018. In 2017, she was appointed to the National 
Quality Forum’s Primary Care and Chronic Illness Standing Committee.
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Learning Objectives
1. Utilize appropriate diagnostic criteria to evaluate and screen patients for depression, 

mood disorders, and suicide risk. 

2. Evaluate non-pharmacologic interventions that are effective for the treatment of 
depression. 

3. Recognize the risks associated with certain drugs used to treat depression and 
mood disorders, including contraindications for certain classes of medications.

4. Coordinate care for patients who require referral to sub-specialists or admission to 
hospitals for suicide prevention.

5. Devise collaborative treatment plans for depression that take into account severity, 
suicidality, developmental stage, and environmental and social factors.

Audience Engagement System
Step 1 Step 2 Step 3
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Depression in the US
• 9.5% of population

• 16 million adults diagnosed 
annually

• 9.3% of physician office visits 
have depression as a diagnosis

• Commonly co-occur with anxiety 
disorders and substance abuse

Underdiagnosis & Undertreatment
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Deadly Effects on Chronic Illness

• Recent Heart Attack
• 2x risk of death
• 2x risk of repeat MI

• Diabetes
• 50% ↑ death
• 30% ↑ limb amputation 
• ↓  glucose control

Diagnostic criteria
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Screening Recommendations

USPSTF Grade B Recommendation for all adults 
USPSTF Grade B Recommendation for adolescents 12 to 18 years

• Screen with “adequate systems in place to ensure adequate 
diagnosis, effective treatment, and appropriate follow-up.”

• Women in pregnancy and postpartum period
• Screen once in pregnancy and once 4-8 weeks postpartum
• AAP recommends screening at infant’s one, two and four month visits

Screening Tools

• No significant difference in performance 
• Patient Health Questionnaire (PHQ-2, PHQ-9, PHQ-A)
• Beck Depression Inventory for Primary Care (BDI)

• Questionnaires for special populations
• Geriatric Depression Scale (GDS)
• Edinburg Postpartum Scale (EDPS)
• Cornell Scale for Depression in Dementia (CSDD)

• Utilize staff and technology to administer
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Over the past month, have you felt down, depressed, or hopeless?

Over the past month, have you felt little interest or pleasure in doing things?

PHQ2 ≥ 2 PHQ9  ≥ 10  Interview with DSM-5 Criteria

Arroll B, Goodyear-Smith F, Crengle S et al. Validation of PHQ-2 and PHQ-9 to Screen for Major Depression in the Primary 
Care Population. Ann Fam Med. 2010 Jul; 8(4): 348–353.

Preferred Screening Strategy:
Administer PHQ-2 during routine preventive visits

PHQ2 Sensitivity Specificity

≥ 1 96% 60%

≥ 2 86% 78%

≥ 3 61% 92%

Diagnosing Major Depressive Disorder

Depressed mood or Anhedonia
+

4 Additional Symptoms
• Sleep changes
• Feelings of Guilt or Worthlessness
• Energy decrease or fatigue
• Concentration/cognition difficulties
• Appetite or weight change
• Psychomotor Agitation or Retardation
• Suicidal ideation or recurrent thoughts of death

Symptoms also cause distress or functional impairment

X Two Weeks
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DSM-5 Changes
• Category of Depressive Disorders separate from Bipolar disorders

• Includes Persistent Depressive Disorder (Dysthymia)

• Addition of two new depressive disorders
1. Disruptive mood dysregulation disorder

• 6-18yo with persistent irritability and frequent out-of-control behavior
2. Premenstrual dysphoric disoder

• Severe form of premenstrual syndrome with strong emotional 
symptoms

• Eliminates bereavement exclusion 

Depression Specifiers in DSM-5

New

• With mixed features Manic symptoms without mania

• With anxious distress 2/5 constructs; associated with higher risk

Clarified Definition

• Peripartum onset During pregnancy or 4 weeks postpartum
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Initial Evaluation  
• Consider secondary causes

• Especially in older patients

• Thyroid, infection, anemia, chronic disease 

• Rule out bipolar disorder, PTSD, other disorders
• Mood Disorders Questionnaire (MDQ) is specific, but not sensitive

• Document follow-up strategy

• Evaluate safety and self-care

• Consider partnering with behavioral health

Nonpharmacologic
Interventions
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Poll Question 1
Which of the following patients has a high likelihood of 
successful depression treatment with cognitive 
behavioral therapy without an antidepressant?
A. 55 year old female with moderate depression who had an episode of 

depression 3 years ago and failed treatment with an SSRI. 

B. 36 year old female with mild to moderate depression going through a 
stressful divorce.

C. 27 year old male with moderate to severe depression who does not 
want to take medication.

D. Cognitive behavioral therapy is unlikely to ever be an effective 
treatment when used alone.

Acute Phase Treatment Options

• Somatic therapies
• Electroconvulsive therapy (ECT)
• Transcranial magnetic stimulation (TMS)
• Vagus nerve stimulation 
• Light therapy

• Psychotherapy
• Pharmacotherapy

Choice depends on severity and patient preference
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Psychotherapy

• Interpersonal (IPT) or Cognitive Behavioral Therapy (CBT)

• Important for long term maintenance and remission

• Effectiveness similar to medication for mild to moderate 
symptoms

• Can be expensive and hard to find
• Online CBT and telepsychiatry may be options
• Self-directed CBT has shown some effectiveness

Adjunctive Treatments for Depression

•Aerobic and resistance exercise (SORT B)

•Sleep hygiene (SORT C)

•Yoga (SORT B)

•Mindfulness-based meditation (SORT B)

• U.S. Department of Veteran Affairs apps
• Headspace app
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Alternative Therapies

•Strength of evidence for supplements is low
•S-Adenosyl methionine (SAMe)
•St. John’s Wort

•Drug-drug interactions

• Saffron, Omega-3 fatty acids, acupuncture, 
Chinese herbal medicine not more effective 
than antidepressants in most meta-analyses

5 Minute Behavioral Health Tools

1. Encourage patient to draw on social supports

2. Increase frequency of patient visits with you

3. Assist patient in focusing on gratitude

4. Teach breathing and mindfulness exercises

5. Prescribe physical exercise

6. Encourage behavioral activation by creating a routine 
or schedule

Sherman M, Miller L, Keuler M, Trump L, Mandrich M. Managing Behavioral Health Issues in Primary Care: 6 
Five-Minute Tools. Fam Pract Manag. 2017 Mar/Apr; 30-35. 
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Pharmacotherapy

Poll Question 2

Sarah is a 48yo female who presents with depressed mood, 
fatigue, early-morning wakening, decreased appetite and trouble 
concentrating for the last month. Her PHQ-9 is 18. She would like 
to try counseling, but is open to starting a medication as well. 
Which medication would be the best first choice for her?

A. Mirtazapine
B. Amitriptyline
C. Trazodone
D. Sertraline
E. Selegiline



14

Major Classes of 
Antidepressants

Selective Serotonin 
Reuptake Inhibitors

(SSRI)

Tricylic Antidepressants 

(TCA)

Monoamine Oxidase 
Inhibitors (MAOI)

Serotonin 
Modulators

Serotonin- Norepinephrine 
Reuptake Inhibitors (SNRI)

Base choice on cost, 
patient preference, and 

adverse effect profile for 
initial episode.

• Sertraline, Citalopram and Escitalopram are all first line

• Contraindicated in older adults:
• Fluoxetine is activating and long ½ life; approved for children
• Paroxetine is sedating, BEERS list and higher side effects/withdrawal

• Side effects relatively similar:
• Weight gain ● GI Bleed
• Sexual dysfunction ● Headaches
• Nausea/diarrhea ● QTc prolongation-citalopram, escitalopram
• Hyponatremia ● Increased suicidal thoughts

Selective Serotonin Reuptake Inhibitors
(SSRI)
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Medication Initial 
Daily 
Dose

Titration Max Daily Dose Initial Dose for 
> 60 Years Old

Citalopram 20 mg 20 mg weekly 40 mg; 
20mg > 60yo

10-20 mg

Escitalopram 10 mg 10 mg weekly 20 mg 5-10 mg

Sertraline 50 mg 50 mg weekly 200 mg 25 mg

Selective Serotonin Reuptake Inhibitors
(SSRI)

Start low, but don’t be afraid to escalate

SSRIs in Pregnancy & Breastfeeding

• Generally safe in pregnancy 
• Sertraline usually first choice
• Avoid paroxetine (Class D)
• May have earlier delivery, lower birth weight

• No known risk with breastfeeding
• Most get in breastmilk, but only at low levels
• Sertraline transfers in lower concentration
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•Slightly better than SSRI at improving symptoms
•Higher adverse effects (nausea, vomiting) and 
discontinuation rates

•Potential for fewer sexual side effects

Selective Serotonin Reuptake 
Inhibitors (SNRI)

Duloxetine
• Start 20mg BID

• Limited benefit above 
60mg/day

• Indications for chronic nerve 
pain and fibromyalgia

• Avoid in hepatic impairment

Venlafaxine
• Start IR 37.5 BID/ XR 75mg daily

• Max effective dose 225mg

• Can increase blood pressure

• Can help menopausal symptoms

• Higher doses for chronic pain

Selective Serotonin Reuptake 
Inhibitors (SNRI)
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Second-Line Treatment Options

• Nortriptyline, Desipramine
are most tolerable

• Sedating, anticholinergic

• Off-label for co-morbid 
conditions

• QTc prolongation

• Lethal in overdose; monitor 
blood concentrations

• Tranylcypromine, Selegiline

• Require low tyramine diet 
except selegiline patch

• Caution with other 
antidepressants; observe 
washout times

Tricylic Antidepressants 
(TCA)

Monoamine Oxidase Inhibitors 
(MAOI)

Vilazodone
• Partial agonist 5-HT1A 

receptors
• Start 10mg QHS to limit GI 

effects
• Goal 20mg-40mg daily
• Take with food
• No effect on QTc, weight
• Limited sexual side effects
• $$$$

Vortioxetine
• 5-HT3 receptor antagonist

• Start 5-10mg once daily

• Moderate to severe depression

• Nausea is most common effect

• No effect on QTc, weight

• May help cognitive slowing

• Not more effective

• $$$$

Second-Line: Serotonin Modulators
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Medications for Special Populations

• Brexanolone (Zulresso): Depression in peripartum period
• GABA A Receptor Positive Modulator
• Continuous IV infusion over 60 hours in certified facility
• REMS due to risk of excess sedation and loss of 

consciousness

• Bupropion: Depression w/ seasonal pattern (SAD)
• Bupropion XL 150mg-300mg in morning
• No sexual side effects and can be stimulating
• Can’t use in seizure disorder or eating disorders

Managing Side Effects

• Increased risk of suicidality in young adults
• First months after starting SSRI

• Sexual side effects
• Can add Sildenafil, Bupropion, Buspirone

• SSRI/SNRI Withdrawal
• Dizziness, flu-like symptoms, sensory phenomena
• Onset 2-3 days after stopping medication
• Paroxetine and SNRI’s have increased symptoms
• Fluoxetine active metabolite has half life of one week, minimizing withdrawal

• Watch for Serotonin syndrome when using combinations
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Poll Question 3

What scenario most likely represents a patient 
with major depressive disorder in remission?
A. 42yo female whose PHQ-9 improved from 11 to 4 after 6 

weeks of cognitive behavioral therapy.
B. 28yo female whose PHQ-9 improved from 21 to 7 over 4 

weeks taking escitalopram 20mg daily.
C. 31yo male who has been on citalopram 10mg for 6 weeks.
D. 51yo male with PHQ-9 score that decreased 50% after 3 

weeks on sertraline 100mg. 

Use Data to Optimize Management
• Assess severity and track response

• Response = 50% reduction in score
• Titrate or augment until remission
• Continue 4-6 months after remission

• Ask questions if no response
• Are side effects or cost limiting adherence?
• Is dosage high enough?
• Is diagnosis correct?
• Are there untreated co-morbid conditions?

Classification PHQ-9
Score

Mild 10-14

Moderate 15-19

Severe ≥ 20

Remission < 5

* Quick Inventory of Depressive Symptomatology-Self Report (QIDS-SR-16) can track/trend severity
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What To Do If No Improvement: STAR*D Trial

• If no response to SSRI:
• Choose a different antidepressant 1 in 4 will improve
• Add new medication to existing SSRI 1 in 3 will improve

• If no response to two medications:
• Choose different antidepressant 1 in 7 will improve
• Add new medication to existing SSRI 1 in 5 will improve

• Treatment-Resistant Depression
• 2 adequate treatment trials without response, poor prognosis

Trivedi MH, Fava M, Wisniewski SR, Thase ME, Quitkin F, Warden D, Ritz L, Nierenberg AA, Lebowitz BD, Biggs MM, Luther JF, Shores-Wilson K, 
Rush AJ; STAR*D Study Team. Medication augmentation after the failure of SSRIs for depression. N Engl J Med. 2006 Mar 23;354(12):1243-52.

No response after trial Switch or Augment

Switching Antidepressants

• Most potential for withdrawal occurs when used for > 6 weeks

• Limited evidence on best switching strategy, so individualize treatment

Conservative 4 week taper washout period start new medication

Moderate Gradual wean with immediate switch to new medication

Direct switch Swap within class from one day to next

Cross-taper Gradual wean then overlap new medication

Require close monitoring; cross-taper not appropriate for all meds

Keks N, Hope J, Keogh S. Switching and stopping antidepressants. Aust Prescr. 2016 Jun; 39(3): 76–83.
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Augmentation of SSRI
• Bupropion may help suppress appetite and improve energy

• Lithium* used with success in Star*D trials

• Liothyronine 25-50 mcg*

• TCAs can be used with caution

• Second-generation (atypical) antipsychotics
• Aripiprazole, Quetiapine XR, Olanzapine, Brexpiprazole have FDA 

approval
• Olanzapine long-acting injectable approved with REMS
• Weight gain, “inner feeling of restlessness”, require close monitoring

* Off-label use

Touma K, Zoucha A, Scarff J. Liothyronine for Depression: A Review and Guidance for Safety Monitoring. Innov Clin Neurosci. 2017 Mar-Apr; 14(3-
4): 24–29. 

Potential Ways to Manage Residual Symptoms 

•Anxious features Buspirone
Gabapentin* or pregabalin*
Hydroxyzine
Mirtazapine

• Insomnia Trazodone 50mg
•Residual fatigue Stimulants such as Modafanil*

* Off-label use
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Role of Other Medications?

• Iron
• Low iron may affect neurotransmitter levels

• Zinc and selenium
• Observational data shows lower levels in depressed patients

• Folate
• L-methylfolate is only form able to cross blood brain barrier

• Omega-3 fatty acids
• Possible role in augmentation, but more studies needed

• No proven role for genetic testing

Kim J, Wessling-Resnick M. Iron and mechanisms of emotional behavior. J Nutr Biochem. 2014;25(11):1101–7

Relapse or Recurrence?

Adapted from Kupker. J Clin Psychiatry. 1991:52(suppl.5):28-34. 

Risk of relapse highest two months after stopping
Recurrence rates ↑ with more than one episode of MDD

Symptoms
Syndrome

RecoveryRemission

S
ev

er
ity

“Normal”

Continuation MaintenanceAcuteProgression to disorder

Response

4-9 months >12 months6-12 weeks

Relapse Recurrenc
e
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Treatment Plans

Poll Question 4

What is the most common method of 
suicide in the US?

A. Hanging, strangulation and suffocation
B. Firearms
C. Solid, liquid and gas poisons
D. Jumping from high place
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Suicide
• USPSTF Grade I Recommendation to screen for suicide risk

• 50% of people who die by suicide see PCP 1 month before

Suicide by Method (2017) Courtesy of CDC

Firearms

Suffocation

Poisoning

Other

Screening For Suicidal Thoughts

• Ask directly Does not create suicidal ideation

• No single validated suicide assessment scale
• Columbia Suicide-Severity Rating Scale
• SAFE-T (Suicide Assessment Five-step Evaluation and Triage)

• P4 Screener For Assessing Suicide Risk
• Past suicide attempt
• Suicide Plan
• Probability of completion
• Preventive factors (social support, positive personal traits)

Dube, P., Kurt, K., Bair, M. J., Theobald, D., & Williams, L. S. (2010). The p4 screener: evaluation of a brief measure for assessing potential suicide risk in 2 
randomized effectiveness trials of primary care and oncology patients. Primary care companion to the Journal of clinical psychiatry, 12(6).
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Columbia Suicide-Severity Rating Scale

• Available online

• Free & 
customizable

• Helps triage based 
on level of risk

• Can embed in EMR

• Endorsed by CDC 
and WHO

Level of Risk for Suicide Attempt
Acute Risk 
for Suicide

Indicators of risk Interventions

High Risk Suicidal ideation with intent in last 
1 mo. Suicide attempt in last 3 
months

* Psychiatric admit or ER
* Transfer with escort
* Document risk

Intermediate 
Risk

Current suicidal ideation- no 
intent/plan; Limited protective 
factors

* Develop safety plan
* Suicide prevention 
strategies

Low Risk Recent suicidal ideation- no 
intent/plan; No history of previous 
attempt; Strong protective factors

* Outpatient referral
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Safety Plans

• No role for suicide prevention contract

• SAFE-T can help develop plan

• Treat with medications AND psychological 
interventions if suicidal thoughts

• Crisis Text Line
• Text HOME to 741741 for free crisis support 

• National Suicide Prevention Lifeline
• 1.800.273.TALK (8255)

Access to Mental Health Care

• Facilitating referral can improve 
likelihood of patient engaging 
therapist or psychiatrist

• Develop internal list of crisis 
centers  or mental health facilities 
for acute admissions

• AAFP Neighborhood Navigator
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Getting Paid

Use  ICD-10,  Z13.89 Encounter for screening for other disorder
Verify payers’ plans- Most have frequency limits, some require 96160

Code Description Examples Notes

96127 “Brief emotional/behavioral assessment, with 
scoring and documentation, per standardized 
instrument”

PHQ-9;
EPDS (mom)

Screen or
follow-up 

G0444 “Brief emotional/behavioral assessment, with 
scoring and documentation, per standardized 
instrument”

PHQ-9 Not covered 
at IPPE or 
IAWV

96161 “Administration of caregiver-focused health risk 
assessment instrument for the benefit of the 
patient….”

EPDS (baby) Mother does 
not have to be 
a patient

Billing for Screening
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HCC Coding For Depression

• F32.9 Major depressive disorder, single episode, unspecified
• No risk adjustment

• Risk adjust by using ICD-10 codes with HCC Weight
• F32.0-F32.5 Major depressive disorder, single episode
• F33.x Major depressive disorder, recurrent

Diagnosis
ICD-10 
Code

HCC
HCC 

Weight

Depression F32.9 0 None

Major depressive disorder, recurrent, mod. F33.1 58 0.395

Collaborative Care Model: “IMPACT Care” Trial

• 2002 JAMA study- greater patient and physician satisfaction
• Doubles effectiveness of usual care
• Patients report less pain and better physical functioning
• More cost-effective (ROI $6.50:1)

• 80 Subsequent RCTs show consistent effect in primary care
• Emerging data for anxiety, PTSD, ADHD, alcohol use disorder

• Psychiatric Collaborative Care Codes created in 2017
• PCP, Behavioral Care Manager and Psychiatric Consultant collaborate 

Archer, J. et al., 2012
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Collaborative Care Model
• Behavioral care manager 

• Develops care plan, coordinates with psychiatric consultant, 
communicates with PCP, maintains registry and documents time

• Trained in behavioral health (social work, nursing, psychology, etc.)

• Psychiatric consultant 
• Recommends psychiatric care and diagnosis at least weekly
• Does not typically see the patient nor prescribe the medications

• PCP
• implements care plan, bills patient

 Summary of diagnosis, functional status, treatment modalities and plan, 
progress are excluded from HIPAA definition of psychotherapy notes

Psychiatric Collaborative Care Codes

Initial month, 86-116 minutes, report both 99492 and 99494

Subsequent month, 76-105 minutes, report both 99493 and 99494

• 86 minutes in initial month = $161.24 + $66.58 = $ 227.82
• Billed monthly under MEDICAL benefits
• PCP pays care manager and psychiatrist on a contract basis

CPT Description Time (Minutes) Payment*

99492 Initial 70 minutes 36-85 $161.24

99493 Subs. calendar month, 60 minutes 31-75 $128.84

99494 Addtl. 30 minutes initial or subs. >15 $66.58
*2018 Medicare payment allowances
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Practice Recommendations

Implement universal screening for depression with a PHQ2 for 
all age groups. (SORT C)

Initiate therapy with an SSRI or SNRI and continue for at least 
4 months after remission. (SORT C)

Integrate behavioral health into practice through a 
collaborative care model to improve patient outcomes and 
physician satisfaction. (SORT B)

Contact Information

Lindsay Botsford, MD, MBA, CMQ, FAAFP

lkbotsford@gmail.com
@lindsaybotsford

www.iorahealth.com
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Questions

Resources/Supplemental Material
• Prescriber’s Guide: Antidepressants: Stahl’s Essential 

Psychopharmacology
• AIMS Center University of Washington

• Table of Commonly Prescribed Pychotropic Medications
• VA/DoD Clinical Practice Guideline for the Management of 

Major Depressive Disorder
• APA Practice Guideline for the Treatment of Patients with 

Major Depressive Disorder
• APA Practice Guideline for the Assessment and Treatment of 

Patients with Suicidal Behaviors
• SAMHSA Suicide Resource Prevention Center
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• https://aims.uw.edu/collaborative-care
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Advanced Concepts: 
ADHD - One Child Many Trajectories

S. Sutton Hamilton, MD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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Learning Objectives
1. Recognize common problems that develop among children 

with a history of ADHD as they become adolescents and young 
adults.

2. Explain how current research suggests treatment for children 
can attenuate risk for serious adolescent and adult 
psychopathology.

3. Describe the apparent paradox of adult onset ADHD in the 
absence of a history of childhood ADHD and list appropriate 
diagnostic pathways for the proper assessment of  such 
individuals.

Audience Engagement System
Step 1 Step 2 Step 3
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Childhood ADHD and adult outcomes

FMX 2019:  ADHD: One Child, many trajectories

More plainly:  What are the long term implications, risks, 
associated with childhood onset ADHD?

More importantly: what can we do as physicians to bend 
this trajectory in a more favorably direction and mitigate 
risk?
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ADHD and Anxiety ( in childhood )

 ADHD and anxiety commonly co-occur (unclear mechanism)

 Approximately 25-50% suffer from at least one anxiety disorder.

 Children with co-existing anxiety tend to be less impulsive, but have more 
attentive, cognitive and executive skill issues.

 Co-existing anxiety associated with lower quality of life.

Sciberras E, et al.  Anxiety in Children with Attention-Deficit/Hyperactivity Disorder.  Pediatrics 2014; 133:801-08

Sciberras E, et al.  Anxiety in Children with Attention-Deficit/Hyperactivity Disorder.  Pediatrics 2014; 133:801-08
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Efron D et al.  Functional Status in Children With ADHD at Age 6-8: A Controlled Study.  Pediatrics 2014; 134:e992-1000

Predictors of emotional problems in adulthood among 
children with ADHD

 High comorbidity ( p <.001 )

 High ADHD symptom severity ( p <.001 )

 Harsh discipline ( p <.001 )

 Possessive / protective parenting style ( p <.001)

 Lack of parental affection ( p <.001)

Roy A, Hectman L, Arnold LE et al.  Childhood predictors of adult functional outcomes in the Multimodal Treatment
Study of ADHD (MTA). J Am Acad Child Adolesc Psychiatry 2017; 56:687-695
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Poll Question 1

Which of the following is NOT true about young children with ADHD?

 A. Anxiety is commonly co-occurring.

 B. It is common for a child with ADHD to meet criteria for more 
than one anxiety disorder

 C. Anxiety has not been associated with significant reduction in 
quality-of-life in children with ADHD.

 D. Children with anxiety are less impulsive than other children 
with ADHD.

ADHD in childhood and subsequent anxiety in 
adolescence, young adulthood

ADHD – symptom 
persisters

ADHD
Symptom desisters

Control Group Odds Ratio 
(persisters vs. 
desisters)

Emotional lability
(parent report)

1.50 .58 .44

Emotional lability (self-
report)

.91 .46 .42

Anxiety 14.2% 5.0% 8.1% 3.1

Depression 7.8% 1.8% 3.4% 4.6

Deaths 10 (persisters+ desisters) 1

Hectman et al.  Functional Adult Outcomes 16 Years After Childhood Diagnosis of Attention-Deficit/
Hyperactivity Disorder: MTA Results. J Am Acad Child Adolesc Psychiatry 2017; 56:687-95



8

ADHD: Natural History

ADHD – SX 
persistent

ADHD- SX 
remission

Control 
Group

Completed 
college

8.0% 17.8% 37.1%*

Public assistance 22.2% 9.6% 3.2%

Substance use 
disorder

38.5% 28.7% 26%

Hectman L et al.  Functional Adult Outcomes 16 Years After Childhood Diagnosis of Attention-Deficit/
Hyperactivity Disorder: MTA Results. J Am Acad Child Adolesc Psychiatry 2017; 56:687-95

What factors in childhood affect the 
persistence of ADHD into adulthood?

Increase in 
likelihood of 
persistence (OR)

As a percentage

Childhood co-
morbidity

1.15 15%

Parental mental 
health problems

1.35 35%

Parental marital 
relationship 
problems

1.36 36%

Appropriate parental 
discipline

0.61 -39%

Roy A, Hechtman L, Arnold LE, Sibley MH, Molina BS, Swanson JM, Howard AL; MTA Cooperative Group.
Childhood Factors Affecting Persistence and Desistence of Attention-Deficit/Hyperactivity Disorder Symptoms
in Adulthood: Results From the MTA. J Am Acad Child Adolesc Psychiatry. 2016 Nov;55:937-944
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Is childhood ADHD a marker for adult 
criminality?

 What are the societal and patient-related implications?

 What is the effect of treatment in weakening the 
correlation between childhood ADHD and adult 
criminality?

Meta-analysis: 
15,442 individuals with ADHD from 9 distinct 
(international) samples.  

RR 95% CI p=

Arrest 2.2 1.3 – 5.5 .002

Conviction 3.3 2.1 – 5.2 .001

Incarceration 2.9 1.9 – 4.3 .001

Mohr-Jensen C et al.  A meta-analysis and systematic review of the risks associated with childhood attention-
Deficit hyperactivity disorder on long-term outcomes of arrests, convictions, and incarcerations.  Clin Psychol
Rev. 2016; 48:32-42



10

ADHD and criminality: Nationwide (Denmark)

 Studies show childhood ADHD associated with 2-3 fold increased risk 
of arrest, conviction and incarceration 

 Nationwide Danish study with 4231 youth with ADHD diagnosis, 
control group of 19,295 ( without ADHD)

 History of conviction: ADHD group = 32%; control group conviction 
rate 15.6%

 Hazard ratio associated with ADHD = 2.4 ( entire sample ); HR = 2.4   
(male ) and 4.7 ( female)

Mohr-Jensen C et al.  Attention-Deficit/Hyperactivity Disorder in Childhood and Adolescence and the Risk Of
Crime in Young Adulthood in a Danish Nationwide Study.  J Am Acad Child Adolesc Psychiatry. 2019; 58:443-452

ADHD and Criminality: Can medication attenuate the 
correlation?  Mohr-Jensen et al. 2019

 Periods of ADHD medication use were associated with significant risk 
reduction (20%) for conviction and incarceration.

 While receiving medical treatment HR – 0.8

 No association was found between treatment with SSRI with respect to 
conviction / incarceration

 Suggests it’s the medication itself, and medical adherence is not a confound.

Mohr-Jensen C et al.  Attention-Deficit/Hyperactivity Disorder in Childhood and Adolescence and the Risk Of
Crime in Young Adulthood in a Danish Nationwide Study.  J Am Acad Child Adolesc Psychiatry. 2019; 58:443-452
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Poll Question 2

What is the advantage of inter-individual comparison?

 A. It eliminates confounds.

 B. It reduced many person-specific confounds.

 C. It reduces the need for long study duration.

 D. It increases study applicability compared with a 
randomized controlled study.

ADHD and Criminality: Can medication 
attenuate the correlation? Lichtenstein et al. 
2012
 Compared with nontreatment period, treatment was 

associated with a 20-30% reduction in conviction.
 A “within-patient” analysis accounts for confounds that 

remain present in individual ( e.g. genetic, early 
environmental factors).

 Whereas stimulant discontinuation was associated with 
increased incarceration, no correlation was found with SSRI 
discontinuation.

 “Inverse relationship between ADHD treatment and      
incarceration, conviction.”

Lichtenstein P et al.  Medication for Attention Deficit-Hyperactivity Disorder and Criminality.  N Engl J Med
2012; 367:2006-14
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ADHD and risk for substance use 
disorder (SUD) in adulthood.

 Twice as likely to smoke ( OR = 2.08)

 Three times as likely to report nicotine dependence ( OR 2.82)

 Nearly twice as likely to meet diagnostic criteria for alcohol abuse or 
dependence ( OR 1.74)

 Approximately 1.5 times as likely to meet criteria for marijuana use disorder  
( OR = 1.58)

 Twice as likely to develop cocaine abuse or dependence ( OR = 2.05)

 Approximately 2.5 times as likely do develop SUD overall ( OR =  2.5)

Lee SS et al.  Prospective association of childhood attention-deficit/hyperactivity disorder (ADHD) and
Substance use and abuse/dependence: a meta-analytic review.  Clin Psychol Rev 2011; 31:328-41

ADHD and SUD

 Prescribing methods to reduce prescription abuse and diversion

 Medication secured by parent who observes administration.

 Use of long-acting stimulants including especially

Osmotic-controlled release delivery system (OROS                     
methylphenidate)

 Prodrug lisdexamphfetamine  

 Non-stimulants such as Guanfacine XR and Atomoxetine 
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Does childhood treatment with stimulants reduce 
risk for substance use disorder in adulthood? 

 Swedish registry: 26,249 men and 12,504 women who had ever received an 
outpatient diagnosis of ADHD.

 Approximately 50% age 8-15 years, 30% 16-25 years.

 Databases allowed for within-individual comparisons between when a given 
person is

(a) taking stimulant versus

(b) periods where the individual was off medication. 

Chang Z et al.  Stimulant ADHD medication and risk for substance abuse.  J Child Pscyhol Psychaitry 2014;
55:878-85

Does treatment (adolescent, adult) with 
stimulants reduce risk for SUD? 

 Within-individual comparisons, medication use associated with lower rate of 
concurrent substance-related events HR 0.65 (male) HR 0.69 (female).

 That is, there was a roughly 30% reduction in SUD events associated with 
taking ADHD medication.

 The longer an individual took medication, the lower the risk for substance 
abuse.

Chang Z et al.  Stimulant ADHD medication and risk for substance abuse.  J Child Pscyhol Psychiatry 
2014; 55:878-85
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Does treatment in childhood reduce risk 
for adolescent substance use disorder? 

 Less substance use when:

 Stimulant therapy used instead of non-stimulant.

 Early age of onset of medical treatment.

 Longer duration of medical treatment. 

McCabe SE et al.  Age of Onset, Duration, and Type of medication Therapy for Attention-Deficit
Hyperactivity Disorder and Substance Use During Adolescence: A Multi-Cohort National Study. J Am Acad Child
Psychiatry 2016; 55:479-486

Does the age of initiation of treatment affect 
long-term outcomes?

. 
Age of 
stimulant 
initiation

Binge drinking Past year MJ Past year: 
cocaine

Past Year:  Any 
substance use 

<9 22.1% 35.3% 9.9% 68.5%

10-14 28.5% 45.1% 12.2% 74.8%

15 or older 41.1% 51.1% 14.8% 85.7

Controls 22.4% 31.5% 3.0% 65.0%

McCabe SE et al.  Age of Onset, Duration, and Type of medication Therapy for Attention-Deficit
Hyperactivity Disorder and Substance Use During Adolescence: A Multi-Cohort National Study. J Am Acad Child
Psychiatry 2016; 55:479-486
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Poll Question 3

Which of the following statements is true about ADHD and SUD?

 A. More than one half of children with ADHD describe 
problematic cocaine use in adulthood.

 B. Observational data suggests that early treatment of ADHD 
reduces SUD in adulthood.

 C. Randomized studies of over twenty year’s duration have 
proven that treatment reduces subsequent SUD.

 D.  Treatment of ADHD in childhood with stimulants likely 
increases the risk for subsequent SUD or problematic drug use.
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Medication use for ADHD and risk for MVA 
(adults) – Chang Z et al. JAMA Psychiatry 
2017
 US cohort of patients with ADHD ( 2,319,450).

 Risk of MVA for individuals with ADHD

 44% greater risk in men

 49% greater risk in women

 “Inter-individual design” used to account for variety of 
confounds including “confounding by indication.”

Association Between Medication Use for ADHD and 
Risk of MVA. Chang Z et al.  JAMA Psychiatry 2017

Variable No. person-
months at 
risk

Number of MVA Odds ratio:
Population:

Within-individual

Men

-medicated 11,538,041 2250 0.88 (0.84-0.93) 0.62 ( 0.57-0.67)

-unmedicated 12,945,705 3151 1 ( reference) 1  (reference) 

Women

-medicated 14,045,478 2960 0.86 (0.82–0.90) 0.58 (0.53-0.62(

-unmedicated 12,138,441 3134 1 ( reference) 1 (reference)
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Poll Question 4

Which are the following are true about adults with ADHD?

 A. They are more likely to be involved in motor vehicle crashes.

 B. Randomized studies show that treatment reduces crashes.

 C. It’s hard to imagine how ADHD could increase the risk of 
motor vehicle crashes.

 D. Observation studies show that people are in fewer crashes 
when they are taking their medication compared with when they 
are not.

ADHD and mortality: Dalsgaard S et al.  
Lancet 2015

 1,922,248 individuals followed up to age 32 ( or their death)

 44,883 individuals (2-3%) lost to follow-up ( almost entirely due to 
emigration from Denmark)

 32,061 individuals with ADHD ( 1.7% of population)

 ADHD diagnosis was associated with approximately a doubled mortality rate  
(mostly in the form of accidents)

 Girls/women diagnosed with ADHD had greater relative risk for death (3.01 
vs. 1.93) compared with boys/men.

Dalsgaard S et al.  Mortality in children, adolescents, and adults with attention eficit hyperactivity disorder: a
Nationwide cohort study.  Lancet 2015; 385:2190-6
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ADHD and mortality:
32-year prospective cohort study

Cohort Participants Person-years Deaths Death rate per 
10,000 
person-years

Mortality Rate 
Ratio*

N = 1,922,248 24,907,560 5580 2.24

ADHD 32,061 183,049 107 5.85 2.07*

No ADHD 1,890,187 24,724,511 5473 2.21 1.0

* “fully adjusted,” the most conservative estimate.  The “crude” MRR = 2.44

Dalsgaard S et al.  Mortality in children, adolescents, and adults with attention deficit hyperactivity disorder: a
Nationwide cohort study.  Lancet 2015; 385:2190-6

The many potential trajectories for a 
child with ADHD

 Randomized studies demonstrate the clear superiority of intensive 
management with stimulants.

 Beyond this 14 month randomized study we are reliant on observational 
studies.

 While we are reluctant to draw causal inferences, a pattern emerges with 
these studies:
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The many potential trajectories for a 
child with ADHD
 Treatment in childhood correlates with subsequent decreased substance use.

 This correlation seems “dose dependent” with children who receive a longer 
duration of more effective therapy, whose therapy is initiated relatively 
early experiencing the greatest reduction in subsequent substance use.

 Adults with symptom-remission do better on many important measures, 
including educational achievement, mental health, SUD.

 Adults with ADHD, when taking their medication, get in fewer motor-vehicle 
crashes, have fewer SUD related events and get arrested less frequently.

Practice Recommendations

 Recognize that even young children with ADHD often have substantial burden 
in co-existing conditions (e.g. anxiety, peer problems, ODD).

 Determine whether or not significant anxiety exists in a child with ADHD.

 Strive to achieve symptoms resolution for children, adolescents and young 
adults with ADHD as this correlates with better adult outcomes.

 Educate families that treatment with ADHD, especially with stimulants,  is a 
research-based means of decreasing subsequent SUD, improving educational 
outcomes, reducing motor vehicle crashes and reducing ADHD-attributable 
mortality.
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Contact Information

 Sutton Hamilton

 sutton.hamilton@gmail.com

Questions



1

Advanced Concepts: Non-Opiod Manual 
Treatment of Back Pain 

Justin Bailey, MD, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
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The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 
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Dr. Bailey loves any and all procedures. In his current position, his focus is teaching full-
spectrum medicine and helping family physicians gain all the tools they need to provide 
exceptional care for their patients. He loves exploring and understanding evidence-based 
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procedures, and point-of-care ultrasound. In national and local settings, he lectures on primary 
care endoscopy, musculoskeletal medicine, procedural medicine, and the health benefits of 
relationships. The author of multiple textbook chapters, journal articles, and Family Physicians 
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a faculty development fellowship at the University of North Carolina at Chapel Hill. While 
active-duty Air Force, he taught full-spectrum family medicine and was deployed to Iraq during 
the Gulf War and to Haiti after the 2010 earthquake.
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Learning Objectives
1. Tailor a wide variety of treatment options 

of MSK pain for there patients.

2. Demonstrate an increased diagnostic 
accuracy of pain complaints.

3. Explain advantages and disadvantages of 
these treatment options to patients.

Audience Engagement System
Step 1 Step 2 Step 3
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Poll Question 1

Do you enjoy treating Back Pain?

•Yes

•No

Poll Question 2

What is your most common treatment for back 
pain?

A. Oral Medication

B. Physical therapy referral

C. Specialist referral (spine, ortho, sports med etc)

D. Exercise prescription 
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Poll Question 3

What is your biggest frustration in treating 
back pain?

A. Lack of progress in patients treated? 

B. Concern Medication misuse, abuse?

C. Being leveraged out but sub specialists?

D. Unrealistic expectations on the part of patients and/or physicians.

Non Opioid Treatment of Back 
Pain

• What we Do

• Why we do it

• Traditional treatment routes

• Alternative treatment option

• Combination treatment options
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Case 1 - 40 y/o male, new onset non 
specific low back pain while working at his 

beet farm. No radiation, Lumbar, 12/10!

• time 0 = Acetaminophen? Ibuprofen? 
Muscle relaxers? Screen for Red 
Flags?

• 2 wks = PT?  X-rays? Steroids? 
• 4wks = Still in pain Tramadol? 

Opioids?
• 6 wks = MRI? Gabapentin? 
• 8 wks = Ready for surgery?
• What does the evidence tell us?

Acetaminophen?
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Acetaminophen Not Helpful for 
Back and Neck Pain

ACETAMINOPHEN IN THE MANAGEMENT OF ACUTE AND SUBACUTE LOW BACK 
AND NECK PAIN (Sands-Lincoln, M., et al, Am J Med 129(8):806, August 2016)
This clinical guideline, from Evidence-Based Medicine, Elsevier, lists recommendations regarding the efficacy and 
safety of acetaminophen for adults with low back pain or neck pain. A literature search identified two clinical guidelines 
and one systematic review including three randomized controlled trials (RCTs) on the topic, which together provided 
moderate to high-quality evidence. Outcomes assessed in these trials were pain, disability and quality of life. Both 
clinical guidelines recommend short-term acetaminophen (paracetamol) as first-line therapy or in case of stomach 
upset, and NSAIDs as an alternative first-line or as second-line treatment. Other medication classes can also be 
considered, such as opioids or muscle relaxants. One guideline states that acetaminophen has a better safety profile 
than NSAIDs. Despite the guideline preference for acetaminophen, however, the three RCTs (1237 patients) 
demonstrated that acetaminophen was associated with a significantly higher risk of abnormal liver function tests than 
placebo (66.4 versus 18.4 per 1000 patients, respectively; mean difference 3.8; 95% CI 1.9-7.4, number needed to 
harm [NNH]=21) based on moderate-quality evidence. Furthermore, efficacy comparisons between acetaminophen 
and placebo showed no significant difference for pain and disability (on a 1-100 scale) for up to three months, based 
mainly on high-quality evidence. The authors conclude that acetaminophen is not effective for low back pain or neck 
pain but potentially harms the liver when compared with placebo; this recommendation is based on high-quality 
evidence. 12

NSAIDS?
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NSAIDS Not Helpful, Unless 
You Squint, a Lot

Cochrane Database Syst Rev. 2016 Feb 10;2:CD012087. doi: 10.1002/14651858.CD012087.
Non-steroidal anti-inflammatory drugs for chronic low back pain. Enthoven WT1, Roelofs PD, Deyo
RA, van Tulder MW, Koes BW.

• BACKGROUND: Chronic back pain is an important health problem. Non-steroidal anti-
inflammatory drugs (NSAIDs) are widely used to treat people with low back pain, especially 
people with acute back pain. Short term NSAID use is also recommended for pain relief in 
people with chronic back pain. Two types of NSAIDs are available and used to treat back pain: 
non-selective NSAIDs and selective COX-2 NSAIDs. In 2008, a Cochrane review identified a 
small but significant effect from NSAIDs compared to placebo in people with chronic back pain. 
This is an update of the Cochrane review published in 2008 and focuses on people with chronic 
low back pain.

• OBJECTIVES: To determine if NSAIDs are more efficacious than various comparison treatments 
for non-specific chronic low back pain and if so, which type of NSAID is most efficacious.

NSAIDS Not Helpful, Unless 
You Squint, a Lot

• MAIN RESULTS: We included 13 trials in this Cochrane review. Ten studies were at 'low' risk of bias. Six studies 
compared NSAIDs with placebo, and included 1354 participants in total. There is low quality evidence that NSAIDs are 
more effective than placebo, with a mean difference in pain intensity score from baseline of -3.30 (95% CI -5.33 to -1.27) 
on a 0 to 100 visual analogue scale (VAS) with a median follow-up of 56 days (interquartile range (IQR) 13 to 91 days). 
Four studies measured disability using the Roland Morris Disability Questionnaire. There is low quality evidence that 
NSAIDs are more effective than placebo on disability, with a mean difference from baseline of -0.85 (95% CI -1.30 to -
0.40) on a scale from 0 to 24 with a median follow-up f 84 days (IQR 42 to 105 days). All six placebo controlled studies 
also reported adverse events, and suggested that adverse events are not statistically significant more frequent in 
participants using NSAIDs compared to placebo (RR 1.04, 95% CI 0.92 to 1.17). Due to the relatively small sample size 
and relatively short follow-up in most included trials, it is likely that the proportion of patients experiencing an adverse 
event is underestimated. Two studies compared different types of non-selective NSAIDs, namely ibuprofen versus 
diclofenac and piroxicam versus indomethacin. The trials did not find any differences between these NSAID types, but 
both trials had small sample sizes. One trial reported no differences in pain intensity between treatment groups that used 
selective or non-selective NSAIDs. One other trial compared diflunisal with paracetamol and showed no difference in 
improvement from baseline on pain intensity score. One trial showed a better global improvement in favour of celecoxib 
versus tramadol.One included trial compared NSAIDs with 'home-based exercise'. Disability improved more in 
participants who did exercises versus participants receiving NSAIDs, but pain scores were similar.

• AUTHORS' CONCLUSIONS: Six of the 13 included RCTs showed that NSAIDs are more effective than placebo 
regarding pain intensity. NSAIDs are slightly more effective than placebo regarding disability. However, the magnitude of 
the effects is small, and the level of evidence was low. When we only included RCTs at low risk of bias, differences in 
effect between NSAIDs and placebo were reduced. We identified no difference in efficacy between different NSAID 
types, including selective versus non-selective NSAIDs. Due to inclusion of RCTs only, the relatively small sample sizes 
and relatively short follow-up in most included trials, we cannot make firm statements about the occurrence of adverse 
events or whether NSAIDs are safe for long-term use.
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Opioids?

Opioids might be minimally helpful in 
the short term, not in the long term. 
Equal to NSAIDS in efficacy
• Cochrane Database Syst Rev. 2013 Aug 27;(8):CD004959. doi: 10.1002/14651858.CD004959.pub4.

• BACKGROUND: The use of opioids in the long-term management of chronic low-back pain (CLBP) has increased dramatically. Despite 
this trend, the benefits and risks of these medications remain unclear. This review is an update of a Cochrane review first published in 
2007.

• MAIN RESULTS: We included 15 trials (5540 participants). Tramadol was examined in five trials (1378 participants); it was found to be 
better than placebo for pain (SMD -0.55, 95% CI -0.66 to -0.44; low quality evidence) and function (SMD -0.18, 95% CI -0.29 to -0.07; 
moderate quality evidence). Transdermal buprenorphine (two trials, 653 participants) may make little difference for pain (SMD -2.47, 
95%CI -2.69 to -2.25; very low quality evidence), but no difference compared to placebo for function (SMD -0.14, 95%CI -0.53 to 0.25; 
very low quality evidence). Strong opioids (morphine, hydromorphone, oxycodone, oxymorphone, and tapentadol), examined in six trials 
(1887 participants), were better than placebo for pain (SMD -0.43, 95%CI -0.52 to -0.33; moderate quality evidence) and function (SMD -
0.26, 95% CI -0.37 to -0.15; moderate quality evidence). One trial (1583 participants) demonstrated that tramadol may make little 
difference compared to celecoxib (RR 0.82, 95% CI 0.76 to 0.90; very low quality evidence) for pain relief. Two trials (272 participants) 
found no difference between opioids and antidepressants for either pain (SMD 0.21, 95% CI -0.03 to 0.45; very low quality evidence), or 
function (SMD -0.11, 95% -0.63 to 0.42; very low quality evidence). The included trials in this review had high drop-out rates, were of 
short duration, and had limited interpretability of functional improvement. They did not report any serious adverse effects, risks (addiction 
or overdose), or complications (sleep apnea, opioid-induced hyperalgesia, hypogonadism). In general, the effect sizes were medium for 
pain and small for function.

• AUTHORS' CONCLUSIONS: There is some evidence (very low to moderate quality) for short-term efficacy (for both pain and function) of 
opioids to treat CLBP compared to placebo. The very few trials that compared opioids to non-steroidal anti-inflammatory drugs (NSAIDs) 
or antidepressants did not show any differences regarding pain and function. The initiation of a trial of opioids for long-term management 
should be done with extreme caution, especially after a comprehensive assessment of potential risks. There are no placebo-RCTs 
supporting the effectiveness and safety of long-term opioid therapy for treatment of CLBP.
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Oral Steroids?

Oral Steroids Not Helpful
• ORAL STEROIDS FOR ACUTE RADICULOPATHY DUE TO A HERNIATED LUMBAR DISK: A RANDOMIZED CLINICAL TRIAL
• Goldberg, H., et al, JAMA 313(19):1915, May 19, 2015

• METHODS: In this double-blind clinical trial, from Kaiser Permanente Northern California, 269 primary care 
patients with an MRI-confirmed herniated disk, leg pain extending below the knee (for less than three months), 
and an Oswestry Disability Index (ODI) score of 30 or higher were randomized to a tapered 15-day course of 
oral prednisone or placebo. Prednisone dosing was initiated at 60mg, decreasing to 40mg and 20mg (five 
days each, total cumulative dose 600mg). Use of NSAIDs was not permitted during the three weeks following 
randomization. The primary outcome was the ODI score at three weeks.

• RESULTS: The mean ODI score decreased from 51.1 at baseline to 32.2 at three weeks in the oral steroid 
group, and from 51.2 to 37.5, respectively, in controls. The adjusted between-group difference was -6.4 points 
at three weeks (p=0.006) and -7.4 points at 52 weeks (p=0.005). This is unlikely to be clinically significant or 
noticeable for participants. The active treatment group was more likely than controls to report a 50% or greater 
improvement in the ODI score at 3 weeks (33.0% vs. 19.8%, p=0.01) and 52 weeks (86.6% vs. 68.4%, 
p=0.01). There was no significant difference between the groups in the change in the below-waist pain scores 
at 3 or 52 weeks, or in the percentage undergoing back surgery by 52 weeks (about 9%). At three weeks, 
adverse events were more frequent in patients randomized to prednisone (49.2% vs. 23.9%, p<0.001), but 
there were no serious adverse events linked to the study preparations.

• CONCLUSIONS: In patients with lumbar radiculopathy, a course of oral prednisone appears to marginally 
improve disability but has no significant effect on the more important outcomes of pain or the likelihood of 
spinal surgery.
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NSAIDS +Smooth Muscle 
Relaxers?

Nsaids + SMR,  Opioids + SMR = 
Not helpful, harmful
• (SMR= smooth muscle relaxers)
• Friedman, B.W., et al, JAMA 314(15):1572, October 20, 2015

• BACKGROUND: Studies assessing the additive benefit of opioids or muscle relaxants to non-steroidal anti-
inflammatory medications in patients presenting with acute low back pain have reported varying results.

• METHODS: In this double-blind trial, coordinated at Montefiore Medical Center, 323 adults aged 21-64 (mean 39) 
with nontraumatic, nonradicular, musculoskeletal low back pain for two weeks or less were started on naproxen and 
additionally randomized to a ten-day course of cyclobenzaprine, oxycodone/acetaminophen or placebo. The 
primary outcome was functional improvement on the Roland-Morris Disability Questionnaire (RMDQ) one week 
after ED discharge. The RMDQ is scored on a scale of 0-24, with higher scores consistent with greater levels of 
impairment.

• RESULTS: Mean baseline RMDQ scores were 19-20 in the three groups. There was no significant difference 
between the groups in improvement at one week (11.1 points in the oxycodone/acetaminophen group, 10.1 in the 
cyclobenzaprine group, and 9.8 for placebo-treated controls). Other one-week outcomes were also similar, 
including pain frequency, pain severity and medication use during the previous 24 hours. Adverse events were 
more common with oxycodone/acetaminophen than with placebo (Number Needed to Harm [NNH] = 5, 95% CI 3-
14) and more common with cyclobenzaprine than placebo (NNH = 8, 95% CI 4-129). Physical function and pain did 
not differ between groups at three months.

• CONCLUSIONS: In this study, combination regimens did not improve functional outcomes in non-traumatic low 
back pain, but did increase adverse effects
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Screening for Red Flags?

Most Red Flags Aren’t Correlated 
with Cancer
• MOST RED FLAGS FOR MALIGNANCY IN LOW BACK PAIN GUIDELINES LACK EMPIRICAL SUPPORT: A SYSTEMATIC REVIEW
• Verhagen, A.P., et al, Pain 158(10):1860, October 2017

• BACKGROUND: Although the lifetime prevalence of low back pain is about 80%, underlying malignancy is the 
source of pain in less than 1% of cases presenting to primary care. Selected "red flags' are thought to be reliable 
predictors of malignancy, but the accuracy of these signs and symptoms is uncertain.

• RESULTS: The prevalence of spinal malignancy varied depending on the care setting, from 0% to 0.7% in primary 
care and up to 7% among patients referred to radiography. A total of 16 guidelines endorsed 13 red flags for 
malignancy in patients with low back pain (i.e., history of malignancy, unexplained weight loss, pain at night, older 
age, malaise, lack of improvement with medical care, strong clinical suspicion, fever, poor appetite, rapid fatigue, 
progressive symptoms, multiple cancer risk factors and paraparesis), while two red flags were not endorsed in 
guidelines (symptom duration longer than one month and poor balance/limb weakness). Data on diagnostic 
accuracy were available for only seven red flags, and only two had moderate-quality evidence for being clinically 
informative: history of malignancy (LR of 6.4-15.3) and strong clinical suspicion (LR of 12.0-54.2). The origin of five 
of the red flags was unclear. Some of the red flags lack precise definitions and may overlap with each other.

• CONCLUSIONS: These findings suggest that the evidence base is weak for most red flags purporting to identify a 
risk of malignancy as a cause of low back pain, and that only a history of cancer and clinical suspicion have 
potential clinical utility. 50 references (a.verhagen@erasmusmc.nl )
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Physical therapy

Physical Conditioning vs.
Usual care vs. Exercise 
therapy remains uncertain.
Title: Physical conditioning as part of a return to work strategy to reduce sickness absence for workers with 
back pain Frederieke G Schaafsma published: 30 August 2013 Editorial Group: Cochrane Back and Neck Group DOI: 
10.1002/14651858.CD001822.pub3

Authors' conclusions: The effectiveness of physical conditioning as part of a return to work strategy in 
reducing sick leave for workers with back pain, compared to usual care or exercise therapy, remains 
uncertain. For workers with acute back pain, physical conditioning may have no effect on sickness absence 
duration. There is conflicting evidence regarding the reduction of sickness absence duration with intense 
physical conditioning versus usual care for workers with subacute back pain. It may be that including 
workplace visits or execution of the intervention at the workplace is the component that renders a physical 
conditioning programme effective. For workers with chronic back pain physical conditioning has a small effect 
on reducing sick leave compared to care as usual after 12 months follow-up. To what extent physical 
conditioning as part of integrated care management may alter the effect on sick leave for workers with chronic 
back pain needs further research.
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Gabapentin? Pregabalin?

Gabapentin No Benefit in Low Back Pain
• BENEFITS AND SAFETY OF GABAPENTINOIDS IN CHRONIC LOW BACK PAIN: A SYSTEMATIC REVIEW AND META-ANALYSIS 

OF RANDOMIZED CONTROLLED TRIALS
• Shanthanna, H., et al, PLoS Med 14(8):e1002369, August 15, 2017

• BACKGROUND: In patients with chronic low back pain, the response to analgesic medications is frequently unsatisfactory. 
Gabapentinoids (e.g., gabapentin and pregabalin) are primarily used for neuropathic pain, but their use is increasing in 
patients with nonspecific low back pain.

• METHODS: The authors, coordinated at McMaster University in Canada, performed a systematic review and meta-analysis 
of eight randomized controlled trials comparing gabapentin or pregabalin with placebo or active treatment in patients with 
chronic low back pain for at least three months (range, 13-213 months). The primary outcomes were pain relief on a 0-10 
numeric rating scale and safety.

• RESULTS: In three studies (185 patients), gabapentin was associated with slightly greater pain relief than placebo (mean 
difference 0.22 units), while in three studies comparing gabapentin and active analgesic (332 patients), analgesics provided 
better pain relief than gabapentin (mean difference 0.42 units). The quality of the evidence was very low in both of these 
comparisons. Results of studies of pregabalin as an adjuvant (423 patients) were not pooled due to heterogeneity, but there 
appeared to be no benefit of adding pregabalin to tapentadol in the largest of these studies. Results were mixed in studies of 
pregabalin in patients with components of neuropathic pain. Gabapentin was commonly associated with visual disturbances, 
difficulties with mentation, dizziness and fatigue (numbers-needed-to-harm [NNH] 6, 6, 8 and 7). Dizziness was increased 
with pregabalin. There were no differences between active treatment groups and controls in functional improvement, 
emotional functioning or global improvement.

• CONCLUSIONS: The limited available evidence does not appear to support the use of gabapentinoids in nonspecific chronic 
low back pain.
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Pregabalin Not Helpful for Back Pain
• TRIAL OF PREGABALIN FOR ACUTE AND CHRONIC SCIATICA
• Mathieson, S., et al, N Engl J Med 376(12):1111, March 23, 2017

• BACKGROUND: Pregabalin (Lyrica, Pfizer) is prescribed for the treatment of seizures and certain types of 
neuropathic pain. Its effects in patients with sciatica are uncertain.

• METHODS: In this double-blind study, from Australia and the Netherlands (one of 13 authors acknowledges lecture 
fees from Pfizer), 207 adults with moderate to severe sciatica for at least one week were randomized to an eight-
week course of adjusted-dose pregabalin (150-600mg/day) or placebo. The study excluded patients with spinal 
pathology, a planned spinal procedure, or current prescriptions for neuropathic pain or severe depression. The 
primary outcome was leg pain intensity score over the previous 24 hours, rated from 0 (no pain) to 10 (worst possible 
pain) at week 8 and week 52. A clinically important difference was defined as 1.5 points.

• RESULTS: Mean baseline pain scores were 6.3 for pregabalin and 6.1 for controls. By week 8 corresponding scores 
were 3.7 and 3.1, respectively (adjusted mean difference 0.5, p=NS). Week-52 scores were also statistically 
comparable (3.4 versus 3.0). There were also no significant differences between the groups in the secondary 
outcomes of disability level, back pain, perceived medication effect, or either physical or mental quality of life at 8 or 
52 weeks. Work absence and additional medication use were also comparable. Adverse events were more common 
with pregabalin than placebo (227 versus 124 events; p=0.002), but the frequency of serious adverse events was 
similar (2 versus 6). Pfizer Australia supplied the study drug and reviewed the manuscript.

• CONCLUSIONS: Pregabalin was no more effective than placebo in patients with sciatica but caused a higher rate of 
adverse events. On Goodrx.com, the price for 60 capsules of Lyrica, 75mg, is about $400. 32 references

Surgery?
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Spinal Fusion No Better than Conservative Care
• Spine J. 2016 May;16(5):579-87. doi: 10.1016/j.spinee.2015.08.065. Epub 2015 Sep 9.

• The long-term outcome of lumbar fusion in the Swedish lumbar spine study.
• Hedlund R1, Johansson C2, Hägg O3, Fritzell P4, Tullberg T5; Swedish Lumbar Spine Study Group.

• BACKGROUND CONTEXT: Current literature suggests that in the long-term, fusion of the lumbar spine in chronic low back pain (CLBP) does not result in an outcome 
clearly better than structured conservative treatment modes.

• PURPOSE: This study aimed to assess the long-term outcome of lumbar fusion in CLBP, and also to assess methodological problems in long-term randomized 
controlled trials (RCTs).

• METHODS: Standardized outcome questionnaires were obtained before treatment and at long-term follow-up. To optimize control for group changers, four models of 
data analysis were used according to (1) intention to treat (ITT), (2) "as treated" (AT), (3) per protocol (PP), and (4) if the conservative group automatically classify 
group changers as unchanged or worse in GA (GCAC). The initial study was sponsored by Acromed (US$50,000-US$100,000).

• RESULTS: Except for the ITT model, the GA, the primary outcome measure, was significantly better for fusion. The proportion of patients much better or better in the 
fusion group was 66%, 65%, and 65% in the AT, PP, and GCAC models, respectively. In the conservative group, the same proportions were 31%, 37%, and 22%, 
respectively. However, the ODI, VAS back pain, work status, pain medication, and pain frequency were similar between the two groups.

• CONCLUSIONS: One can conclude that from the patient's perspective, reflected by the GA, lumbar fusion surgery is a valid treatment option in CLBP. On the other 
hand, secondary outcome measures such as ODI and work status, best analyzed by the PP model, indicated that substantial disability remained at long-term after 
fusion as well as after conservative treatment. The lack of objective outcome measures in CLBP and the cross-over problem transforms an RCT to an observational 
study, that is, Level 2 evidence. The discrepancy between the primary and secondary outcome measures prevents a strong conclusion on whether to recommend 
fusion in non-specific low back pain. (Mannion, A.F., et al, Spine J 16(5):588, May 201)

• A 2013 trial reported that operative management of chronic low back pain offered no benefit versus nonoperative management over eleven years of follow-up. These 
multinational authors comment on the findings of a newer publication from the Swedish Lumbar Spine Study Group, which offered contradictory results. This 
randomized trial assessed outcomes of lumbar fusion versus physical therapy in 294 patients with long-standing low back pain, with a mean follow-up of 12.8 years. 
Patients’ global assessment of pain, the primary outcome, showed better efficacy for fusion in the “as treated” and per-protocol populations (better or much better in 
about 65% for fusion, versus 31-37% with conservative measures). The intention-to-treat (ITT) population, however, did not show superior patient-rated results for 
fusion. Secondary outcomes of Oswestry Disability Index (ODI), visual analogue scale for pain (VAS), and quality of life were also comparable between groups in all 
populations. The authors of this commentary disagree with the statement that lumbar fusion is a viable treatment option from the patient’s perspective; they contend 
that the ITT population is the most reliable group for assessing results in a randomized trial and that patients’ subjective global improvement is subject to poor recall 
(over 12 years) and/or motivational bias. Conservative management provided in the trial was felt to be below standard of care. These authors also suggest that the 
Swedish authors (surgeons) had a conflict of interest, as the study was sponsored by Acromed. In short, conclusions about the study should emphasize the ITT 
analysis, which showed nonsignificant results for all outcomes.

X-rays?
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No!!! Stop doing X-rays!!!
• American Academy of Family Physicians
• Don’t do imaging for low back pain within the first six weeks, unless red flags are present.

• American Association of Neurological Surgeons and Congress of Neurological Surgeons
• Don’t obtain imaging (plain radiographs, magnetic resonance imaging, computed tomography [CT], or 

other advanced imaging) of the spine in patients with nonspecific acute low back pain and without red 
flags.

• American College of Occupational and Environmental Medicine
• Don’t initially obtain X-rays for injured workers with acute nonspecific low back pain

• American College of Physicians
• Don’t obtain imaging studies in patients with nonspecific low back pain

• North American Spine Society
• Don’t recommend advanced imaging (e.g., MRI) of the spine within the first six weeks in patients with 

nonspecific acute low back pain in the absence of red flags.

MRI?
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Early MRI = 2-3 times longer return 
to work and increase cost $13,000
• IATROGENIC CONSEQUENCES OF EARLY MAGNETIC RESONANCE IMAGING IN ACUTE, WORK-RELATED, DISABLING LOW BACK PAIN
• Webster, B.S., et al, Spine 38(22):1939, October 15, 2013

• BACKGROUND: Despite evidence-based guidelines advising against early MRI in patients with acute low back pain, 
including those with radiculopathy, in the absence of “red flags,” the early use of MRI in patients with acute low back 
pain is markedly increasing.

• METHODS: The authors, from Liberty Mutual and the University of Massachusetts, analyzed records for 555 workers 
compensation claims for acute, disabling work-related low back pain filed in 2006 to compare medical costs and the 
duration of claimed disability in patients who did or did not have MRI during the initial 30 days after symptom onset. 
The study excluded patients with established indications for early MRI. Records were evaluated over two years of 
follow-up.

• RESULTS: Records were consistent with radiculopathy in 40.2% of the patients. Early MRI was performed in 79.8% of 
the radiculopathy subgroup and in 37.0% of those without radiculopathy. The mean duration of disability after early MRI 
(or a comparable period in the no-MRI group) was 184 days after early MRI vs. 50 days in the no-MRI group among 
patients with radiculopathy and 165 vs. 44.4 days, respectively, in those without radiculopathy. After adjustment for 
severity and demographics, the hazard ratios (HRs) for going off of disability after early MRI in the radiculopathy and 
no-radiculopathy groups were 0.28 and 0.32 (both p<0.0001). Medical expenditures during follow-up were about 
$13,000 higher in the groups undergoing early MRI when compared with those not so imaged.

• CONCLUSIONS: These findings demonstrate substantial overuse of early MRI in patients filing disability claims for 
work-related low back pain, and the adverse consequences of unindicated early MRI in terms of duration of disability 
and medical costs.

Do we even like treating back 
pain?
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Physicians Don’t Like Treating Back 
Pain!
• PHYSICIAN SATISFACTION IN TREATING MEDICALLY UNEXPLAINED SYMPTOMS Brauer, S.G., et al, South Med J 110(5):386, May 2017

• BACKGROUND: The physician response to patients with medically unexplained symptoms is variable. It often consists of unnecessary 
testing and treatment and may result in contention between the physician and the patient.

• METHODS: The authors, coordinated at Duke University, surveyed a representative sample of 1,504 US primary care physicians 
regarding their satisfaction in caring for patients with medically unexplained symptoms. Respondents completed a self-administered 
questionnaire that focused on four conditions characterized as medically explained (depression and anxiety) and medically unexplained 
(chronic back pain and fibromyalgia). Participants rated their satisfaction in caring for each condition (0=none; 1=a little; 2=some; 3=a lot) 
and the extent to which they deemed patients responsible for these conditions (0=not at all; 1=a little; 2=somewhat; 3=a lot). Results 
included the effect of perceived patient responsibility on PCP satisfaction.

• RESULTS: PCPs reported more satisfaction in treating depression or anxiety compared with back pain or fibromyalgia (e.g., some or a 
lot of satisfaction in 77% and 71%, respectively, compared with 42% and 35%). Mean satisfaction scores were 2.02 for depression, 1.86 
for anxiety, 1.30 for back pain, and 1.15 for fibromyalgia; all pairwise comparisons showed less satisfaction treating unexplained versus 
explained conditions (p=0.000). PCPs deemed patients to be responsible for depression, anxiety, back pain, and fibromyalgia with
scores of 1.06, 1.13, 1.35, and 1.20, respectively, and all comparisons showed that PCPs considered patients with unexplained
conditions to be more responsible than those with explained conditions (p<0.005). For all four conditions, PCP satisfaction was lower 
when they deemed patients responsible for their symptoms (p=0.000).

• CONCLUSIONS: PCPs appear to be less satisfied treating medically unexplained conditions, especially when they consider patients to 
be responsible for their symptoms. 22 references (simon.brauer@duke.edu )

Can I do anything?
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Reassurance that it will go away 
is helpful 
• EFFECT OF PRIMARY CARE-BASED EDUCATION ON REASSURANCE IN PATIENTS WITH ACUTE LOW BACK PAIN: 

SYSTEMATIC REVIEW AND META-ANALYSIS
• Traeger, A.C., et al, JAMA Intern Med 175(5):733, May 2015

• BACKGROUND: Clinical guidelines for low back pain (LBP) recommend reassurance to allay patients’ concerns, but it is 
unknown whether patient education is effective in providing reassurance.

• METHODS: These multinational authors performed a systematic review of the literature (up to 2014) and meta-analysis of 14 
trials (4,872 patients) that examined whether patient education reassures patients with LBP. Included studies were randomized or
nonrandomized and involved adults with acute (less than 6 weeks) or subacute (6-12 weeks) LBP. Patients were seen in primary 
care, and individual patient education was given (eg, written or verbal). Reassurance was measured as psychological outcomes 
or health care utilization. Primary outcomes were reassurance (at 4 and 12 months) and health care utilization (at 12 months) for 
patient education versus usual care.

• RESULTS: Reassurance (eg, less fear, worry, or anxiety) was measured in the short term (12 studies) or long term (8 studies) 
after the intervention. Patient education increased reassurance more than usual care, with moderate-quality evidence for short-
term studies (standardized mean difference [SMD] -0.21; 95% CI, -0.36 to -0.07) and high-quality evidence for long-term studies 
(SMD -0.15; 95% CI, -0.27 to -0.03). Patient education had significantly greater impact when delivered by a physician rather than 
a nurse or other provider. For LBP-related primary care visits at 12 months (7 studies), moderate-quality evidence showed a 
greater reduction after patient education than after usual care (SMD -0.14; 95% CI, -0.28 to 0.00).

• CONCLUSIONS: Patient education in primary care appears to be effective for reassuring patients with low back pain.

Placebo Does Work! (but only if you 
tell them is a placebo)
• OPEN-LABEL PLACEBO TREATMENT IN CHRONIC LOW BACK PAIN: A RANDOMIZED CONTROLLED TRIAL
• Carvalho, C., et al, Pain 157(12):2766, December 2016

• BACKGROUND: Some recent studies have found that commonly prescribed drug regimens are not superior to placebo in 
patients with low back pain, and some have reported a large and clinically significant placebo response.

• METHODS: In this study, from Portugal and the USA, 83 adults with chronic low back pain not treated with opioids were 
randomized to a three-week course of open label placebo plus usual treatment or usual treatment alone. Patients were told 
that the placebo contained no medication but might nevertheless have a therapeutic effect. The primary outcomes were 
change in pain intensity (total pain score rated 0-10, from no pain to worst pain imaginable) and back-related dysfunction on 
the Roland-Morris Disability Questionnaire (scored 0-24, with higher scores indicating more disability).

• RESULTS: Open-label placebo was associated with significantly greater pain reduction at three weeks compared with 
standard care (1.49 versus 0.24 point reduction; p<0.001). For pain subscales of minimum pain, usual pain, and maximum 
pain, the placebo group exhibited reductions of 16%, 30%, and 30%, respectively, while the standard-care group had an 
increase of 25%, and reductions of 9% and 16%, respectively. The placebo group had a 29% decrease in disability while the 
standard-care group had no change (p<0.001). In an exploratory follow-up, standard-care patients who switched to open-label 
placebo also had significant improvements in pain and disability (all endpoints, p<0.001). Limitations include small sample 
size, short follow-up, and subjective outcomes.

• CONCLUSIONS: Open-label placebo reduced pain and dysfunction in these patients with chronic low back pain.
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Summary: Non opioid 
treatment of back pain

• Reassurance that it will get better

• Placebo, but only if you tell them

Questions?
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Do We Make a Difference as 
The Doctor?

• If Placebo and warm hugs work and  

• None of my magic medicines, X-rays, 
surgeries work?

• How do I feel?

Next patient - Back pain

https://www.reddit.com/r/gif/comments/1w2lgn/and_this_is_why_you_inflate_your_raft_outside/
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My Story

• Medical school- Pain 5th vital sign 

• The few and curious?

• Is there a better way?

Bridge the clinician-
Research EBM gap

• EBM is our gold standard.

• Are they asking the same question you are?

• Are we able to answer that question?

• Do they have the same skill set you do?

• SPECIFIC question can give you specific answers. 

• NON SPECIFIC questions give you…
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Example: Cochrane - Do Trigger Points 
Work?
• Study: Injection therapy for subacute and chronic low-back pain

• Conclusion:-There is insufficient evidence to support the use of injection therapy in subacute and 
chronic low-back pain. However, it cannot be ruled out that specific subgroups of patients may respond to 
a specific type of injection therapy.

• Included studies:
• Epidural corticosteroids versus placebo injections
• Epidural injections with local anaesthetics versus other treatments
• Facet joint injections
• Facet joint injections with corticosteroids versus other treatments
• Facet joint injections with local anaesthetics versus other treatments
• Local injections with corticosteroids versus placebo injections
• Local injections with anaesthetics versus placebo injections,
• Intramuscular injections with Vitamin B12 versus placebo injections

• Should I be surprised with the result?

Dry Needling More Effective than 
Other Therapies
(Compared acupuncture, sham needling, superficial needling, education, physical therapy)

Arch Phys Med Rehabil. 2018 Jan;99(1):144-152.e2. doi: 10.1016/j.apmr.2017.06.008. Epub 2017 Jul 8.
Evidence for Dry Needling in the Management of Myofascial Trigger Points Associated With Low Back Pain: A Systematic Review and Meta-
Analysis.
Liu L1, Huang QM2, Liu QG1, Thitham N1, Li LH1, Ma YT1, Zhao JM1.

OBJECTIVE: To evaluate the current evidence of the effectiveness of dry needling of myofascial trigger points (MTrPs) associated with low 
back pain (LBP).

DATA SYNTHESIS: A total of 11 RCTs involving 802 patients were included in the meta-analysis. Results suggested that compared with 
other treatments, dry needling of MTrPs was more effective in alleviating the intensity of LBP (standardized mean difference [SMD], -1.06; 
95% confidence interval [DATA SYNTHESIS:
A total of 11 RCTs involving 802 patients were included in the meta-analysis. Results suggested that compared with other treatments, dry 
needling of MTrPs was more effective in alleviating the intensity of LBP (standardized mean difference [SMD], -1.06; 95% confidence interval 
[CI], -1.77 to -0.36; P=.003) and functional disability (SMD, -0.76; 95% CI, -1.46 to -0.06; P=.03); however, the significant effects of dry 
needling plus other treatments on pain intensity could be superior to dry needling alone for LBP at postintervention (SMD, 0.83; 95% CI, 0.55-
1.11; P<.00001).

CONCLUSIONS: Moderate evidence showed that dry needling of MTrPs, especially if associated with other therapies, could be 
recommended to relieve the intensity of LBP at postintervention; however, the clinical superiority of dry needling in improving functional 
disability and its follow-up effects still remains unclear.
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“We proved physical therapy 
doesn’t work and we’re sorry!”

“This illustrates the tension frequently 
encountered in Cochrane reviews between 
lumping or splitting of the available evidence: 
broad inclusion criteria may lump together trials 
that are too heterogeneous while narrow 
inclusion criteria, as in this review, result in an 
incomplete analysis of the available evidence.”
Advice to stay active as a single treatment for low-back pain and sciatica Gunvor Hilde,Calgary, Alberta, 
Canada, Kåre Birger Hagen, GSK, Pb, Oslo, Norway19 April 2006Editorial Group: Cochrane Back and Neck 
Group.  Cochrane withdrawn conclusion withdrawn 

Make These Worlds Meet 

• Back Pain is the 3rd most common complaint 
for a Family Doctors

• Back pain is not simple, it’s complex

• Who is hero of Complex?
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Physicians are show less burn out when 
practicing broader skill sets, increase patient 

satisfaction, and use less opioids 
medications

• Burnout and the Scope of Practice in New Family Physicians, Weidner et 

al Ann Fam Med May/June 2018vol. 16 no. 3 200-205

• Adding acupuncture training decreases opiod use Crawford et al, 
The association between acupuncture training and opioid 
prescribing practices.  Pain medicine,pg243, https://doi.org/10.1093/pm/pny243

• Lets explore extended skill sets 
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Learning to read back pain

• History

• Physical exam

• Are studies that ask the same questions you are? 

• Treatment options

History

• Where does the pain radiate? 

• Watch their Body language as they describe!

• 12/10?

• How long?

• Worse or better?
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Body language: pointing, 
sweeping, cupping 

Simon James File:Day 80 ‐ A Pain in the Neck (2347498204).jpg, wiki commons 2. Wiki 
commons creative content
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Trigger
Points App

Your History Guides Your PE

• Starts with where they “show” you

• Exam both muscles and skeletal
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Case for Physical Exam-

• 35 y/o Chronic Opioids and BZD, Multiple Mental Health diagnosis.  

• PE- thankful tears! 

• If your only back exam is non specific percussion, and non specific 
observation, you will find non specific back pain.

Physical Exam

• Focus your exam with where they “show” you

• Exam boney alignment, muscles and soft tissue
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Skeletal- Get a Straight Start

• Helps produce neutral position

PE- Skeletal: Back pain starts at the foundation
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When you go see a back pain 
patient

Micheal Sweerts self portrait 1661

Awkward little girl templated, imgur.com



33

Muscle

• Palpation is soft and firm

• What Motion makes it hurt.

• What’s the texture- firm vs soft, asymmetry, non uniform,  pyramids, 
chords, layers 

• Make “Non specific” back pain SPECIFIC!!!

• You have to look, it’s almost always there. 
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Feel the Difference

Special Tests 

• Straight leg 

• Spurling’s

• Galens, Patricks, Storks???
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Treatment

• If it’s muscle, treat muscles 
• If it’s skeletal, treat skeletal
• If it’s fascia treat fascia
• If it’s all then treat all!

• Nerve compression follows dermatomal patterns

• Trauma may warrant X-rays
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Where Do We Look?

By Nick Webb ‐ Flickr: Massage, CC BY 2.0, https://commons.wikimedia.org/w/index.php?curid=16699758

https://upload.wikimedia.org/wikipedia/commons/d/d8/Burguss_I.jpg

Non Pharm for Chronic 
Back Pain

Effect Foot notes

Yoga vs Usual 
Moderate for pain

Moderate for function
24 vs 37 on 100 pt VAS
18 vs 21 on 100 pt ODI

Motor Control Exercise Moderate -12.48 (-19.04 to -5.93) on 100 pt scale 

Tai Chi
Small to Moderate in pain

Small in function 
0.9-1.3 on 10 pt scale 

MD 2.6 (1.1 to 3.7)

Mindful-Based Stress 
Reduction

Improved RR 0.64 >30 % improvement at 24 weeks
-1.37 >30% improvement at 24 weeks  

Biofeedback
Moderate pain improvement

No function improvement
SMD -0.8 (CI 1.32 to -0.28) 

CBT
Moderate pain

No benefit in Function
SMD -0.6 (-0.97 to -0.22)
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Non Pharm Effect Foot Notes

Exercise vs Usual No Effect 

Acupuncture vs Sham Small- Moderate Effect 9.38 (CI 1.76-17) on 100 pt

Acupuncture vs NSADIS Acupuncture slightly better RR 1.11 (CI 1.06-1.16)

Massage vs Sham Massage 
Moderate effect on pain and function at 1 week no 

difference at 5weeks  
Pain SMD -0.92 (-1.35 to -0.48)
Fun SMD-1.76 (-3.19 to -0.32)

Spinal Manipulation vs Sham varied no effect to moderate in function and pain practitioner varied

Trigger Point Injection Moderate SMD -1.06 (-1.77- 0.36)

Heat Wrap Moderate on pain and function
1.05 (0.68- 1.45) on 5 pt scale

16-20 pt on 100 pt scale
-2.10 (-3.19 to 1.01) on RDQ

Lumbar Support vs Activity no difference 

Low Level Light Therapy vs 
Sham 

Small 30 pt vs 20 pt on 100 pt scale. 

My Tool Kit 

• OMT

• Trigger point

• Fascial distortion model

• Physical therapy

• TENS

• Exercise prescriptions

• Basic pharm
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OMT
• Muscle Energy- Active resistance 
• Counter strain- positioning and pressure to relieve 

pressure points
• HVLA- High Velocity, Low Amplitude- relieves 

restrictive barriers and returns the body to normal 
anatomic function

• Myofascial release- soft tissue techniques to increase 
movement and decrease pain (rolfing and foam rolling are 
self myofascial release

• Fascial Distortion Model- newer subset of myofascial 
release

Muscle energy
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Counter Strain

HVLA



40

I’m Not a DO? How Do I Get 
Training?

• Do you know an osteopath?

• Mentors

• Weekend courses

• Fellowships

Trigger Point Injections 

• Video patient vs model
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Trigger Point Injection

• CME

• Mentor

• Apps
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Fascial Distortion Model

• System of using patient cues to help find and treat the pain

• Quick results 

• Can be painful during treatment

FDM – Hand/Body Language

Triggerband        Triggerband       Herniated Trigger Point      Continuum Distortion

Schulstrasse 7, Frankfurt, DEU 60594
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FDM – Language - CD

• CD Body Language

• Pointing with one finger to site of pain

• Usually on tendon insertion or ligament insertion into bone

• Can be a point within soft-tissue

FDM – CD 

Ligament

Bone

Transition Zone

CD
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FDM – Terminology - HTP

Herniated Trigger Point (HTP)

Herniated Trigger Points are fascial distortions in which underlying tissue has protruded 
through an adjacent fascial plane and has become entrapped.

Typaldos, FDM 4th edition, 2002, p. 27

• HTP Body language

• Pointing with one or more fingers into site of protrusion

• Kneading, prodding of tissue

• For deltoid and other extremity HTPs, hand signals may be more subtle

FDM – Language - HTP
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FDM – TB – Artist’s Rendition
Acute Trigger Band            Chronic Trigger Band

Crossbands

Broken crosslinks Adhesions

Healing 
crosslink

FDM – Language - Trigger Band

Trigger Band Body Language

Sweeping motion with fingers along trigger band 
pathway

Trigger Band Verbal Language:

Burning or pulling pain along course of linear path
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• The weird one:

• Patients with Cylinder Distortion often are labeled as:

• Malingerers, Bizarre, “it’s all in your head”

• Symptom-magnifiers

• “Anatomically, cylinder distortions are tangled coils of circular fascia which 
pathologically restrict motion by acting as a tourniquet around muscles or 
other tissue.”

• The complaint of pain jumping from one area to another is expected with 
cylinder distortions… and the pain seems to periodically and abruptly 
change its anatomical location (Typaldos, FDM manual page 47 edition 4)

FDM –Cylinder Distortion

• Cylinder Distortion body language:
• Repetitive squeezing of affected soft tissues
• Sweeping with open palm over entire limb

• Cylinder Distortion verbal language:
• “It’s deep in there somewhere, but I can’t 

seem to find it”
• “The pain seems to jump around”

FDM – Language - Cylinder 
Distortions 
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afdma.com

• American Fascial Distortion 
Model Association

• Mentors

• Weekend courses

Both groups improved, FDM 
improved faster with less medicine 
use
• Altern Ther Health Med. 2017 Jun 23. pii: AT5522. [Epub ahead of print]

• Efficacy of Fascial Distortion Model Treatment for Acute, Nonspecific Low-Back Pain in Primary Care: A Prospective Controlled Trial.

• Richter D, Karst M, Buhck H, Fink MG.

• Context: Low-back pain (LBP) is a prevalent and potentially crippling condition for which treatment is often unsatisfactory from the perspectives 
of physicians, patients, and payers. The application of the fascial distortion model (FDM), an integrated concept for the diagnosis and 
manipulative treatment of musculoskeletal disorders, is conceptually promising for LBP but has not been investigated systematically. 

• Objective: The study intended to provide proof of concept to establish the noninferiority of the FDM treatment as opposed to the therapy
recommended by the German National Disease Management Guideline (NDMG) for acute LBP. Design • The study was a prospective, 
nonrandomized, controlled, parallel-group trial. Setting • The study took place in a private practice for surgery and orthopedics. 

• Participants: Seventy-seven outpatients with acute LBP with an average age of 42.6 ± 13.5 y, 50.6% of whom were male, took part in the study. 
Intervention: Participants in the intervention group (FDM group) received osteopathic manipulative treatments according to the FDM, whereas
the control group (NDMG group) received an active control treatment following the NDMG. 

• Outcome Measures: Comparing the FDM group (n = 39) and the NDMG group (n = 38), the study measured pain (visual analog scale, patient 
diary), functional (FFbH-R) and self-reported vocational status, and use of medication (patient diary) at baseline and after 1, 4 and 12 wk of 
treatment. 

• Results: The study found marked improvements of the symptoms in both groups, with a faster onset of efficacy and significantly less medication 
under the FDM treatment. Conclusions • FDM appears to be effective with regard to pain relief and functional improvement for LBP.
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Acupuncture for Low Back Pain
AFP 2019 Jul 15; 100(2):89-96

• For chronic low back pain, acupuncture is 
significantly more effective clinically in the 
short term than sham acupuncture; both 
verum and sham acupuncture have large 
placebo responses. (Evidence rating A)

• Dry needling of trigger points associated 
with myofascial pain syndromes can be 
effective in the short term for pain relief 
and improved range of motion. (Evidence 
rating B)

• Acupuncture is effective in reducing 
frequency of chronic daily idiopathic or 
tension headaches. (Evidence rating A)

Build Your Tool Kit

• Non pharmacologic

• Pharmacologic
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Non Pharmacologic: Hands On 

• OMT
• Trigger points
• Chiropractic
• Physical therapy
• Massage Therapy
• Yoga- Doyogawithme.com
• Tai-chi

Pharmacologic- Find the specific 
time to use it!

• Acetaminophen/ paracetamol

• NSAIDS

• Muscle Relaxers

• Systemic Corticosteroids

• Anti depressants

• Benzodizapine

• Anti seizure medications 
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Pharmacologic Acute Effect? Foot Notes 

Acetaminophen No effect 

NSAIDS Small Decrease 8.3 its on 100 pt scale 

Muscle Relaxers (SMR) Small 1.7 point improvement at 5 days on 10pt scale

Corticosteroid no effect 

Benzodiazepine Small effect 
RR 0.5  (41% vs 79% at 5 days with 50% 

improvement )
No difference at a year

NSAID vs Acetaminophen no effect 

Cox 2 vs traditional NSAID no effect 

SMR + NSAID vs NSAID No effect 

SMR vs other SMR No effect 

Pharmacologic Vs Placebo Chronic Effect? Foot Notes 

NSAIDS
Small to moderate pain improvement 

NO improvement in function
Decrease in pain12.4 (95% CI 15.53-9.26)  its on 100 

pt scale at 12 weeks 

Opioids 
Minimal benefit in pain 

and function  
-0.43 ( CI 95% -0.5 to -0.33) on 10 pt scale

-0.26 (CI -0.29 to -0.15) on 1- pt scale 

Tramadol Small SMD -0.55 (CI 95% -0.66 to -0.44)

BZD (tetrazepam) barely minimal  RR 0.82 (0.72 to 0.94)

Corticosteroids No Effect 

SSRI’s no dice 

Dulooxetine minimal 0.58 -0.74 on 10 pt scale
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My Practice

• 70% resolved in 1-2 visits

• 20%  resolved in 2-6 visits

• 5-10% long term follow up (almost all fibromyalgia)

• A few referrals a year to specialist care

• 0 patient in my practice on opioids

Practice Recommendation

• Selective use of oral medications is prudent, 

• Judicious use of imaging

• Patients respond well to hands on therapy and report better outcomes
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Practice Recommendation
• History- Learn to recognize common pain radiation patterns

• Physical- Palpate Palpate Palpate light pressure, deep pressure.  
You’ll never find what you’re not looking for. 

• “Show me where it hurts”  How they show you the pain is one of the 
BEST clues on making the right diagnosis.

• Don’t be afraid to learn something new!  The more tools you have the 
more likely you will be to effectively treat. (Triggers, OMT, FDM, 
Massage, etc) 

• Physical therapy isn’t the only resource in your community.  (Yoga, Tai 
Chi, OMT/Chiro etc)

Conclusion

•Family 
Docs are 
the Super 
hero’s of 
back pain!
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History of  Back Pain Treatment

• 6000 BC- Acupuncture
• 4000 BC  Degenerative back changes seen in Neanderthal
• 1500 BC  Opium! (Sumerian and Assyrians on Egyptian scrolls)
• 1500 BC  Bone Setters and Sprain Rubbers (Sally Mapp)
• 400 BC  Hippocrates- Sciatica (back pain) treatment=spas, warm animal 

dung wraps, electric eel foot baths (600V)
• Dark ages Rome No non-religious treatments, Persians to the rescue 
• Dark ages Welch Mothers of breech baby “Magical Feet”

Hx of  Back Pain Treatment

• 1500-1700’s Grave robbing and anatomy based disease reintroduced 
• 1700’s  Pain from different diseases.  Gout vs rheumatic vs sciatica
• 1700     Sally Mapp
• 1800’s  Treat constipation, blistering and cupping,removal teeth and nails

• 1800’s  Morphine!!!!
• 1828    Vertebra and Nerves first associated as a cause of back pain
• 1850’s  Back pain associated with trauma (Railroad Spine)
• 1874    Cannabis 
• 1880’s  Hot spring bathhouses 
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Hx of Pain Treatment, continued

• 1892     Dr Andrew Still MD starts first osteopathic school.
• 1895     David Palmer Chiropractic schools - magic hands and a deaf 

janitor
• 1898     Heroin!!!  “No addicting properties!!!”
• 1890’s  Orthopedics starts to separated from historical bone setters 
• 1900’s   X-ray and Fusion fever
• 1904     Fibrositis describe (Myofascial pain)
• 1900     200,000 in US addicted to opium. Main ingredient: snake oils.  
• 1909     Congress prohibits production and sale of opium, increase 

oversight of medications
• 1919     Tens unit complete with sponges and jumper cables
• 1939     Methadone!!!

Hx of Pain Treatment, continued

• 1940- Current- The age of the herniated disc
• 1944   Pain clinics. Nerve Block Clinics
• 1947   Dr Janet Travell, MD- Describes “trigger points” 

• (1st female physician to the President of US (JFK))
• 1990’s Dr. Stephen Typaldos, DO develops 

• Fascial Distortion Model (FDM) of treatment
• 1997    Nerve desiccation/ablation
• 2002    16% of drug related ER visits involve pain killers
• Today   64,000 preventable deaths last year opioid abuse
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OTC 

Contact Information

• Justin Bailey

• Justin.Bailey@FMRIdaho.org
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Questions
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Anxiety Disorders Management: 
Effectively Treating the Anxious Patient 

Jay Winner, MD, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any relationships with 
commercial interests upon nomination/invitation of participation. Disclosure documents are reviewed for potential 
conflict of interest (COI), and if identified, conflicts are resolved prior to confirmation of participation. Only those 
participants who had no conflict of interest or who agreed to an identified resolution process prior to their 
participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have no relevant financial 
relationships to disclose. 

The content of my material/presentation in this CME activity will include discussion of unapproved or 
investigational uses of products or devices as indicated: 

Off label use off medications for anxiety such as: Desvenlafaxine, Citalopram, Gabapentin, Pregabalin, 
Hydroxyzine for GAD, Vortioxetine, Vilazodone, Mirtazapine, Propranolol, Quetiapine, MAO inhibitors, Bupropin

Jay Winner, MD, FAAFP
Family physician, Sansum Clinic, Santa Barbara, California; Founder/Teacher, Stress 
Reduction Program, Sansum Clinic, Santa Barbara, California; Adjunct Clinical Assistant 
Professor of Family Medicine, Keck School of Medicine of the University of Southern California, 
Los Angeles

Dr. Winner has been a family physician at Sansum Clinic—the largest multispeciality clinic in 
Central California—since 1991. He is also a former chairman of the Department of Family 
Medicine at Santa Barbara Cottage Hospital, California. Dr. Winner recognized not only that 
stress-related illness was extremely frequent, but also that prescribing medication was only 
part of the solution. Therefore, in 1992, he founded Sansum Clinic’s Stress Reduction Program. 
He continues to run the program and teach in it. He has written journal articles and speaks on 
the topics of stress, health, and physician wellness. In addition, he is the author of the book 
Relaxation on the Run: Simple Methods to Reduce Stress in Seconds Plus Practical Lifestyle 
Tips for a Happier and Healthier Life.
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Learning Objectives
1. Use evidence-based recommendations and guidelines to screen and diagnose 

patients who present with anxiety, anxiety-related symptoms, or when symptoms are 
suspected to be related to a chronic health condition.

2. Consider co-morbid conditions, potential side effects, drug interactions, and costs 
when choosing therapy.

3. Identify non-pharmacologic interventions that are efficacious for treatment of anxiety 
disorders.

4. Develop a collaborative care plan that considers patient preference, treatment 
success history, scheduled patient follow-ups, and enhanced interprofessional 
communication.

Audience Engagement System
Step 1 Step 2 Step 3
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Holistic Approach to the Anxious Patient

1. Accurate diagnosis of both psychological and other medical 
disorders

2. Brief educational and counseling interventions (maximum benefit 
per time spent)

3. Medication when desired and appropriate

4. Team approach and referrals to counseling and/or psychiatry when 
appropriate

Why offer brief psychoeducation/counseling:

• Patients often do not follow through with counseling referrals 

• It may take a while get into a counselor

• Important to have adequate education/training helpful before deciding 
whether to start a long course of medication

• Issues of cost, insurance coverage, finding a counselor qualified to 
effectively treat anxiety

• With an extra 10 to 20 minutes, you may make a big difference – “much 
more satisfying than a cortisone injection”
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Page Turners with Exciting Titles

• The Girl with the Dragon Tattoo

• The Hunger Games

• Diagnostic and Statistical Manual 

No Longer Categorized Under Anxiety Disorders in 
DSM V

• OCD (Obsessive Compulsive Disorder) instead is categorized as 
“Obsessive‐Compulsive and Related Disorders” which also includes 
Hoarding Disorder, Trichotillomania (Hair‐Pulling Disorder), and 
Excoriation (Skin‐Picking) Disorder

• PTSD (Post Traumatic Stress Disorder), Acute Stress Disorder, and 
Adjustment Disorder is now categorized under “Trauma‐ and 
Stressor‐Related Disorders”
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Anxiety Disorders – What’s Left in DSM V

• Separation Anxiety Disorder  

• Selective Mutism 

• Specific Phobia 

• Social Anxiety Disorder (Social 
Phobia) 

• Panic Disorder 

• Panic Attack Specifier 

• Agoraphobia 

• Generalized Anxiety Disorder 

• Substance/Medication‐Induced 
Anxiety Disorder 

• Anxiety Disorder Due to 
Another Medical Condition 

• Other Specified Anxiety 
Disorder 

• Unspecified Anxiety Disorder

Tests for Anxiety Disorders:

• Screening (not recommended for general population): GAD‐7 
Screening Tool   http://www.phqscreeners.com

• For evaluation and to monitor treatment effectiveness: The PROMIS 
Emotional Distress‐Anxiety Short Form and the Severity Measure for 
Generalized Anxiety Disorder‐Adult both at: 
https://www.psychiatry.org/psychiatrists/practice/dsm/educational‐
resources/assessment‐measures

• Also Severity Measures for Panic Disorder, Social Anxiety Disorder 
and Agoraphobia also at: 
https://www.psychiatry.org/psychiatrists/practice/dsm/educational‐
resources/assessment‐measures



7

When to Suspect Anxiety Disorder or Excessive 
Stress

1. The patient complains of being stressed out, anxious or symptoms 
worse since life has been more stressful

2. Symptoms associated with anxiety and stress such as palpitations, 
perioral and extremity tingling, etc.

3. Medical problem which is often exacerbated by stress/anxiety 
(headaches, IBS, fibromyalgia, etc.)

4. Review of Systems: excessive anxiety or stress

Overall Strategy

1. Never give the impression that a problem is not real. (Do not use 
terms like “worried well.”)

2. Empathize and communicate empathy

3. Make the right diagnosis (for example: Panic Disorder vs PSVT vs 
combination of the two; hyperthyroidism; COPD; asthma; bipolar 
disorder )

4. Is there a anxiety disorder exacerbating medical condition or a 
medical condition exacerbating an anxiety disorder or both?

5. Then discuss pharmacological and non‐pharmacological options
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18 yo female complains of: 

• anxiety for about a year; worse over the last couple of weeks 
• episodes of uncontrollable shaking
• feels her heart race and she feels like she cannot get a deep breath; 
she gets scared that she will stop breathing 

• afraid to eat because she is afraid of choking 
• stressful issue at school 3 weeks ago and she developed more severe 
anxiety 

• pulse usually 76; at highest 104 
• although she is scared of getting an anxiety attack ‐‐ forces herself to 
go to places 

Some of the thoughts that bothered her: 

• "I hate how I am feeling." 

• "I wish my heart would slow down.”

• “I wish I felt I normal again.” 

• “I wish I would stop shaking.”

• “Why am I shaking?”

• “What if I have cancer?”

• “I'm going to die." 
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Panic Attack
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Panic Attack: at least 4/13 symptoms 
1. Palpitations, pounding heart of 

accelerated heart rate 

2. Sweating

3. Trembling or shaking

4. Sensations of shortness of 
breath or smothering

5. Feelings of choking

6. Chest pain or discomfort

7. Nausea or abdominal distress

8. Feeling dizzy, unsteady, light‐
headed, or faint

9. Chills or heat sensations

10. Paresthesias

11. Derealization (feelings of 
unreality) or depersonalization 
(being detached from oneself)

12. Fear of losing control or “going 
crazy”

13. Fear of dying
DSM and DSM‐5 are registered trademarks of the American Psychiatric Association. The American 
Psychiatric Association is not affiliated with nor endorses this seminar.
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Panic Disorder

• At least 2 of the panic attacks are “unexpected” or out of the blue 
(including nocturnal panic attacks)

• At least 1 of the attacks followed by either “persistent concern or 
worry about additional panic attacks” or “significant maladaptive 
behavior related to the attacks”

• Not from a substance, other medical disorder or better explained by 
another psychiatric disorder

• If these 3 criteria not met, instead of panic disorder, use panic attack 
specifier which can be added to other disorders

Options of treatment: 

1. “You have a biochemical problem. I recommend correcting that 
problem with at least a year’s treatment of an SSRI medication and  
another medication for when the panic attacks are severe.” 

2. Provide 15 minutes of education and behavioral treatment and decide 
together if medication and/or additional counseling would also be 
helfpul. 

Option 2: After a year of suffering patient felt immediately better after our first visit. 
She decided against any pharmacological treatment. This case and other like it most 
professionally gratifying. Father emails that the “whole family is extremely 

GRATEFUL.”
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Differential Diagnosis
• Make a real diagnosis of anxiety disorder, other medical problem, or both 
(medical problem can exacerbate anxiety and anxiety can exacerbate medical 
problem)

• Consider arrhythmia such as PSVT

• Hyperthyroidism

• Substance abuse or withdrawal 

• Hyperparathyroidism

• Pheochromocytoma (extremely rare)

• Sleep apnea

• If chest pain were a component would consider cardiac conditions, pulmonary 
embolism, etc. 

• Rare to have first panic attack over age 40, so other problems higher in 
differential in those cases

• Other psychiatric disorders: mood disorders, OCD, PTSD, etc. 

Lifestyle

• Good diet and regular exercise

• Balance

• Not over doing caffeine or alcohol

• Getting enough sleep and good sleep hygiene 

• Screening for recreational drug use

• Screening for side effect from therapeutic medications
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General Brief Counseling Principles

• Empathize and express empathy

• Emphasize patient’s strength and point out strength alone is not enough 

• Discuss diagnosis 

• Just like anything else need to develop a skill set

Explain the Sensations: Hyperventilation

• Reduction in PCO2 can result in dizziness, light‐headedness, and/or tingling 
and numbness in extremities, lips and face. 

• Chest breathing (as opposed to diaphragmatic breathing) can cause 
discomfort from intercostal muscles.

• May have odd sensations interpreted as not feeling real, or being out of 
body. 

• The messages from the medulla to reduce breathing can be interpreted as 
air hunger or not getting a good breath.

• Abdominal sensations may come as the blood is deviated from the intestines 
to the muscles and/or from the preponderance of nerve cells in the gut



13

Mindful Diaphragmatic Breathing

• Easier to learn/practice when calm

• May be easier to learn lying down

• May need to ask people to  
exaggerate the expansion of 
abdomen with inhalation

• May initially feel unusual till gets 
used it

• For some: counting to slow down 
breathing
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Basic Chinese Finger Trap Cycle

Resistance

Finger Trap 
Tighter 

Finger 
Trap Tight
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Basic Anxiety Cycle

Resistance

Anxiety Worse 

Anxiety



16

Increased 
Anxiety

Resist 
Physical 

Sensations

Resist 
Emotions

Resist 
Circumstances

Resist 
Thoughts
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Trigger Thalamus Amygdala Reaction

Cortex

Red route with cortical interpretation in 0.5 seconds longer

Eustress

Use Stress
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Brief Counseling Addressing Resistance

• Physical sensations: heart racing, abdomen tight, neck tight – enough 
evaluation for reasonable reassurance and then accept feeling for now

• Emotions: instead of “too anxious and panicked” – “high energy level or 
energy burst” and feel the energy flow through your veins (analogies of 
super hero, Wonder Woman, Popeye, Tarzan, etc.)

• Circumstances: not liking current job – can change future but present is only 
as it is so accept it for now

• Thoughts: “My heart is beating too hard” “What if I have a heart attack” “I 
can’t stand being this anxious” “I wish I could have peace of mind” I can’t 
stand these bothersome thoughts” – learn to notice thoughts without 
believing or resisting them

Tasks

1. Teach about panic attacks: surge of energy followed by resistance 
creating much more and prolonged anxiety; perhaps discussed 
effects of hyperventilation with chest breathing

2. Teach skills: mindful diaphragmatic breathing, reframing initial 
surge as useful energy burst; don’t believe (or resist) all your 
thoughts

3. Practice: gives them an experiential feel for applying that 
information

4. Discuss plan: possible counseling referrals and pros and cons of 
medications
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Resistance Training

Non‐Resistance Training
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Can have patient 
record both 
information and 
exercises

Some of the thoughts that bothered her: 

• "I hate how I am feeling." 

• "I wish my heart would slow down.”

• “I wish I felt I normal again.” 

• “I wish I would stop shaking.”

• “Why am I shaking?”

• “What if I have cancer?”

• “I'm going to die." 



21

Non‐Resistance Training
• Start with guided breath meditation and body scan
• Before giving “bothersome thought,” repeat instruction not to believe or 
resist the thought.

• After repeating thought, let it go and focus on the sensation of one 
diaphragmatic breath and relax a muscle group.

• Intermittent brief instructions. Instructions for physical sensations: fully 
allow it to be there, not forever, but just for this moment

• Instructions for emotion of anxiety: instead of anxiety call it “high 
energy level” or “energy burst” and see if you can enjoy the energy 
flowing through your veins

• Instructions for circumstances: reminder that we work towards change 
but this present moment can only be as it is 

Extra Hints with Non‐Resistance Training

• Can have patient record both the education and exercise with the voice 
memo app of phone. 

• List patient’s “bothersome thoughts” before starting

• Before starting the meditation, check that the patient can demonstrate 
diaphragmatic breathing – if trouble doing it sitting, may need to do it lying 
down. May need to exaggerate expanding abdomen.

• For one of the thoughts repeat it 2 or more times to demonstrate that the 
patient can let a thought go again and again.

• You might try the thoughts “This won’t work” and/or “I need to clear my 
mind.”
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Non‐Resistance Training Review

• At the end check in: usually patients are more relaxed, even after 
thinking several of their most bothersome thoughts. So they learn it’s 
not the thoughts themselves that cause anxiety but how one deals 
with the thoughts. 

After Non‐Resistance Training, Review:

• A panic attack is not dangerous

• If you don’t believe or resist the thoughts, you don’t get a full panic 
attack 

• Mindful diaphragmatic breathing – focus on the sensation of your 
abdomen with one full inhalation and exhalation

• Relax muscle group

• Instead of calling panic or anxiety, label it an “energy burst” and feel 
the useful energy in your veins (analogies of Tarzan/King Kong/Super 
hero/Popeye)
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Patient Education Video

• 1st Video at StressRemedy.com/videos  Dealing with Anxiety and 
Panic by          Jay Winner

Generalized Anxiety Disorder (GAD): at least 3 out of 
6 (at least some more days than not).
1. Restlessness or feeling keyed up or on edge.

2. Being easily fatigued.

3. Difficulty concentrating or mind going blank.

4. Irritability. 

5. Muscle tension.

6. Sleep disturbance.

DSM and DSM‐5 are registered trademarks of the American Psychiatric Association. The American Psychiatric 
Association is not affiliated with nor endorses this seminar.

Compared with panic attacks, can be more “subtle” and 
harder to diagnose. Often anxious since young age
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GAD

• Myths: worry is an expression of love and concern, and that worrying 
prepares people for the future

• Often, concerned with “What if” thoughts. However, nothing is 100% 
safe ‐‐ Everything is risk vs benefit. (including risk of medication)

• Do an accurate risk/benefit analysis and act accordingly.

• Then practice noticing thoughts without getting lost in them. 

GAD, SAD, Agoraphobia, Specific Phobia

• Typically 6 months or more

• Symptoms cause clinically significant distress or impairment

• Not from another medical condition
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Social Anxiety Disorder (SAD?)

• Main issue is concern about being evaluated by others. (“What will 
others think of me” or “Others will hate me”)

• Risk for alcohol use disorder*
• Plant a seed: Who do you connect with: showy people that act perfect 
or real people with flaws? 

• Who would have a happier more effective life: Goal to impress, or goal 
to have a real connection? 

• Non‐resistance training to feel energy without resistance and letting go 
of thoughts without resistance or believing the thoughts.

*Torvik FA, et al, “Explaining the association between anxiety disorders and alcohol use disorder: A 

twin study,” Depression & Anxiety, March 5, 2019.  https://doi.org/10.1002/da.22886

Agoraphobia, Marked Fear 2 out of 5: 

1. Using public transportation.

2. Being in open spaces.

3. Being in enclosed places.

4. Standing in line or being in a crowd.

5. Being outside of home alone.

DSM and DSM‐5 are registered trademarks of the American Psychiatric Association. The 
American Psychiatric Association is not affiliated with nor endorses this seminar.
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More Often in Children

• Separation Anxiety Disorder: worries of losing attachment figure 
(most often parent, could be spouse)

• Selective Mutism: failure to speak in specific social situations

Specific Phobia

• If frequent issue: exposure therapy (given assignments from qualified 
counselor and a good week is one with anxiety)

• Uncommon issue such as once a year flight: perhaps benzodiazepine 



27

Substance/Medication‐
Induced Anxiety Disorder 

• During substance/medication 
use (Excess caffeine use, 
amphetamines, etc.)

• After use (hallucinogen, etc.)

• During withdrawal  (opioid, etc.)

Anxiety Disorder Due to 
Another Medical Condition 

• Hyperthyroidism

• Hyperparathyroidism

• Pheochromocytoma

• COPD

• Seizure disorder

• PSVT

Other Specified 
Anxiety Disorder 

• Doesn’t quite fit the other 
specified diagnoses. 

Unspecified 
Anxiety Disorder

• You’re too lazy or busy to figure 
it out.
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Typical thoughts associated with other anxiety 
disorders

• Social Anxiety Disorder: “People will hate me.” (Concerned about 
what others will think)

• Separation Anxiety: “My parent/spouse might be harmed.”

• GAD: “I’ll loose my job and never get another one.” (catastrophizing,  
fortune telling and “what if” concerns)

• Agoraphobia: “What if I have a panic attack when I’m away from 
home.” (Worried about loss of control)

• OCD: “I wish these thoughts would go away.” (Resisting the thoughts 
‐‐ task is to learn that thoughts are just thoughts)

Case 2:

• 18 yo female who started college 4 months ago

• Whole life anxious person, but much more so since began college

• Affecting her on daily basis and has an almost constant anxiety

• Was diagnosed with GAD and started on escitalopram 3 weeks ago, 
but has intolerable fatigue with even 5 mg 
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AES Question #1

Next pharmacological step:

1. Take the escitalopram at night

2. Change to paroxetine (Paxil) 20 mg daily

3. Change to fluoxetine (Prozac) 10 mg daily

4. Change to buproprion (Wellbutrin XL) 300 mg daily

5. Change to vortioxetine (Trintellix) 10 mg daily

(Note: Poll question:  I will go over answers later in presentation so 
don’t list one correct answer please)

Medications

• Start low and go slow (usually ½ starting dose for SSRI’s/SNRI’s

• SSRI’s/SNRI’s not considered a treatment failure till on top dose for at 
least 4 weeks or if intolerable side effects before then.

• Some side effects like nausea with escitalopram almost always 
resolve in a week

• Typically treat for 12 months to reduce risk of relapse
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SSRI’s 

• Citalopram (Celexa): potential drug interactions and QT prolongation

• Escitalopram (Lexapro): may be more effective than citalopram and less drug 
interactions

• Sertraline (Zoloft): dose can be 25 to 200 mg; more potential sexual side 
effects but most effective for premature ejaculation

• Paroxetine (Paxil and Paxil CR): somewhat sedating, associated with more 
weight gain, also more sexual side effects and since short acting probably 
most potential for discontinuation syndrome

• Fluoxetine (Prozac): more activating and less sedating (long half life so least 
discontinuation syndrome)

• Fluvoxamine (Luvox): first one FDA approved for OCD; sedating

SNRI’s

• Venlafaxine (Effexor XR): wide range of dosage from 37.5 to 225 mg 
daily; high incidence of withdrawal so need to taper slowly; can be 
used for migraine prophylaxis

• Duloxetine (Cymbalta): may be a good choice if also treating 
fibromyalgia, neuropathic or other chronic pain

• Desvenlafaxine (Pristiq)
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Additional SSRI/SNRI Side Effects
•Manic episode

•Elevated LFT’s
•Hyponatremia

• Increased sweating
• Increased GI bleeds (consider for patients on 
NSAIDS or other GI risk)

Additional SSRI/SNRI Side Effects
•QT prolongation
•Headaches
• Increased suicidal thoughts (particularly with those 
under 24 yo)

•Emotional blunting

•Post SSRI Sexual Dysfunction (PSSD)* 

*Bala A, “Post SSRI Sexual Dysfunction: A Literature Review,” Sexual Medicine Reviews. Jan 2018, 6:1, pp 
29‐34. https://www.smr.jsexmed.org/article/S2050‐0521(17)30072‐0/fulltext
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Benzodiazepines 
• Might speed recovery, but do not improve long term outcomes

• Try to avoid them because of risks of sedation, dependence, overdose, increased risk 
of hip fracture and MVA’s, and elevated mortality 

• In general, use them for a crisis only – if the patient cannot wait for an SSRI to kick in

• Can be helpful as a “safety blanket” – a patient may be less worried about having a 
panic attack if he/she has lorazepam, even if they never use it.

• May be an uncommon patient that needs regular benzodiazepines but may be safer to 
leave that choice to a psychiatrist

• Clonazepam (Klonopin) might have less addiction potential than shorter acting 
medication like alprazolam (Xanax)

• High risk of overdose when combined with opiates

Other Medications 
(off label unless otherwise indicated)

• Buspirone (Buspar): only for GAD (FDA indication)

• Gabapentin (Neurontin) or pregabalin (Lyrica) for GAD: also helpful for 
neuropathic pain

• Hydroxyzine (Atarax): for GAD (indicated short term anxiety)

• Vortioxetine (Trintellix) and vilazodone (Viibryd): probably less effective 
than SSRI’s; less fatigue and sexual side effects; may cause diarrhea

• Mirtazipine (Remeron): very sedating and may cause weight gain, might 
be helpful if a lot of insomnia
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Other Medications 
(off label unless otherwise indicated)

• Propranolol: for performance anxiety (subtype of SAD)

• Tricyclic antidepressants: not frequently used for anxiety since typically 
would need higher doses (with more potential for side effects) than for 
other indications such as chronic HA’s, migraine prophylaxis and chronic 
pain

• I would mostly leave antipsychotics and MAO inhibitors to a 
psychiatrist’s discretion because of the frequency of significant side 
effects

Pharmacotherapy for GAD

Slee A et al. Pharmacological treatments for generalised anxiety disorder: A systematic review and network meta-
analysis. Lancet 2019 Jan 31; [e-pub]. (http://dx.doi.org/10.1016/S0140-6736(18)31793-8)

Strongest 
Evidence

Smaller Sample Size Poor tolerability  Poor 
Evidence

Duloxetine Mirtazapine Quetiapine (large effect) Vilazodone 

Venlafaxine  Fluoxetine Paroxetine  Vortioxetine 

Escitalopram  Sertraline  Benzodiazepines

Pregabalin Buspirone  

Bupropion (few patients)
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AES Question #2

Case 2: Next pharmacological step when fatigue 
from 5 mg escitalopram:

1. Take the escitalopram at night

2. Change to paroxetine (Paxil) 20 mg daily

3. Change to fluoxetine (Prozac) 10 mg daily

4. Change to buproprion (Wellbutrin XL) 300 mg daily

5. Change to vortioxetine (Trintellix) 10 mg daily

Herbal Products

• Kava Kava: avoid it because of risk of liver failure

• Valerian: no significant difference in 4 week small trial

• Passion flower: only small trials with mixed results

• Marijuana (long term may do worse with anxiety and mood disorders*)

• CBD oil?

*Mammen G et al. Association of cannabis with long‐term clinical symptoms in anxiety and mood disorders: A 
systematic review of prospective studies. J Clin Psychiatry 2018; 79:17r11839. 
(https://doi.org/10.4088/JCP.17r11839)
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Nutritional Supplements: Only Small Trials

• Zinc for OCD and panic disorder

• Antioxidant vitamins for GAD

• Inositol for panic disorder, agoraphobia and OCD

Referrals: 

• Counseling: especially CBT (Cognitive Behavioral Therapy), 
exposure therapy and mindfulness based therapies

• Classes: most research done on MBSR (Mindfulness‐Based 
Stress Reduction); MBSR, over 8 weeks, has about 27 hours 
of class in addition to 30 to 60 minutes of daily homework 
(mostly mindfulness exercises); Google “MBSR near me” 
and check teacher’s credentials; other stress reduction 
classes

• Psychiatry: if having difficulty with medication
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Other Effective Behavioral Interventions

• Physical exercise

• Yoga

• Tai Chi

• Meditation

• Internet CBT

Books for Patients:

• Relaxation on the Run by Jay Winner

• The Anxiety and Phobia Workbook by Edmund Bourne

• Hope and Help for Your Nerves by Clair Weekes

• Don’t Panic by Reid Wilson

• What Every Therapist Needs to Know About Anxiety Disorders by 
Martin Seif and Sally Winston
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Free Guided Meditations
• http://stressremedy.com/audio/
• http://marc.ucla.edu/mindful‐meditations
• https://health.ucsd.edu/specialties/mindfulness/programs/mbsr/Pages/
audio.aspx

• UCLA Mindful app
• Mindfulness Coach app

Other Resources:
• https://adaa.org/
• https://www.anxietyandstress.com/about‐anxiety

Anxiety Disorders and Suicide

• Face‐to‐face interviews were conducted with 34,653 adults between 
2004 and 2005 in the United States.

• Patients with anxiety disorders had more suicide of attempts

• Higher when concurrent mood or personality disorder

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2940247/
Nepon,J. et al. “The Relationship Between Anxiety Disorders and Suicide Attempts: Findings from the National Epidemiologic Survey 
on Alcohol and Related Conditions” Depression and Anxiety. Sept 2010, 29(9): 791‐798
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Summary: Practice Recommendations

1. Accurate diagnosis and reassurance

2. Patient education: mechanism of anxiety disorder, anxiety 
disorders are largely about resistance (Chinese finger trap), mindful 
diaphragmatic breathing, “energy bursts”, can notice thoughts 
without believing or resisting them

3. Non‐resistance training and/or referral to counselor proficient in 
CBT, mindfulness and exposure (and perhaps recommend reading 
and audio exercises)

4. If indicated, can discuss pros, cons, risks and benefits of medication 
(usually SSRI/SNRI; limit use of benzodiazepines)
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Questions
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Assisting Patients with Opioid Use 
Disorder (OUD) Treatment: 
Identification and Treatment

Elizabeth Salisbury-Afshar, MD, MPH, 
FAAFP, FASAM, FACPM

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Elizabeth Salisbury-Afshar, MD, MPH, 
FAAFP, FASAM, FACPM

Director, Center for Addiction Research and Effective Solutions (AIR), American Institutes for 
Research (AIR), Chicago, Illinois; Assistant Professor, Department of Family Medicine & 
Department of Psychiatry Section of Population Behavioral Health, Rush University Medical 
Center, Chicago, Illinois

Dr. Salisbury-Afshar is board-certified in family medicine, general preventive medicine/public 
health, and addiction medicine. She earned her medical degree from Rush Medical College in 
Chicago, Illinois, and her Master of Public Health (MPH) degree from Johns Hopkins University 
in Baltimore, Maryland. She completed a family medicine residency at the University of Illinois-
Chicago/Illinois Masonic Medical Center and a residency in preventive medicine at Johns 
Hopkins University. Since graduating from family medicine residency in 2010, Dr. Salisbury-
Afshar has continuously worked in federally qualified health centers (FQHCs) in both Baltimore 
and Chicago. Her role at the American Institutes for Research (AIR) focuses on public health 
and systems solutions to the opioid overdose crisis, and she also continues to work clinically 
on a part-time basis at Heartland Alliance Health, a health care for the homeless provider in 
Chicago. Her clinical focus is working with medically underserved populations, with a specific 
focus on integration of behavioral and physical health.
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Learning Objectives
1. Describe the DSM 5 terminology and diagnostic 

criteria for opioid use disorder.
2. Name the three medications that are FDA 

approved for treatment of opioid use disorder.
3. Engage patients in shared decision making that 

includes treatment options and the evidence for 
each option.

4. Be prepared to initiate treatment or facilitate 
referrals.

Audience Engagement System
Step 1 Step 2 Step 3
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Agenda

• Background on the opioid crisis

• Identifying opioid use disorder in clinical 
setting

• Discussing treatment options 

• Next steps

Background
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Drug Overdose Deaths in United States, 
1999–2017

Opioid Overdose Deaths (by type) 
1999 to 2017

Source: https://www.cdc.gov/drugoverdose/images/epidemic/3WavesOfTheRiseInOpioidOverdoseDeaths.png
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Public Health Interventions to Address 
Opioid Crisis

• Prescribing limits

• Patient education

• Provider education

• Disposal of unused 
opioids

• Drug (re)formulation

• Insurance utilization

• Pain clinic regulations

• Prescription drug 
monitoring programs

• Insurance coverage of 
medications for 
addiction treatment 
(MATs)

• MAT patient limits

• More waivered 
prescribers

• MATs in jails and prisons

• Naloxone access

• Good Samaritan laws

• Syringe access

• Overdose prevention 
sites

Prevention Reducing Misuse Treatment and Recovery Harm Reduction

Epidemic of Poor Access to Care

OUD treatment fits into medical home model.

Source: Wakeman S, Barnett M. NEJM 2018; 279(1):1‐4.

Nearly 80% of Americans with opioid use disorder 
(OUD) don’t receive treatment.

There are not enough psychiatrists and addiction 
medicine specialists to address the demand.

Similar to the HIV crisis in the 1990s, primary care 
physicians can do this work well.
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Which of the following describes the substance use 
services you currently offer?

A. I do not have a waiver to prescribe buprenorphine.
B. I have a waiver to prescribe buprenorphine but have never 

prescribed it.
C. I have a waiver to prescribe buprenorphine, and I have 

prescribed it in past but do not currently.
D. I have a waiver and actively prescribe buprenorphine.

AES Question 1

IDENTIFYING OUD
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Clinical Case
Joe is a 53‐year‐old man who works in construction. He comes to your office and explains he’s looking 

for a new primary care physician because his primary care physician retired.

• History of work‐related injury 4 years ago causing low back pain.

• Taking hydrocodone/acetaminophen 10/325 four times a day for the past 4 years 
(confirmed by checking PDMP). Reports this dose allows him to control his pain and 
continue to work.

• In‐office urine drug screen shows presence of only hydrocodone and no other substances.

AES Question 2

Does Joe have opioid use disorder?
A. Definitely yes.
B. Probably yes.
C. Unsure; there is not enough information to make a 

diagnosis.
D. Probably not.
E. Definitely not.
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What questions would you ask Joe to 
help you determine whether he might 
have opioid use disorder?

What Is Substance Use Disorder (SUD)?

• Many people use drugs and alcohol, but not all people 
develop substance or alcohol use disorder.

• Substance use disorder is not simply about the use of 
drugs; it is about the behaviors and symptoms around 
the use of drugs.

• Many people get better without formal treatment.
– Treatment shortens the time it takes to get better.
– Treatment reduces negative outcomes along the way (HIV, 
mental illness, overdose death).
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Who Develops Substance Use Disorders?

• Genetic component 

• Environmental component

• Behavioral component

• Early exposures associated with 
increased risk

– Adverse childhood 
experiences

– Early exposure to drugs and 
alcohol

Source: McLellan, A. T., Starrels J. L., et al. (2014 Jan). Public Health Reviews, 35(2).

Genetic

Behavioral Environmental

Screening for Opioid Misuse
• SAMHSA recommends 

universal alcohol, tobacco, 
prescribed and illicit drug 
misuse screening annually in 
general medical practices.

• USPSTF “I” (insufficient 
evidence) recommends 
screening for illicit drug use in 
adults, adolescents, or 
pregnant women (update 
happening now).

Source: Substance Abuse and Mental Health Services Administration. (2018). Medications for opioid use disorder. TIP 63. HHS Publication No. (SMA) 18‐5063. Rockville, MD: Author.
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/drug‐use‐illicit‐screening
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Screening Instruments 

Source: https://www.drugabuse.gov/nidamed‐medical‐health‐professionals/screening‐tools‐resources/chart‐screening‐tools

• Numerous validated screening tools are available.

• Single‐item screening is often used in primary care 
settings.
– “How many times in the past year have you used an illegal 
drug or a prescription medication for nonmedical 
reasons?” (A positive screen is 1 or more days.) 

– A positive response leads to full Drug Abuse Screening Test 
(DAST‐10).

DAST‐10

Sources: Skinner, H. A. (1982). The drug abuse screening test. Addictive Behaviors, 7(4), 363‐371.
Villalobos‐Gallegos, L., Pérez‐López, A., Mendoza‐Hassey, R., Graue‐Moreno, J., & Marín‐Navarrete, R. (2015). Psychometric and diagnostic properties of the Drug Abuse Screening Test (DAST): 
Comparing the DAST‐20 vs. the DAST‐10. Salud Mental, 38(2), 89‐94.

•Validated screening 
instrument

•Can be used for any drug
•Can be administered by 
either provider or patient 
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Opioid Use Disorder Diagnosis
Diagnostic and Statistical Manual of Mental Disorders 5 Criteria

1. More or longer than intended

2. Unable to cut back or control

3. Time dedicated to obtaining, using, recovering from

Loss of control

4.  Physical or psychological consequences

5. Activities given up

6. Failure to fulfill major obligations  (work, school or home)

7. Continued use despite social or interpersonal problems caused or made worse 

8. Recurrent use in hazardous situation 

Continued use despite 
consequences

9. Craving, strong desire, or urge Craving or compulsion

10. Tolerance (unless taken solely under appropriate medical supervision)

11. Withdrawal (unless taken solely under appropriate medical supervision)

Source: American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (5th ed.). Washington, DC: Author.  

Severity is based on number of symptoms: Mild 2–3 symptoms, Moderate 4–5 symptoms, Severe ≥6 symptoms.

Does Language Matter?

• A randomized controlled trial was held with mental health 
professionals.

• Two groups were given same clinical scenario: one with a “substance 
abuser” and the other with a “person with substance use disorder.”

• Those in the “substance abuser” condition agreed more with the 
notion that the character was personally culpable and that punitive 
measures should be taken.

• DSM IV terms of “dependence” and “abuse” were changed to “use 
disorders” in transition to DSM 5.

Source: Kelly JF, Westerhoff CM.  Int Journal of Drug Policy. 2010. 21:202‐207. 
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Language Matters

Terms to avoid using  Terms to use

Addict, junkie, drug abuser Person who uses drugs or
person with substance use disorder

Substance abuse  Substance misuse or
Substance use disorder

Clean (drug test)
Dirty (urine drug test)

Negative drug test
Positive drug test

Drug habit  Substance misuse, substance use disorder

Staying clean In recovery/in remission

Source: https://www.addictionpolicy.org/blog/language‐matters‐infographic

Possible Questions for Joe

1. Any sense of loss of control around taking 
the medication?

2. Any negative consequence related to use 
of the medications?

3. Strong cravings when he doesn’t take his 
dose on time?
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4. Questions about possible risk factors for OUD:

‐ Is there personal history of alcohol or drug use?

‐ Any family history of alcohol or drug use?

‐ Any history of depression or other mental illness?

‐ Any history of adverse childhood events?

Possible Questions for Joe

Joe’s Case: Option 1
• Joe denies any symptoms related to loss of control around his opioid 
use.

• He denies negative family or work consequences related to the opioid 
use.

• He denies experiencing cravings for the medication, but he does report 
feeling like he has flu symptoms when he misses too many doses.

• He denies a personal history of alcohol or substance use disorders.
• He has a remote history of depression but denies symptoms at this 
time.
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AES Question 3

Does Joe have opioid use disorder?
A. Definitely yes.
B. Probably yes.
C. Unsure; there is not enough information to make 

diagnosis.
D. Probably not.
E. Definitely not.

Joe’s Case: Option 2
• Joe reports that he spends much of his day thinking about when he can take the 

next pill.

• He says that he doesn’t think he’s getting enough medication because he sometimes 

has to buy additional pills from someone at work because he runs out of his 

prescription early.

• He reports he’s had to miss some family events because he’s run out of medication 

early and feels too sick to attend.

• He reports that he had some problems with alcohol misuse when he was younger, 

but he denies current issues. 

• His PHQ‐9 score is 10 (moderate depression is 10–14), currently untreated.
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AES Question 4

Does Joe have opioid use disorder?
A. Definitely yes.

B. Probably yes.

C. Unsure; there is not enough information to make 
diagnosis.

D. Probably not.

E. Definitely not.

Treatment for OUD
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Acute Care Model
•Enter treatment

•Complete assessment

•Receive treatment

•Discharge

Substance Use Disorder Treatment 

Chronic Care Model
•Prevention
•Early intervention
•Treatment
•Recovery support 
services

Source: McLellan AT, Starrels JL, et al. Public Health Reviews. 2014 Jan; 35(2).

What Does SUD Treatment Look Like?

• Different levels of care
– The level of care should be based on severity of 
disease and psychosocial situation.

– The level of care can vary from 2 hours per week to 
intensive in‐patient programs.

• Treatment may or may not include medications.
– Not all substance use disorders have medications 
available to be part of treatment.



18

AES Question 5

Which of the following medications is NOT FDA 
approved for the treatment of opioid use disorder?
A. Buprenorphine.

B. Methadone.

C. Naloxone.

D. Naltrexone.

OUD Treatment

Sources: 1 SAMHSA National Survey of Substance Abuse Treatment Services (N‐SSATS): 2017.  2 Strang et al. BMJ. 2003. 326:960‐1. 

• Behavioral support 
• Medication for addiction treatment (MAT)

– Methadone
– Buprenorphine (Suboxone®, Bunavail™, Zubsolve®, Subutex, 

Probuphine® implant, Sublocade injection)
– Injectable extended release (ER) naltrexone (Vivitrol®)

• Approximately 1/3 of treatment providers offer methadone or 
buprenorphine.1 

• Detox is not a treatment and actually increases risk of overdose 
without linkage to next level of care.2
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OUD medications have been shown to
• Reduce illicit opioid use,

• Retain people in treatment, and

• Reduce risk of opioid overdose death better than treatment 
with placebo or no medication.

• “Discussing medications that can treat OUD with patients who 
have this disorder is the clinical standard of care.” 

OUD Treatment

Source: Substance Abuse and Mental Health Services Administration. (2018). Medications for Opioid Use Disorder. Treatment Improvement Protocol (TIP) Series 63, Full Document.

MAT for OUD

Source: Substance Abuse and Mental Health Services Administration. (2018). Medications for opioid use disorder. Treatment Improvement Protocol (TIP) Series 63, Full Document. HHS Publication No. 
(SMA) 18‐ 5063FULLDOC. Rockville, MD: Author.

• All three of the medications do two things:
– Help control cravings (block negative reinforcement)

– Reduce the experience of using opioids on top of the 
medication (block positive reinforcement)

• Pharmacology of the medications is different.

• Regulation around each medication is different.

• The availability of evidence is different.
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MAT for OUD: Pharmacology
• Methadone

– Full opioid agonist
– Relieves withdrawal symptoms at lower doses (30–40 mg)
– Provides opioid blockade at higher doses (>60 mg)

• Buprenorphine (Suboxone®, Bunavail™, Zubsolve®, Subutex, Probuphine® implant, 
Sublocade injection)

– Partial opioid agonist (has ceiling effect; safer for overdose risk)
– Relieves withdrawal symptoms at lower doses (4–8 mg)
– Provides opioid blockade at higher doses (12–24 mg)

• Injectable extended‐release (XR) naltrexone (Vivitrol®)
– Opioid antagonist
– Precipitates withdrawal symptoms; must have been without opioids for 10–14 days
– Provides opioid blockade (28 days)

Opioid Agonists and Antagonists

Image used with permission of ASAM. Reproduced from content in the ASAM Buprenorphine Course by the American Society of Addiction Medicine. 
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Natural History of Opioid Use Disorder

Image used with permission of ASAM. Reproduced from content in the ASAM Buprenorphine Course by the American Society of Addiction Medicine. 

Chronic useInitial use

Alford DP.  http://www.bumc.bu.edu/care/

Opioid Agonist Therapy 

Image used with permission of ASAM. Reproduced from content in the ASAM Buprenorphine Course by the American Society of Addiction Medicine. 

Chronic useInitial use

Alford DP.  http://www.bumc.bu.edu/care/
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• Methadone and buprenorphine are opioid agonists
• Methadone and buprenorphine help with pain.
• Methadone and buprenorphine help with withdrawal symptoms. 

(People DO NOT need to “detox” to start these medications.)
• Overdose risk

– At high doses of methadone, overdose is possible.
– Overdose with buprenorphine can happen in opioid‐naïve individual or 

when mixed with other respiratory depressants; it is rare on its own.
– Both medications have increased risk for overdose when mixed with 

other drugs or alcohol.

Buprenorphine and Methadone for OUD: 
Physiologic Effects

XR Naltrexone for OUD: 
Physiologic Effects

• Naltrexone is an opioid antagonist, so people must go through full 
withdrawal before they can get the injection.
– Typically, 10–14 days of no opioid use is recommended.
– If it is given too early, people will go into precipitated withdrawal.

• Opioids will not work when the injection is active in the body.
– It lasts for approximately 28 days.

• Overdose risk
– Overdose risk while on naltrexone is active is almost zero; after 28 

days, the risk is higher because of reduced tolerance.
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Source: Substance Abuse and Mental Health Services Administration. (2018). Medications for opioid use disorder. Treatment Improvement Protocol (TIP) Series 63, Full Document. HHS Publication No. 
(SMA) 18‐ 5063FULLDOC. Rockville, MD: Author.

MAT for OUD: Regulatory Differences

Methadone
• It was approved for OUD treatment in the 1970s.
• In the United States, it is only available in certified opioid 

treatment programs with strict regulations around 
administration.
– It requires observed dosing 6 days/week during first months of treatment.
– Counseling must be available.
– Wraparound services vary by site.

Sources: Korthuis et al. Annals of Internal Medicine. 2017; 166:268‐278. 
Substance Abuse and Mental Health Services Administration. (2018). Medications for opioid use disorder. TIP 63. HHS Publication No. (SMA) 18‐ 5063. Rockville, MD: Author.

MAT for OUD: Regulatory Differences

Buprenorphine
• It is FDA approved for OUD since 2002 and can be prescribed in 

outpatient settings with a waiver (requires additional education).
• Initially only physicians, now nurse practitioners and physician 

assistants can prescribe it.
• Each prescriber has a patient limit at any given time (30, 100, 275).
• Counseling must be offered (on‐site or via referral), but medication 

should not be withheld if the patient does not engage.
• List of waivered providers is on SAMHSA treatment finder (not 

comprehensive).
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Source: Substance Abuse and Mental Health Services Administration. (2018). Medications for opioid use disorder. TIP 63. HHS Publication No. (SMA) 18‐ 5063. Rockville, MD: Author.

MAT for OUD: Regulatory Differences

• Injectable XR naltrexone (Vivitrol)
– It has been FDA approved for relapse prevention since 
2010.

– No additional license, waiver, etc. is required.
– No controlled substance license is required to prescribe it 
(i.e., anyone with prescribing authority can prescribe it).

• Oral naltrexone is available but has not been shown to 
improve outcomes for opioid use disorder; it is not 
recommended for OUD.

MAT for OUD: Treatment Outcomes
Outcome Methadone Buprenorphine XR Naltrexone

Increased retention in 
treatment

X X X

Reduced illicit opioid 
use

X X X

Reduced risk of 
overdose death

X X

Reduced all‐cause 
mortality

X X

Reduced HIV risk 
behaviors

X X

Source: Substance Abuse and Mental Health Services Administration. (2018). Medications for opioid use disorder. TIP 63. HHS Publication No. (SMA) 18‐5063. Rockville, MD: Author.
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Retention in Treatment at 12 Months With 
Reduced Illicit Drug Use

Treatment

Treatment without medication 6%

XR Naltrexonea,b 10–31%

Buprenorphinea 60–90%

Methadonea 74–80%

a Based on a meta‐analysis of research studies, the rates of success are lower in real‐world settings.
b Most XR Naltrexone studies were only 3–6 months; 12‐month registry study only had percentage discontinued due to meeting goals. The numbers presented here are different from the report referenced 
because these values were updated based on Jarvis et al.’s study.
Sources: California Health Care Foundation. Why health plans should go to the MAT in the fight against opioid addiction.
Jarvis et al. Addiction. 2018;113(7):1188‐1209.

Duration of Treatment

Source: Substance Abuse and Mental Health Services Administration. (2018). Medications for opioid use disorder. Treatment Improvement Protocol (TIP) Series 63, Full Document. HHS Publication No. 
(SMA) 18‐ 5063FULLDOC. Rockville, MD: Author.

• Longer length of treatment is associated with better 
outcomes (methadone and buprenorphine).
– Patients should continue as long as they benefit and no 
contraindications.

• Data are limited for long‐term use of XR Naltrexone, 
but the current recommendation is that patients 
should continue as long as they benefit and want to 
continue.
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Treatment Selection: Methadone, 
Buprenorphine or XR Naltrexone?

• Shared medical decision making
– Patient preference and past experience
– Ease of withdrawal/ability to abstain from opioids for at least 10 

days (for injectable naltrexone)
– Risk of overdose
– Patients with occupations that do not allow agonist treatment 

(individuals operating heavy machinery, transportation drivers, 
physicians, pilots)

• Access to treatment
• XR Naltrexone not recommended during pregnancy

NEXT STEPS
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Practice Recommendations

Communicating with patients 
• Screen for opioid misuse.

• Use DSM 5 language (opioid use disorder).

• Talk to patients about treatment options, evidence 
base, and know where to refer locally.

• Prescribe buprenorphine in your own practice (get a 
DATA waiver and use it).

Search for services by 
location using 

SAMHSA Treatment 
Finder
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Source: https://www.samhsa.gov/medication‐assisted‐treatment/training‐resources/buprenorphine‐physician‐training

1. Complete a SAMHSA‐approved buprenorphine 
waiver training:
a. American Academy of Addiction Psychiatry
b. American Society of Addiction Medicine
c. Providers Clinical Support System (PCSS) for MAT. 

Apply through DEA website to get the waiver.

2. Get your “X” DEA number.
3. Start prescribing! 

DATA Waiver

Resources for Additional Information 
and Training

• SAMHSA Tip 63: Medications for Opioid Use Disorder 

https://store.samhsa.gov/system/files/sma18‐
5063fulldoc.pdf 

• PCSS (Provider Clinical Support System). This link 
offers many free archived and live webinars.

https://pcssnow.org 
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Additional Practice Recommendation

Prescribe Naloxone!

Image used with permission from www.PrescribetoPrevent.org

• Patients with history of 
overdose

• Patients on >50 MME of 
prescribed opioids

• Patients using illicit opioids
• Friends and family of 
individuals who use opioids 
(may depend on laws in your 
state)

Questions
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Contact Information

Elizabeth Salisbury‐Afshar, MD, MPH

Esalisbury@air.org
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Collaborative Care: Integrating 
Behavioral Health into Primary Care

Jennifer Funderburk, PhD
Andrew S. Valeras, DO, MPH

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any 
relationships with commercial interests upon nomination/invitation of participation. Disclosure 
documents are reviewed for potential conflict of interest (COI), and if identified, conflicts are 
resolved prior to confirmation of participation. Only those participants who had no conflict of 
interest or who agreed to an identified resolution process prior to their participation were involved 
in this CME activity. 

All individuals in a position to control content for this session have indicated they have no relevant 
financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include discussion of 
unapproved or investigational uses of products or devices. 

The views expressed are those of the authors and do not reflect the position or policy of the 
Department of Veterans Affairs or other government agency.

Jennifer Funderburk, PhD
Clinical Research Psychologist, VA Center for Integrated Healthcare, Syracuse 
VA Medical Center, New York; Adjunct Associate Professor, Department of 
Psychology, Syracuse University, New York; Adjunct Associate Professor, 
Department of Psychiatry, University of Rochester, New York

Funderburk earned a doctorate in clinical psychology from Syracuse University. 
For the last 15 years, she has been working clinically and conducting research 
on the integration of behavioral health in primary care. Her specific areas of 
interest are the development and implementation of brief interventions 
designed to address depression, alcohol use, insomnia, or multiple risk factors 
in primary care. She is an elected member of the board of directors for the 
Collaborative Family Healthcare Association (CFHA) and one of the current co-
chairs for the Integrated Primary Care Special Interest Group within the Society 
of Behavioral Medicine (SBM).
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Andrew S. Valeras, DO, MPH
Associate Program Director, Dartmouth-Hitchcock Leadership Preventive Medicine Residency, 
Lebanon, New Hampshire; Core Faculty Physician, NH Dartmouth Family Medicine Residency, 
Concord, New Hampshire

Dr. Valeras received his undergraduate degrees in biology and philosophy from Boston College 
in Massachusetts. He earned his medical degree from the Arizona College of Osteopathic 
Medicine at Midwestern University, Glendale, and his Master of Public Health (MPH) degree 
from The Dartmouth Institute, Lebanon, New Hampshire. He completed residency at the NH 
Dartmouth Family Medicine Residency and the Dartmouth-Hitchcock Leadership Preventive 
Medicine Residency. Currently, he seeks to integrate quality improvement and systems-based 
thinking with the clinical practice and education of family medicine providers in integrated 
teams. He does this through the [Systems] course, which is taught to primary care teams via 
320 hours of longitudinal experiential learning over three years. Dr. Valeras currently serves as 
president of the Collaborative Family Healthcare Association.

Learning Objectives
1. Identify team-based care models that integrate 

behavioral health and primary care services. 

2. Describe the difference between coordination, co-location 
and integration of services.

3. Give examples of the types of conditions behavioral 
health specialists (LCSW, psychologist, etc) can counsel 
on that are commonly seen in primary care settings.
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Associated Sessions

• (PBL)  Integrating Behavioral Health into 
Primary Care

Audience Engagement System
Step 1 Step 2 Step 3
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Poll Question 1

What is your primary role in your clinic?

A. Clinician
B. Administrator
C. Faculty

Substance abuse care

Mental health care

Definition of Integrated Behavioral Health (IBH)
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Spectrum of Integration

Traditional care IntegratedCo-located 

• Mostly separate space
• Referral-triggered
• Minimally shared 

information between 
BH & PCP

• “Traditional” 
behavioral health 
services

• No shared care plan

• Different parts of 
the same building 

• Regular 
communication, but 
separate systems of 
documentation / 
workflows 

• Some processes of 
identification 

• BH & PCP share 
the same space

• Fully integrated 
documentation 
process 

• Universal 
screening 
(“standard 
work”)

Poll Question 2

Where would you consider your clinic 
falling on the spectrum?

A. Traditional Care
B. Co-located
C. Integrated
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Why Primary Care Integration

• 84% of the time, the 14 most common physical complaints 
have no identifiable organic etiology

• 80% with a behavioral health disorder will visit primary care 
at least one time in a calendar year

• 50% of all behavioral health disorders are treated in primary 
care

• 67% with a behavioral health disorder do not get behavioral 
health treatment

1.Kroenke & Mangelsdorf,  Am J Med. 1989;86:262-266.   

2. Narrow et al., Arch Gen Psychiatry. 1993;50:5-107.   

3. Kessler et al., NEJM. 2006;353:2515-23.   

4. Kessler et al., NEJM. 2005;352:515-23. 
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Why does it matter?

● BH disorders account for half as many disability days as 
“all” physical conditions

● Annual medical expenses--chronic medical & behavioral 
health conditions combined cost 46% more than those 
with only a chronic medical condition

● Top five conditions driving overall health cost (work 
related productivity + medical + pharmacy cost)

● Healthcare use/costs are twice as high in diabetes and 
heart disease patients with depression.

1. Merikangas et al., Arch Gen Psychiatry. 2007;64:1180-1188 
2. Original source data is the U.S. Dept of HHS the 2002 and 2003 MEPS. 
AHRQ as cited in Petterson et al. “why there must be room for mental health 

in the medical home  Graham Center One-Pager)
3. Loeppke et al., J Occup Environ Med. 2009;51:411-428.
4. Original source data is the U.S. Dept of HHS the 2002 and 2003 MEPS. AHRQ as cited in Petterson et al. 
“Why there must be room for mental health in the medical home (Graham Center One-Pager)

Depression

Obesity

Arthritis

Back/Neck Pain

Anxiety

Top 5 Conditions

How Can Integration Help Patients?

Model of IBH=Syringe

Interventions Being Delivered=Medicine

Two Components Can Impact 
Outcomes
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● Primary Care Behavioral Health Model
Healthcare Utilization Outcomes
Patients & Providers report high levels of satisfaction 
Report high levels of rapport with IBH providers

● Collaborative Care Model
Increased Access to Mental Health Services
Depression Outcomes improved at 6 months
Evidence of a longer-term benefit up to 5 years

Model of IBH

1. Possemato, Johnson, Beehler et al. (2018) Patient outcomes associated with primary care behavioral health services: A systematic review. General Hospital Psychiatry, 53, 1-11.
2. Hunter, Funderburk, Polaha, Bauman, Goodie, Hunter (2017). Primary care behavioral health model research: current state of the science and a call to action. J Clin Psy Med 
Settings
3. Gilbody, Bower, Fletcher et al (2006) Collaborative care for depression A cumulative meta-analysis and review of longer term outcomes. JAMA, 166, 2314-2321.

◆ Existing Brief Evidence-Based Behavioral Interventions 
that can be delivered as part of an IBH service targeted

-Alcohol -Tobacco
-Insomnia -Physical Activity 
-Anxiety (CC only) -Depression

◆ Continued Research is Necessary for anxiety, 
medication compliance, sexual health, etc.

Interventions Being Delivered

1. Funderburk, Shepardson Wray et al. (2018) Brief behavioral interventions targeting behavioral medicine concerns Families, Systems and Health 
2. Wray, Funderburk, Acker et al. (2017) A meta-analysis of brief tobacco interventions for use in primary care Nicotine and Tobacco Research, 1-9
3. Shepardson, Bucholz, Weisberg, & Funderburk (2018). Psychological interventions for anxiety in adult primary care patients: A review and 

recommendations for future research Journal of Anxiety Disorders, 54, 71-86.
4. Muntingh et al. 2016 Collaborative care for anxiety disorders in primary care: A systematic review and meta-analysis. BMC Family Medicine
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Integrated Behavioral 
Health Clinicians (IBHC)

▪ Patient care
▪ Community liaison 
▪ Team leader
▪ Behavioral health education

Buckets of IBH

Mental Health
Substance Use

Chronic Disease
Behavioral

Functional Family
Contextual
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Poll Question 3

Where do you see the greatest benefit of 
IBH?

A. Mental Health/Substance Use
B. Chronic Disease/Behavioral Modification
C. Functional
D. Family/Contextual

• Depression, Anxiety
• Drug/Alcohol problems
• PTSD
• Somatization Disorder
• Eating Disorders
• ADD
• Personality Disorders
• Pediatric Behavior Issues
• Psychosis

Mental Health
Substance Use
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• Obesity 
• Diabetes
• CHF
• COPD
• Low Back Pain
• Sleep
• Exercise

Chronic Disease +
Behavioral

• Fibromyalgia
• Irritable Bowel Syndrome
• Refractory Headache
• Sleep Issues not due to 

medical pathology

Functional
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Family
Contextual

● Marriage Issues
● Domestic Violence / Safety
● Child Raising
● Caregiving 
● Life Cycle  ( aging, death and loss)

Family

● Homelessness
● Poverty
● Education
● Finances
● Employment

Contextual

Who Should You Consider Involving 
IBH?
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Let’s see what IBHC 
looks like in action… 

https://youtu.be/Z1ae2nd1XS8

IBHC Toolbox

• Warm hand-offs

• Motivational interviewing

• Trauma-informed approach

• Collaboration and continuity 

• Solution-focused brief 
interventions

• Communication
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Warm hand-off

• Provider introduces clinician to 
patient, transferring trust and 
rapport

• Communicating in front of the 
patient increases transparency 
and safety

• Warm hand-offs increase 
follow-through 

Motivational interviewing

• Understand patient’s stage 
of change

• Roll with resistance

• Explore patient’s 
ambivalence 
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Trauma-informed approach 
• Recognize signs and 

symptoms of trauma

• Actively attempt to reduce 
retraumatization

• Trust is central

Patient

Provider IBHCNurse/MA

Collaboration and Continuity

• “Check-ins” with IBHC when patient 
is seeing PCP or by phone

• Informal interdisciplinary team 
meetings

• Weekly team based meetings (”Pod 
Meetings”)
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Brief Interventions

• Resource list 

• Health behavior change

• Substance use

• Mental health 

Teamness

A small number of people with complementary skills who are committed to a common 
purpose, performance goals, and approach for which they hold themselves accountable.

The Wisdom of Teams (Katzenback and Douglas)
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Factors Involved In Teamness

Communication

Factors Involved In Teamness

Trust & 
Respect

Collaboration

Coordination
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Payment

◆ Billing Codes Differ based on State, 
Context, Criteria for definition

◆ Rapidly Changing
◆ Be Creative
• Talk To Finance Person
• Team based billing

(Shared Medical Appt)
• Coordination of Care

SHOW ME THE MONEY!

Value Based System

◆ Recognize that You May 
Save Money Other Ways

◆ Resource Utilization
• ED Utilization
• Hospitalization
• Decreased time spent per patient, 

increasing availability for more 
patients
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Challenges

• Cultural shift to team approach
• Time limitations
• Lack of predictability in daily schedule 
• Lack of role clarity 
• Allowing roles to remain silo-ed and stay in 

comfort zone
• Responsibility for patient complexity
• Reimbursement

What are potential implications of 
integrated behavioral health in 

primary care for your work? 
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Practice Recommendations

• Consider adding IBH to your clinic due to its 
ability to help your patients and improve your 
service delivery

• Recognize adding a new member to the team 
requires effort within the team to learn new roles, 
how to communicate, etc.

• Don’t ignore the vast array of presenting issues 
the IBH program can assist primary care with.

Contact Information

Andy Valeras DO, MPH, FAAFP 
asvaleras@crhc.org

Jennifer S. Funderburk, PhD
Jennifer.Funderburk@va.gov
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Questions

Resources/Supplemental Material 

• https://www.integration.samhsa.gov/integ
rated-care-models

• www.cfha.net
• https://aims.uw.edu
• www.sbm.org
Integrated Primary Care Special Interest Group
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Resources on the Financial Aspects of IBH 

● Corso, Hunter, Dahl, Kallenberg, & Manson (2016) 
Integrating Behavioral Health into the Medical 
Home: A Rapid Implementation Guide. Chapter 7 
Greenbranch Publishing: Phoenix, MD

● www.integration.samhsa.gov/financing/
● www.thenationalcouncil.org/topics/coding‐

behavioral‐health‐services
● www.ncbi.nlm.nih.gov/books/NBK32784/
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Diagnosis and Management of 
ADHD in Children: 

Sharpening our ADHD Tools

S. Sutton Hamilton, MD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

S. Sutton Hamilton, MD
Faculty, Inspira Family Medicine Residency, Woodbury, New Jersey

Dr. Hamilton is a graduate of Duke University, Durham, North Carolina, and earned his medical 
degree at the University of Pittsburgh School of Medicine in Pennsylvania. He completed his 
internship and family medicine residency at Franklin Square Hospital, Baltimore, Maryland, 
where he served as chief resident. At the University of Cincinnati, Ohio, he completed a 
fellowship in faculty development and received additional training in developmental pediatrics 
and adolescent medicine. Prior to joining the faculty of Inspira Family Medicine Residency, he 
served as assistant program director at Blackstone Family Practice Residency in Virginia. Dr. 
Hamilton’s clinical interests include the evaluation and management of children who have 
attention-deficit/hyperactivity disorder (ADHD), learning difficulties, and emotional/behavioral 
problems. He has been published in American Family Physician and UpToDate on the topics of 
developmental pediatrics and emotional/behavioral problems. He obtained his Drug Abuse 
Treatment Act (DATA) waiver and treats individuals who have opioid use disorder.
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Learning Objectives
1. Utilize current AAP evidence-based guidelines and DSM 5 criteria to diagnose and 

evaluate ADHD in symptomatic child.

2. Screen all children diagnosed with ADHD for other primary conditions or 
comorbidities.

3. Develop a management plan that includes multimodal interventions.

4. Understand the evidence base behind both pharmacologic and non-pharmacologic 
interventions in the management of childhood ADHD.

5. Counsel children and family members on successful management of ADHD, 
including transition management from adolescence to adulthood.

Associated Sessions

• (PBL) Diagnosis and Management of 
ADHD in Children: Sharpening our ADHD 
Tools
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Audience Engagement System
Step 1 Step 2 Step 3

Case: Braxton 9 years old

 Teacher concerns with inattention, difficulty taking turns, 
blurting out.

 Dislikes reading, does not read for pleasure.
 Dislikes recess as he “does not know what to do.”
 He identifies two friends, but his mother gives a look as if 

to say “not exactly.”
 Mother without issues but father did not graduate high 

school, history of behavior problems at school, substance 
use problems as an adult.

 Braxton is not aggressive but can react strongly when he 
“does not get what he wants.”
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What this talk aims to cover

 What does it mean to say that ADHD is 
“dimensional?” (1)

 What conditions commonly co-occur with ADHD?(2) 

 How does the natural history of ADHD make the 
case for treatment? (3)

What this talk aims to cover

 What does research (i.e. MTA) tell us about the 
optimal treatment strategy for children with ADHD? (4)

 How do we diagnose, determine severity of ADHD?(5)

 What do we know about adherence?  What are ways 
we can improve it? (6)
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ADHD = 

 Inattention, hyperactivity and impulsivity that is 

 Marked ( substantially greater than in peers)

 Persistent

 Developmentally inappropriate

 Inattention and hyperactivity/impulsivity are “distributed
dimensions” in the community.

Inattention, normally distributed

Less inattentive than most More inattentive than most

Theorized probability of 
impairment
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Re-conceptualize the diagnosis of ADHD

 The question is less “Does this child have ADHD?” 
but rather…

 “how much ADHD does this child have?”

 More precisely “what degree of core ADHD 
symptoms and what degree of impairment?”

Poll Question 1

Which of the following is not considered 
“core” ADHD feature?

A. Impulsivity
B. Inattention
C. Emotional hyper-reactivity
D. Hyperactivity
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A fuller conception of ADHD

 Inattention (a multifaceted concept)

 Hyperactivity

 Impulsivity

 Emotion dysregulation / affective disordered esp. anxiety

 Oppositional defiant disorder / conduct disorder / antisocial 
personality disorder (in adulthood)

 Reading disability / AKA dyslexia

 Impaired social skills ( autism spectrum disorder (ASD) features)

 Fine motor difficulties ( e.g. Developmental Coordination Disorder)

ADHD and emotional dysregulation

Emotional dysregulation is defined as

deficits in inhibition when faced with emotionally charged 
situations, resulting in greater emotional reactivity           
(Barkley 1997)

 Present in about 50% of children with ADHD, 15% of controls.

Barkley RA.  Attention-deficit/hyperactivity disorder: self-regulation and time: toward a more 
comprehensive theory.  J Dev Behav Pediatr. 1997; 18:271-79
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ADHD and emotional dysregulation

 Potentially caused by

 Poor executive functioning ( i.e., future goal maintenance, 
inhibitory control, working memory, planning)

 Challenges interpreting social cues, nonverbal 
communication.

 Emotional dysregulation Is common in ADHD, often persistent 
and disabling

Van Stralen J.  Emotional dysregulation in children with attention-deficit/hyperactivity disorder.  Atten Def Hyp Disorder.
2016; 8:175-86

Shaw, PJ, Stringaris A, Nigg J, Leibenluft E.  Emotional dysregulation and Attention-Deficit/Hyperactivity Disorder. Am J 
Psychiatry 2014; 171:276-93 

ADHD and conduct disorder (CD) and 
oppositional defiant disorder (ODD)

 Both ODD and CD are highly prevalent in children with 
ADHD

 ADHD combined ODD or CD is associated with considerably 
worse outcomes than either condition alone.

 ODD as the expression of a rigid child with poor problem-
solving skills, often with inflexible parents/teacher.

 ODD less about “disobedience” and more about 
“executive skill deficits.”
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ADHD and conduct disorder

 A more serious form of ODD

 Aggressive behavior, willingness to harm others, 
transgression of serious societal/legal rules.

 Can be an independent risk factor for subsequent 
development of antisocial personality disorder.

Erskine HE et al.  Long-Term Outcomes of Attention-Deficit/Hyperactivity Disorder and Conduct Disorder:
A Systematic Review and Meta-Analysis.  J Am Acad Child Adolesc Psychiatry 2016; 55:841-50

ADHD and social skills impairment

 Children with ADHD can have difficulty initiating and 
sustaining friendships.

 Possible explanations are that core ADHD features, i.e. 
difficulty taking turns, blurting out, difficulty following 
rules is causal.

 Another explanation is the presence of autism spectrum 
disorder (ASD)-type features.

Sokolova E et al.  A Causal and Mediation Analysis of the Comorbidity Between Attention Deficit Hyperactivity
Disorder ( ADHD) and Autism Spectrum Disorder (ASD).  J Autism Dev Disorders 2017; 47:1596-604
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ADHD and reading disability/dyslexia

 Commonly co-exist, but the exact reason is not known

 Executive deficits present in ADHD causal? E.g.

 Working memory skills

 Planning and problem solving

 Cognitive organizational skills

Willcutt EG, et al.  Etiology and Neuropsychology Of Comorbidity Between RD and ADHD: The Case 
for Multiple-Deficit Models Cortex 2010; 46:1345-61

ADD and impaired fine motor skills / Developmental 
Coordination Disorder

 Substantial deficits in fine motor control (e.g. 
handwriting), are present in approximately 30-50% of 
children with ADHD

 Children with ADHD and motor difficulties have worse 
psychosocial outcomes.

Goulardins JB, Rigoli D, Licari M, Piek JP, Hasue RH, Oosterlaan K, Oliveria JA.  Attention deficit hyperactivity
Disorder and Developmental Coordination Disorder: Two separate disorders or do they share a common etiology?
Behav Brain Res 2015; 292:484-92
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Co‐existing conditions: ADHD vs. 
Controls 2007 National Survey 

ADHD

Larson K et al.  Patterns of Comorbidity, Functioning, and Service Use for US Children With ADHD, 2007.  Pediatrics
2011; 127:462-70

Poll Question 2

Which of the following is not a condition that 
commonly co-exists in children with ADHD?

A. Anxiety disorders
B. Fine motor difficulties
C. Myopia
D. Reading disability
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ADHD: Natural History (age 41)

ADHD Controls

Educational 
attainment *

13.3 15.8 p <.001

Did not graduate 
high school *

12.6% 0.7% p <.001

Median Salary* $60,000 $100,000 p <.001

Ever divorced* 31.1% 11.8% p <.001

Homelessness+ 23.7% 4.4% p <.001

*Klein R, Mannuzza S, et al.  Clinical and Functional Outcome of Childhood Attention-Deficit/Hyperactivity
Disorder 33 Years Later.  Arch Gen Psychiatry 2012

+Murillo G, Ramos-Olazagasti MA, et al. Childhood Attention-Deficit Disorder and Homelessness: A 33-Year 
Follow-Up Study.  J Am Acad Child Adolesc Psychaitry 2016; 44:931-36

ADHD: Natural History (age = 20s)
ADHD – SX 
persistent

ADHD- SX 
remission

Control 
Group

Completed 
college

8.0% 17.8% 37.1%*

Public 
assistance

22.2% 9.6% 3.2%

Anxiety disorder 14.2%* 5.0%* 8.1%

Substance use 
disorder

38.5% 28.7% 26%

Hectman L et al.  Functional Adult Outcomes 16 Years After Childhood Diagnosis of Attention-Deficit/
Hyperactivity Disorder: MTA Results. J Am Acad Child Adolesc Psychiatry 2017; 56:687-95
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ADHD: Natural History (age 20s)

ADHD – SX 
persistent

ADHD- SX 
remission

Control 
Group

OR
(persistent vs. 
controls)

OR (persistent  
vs. remissions)

Completed 
college

8.0% 17.8% 37.1% 7.4 2.5

Public 
assistance

22.2% 9.6% 3.2% 8.7 2.7

Anxiety disorder 14.2%* 5.0%* 8.1% 3.1

Substance use 
disorder

38.5% 28.7% 26% 1.3

Hectman L et al.  Functional Adult Outcomes 16 Years After Childhood Diagnosis of Attention-Deficit/
Hyperactivity Disorder: MTA Results. J Am Acad Child Adolesc Psychiatry 2017; 56:687-95

Assessment for ADHD

 Routine use of a standardized assessment tool is 
an essential component of quality care of 
children with possible ADHD.

 Such forms gather information regarding the 
child’s behavior in two or more settings – most 
typically this means home and school.



15

Assessment for ADHD

 NICHQ Vanderbilt Assessment Scales:

 Free for download

 Allow a detailed assessment of child’s behaviors

 Assess for commonly co-existing conditions ( or 
conditions that may mimic ADHD)

 It is quick for parents and teacher to complete.

 Does not replace parent interview and clinical 
judgment

Care of Adolescents and Children with ADHD

 The ADHD treatment paradox: 

 Short term treatment CLEARLY works (by just about any 
measure)

 Short term treatment dose not “inoculate”

 It is much more difficult to definitively establish if long-
term treatment improves outcomes.



16

Care of Children and Adolescents with ADHD

 Research is challenging as limited opportunities 
for randomized controlled studies. (can you 
imagine?)

 What can we learn from the largest RCT 
concerning treatment?

NIMH Collaborative Multisite Multimodal Treatment Study of 
Children With Attention-Deficit/Hyperactivity Disorder (MTA)

 579 children ( ages 7-9.9 years ) in a 14 month trial 
that randomized to:

 Intensive medication management 
 Intensive behavioral treatment
 Combination (intensive medical and behavioral) 

treatment)
 Community Care (control)

The MTA Cooperative Group. A 14-month randomized clinical trial of treatment strategies for attention-deficit
/hyperactivity disorder. Multimodal Treatment Study of Children with ADHD. Ach Gen Psychiatry 1999; 56:1073-
86
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NIMH Collaborative Multisite Multimodal Treatment Study of 
Children With Attention-Deficit/Hyperactivity Disorder (MTA)

Principal findings:

 Intensive medical treatment was superior to “community 
care” as well as intensive behavioral management.

 Addition of behavioral therapy to intensive medical improved 
anxiety, academic performance and family relationships.

 Anxiety did not preclude response to stimulants.

 Benefit of medication disappears when it is stopped (like 
many other conditions!).

NIMH Collaborative Multisite Multimodal Treatment Study of 
Children With Attention-Deficit/Hyperactivity Disorder (MTA)

Conclusions ( Core ADHD symptoms and ODD)

 Combination ( i.e. intensive medical management and 
behavioral therapy) was not significantly better than 
intensive medical management.

 Combination therapy was superior with addressing 
anxiety, academic performance, parent-child relations, 
school behavior and social skills.

The MTA Cooperative Group: A 14-Month randomized clinical trial of treatment strategies for attention-
deficit/hyperactivity disorder (ADHD).  Ach Gen Psychiatry 1999; 56:1073-86
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Poll Question 3

Concerning core ADHD symptoms and ODD, the MTA showed that…

A. Intensive medical therapy outperformed community care.

B. Behavioral therapy was most effective for reducing inattention and 
hyperactivity.

C. The additional of behavioral therapy to intensive medical treatment 
generated the greatest improvements in attention and hyperactivity.

D. When the study concluded, most individuals continued the therapy 
to which they were assigned.

Choice of medical therapy.

 Stimulants: – methylphenidate, amphetamines

 Alpha-2-adrenergic agonists: guanfacine XR

 Selective norepinephrine reuptake inhibitor: atomoxetine

 Non-stimulants approximately 70% as effective as stimulants.
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Brinkman WB et al.  Relationship Between Attention-Deficit/Hyperactivity Disorder Care and Medication 
Continuity.  J Am Acad Child Adolesc Psychiatry 2016; 55: 289-94

Adherence

 Most commonly cited reasons for discontinuation

 Medicine not helping

 Adverse effects of medication

 Logistical barriers

 Social stigma

 Adherence as “dynamic” and predictors of short-term 
adherence differ from long-term predictors.

Brinkman WB, Simon JO, Epstein JN, Reasons Why children and Adolescents 
Stop and Restart Taking Medicine.  Acad Pediatr 2018; 18:273-280

Brinkman WB, et al.  Predictors of Medication Continuity in Children with ADHD.  Pediatrics 2018; 141:e201172580
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Best practices in ADHD management 
(practical inferences from the MTA study)

 Frequent follow-up after drug initiation

 Achieve optimal dosing.

 Enhance the effect of pharmacotherapy with behavioral 
therapy

 Measure outcomes with a goal of non-impairing ADHD on 
Teacher follow-up assessment.

How to improve adherence

 Address the child’s concerns about medication.

 Address parental concerns about treatability.

 Provide education and information.

 Engage in shared decision-making to reduce 
decisional conflict.

 Titrate medication to maximize symptom reduction 
while minimizing side effects.

Brinkman WB, Simon JO, Epstein JN.  Reasons Why Children and Adolescents Stop and Restart Taking Medication:
Acad Pediatr 2018; 18:273-80
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Practice Recommendations

 Use instruments like the NICHQ Vanderbilt and 
gather information from more than one setting 
(typically home and school).(SORT C)

 Use standardized instruments and interview to 
identify potentially disability co-existing 
conditions.(SORT C)

 Improve outcomes through frequent visits, shared 
decision making, careful medication titration, 
targeted behavioral therapy.(SORT C)

Contact Information

 Sutton Hamilton

 sutton.Hamilton@gmail.com
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Questions
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Evidence vs Myth: Addressing Tobacco 
Cessation in Adults with Mental Illness

Ruth A. Potee, MD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family Physicians for 
educational purposes only. Please note that medical information is constantly changing; the information 
contained in this activity was accurate at the time of publication. This material is not intended to represent the 
only, nor necessarily best, methods or procedures appropriate for the medical situations discussed. Rather, it 
is intended to present an approach, view, statement, or opinion of the faculty, which may be helpful to others 
who face similar situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual using this 
material and for all claims that might arise out of the use of the techniques demonstrated therein by such 
individuals, whether these claims shall be asserted by a physician or any other person. Physicians may care 
to check specific details such as drug doses and contraindications, etc., in standard sources prior to clinical 
application. This material might contain recommendations/guidelines developed by other organizations. 
Please note that although these guidelines might be included, this does not necessarily imply the 
endorsement by the AAFP.

This live CME session is supported by an educational grant from Pfizer Inc. 
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Ruth A. Potee, MD
Director of Addiction Services, Behavioral Health Network, Springfield, Massachusetts; Medical 
Director, Franklin County House of Corrections, Greenfield, Massachusetts; Medical Director, 
Opioid Task Force, Greenfield, Massachusetts; Medical Director, Pioneer Valley Regional 
School District, Northfield, Massachusetts

Dr. Potee is a native of western Massachusetts and attended public schools in the North 
Quabbin region. She attended Wellesley College in Massachusetts and Yale School of 
Medicine in New Haven, Connecticut. She completed her residency at Boston University, 
where she remained as an assistant professor of family medicine for eight years. A board-
certified family physician and addiction medicine physician, Dr. Potee was named the Franklin 
District Medical Society’s Community Clinician of the Year in 2015. Through her wide-ranging 
series of lectures, she engages communities in discussions surrounding substance abuse.. 
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Learning Objectives
1. Counsel patients, especially those with mental health conditions 

(MHC), about the health risks of tobacco use utilizing motivational 
interviewing and creating individualized cessation plans.

2. Evaluate evidence-based FDA-approved cessation medications, 
including nicotine replacement therapy and prescription medications.

3. Recognize the limitations of harm reduction strategies, like the use 
electronic nicotine delivery systems (ENDS).

4. Consider health disparities surrounding tobacco use and cessation, 
specifically within adults with mental illness.

Audience Engagement System
Step 1 Step 2 Step 3
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AES Question 1

A patient with general anxiety disorder and depression comes to you 
distressed because her kids are nagging her to stop smoking.    What is 
a contraindication to using buproprion for smoking cessation?

A. BMI > 40

B. Concurrent use of medications that lower seizure thresholds

C. History of Stevens‐Johnson Syndrome

D. Current use of SSRIs

AES Question 2

A patient with opioid use disorder, tobacco use disorder and 
bipolar disease has been stable and in treatment for greater than 
12 months.    She continues to struggle with nicotine addiction.  
Statistically, what it the most likely cause of her death in the 
future?

A. Suicide

B. Tobacco‐related heart disease

C. Opioid‐induced overdose

D. Cervical cancer
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AES Question 3

Lifetime smoking rates are higher in patients who are diagnosed 
with major mental health conditions.  Rank order the following 
conditions from highest to lowest lifetime smoking rates:

A. Anxiety

B. Schizophrenia

C. Major depression

D. Bipolar disease

AES Question 4

Smoking cessation can worsen the mental health of a patient with 
a mental health condition:

A. True

B. False
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AES Question 5

What are adults with mental health conditions least likely to die 
from? 

A. Cancer

B. Cardiovascular disease

C. Lung Disease

D. Suicide

AES Question 6

Which of the following does the United States Preventive Services 
Task Force not recommend for cessation for adults who are not 
pregnant?

A. Ask all adults about tobacco use

B. Advise against ENDS use

C. Provide behavioral interventions

D. Discuss approved pharmacotherapy for cessation to adults who 
use tobacco
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What is the leading cause of death? 

• 1. Drug Overdose

• 2. Cardiovascular Disease

• 3. Accidents

• 4. Suicide

• 5. Cancer

• 6. Infectious Disease

What is the second leading cause of death? 

• 1. Drug Overdose

• 2. Cardiovascular Disease

• 3. Accidents

• 4. Suicide

• 5. Cancer

• 6. Infectious Disease
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What is the leading cause of death in your state? 
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People with behavioral health 
problems account for 25% of the 
adult population, but consume 
40% of cigarettes sold in the U.S.

Substance Abuse and Mental Health Services Administration. Adults with mental 
illness or substance use disorder account for 40 percent of all cigarettes smoked. 
Rockville: Substance Abuse and Mental Health Services Administration, 2013.
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The most powerful intervention that can be made 
to improve the health of our patients is to help 
them quit smoking.  

Smokers with MHC vs Smokers without MHC
Do We Treat Them Differently?



15

The Myths to Which We Subscribe
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Myth
People smoke to self‐medicate and it is part of the 
treatment for their depression/anxiety/ADHD, etc

People may have started to smoke to change their experience

People continue to smoke to meet the symptoms of nicotine 
withdrawal:  anxiety, restlessness, agitation, boredom

Studies that imply some benefit to smoking for mental health 
conditions were largely funded by the tobacco industry and are 
considered suspect
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Myth
People who smoke and have a MHC are 

not interested in quitting

• Patients with a mental health condition are just as interested in 
stopping smoking as someone who does not carry that diagnosis:  
70% of smokers are interested in becoming non‐smokers

Hall SM, Prochaska JJ. Annu Rev Clin Psychol 2009;5:409‐31.

Myth
People with mental illness can’t quit

•Quitting smoking is hard.  For everyone.

= 3% ‐ 5% Quit Rate
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Medication and Counselling for Smoking Cessation:
16% ‐ 30% Quit Rate

Fiore MC, Jaen CR, Baker TB et al. Treating tobacco use and dependence 2008: update. Rockville: Public Health Service, 2008.

Real World Success with Quitting Smoking:
10% ‐ 15% Quit Rate

Ziedonis D, Hitsman B, Beckham JC et al. Nicotine Tob Res 2008;10:1691‐ 715.



19

Myth
You will destabilize a patient:  Quitting smoking 
will make their mental health and sobriety 

(if they have a SUD) worse

• Addiction to nicotine is not a class alone.  It is like all other substance 
use disorders.  Stopping alcohol, heroin, methamphetamine abuse 
and misuse makes mental health stronger.  It is the same with 
nicotine.  

• 5 trials of smoking cessation among those with mental illness did not 
show any worsening of their disease

Hall SM, Prochaska JJ. Treatment of smokers with co‐occurring disorders: emphasis on integration in mental health and addiction treatment 
settings. Annu Rev Clin Psychol 2009;5:409‐431

Smoking Cessation can Improve MH and SUD

• Participation in smoking cessation efforts while engaged in other 
substance abuse treatment has been associated with a 25% greater 
likelihood of long‐term abstinence from alcohol and other drugs

• Cochrane Collaborative meta‐analysis of 26 papers:  smoking 
cessation leads to: decreased depression, anxiety, stress and 
increased mood and quality of life

• Effect sizes of smoking cessation ≥ anti‐depressive drugs for mood or 
anxiety disorders 
Taylor Gemma, McNeill Ann, Girling Alan, FarleyAmanda, Lindson‐Hawley Nicola, Aveyard Paul et al. Change in 

mental health after smoking cessation: systematic review and meta‐analysisBMJ 2014; 348 :g1151
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Myth
Quitting Smoking is Low Priority

• My patient is despondent, intermittently suicidal, homeless, hungry, 
etc.  This is the last item on our ever‐changing to‐do list.  

• Tobacco related death far outpaces any other cause of death.   You 
would never argue that your patients with mental illness should miss 
their pap smears, avoid critical vaccinations, or not treat their high 
blood pressure.  Add it to the High Priority List for you and your 
patients
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Smoking Cessation = High Priority
More Destructive in this Vulnerable Population

5 years lost in life expectancy for average patient with MHC

25 years lost in life expectancy for those with severe and chronic 
mental health conditions

People with MHC are more likely to smoke more cigarettes and smoke 
them all the way to the butt

Much larger financial burden:  1/4 ‐ 1/3  of the incomes of patients 
with schizophrenia is spent on cigarettes
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When cigarette prices increase, 
cigarette sales decrease

Source: ImpacTeen Chartbook: Cigarette Smoking Prevalence and Policies in the 50 States.
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Behavioral Treatments and Counselling
PLUS

Medication

Cognitive Behavioral Therapy
Motivational Enhancement
Acceptance Commitment Therapy (ACT)
Group Visits focused on Smoking Cessation
Peer‐to‐peer support (Recovery Coaches)
Refer to Quitlines or Quit Apps
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Long-term ( month) Quit Rates 
for Cessation Medications

Data adapted from Silagy et al. (2004). Cochrane Database Syst Rev; Hughes et al., (2004). Cochrane Database Syst Rev.; 
Gonzales et al., (2006). JAMA and Jorenby et al., (2006). JAMA
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Combination Therapy

Long‐acting formulation (patch, bupropion, 
vareincline), which produces relatively constant levels 
of nicotine

PLUS

Short‐acting formulation (gum, lozenge, inhaler, nasal 
spray), which permits acute dose titration as needed 
for withdrawal symptoms

Ebbert et al, 2009; Hurt et al., 2009; Piper et al., 2009; Schneider et al., 2006; 
Steinberg et al., 2006
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• AAFP endorses the United States 
Preventive Services Task Force 
recommendation for cessation

• Addressing nicotine addiction is shown to 
improve health outcomes for adults with 
MHC

• Promoting complete nicotine cessation 
should be the goal in all patients

• E‐cigarettes may be safer but are not 
safe, and serve as a substitute for 
nicotine addiction

Final Recommendation Statement: Tobacco Smoking Cessation in Adults, Including Pregnant Women: Behavioral and Pharmacotherapy Interventions. U.S. 
Preventive Services Task Force. May 2019.
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Practice Recommendations

1. Treat Tobacco Use Disorder like other chronic diseases in your 
practice ‐ change can be incremental and it should be addressed at 
every visit

2. Offer a combination of the seven evidence‐based medications as 
part of tobacco cessation

3. Routinely suggest Quitlines or Quit Apps to help your patients get 
the behavioral supports needed

AES Question 1

A patient with general anxiety disorder and depression comes to you 
distressed because her kids are nagging her to stop smoking.    What is 
a contraindication to using buproprion for smoking cessation?

A. BMI > 40

B. Concurrent use of medications that lower seizure thresholds

C. History of Stevens‐Johnson Syndrome

D. Current use of SSRIs
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AES Question 2

A patient with opioid use disorder, tobacco use disorder and 
bipolar disease has been stable and in treatment for greater than 
12 months.    She continues to struggle with nicotine addiction.  
Statistically, what it the most likely cause of her death in the 
future?

A. Suicide

B. Tobacco‐related heart disease

C. Opioid‐induced overdose

D. Cervical cancer

AES Question 3

Lifetime smoking rates are higher in patients who are diagnosed 
with major mental health conditions.  Rank order the following 
conditions from highest to lowest lifetime smoking rates:

A. Anxiety

B. Schizophrenia

C. Major depression

D. Bipolar disease
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AES Question 4

Smoking cessation can worsen the mental health of a patient with 
a mental health condition:

A. True

B. False

AES Question 5

What are adults with mental health conditions least likely to die 
from? 

A. Cancer

B. Cardiovascular disease

C. Lung Disease

D. Suicide
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AES Question 6

Which of the following does the United States Preventive Services 
Task Force not recommend for cessation for adults who are not 
pregnant?

A. Ask all adults about tobacco use

B. Advise against ENDS use

C. Provide behavioral interventions

D. Discuss approved pharmacotherapy for cessation to adults who 
use tobacco

Questions
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Returning Veterans with PTSD: 
When the War Comes Home

Paul H. Bornemann, MD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any 
relationships with commercial interests upon nomination/invitation of participation. Disclosure 
documents are reviewed for potential conflict of interest (COI), and if identified, conflicts are 
resolved prior to confirmation of participation. Only those participants who had no conflict of 
interest or who agreed to an identified resolution process prior to their participation were involved 
in this CME activity. 

All individuals in a position to control content for this session have indicated they have no relevant 
financial relationships to disclose. 

The content of my material/presentation in this CME activity will include discussion of unapproved 
or investigational uses of products or devices as indicated:

Discussion of evidence-based but non-FDA approved medications for the treatment of PTSD 
including fluoxetine, venlafaxine, nefazodone, imipramine, phenelzine and prazosin.

Paul H. Bornemann, MD
Associate Professor of Family and Preventive Medicine, University of 
South Carolina School of Medicine, Columbia; Director of Primary Care 
Ultrasound, Ultrasound Institute, University of South Carolina School of 
Medicine, Columbia; Program Director, Palmetto Health Family 
Medicine Residency Program, Columbia, South Carolina

Dr. Bornemann is board certified in family medicine. He is a military 
veteran who has eight years of experience working as a family 
physician in the U.S. Army, including a combat deployment in support 
of Operation Enduring Freedom. His military awards include the 
Combat Medical Badge for providing medical care under direct fire. His 
interests include teaching point-of-care ultrasound and behavioral 
health strategies for primary care.
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Learning Objectives
1. Screen all new patients with a validated tool for symptoms of PTSD 

initially and then on an annual basis, or more frequently, if clinically 
indicated due to clinical suspicion, recent trauma exposure (e.g., 
major disaster), or history of PTSD.

2. Assess for co-morbid physical and psychiatric conditions

3. Develop a multidisciplinary treatment plan and initiate trauma-focused 
psychotherapy when available, and/or pharmacotherapy.

4. Assist patients in connecting with mental health resources, including 
medication and different types of therapy, to manage and understand 
symptoms and aid in recovery from PTSD.

Audience Engagement System
Step 1 Step 2 Step 3
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PTSD Definition

“Trauma is personal. It does not disappear if it is not 
validated. When it is ignored or invalidated the silent 
screams continue internally heard only by the one held 
captive. When someone enters the pain and hears the 
screams healing can begin.” 

― Danielle Bernock, Emerging with Wings: A True Story of 
Lies, Pain, and the Love That Heals 

PTSD Incidence

• General Population – 1-5%

• Primary Care Clinic – 12%

• Post Deployment Military
– Non combat unit rates similar to general population (5%)

– Direct combat (13%)

– High intensity combat units - up to 25%

Barriers
to

Practice
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Clinical Vignette
• CC:  “Hip Pain”
• HPI:  

– 47 y/o active army male MSG
– Symptoms since PCS to Fort Irwin 1 month ago

• Losing temper, intense anxiety in crowds/avoidance, 
insomnia

• Affecting relationship with wife and ability to perform duties

– IED blast – 2008 – OIF
• Witnessed the death of several soldiers

Clinical Vignette
• PMH/PSH:

– Femur Fracture  w/ ORIF - March 2009 
– Chronic Pain
– Hypertension
– Obstructive Sleep Apnea
– Insomnia
– mTBI:  1997 jump injury LOC < 1 hour 

• Medications:
– Amlodipine  5 mg daily
– Zolpidem 10 mg QHS
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Clinical Vignette

• Social
– Operations group

– Married

– Mild EtOH use, no tob or drugs

• Family history
– Father – Hypertension

Clinical Vignette

• PE
– Gen: Vitals reviewed, A/Ox3, NAD
– Appearance:   Normal
– Behavior:         Normal. Cooperative.  Good eye contact.
– Mood:              “I’m in pain”
– Affect:               Broad, nearly tearful at times.  

Appropriate.  Congruent with mood.
– TP:                    Normal.  Goal directed.
– TC:                    No SI/HI.  No delusions or hallucinations.
– J/I:           Normal.
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Traumatic Stress Reaction Spectrum

• Acute Stress Reaction
– Hours to days

• Acute Stress Disorder (ASD) *
– Two days to one month

• Post Traumatic Stress Disorder (PTSD) *
– Lasting > 1 month after trauma

• Delayed onset (6 months after trauma)

• Chronic (lasting > 3 months) – Not in DSM-5

Poll Question 1

What percent of patients with ASD will go on to 
develop PTSD?

A. 5 – 10%

B. 20 – 25%

C. 50 – 60 %

D. 70 – 80%
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Rate of Progression

Study of Motor Vehicle Accidents

Only 30 – 60%  who developed PTSD met criteria for ASD previously

Ursano RJ, et al. Am J Psychiatry. 1999 

Risk Factors

Pre-Traumatic
• Ongoing life stress
• Lack of social support
• Young age at time of 

trauma
• Pre-existing psych 

disorder
• Female gender
• Low socioeconomic 

status
• Prior trauma exposure
• Family history

Peri-Traumatic
• Severe trauma
• Interpersonal nature 

of trauma
• High perceived threat 

to life
• Community (mass) 

trauma
• Peri-traumatic 

dissociation

Post-Traumatic
• Ongoing life stress
• Lack of social support
• Bereavement
• Major loss of 

resources
• Children at home and 

distressed spouse
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Poll Question 2

Which has NOT shown potential to prevent PTSD 
in survivors of trauma?

A. Morphine

B. Benzodiazepines

C. Propranolol

D. Psychological First Aid

E. Targeted Brief CBT

Prevention
Beneficial Some Benefit Potential Benefit No Benefit Harmful

• Targeted, brief 
Cognitive 
Behavioral 
Therapy

• Social support
• Psycho‐
education and 
normalization

• Psychological 
first aid

• Propranolol
• Prazosin
• Morphine

• Group 
psychological 
debriefing

• Individual 
psychological 
debriefing

• Benzodiazepines
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Poll Question 3
How often do you screen your patients for 
PTSD?

A. Never

B. If they have other psych diagnosis

C. Once a year or more frequently

D. Every visit

Screening Recommendations

• VA/DOD Joint Guideline (2010)
– Universal screening initially then yearly

– Paper or computer-based screening tool

• Institute of Medicine Report (2012)
– Yearly screening for all deployed in VA or 

DOD
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Screening Tools
• GAD-7

– Seven questions
– Validated for GAD, Panic Disorder, Social Anxiety Disorder and 

PTSD

• PC-PTSD
– Four questions

• PCL-5
– Screening – cut off > 33
– Diagnostic tool
– Score can be followed

GAD-2 and GAD-7

• Sensitive for GAD, panic 
disorder, social anxiety 
disorder and PTSD

• GAD‐2 > 3
• GAD‐7 > 8
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Have you ever experienced this kind of event?   

If yes…  In the past month, have you...

1. Had nightmares about the event(s) or thought 

about the event(s) when you did not want to? 

2. Tried hard not to think about the event(s) or went 

out of your way to avoid situations that reminded 

you of the event(s)?

3. Been constantly on guard, watchful, or easily 

startled?  

4. Felt numb or detached from people, activities, or 

your surroundings?  

5. Felt guilty or unable to stop blaming yourself or 

others for the event(s) or any problems the 

event(s) may have caused? 

Sometimes things happen to people that are unusually or 

especially frightening, horrible, or traumatic. For example:

• A serious accident or fire

• A physical or sexual assault or abuse

• An earthquake or flood

• A war

• Seeing someone be killed or seriously injured

• Having a loved one die through homicide or suicide

PC-PTSD-5

Prins A, et al. J Gen Intern Med. 2016

PCL-5
• Full DSM-5 Diagnostic Criteria

• Can grade severity

• Can be followed longitudinally

• Scoring
– Screen Positive if 33 or 

greater 

– 5 point change is reliable

– 10 point is clinically significant

Blevins CA, et al. J Trauma Stress. 2015.
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Diagnosis / DSM-5

• History of trauma

• Symptoms
– Intrusion         (1)

– Avoidance (1)

– Neg cognition/mood (2)

– Increased arousal   (2)

• Duration > 1 month

• Clinically significant impairment

• Not attributable to a substance

Clinical Vignette

• PCL: 75

• PHQ-9: 13
– No significant depressive symptoms

– No suicidal ideation
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Diagnosis / DSM-IV TR

• History of trauma 

• Symptoms

– Re-experiencing (1) 

– Avoidance / numbing (3) 

– Increased arousal        (2) 

• Duration > 1 month 

• Clinically significant impairment 

Poll Question 4

In men with PTSD, what is the most common 
psychiatric co-morbidity?

A. Major Depressive Disorder

B. Substance Use Disorder

C. Social Anxiety Disorder

D. Dysthymia
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Psychiatric Comorbidities
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Kessler RC, et al. Arch Gen Psychiatry 1995

PHQ-9
• Diagnosis

– DSM-5 Criteria

• Severity Rating
– 10 – 15:  Mild

– 15 – 20:  Moderate

– ≥ 20:  Severe

• Longitudinal tracking tool
– 5 point decline is significant

– Response to treatment: improvement of 50 
percent from baseline

– Remission: 4 or less, maintained for at least 
1 month

Kurt, et al.  The patient health questionnaire Somatic, Anxiety and Depressive 
Symptoms Scales: A systematic Review. Gen Hosp Psych 2010
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Brown RL, et al. Wis Med J. 1998.

CAGE-AID Questionnaire

Other Co-morbidities

• Chronic pain

• Insomnia

• Post-Concussive Syndrome (TBI)
– Cognitive complaints

• Cardiovascular disease
– Autonomic and neuroendocrine dysregulation
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Suicidality

• PTSD is a risk factor for suicide
– 20% per year attempt

• Predictors
– Aggressiveness in men

– Depressive symptoms in women

Acierno et al 2000

Poll Question 5

Patients with symptoms of PTSD who do not meet 
full DSM criteria are at increased risk of suicide.

A. True

B. False
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Subthreshold PTSD

• Do not meet DSM-5 criteria

• Linear increase with PTSD symptoms
– Increased risk for suicide

– Increased co-morbidities

– Increased functional impairment

Treatment
• Everyone

– Psychoeducation
– Self management
– Symptom-specific treatment

• Psychotherapy or pharmacotherapy
• Regular follow-up

– At least every 3 months for chronic PTSD
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Psycho. vs Pharm. Therapy

• Pharmacotherapy alone was inferior to 
psychotherapy alone or combined therapy

• VA/DOD CPG recommends psychotherapy first 
line

Merz, J., et al. JAMA Psychiatry. 2019

Poll Question 6

Which form of therapy has the LEAST evidence 
for treatment of PTSD?

A. Prolonged Exposure Therapy

B. Eye Movement Desensitization and 
Reprocessing

C. Psychodynamic Therapy

D. Cognitive Behavioral Therapy
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Treatment - Psychotherapy

• Trauma-focused psychotherapies:
– Prolonged Exposure
– Cognitive Processing Therapy
– Eye Movement Desensitization and Reprocessing
– Cognitive behavioral therapies for PTSD, 
– Brief Eclectic Psychotherapy 
– Narrative Exposure Therapy 
– Written narrative exposure

Poll Question 7

Which medication is FDA approved for treatment 
of PTSD?

A. Fluoxetine

B. Paroxetine

C. Venlafaxine

D. Amitriptyline

E. Diazepam
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Treatment - Pharmacotherapy

Education
– It only works if taken every day

– It is not habit forming or addictive

– Benefits appear slowly

– Mild side effects are common and usually will improve 

– Contact prescriber before stopping medication

– The goal is remission, which may take a few tries

– Does not preclude deployment

Treatment - Pharmacotherapy

First Line
– SSRIs

• Paroxetine

• Sertraline 

• Fluoxetine
– SNRIs

• Venlafaxine

Second Line
– Nefazodone
– TCA

• Imipramine
– MAOI

• Phenelzine
– Alpha Blocker

• Prazosin 
• Adjunctive treatment of 

sleep/nightmares
 FDA Approved for PTSD

The Management of Posttraumatic Stress Disorder Work Group. VA / DoD CLINICAL 
PRACTICE GUIDELINE FOR MANAGEMENT OF POST‐TRAUMATIC STRESS.; 2017.



22

Initial Treatment
Severity / PCL‐5 Score Treatment

Sub‐Threshold
< 33

• Consider pharm or psychotherapy.  
• Or follow closely.
• Follow up in 4 weeks.

Mild‐Moderate
33 ‐ 55

• Start psychotherapy +/‐ pharm
• Follow up in 2‐4 weeks.

Severe
> 55

• Start combination pharm and 
psychotherapy.  

• Follow up in 2‐4 weeks.

Follow up
PCL‐5 Score Change Treatment Changes

Decreases 10 points or more
• No change.
• Follow up in 4 weeks.

Decrease of 5 to 10 points
• Increase dose. 
• Or follow closely.
• Follow up in 4 weeks.

Decrease of less than 5 points
• Consider augmentation or switching 

with or to pharm or psychotherapy.
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Poll Question 8

What percent of patients treated for PTSD are in 
remission 1 year after diagnosis?

A. Less than one half

B. One half to three quarters

C. Greater than nine out of ten

Future Directions for Treatment

• SMART-CPT

• Cannabidiol

• Transcranial Magnetic Stimulation

• MDMA Assisted Psychotherapy

Jak AJ, et al. J Neurol Neurosurg Psychiatry. 2019 
Bitencourt RM, et al. Front Neurosci. 2018
Am J Psychiatry. Published online June 24, 2019 
https://maps.org/research/mdma
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Prognosis
• Untreated

– 1/3 in remission at one year 
– Average duration of 64 months
– 1/3 still symptomatic at ten years

• Treated
– ½ in remission at one year
– Average duration of 36 months

• Maintenance
– 5% vs 26% relapse on sertraline at 28 weeks

Davidson et al  Am J Psychiatry. 2001;158(12):1974

Clinical Vignette
• Started on low-dose SNRI
• 4 week follow up

– PCL  61  56
• 8 week follow up

– PCL 64
– Added on prazosin for nightmares
– Agreed to start in clinic PTSD group

• 6 month follow up
– Endorsing significant improvement
– PCL 51 
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Best Practice Recommendations

• PTSD can be managed in primary care
• Screen for PTSD
• Make diagnosis with PCL tool / DSM-5
• Screen for co-morbidities
• Screen for suicidality at EVERY visit
• Treat with psychotherapy +/- SSRI/SNRI first line
• Assess response with repeat PCL scores

Contact Information

Paul Bornemann, MD

paul.bornemann@uscmed.sc.edu
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Questions
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(PBL) Integrating Behavioral Health into 
Primary Care

Jennifer Funderburk, PhD
Andrew S. Valeras, DO, MPH

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any 
relationships with commercial interests upon nomination/invitation of participation. Disclosure 
documents are reviewed for potential conflict of interest (COI), and if identified, conflicts are 
resolved prior to confirmation of participation. Only those participants who had no conflict of 
interest or who agreed to an identified resolution process prior to their participation were involved 
in this CME activity. 

All individuals in a position to control content for this session have indicated they have no relevant 
financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include discussion of 
unapproved or investigational uses of products or devices. 

The views expressed are those of the authors and do not reflect the position or policy of the 
Department of Veterans Affairs or other government agency.

Jennifer Funderburk, PhD
Clinical Research Psychologist, VA Center for Integrated Healthcare, Syracuse 
VA Medical Center, New York; Adjunct Associate Professor, Department of 
Psychology, Syracuse University, New York; Adjunct Associate Professor, 
Department of Psychiatry, University of Rochester, New York

Funderburk earned a doctorate in clinical psychology from Syracuse University. 
For the last 15 years, she has been working clinically and conducting research 
on the integration of behavioral health in primary care. Her specific areas of 
interest are the development and implementation of brief interventions 
designed to address depression, alcohol use, insomnia, or multiple risk factors 
in primary care. She is an elected member of the board of directors for the 
Collaborative Family Healthcare Association (CFHA) and one of the current co-
chairs for the Integrated Primary Care Special Interest Group within the Society 
of Behavioral Medicine (SBM).
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Andrew S. Valeras, DO, MPH
Associate Program Director, Dartmouth-Hitchcock Leadership Preventive Medicine Residency, 
Lebanon, New Hampshire; Core Faculty Physician, NH Dartmouth Family Medicine Residency, 
Concord, New Hampshire

Dr. Valeras received his undergraduate degrees in biology and philosophy from Boston College 
in Massachusetts. He earned his medical degree from the Arizona College of Osteopathic 
Medicine at Midwestern University, Glendale, and his Master of Public Health (MPH) degree 
from The Dartmouth Institute, Lebanon, New Hampshire. He completed residency at the NH 
Dartmouth Family Medicine Residency and the Dartmouth-Hitchcock Leadership Preventive 
Medicine Residency. Currently, he seeks to integrate quality improvement and systems-based 
thinking with the clinical practice and education of family medicine providers in integrated 
teams. He does this through the [Systems] course, which is taught to primary care teams via 
320 hours of longitudinal experiential learning over three years. Dr. Valeras currently serves as 
president of the Collaborative Family Healthcare Association.

Learning Objectives
1. Practice applying new knowledge and skills gained from 

Integrating Behavioral Health into Primary Care  sessions, 
through collaborative learning with peers and expert faculty.

2. Identify strategies that foster optimal management of 
behavioral health conditions within the context of 
professional practice.

3. Formulate an action plan to implement practice changes, 
aimed at improving patient care. 
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Associated Sessions

• Integrating Behavioral Health into Primary 
Care

Consider this Patient:
Maria Casey: 40 year old female, married, stay-at-home 
mom; routine follow-up; last seen by diabetes clinic 2 
weeks ago, A1Cs are well controlled, hx of migraine 

headaches

Would This Patient Benefit From 
Integrated Behavioral Health Services?
• Yes
• No
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Consider this Patient:
Jackson Black: 70 yo male, married, full-time business 
owner; establishing care; hx of bipolar dx; requesting 
medication refill from Abilify and off meds for several 

months

Would This Patient Benefit From 
Integrated Behavioral Health Services?
• Yes
• No

Consider this Patient:
Zoe Sampson: 26 yo female, married, works part-time; 

6 kids; pre-hypertensive; BMI=30; trouble sleeping

Would This Patient Benefit From 
Integrated Behavioral Health Services?
• Yes
• No
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Consider this Patient:
Drew Caney: 32 yo male, married, unemployed; 

outbreak of a rash on his body; frequently comes to 
clinic (you have seen him monthly for various medical 

complaints)

Would This Patient Benefit From 
Integrated Behavioral Health Services?
• Yes
• No

Summarizing the Results

Mental Health
Substance Use

Chronic Disease
Behavioral

Functional Family
Contextual
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Do you currently have access to an 
embedded behavioral health 

provider in your clinic?

• Yes
• No

Do you currently have access to 
care management for depression or 

other mental health conditions?

• Yes
• No



8

Do you currently have a relationship 
with some community behavioral 

health providers?
• YES
• NO

What Condition Does Your Team Have a 
Clinical Pathway Established Involving Multiple 

Members of the PC Team? 
(if more than 1, just choose favorite)

• Hypertension
• Diabetes
• Depression
• Obesity



9

Acknowledgment
Different Ways You Can Integrate 

Behavioral Health Into Primary Care
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IBH REQUIRES 
TEAMWORK

Some Elements that Both Facilitate 
and Hinder Essential 

Elements of Teamwork

Communication

Coordination

Trust & 
Respect

Collaboration
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If you have a service: You & Your Team Need to 
Fully Understand What YOUR 

Integrated Behavioral Health Service Can Do 

If you don’t have a service: You & Your Team can 
Reach Out to Local BH providers and 

see What You Can Set Up

STEP 1: 

Checklist Can Help Initiate that Discussion

Focuses on 1 or More Specific Groups of 
Patients or More Broad?

Focuses on 1 or More Specific Groups of 
Patients or More Broad?

What do they provide for that specific 
group?
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SMALL GROUP ACTIVITY

“Integrated Behavioral Healthcare” 
How is it different than primary care 
clinic with access to specialty mental 

health clinic?

• Role of a PCP
• Role of a Nurse
• Role of a BHP
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How to Utilize 
Integrated Behavioral Health Service in 

Your Daily Clinical Practice?

Option #1: Team Briefing

• Focus on a specific clinical pathway
• Have the Full Teamlet, including the 

behavioral health provider present
• Discuss roles in the process and how to 

communicate with one another at various 
transitional points
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What do you see?

Option #2: When you huddle or review 
your patients for the day/morning, 

begin to scrub IPC issues
8am - Douglas Shaw

8:30am - Irving Nunez

9:00 - Sarah Maldonado

10:00 - Lisa Garrett
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What does this morning’s schedule of 
patients look like?

8am - Douglas Shaw
8:30am - Irving Nunez
9:00 - Sarah Maldonado
10:00 - Lisa Garrett

What do I remember 
about these patients 
off the top of my 

head?

Things that come to mind by just 
seeing the names

8am - Douglas Shaw
8:30am - Irving Nunez
9:00 - Sarah Maldonado
10:00 – Lisa Garrett

This patient is very familiar to me – a “frequent flyer”

This patient struggles with treatment adherence
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I DON’T remember this patient?

8am - Douglas Shaw
8:30am - Irving Nunez
9:00 - William Maldonado
9:30am - Alton Manning
10:00 – Lisa Garrett

Let’s look at the “cover 
page” for his medical chart 
as well as my last note.

What to look for in the medical 
chart or last note:

No recent mental 
health visits

No current meds 
for mental health

Active mental 
health diagnosis
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A Majority of Patients Could 
Benefit

Success Also Depends On How You 
Discuss the BHP with a Patient
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Example: IPC Mantras for PC Team

It sounds like this is a difficult time for 
you, there is someone on our primary 
care team that has really helped my 
other patients. Is it alright if I see if 
he/she is available and he/she can 

describe how she can specifically help.

Example: IPC Mantras for PC Team

There is a member on our primary care 
team that knows a lot about ________. 

Even if you don’t end up deciding to 
change, I have seen lots of patients 

benefit from briefly talking with her/him. Is 
it alright if I see if he/she is available?
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Example: IPC Mantras for PC Team for
Collaborative Care

There are members on our primary care team that 
call patients regularly to check on how they are 

doing and sometimes offer suggestions on how to 
help for a period of time. If things get worse, they 
will notify me and then I can call you up and see if 
you might want to come in to talk about something 

else to do. 

Let’s Put It All Together



20

Contact Information

Andy Valeras DO, MPH, FAAFP 
asvaleras@crhc.org

Jennifer S. Funderburk, PhD
Jennifer.Funderburk@va.gov

Questions
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Resources/Supplemental Material 

• https://www.integration.samhsa.gov/integ
rated-care-models

• www.cfha.net
• https://aims.uw.edu
• www.sbm.org
Integrated Primary Care Special Interest Group
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Substance Use and Misuse: 
Primary Care and Prevention for the 

Substance Abuse Patient

Valerie Carrejo, MD, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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Valerie Carrejo, MD, FAAFP
Associate Professor/Medical Director, University of New Mexico North Valley Center for Family 
and Community Health, Albuquerque; Program Director, Addiction Medicine Fellowship, 
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Dr. Carrejo earned her medical degree at the University of New Mexico (UNM) School of 
Medicine, Albuquerque, and completed her residency with the Department of Family and 
Community Medicine at UNM in 2007. Following residency, she practiced community-based 
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Learning Objectives
1. Describe current drug use trends across the country, including emerging trends and 

new substances of misuse.

2. Use evidence-based strategies to establish appropriate screening protocols to help 
identify potentially risky drug and alcohol use/misuse.

3. Develop evidence-based strategies to educate patients on the safe use of 
prescribed medications that have addictive potential (for example opioid pain 
medications, stimulants prescribed for ADHD and benzodiazepines).

4. Describe the diagnostic criteria for substance use disorder, and compare that to the 
definition of substance misuse.

5. Formulate plans to orchestrate care for patients who require referral to or treatment 
from sub-specialists, and community-based support services for substance use 
disorders.

Audience Engagement System
Step 1 Step 2 Step 3
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Substance Abuse and Addiction

Its not always illicit drugs
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National Survey on Drug Use and Health 
2018 survey

• National report summarizes key findings from the 2018 National 
Survey on Drug Use and Health (NSDUH) for indicators of substance 
use and mental health among people aged 12 years old or older in 
the civilian, noninstitutionalized population of the United States.

Past Month Substance Use among People 
Aged 12 or Older: 2018

Rx = prescription.
Note: The estimated numbers of current users of different substances are not mutually exclusive because people could have used more than one type of substance in the 

past month. 

FFR1.01
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Current, Binge, and Heavy Alcohol Use 
among People Aged 12 or Older: 2018

FFR1.06

What is a standard alcoholic drink?
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Past Month Tobacco Use among People 
Aged 12 or Older: 2018

Note: The estimated numbers of current users of different tobacco products are not mutually exclusive because people could have used more than one type of tobacco 
product in the past month.

FFR1.02

Daily Cigarette Use among Past Month Cigarette Smokers Aged 12 or Older and Smoking of One or 
More Packs of Cigarettes per Day among Current Daily Smokers: 2018

Note: Current daily smokers with unknown data about the number of cigarettes smoked per day were excluded from the pie graph on the right. 

FFR1.04
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E‐Cigarette Use in Adults

• 2.8% of adults 18 and older

• E‐cigarette use among adults is high, especially in those who 
have used other tobacco products

• Research so far
• e‐cigarettes are less harmful than cigarettes when ADULTS who 
regularly smoke switch to them as a complete replacement. 

• e‐cigarettes can still damage a person's health!

E‐Cigarette Use in Teens

Teens are more likely to use e‐cigarettes than cigarettes.

• Past‐month use of cigarettes 
• 3.6 percent among 8th graders

• 6.3 percent among 10th graders

• 11.4 percent among 12th graders. 

• Past‐month use of e‐cigarettes
• 9.5 percent among 8th graders

• 14.0 percent among 10th graders

• 16.2 percent among 12 graders.
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E‐cigarette Use in Teens

• Teen e‐cig users are more likely to start smoking.
30.7 percent of e‐cig users started smoking within 6 months while 8.1 
percent of non users started smoking. 

• Smoking includes combustible tobacco products (cigarettes, cigars, and 
hookahs).

Past Year Illicit Drug Use among People 
Aged 12 or Older: 2018

Rx = prescription.
Note: The estimated numbers of past year users of different illicit drugs are not mutually exclusive because people could have used more than one type of illicit drug in 

the past year. 

FFR1.10
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Illicit Drug Use: Marijuana Most Used Drug 

PAST YEAR, 2018 NSDUH, 12+ 

Past Year Opioid Misuse among People 
Aged 12 or Older: 2018

Note: The percentages do not add to 100 percent due to rounding.

FFR1.24
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People Aged 12 or Older with a Past Year 
Substance Use Disorder (SUD): 2018

Rx = prescription.
Note: The estimated numbers of people with substance use disorders are not mutually exclusive because people could have use disorders for more than one substance.

FFR1.42

Figure 4. Trends in substance use disorder in the past year among adults aged 18 or older, by selected types of substances: 2002 to 2014

* Difference between this estimate and the 2014 estimate is statistically significant at the .05 level.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health 
(NSDUHs), 2002 to 2005, 2006 to 2010 (revised March 2012), and 2011 to 2014.
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Methamphetamine Use by State PAST YEAR, POOLED 2016-2017 NSDUH, 12+

Differences in colors across states do not indicate   
significant differences in estimates.

What else is out there?

• Hallucinogens
• Ayahuasca, ketamine, LSD, mescaline, PCP, psilocybin, salvia, DMT, Khat, 

Kratom, MDMA

• Inhalants
• glues, nail polish remover, lighter fluid, spray paints, deodorant and hair sprays, 
whipped cream canisters, and cleaning fluids

• Synthetic drugs
• Cannabinoids (K2, Spice)
• Cathinones (Bath salts)

• Counterfeit and synthetic opioids
• Contaminated with fentanyl and rat poison
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Cost of substance abuse in the US

• “Abuse of tobacco, alcohol, and illicit drugs is costly to our Nation, 
exacting more than $740 billion annually in costs related to crime, 
lost work productivity and health care”

• NIDA. (2017, April 24). Trends & Statistics. Retrieved from https://www.drugabuse.gov/related‐
topics/trends‐statistics
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Poll Question 1

Which of the following substances of abuse is the most costly and 
deadly to Americans?

A. Alcohol

B. Cocaine

C. Hallucinogens

D. Opioids (heroin, opioid pain medications)

E. Tobacco

Cost of substance abuse in the U.S.
Health Care Overall Year Estimate 

Based On

Tobacco $168 billion $300 billion 2010

Alcohol $27 billion $249 billion 2010

Illicit Drugs $11 billion $193 billion 2007

Prescription 
Opioids

$26 billion $78.5 billion 2013
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Tobacco 

• Cigarette smoking is the leading cause of preventable disease and 
death in the United States, accounting for more than 480,000 deaths 
every year, or 1 of every 5 deaths

• More than 16 million Americans live with a smoking‐related disease.

Centers for Disease Control and Prevention. User:Timeshifter cropped the map, and edited the text at the top, using freeware 
IrfanView. Map image came via "print screen" key on a keyboard. [Public domain]
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Current Trends
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Other correlates with substance use

• Substance use disorders are more common in males than in females

• Rates decrease with age

• Genetics play a significant role

• Impact of employment and education results are conflicting

• Stable marriages have lower prevalence
• Stressful marriage may increase substance use
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Race and Ethnicity‐ Complex

• African Americans and Hispanics have lower prevalence
• When disorder develops, can be more severe and medical and social 
consequences are higher

• Asian Americans have lowest prevalence

• Native Americans have highest prevalence

How can the family doctor help?
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Poll Question 2

I regularly screen for substance use in my practice using an evidence‐
based screening protocol to help identify patients at risk.

A. I regularly screen for tobacco use

B. I regularly screen for alcohol use

C. I regularly screen for substance use

D. Both A and B

E.  A, B, and C

Screening for Tobacco

• Adults, non‐pregnant
• The USPSTF recommends that clinicians ask all adults about tobacco use, 
advise them to stop using tobacco, and provide behavioral interventions and 
U.S. Food and Drug Administration (FDA)–approved pharmacotherapy for 
cessation to adults who use tobacco. (Grade A)

• Pregnant women
• The USPSTF recommends that clinicians ask all pregnant women about 
tobacco use, advise them to stop using tobacco, and provide behavioral 
interventions for cessation to pregnant women who use tobacco. (Grade A)
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Screening for Tobacco
School Aged Children and Adolescents

• The USPSTF recommends that primary care clinicians provide 
interventions, including education or brief counseling, to prevent 
initiation of tobacco use among school‐aged children and 
adolescents. (Grade B)

Screening for Alcohol

• Adults
• The USPSTF recommends that clinicians screen adults aged 18 years or older 
for alcohol misuse and provide persons engaged in risky or hazardous 
drinking with brief behavioral counseling interventions to reduce alcohol 
misuse (Grade B)

• Adolescents
• The USPSTF concludes that the current evidence is insufficient to assess the 
balance of benefits and harms of screening and behavioral counseling 
interventions in primary care settings to reduce alcohol misuse in 
adolescents. (Grade I)
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Poll Question 3

The USPSTF recommends screening for illicit drug use in adults and 
adolescents

A. True

B. False
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TOOL Substance Type Patient Age How tool is 
administered

NIDA Drug Use Screening 
Tool

Alcohol
Drugs

Adults
Adolescents‐ adapted

Self or Clinician

CRAFFT
Part A

Alcohol
Drugs

Adolescents Self or Clinician

Alcohol Use Disorders 
Identification
(AUDIT‐C)

Alcohol Adults Self or Clinician

Brief Screener for 
Alcohol, Tobacco and 
other Drugs
(BSTAD)

Alcohol
Drugs

Adolescents Self or Clinician

Screening to Brief 
Intervention
(S2BI)

Alcohol 
Drugs

Adolescents Self or Clinician

Drug Abuse Screening 
Test (DAST)

Drugs Adults Self

NIDA Drug Use Screening Tool

In the past year, how often have you used the following

• Alcohol

• Tobacco

• Prescription drugs for non‐medical reasons

• Illegal drugs

• Answer: Never/Once or twice/Monthly/Weekly/Daily or most days

• Positive screen if answer is not never

• Counsel on healthy alcohol use

• All other positives– move onto more history 
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Help Prevent Prescription Misuse and Dependence

Preventing misuse/abuse of �������	�

�	����	

• Talk to your patients who are taking higher risk drugs
• Stimulants

• Benzodiazepines

• Opioids

• Use appropriate risk screening tools
• Opioid Risk Tool
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When Prescribing Opioids

• CDC Guideline for Prescribing Opioids for Chronic Pain
• 12 key recommendations 

• Non‐opioid therapy is preferred for chronic pain

• When opioids are used, the lowest effective dose should be 
prescribed to reduce risk of opioid use disorder and opioid overdose

• Clinicians should exercise caution when prescribing opioids and 
monitor patients closely

Preventing misuse/abuse of prescription drugs

• Use controlled substance agreements

• Recommend lock box for storage

• Educate patients
• Correct doses

• Risks of abuse, misuse, dependence, overdose

• Proper disposal of leftover medication
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Preventing misuse/abuse of prescription drugs

• Screen for aberrant behavior
• PMP reports

• Urine drug screens

• Monitor for signs of misuse or movement toward a substance use disorder

Terminology Updates

• Substance Misuse

• Substance Use Disorder

• No longer use the term substance abuse or dependence

• Addiction is not a diagnosis
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Substance Misuse

• The illegal or illicit drug taking or alcohol consumption which leads a 
person to experience social, psychological, physical or legal problems 
related to intoxication or regular excessive consumption and/or 
dependence.

• Drug misuse is therefore drug taking which causes harm to the 
individual, their significant others or the wider community. 

DSM V Substance Use Disorder

• A problematic pattern of substance use leading to clinically significant 
impairment or distress as manifested by at least two of the following 
occurring in a 12‐month period:
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Substance Use Disorders

Impaired Control: 

• Using larger amounts or for longer time than intended

• Persistent desire or unsuccessful attempts to cut down or control 
use

• Great deal of time obtaining, using, or recovering

• Craving or strong desire or urge to use

Substance Use Disorders

Social Impairment:

• Fail to fulfill major roles (work, school, home)

• Persistent social or interpersonal problems caused by substance use

• Important social, occupational, recreational activities given up or 
reduced

Risky Use of the Substance:

• Use in physically hazardous situations

• Use despite physical or psychological problems caused by use
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Substance Use Disorder

Pharmacological Criteria:

Tolerance as defined by either of the following:

• Need to use an increased amount of a substance in order to achieve the desired 
effect    OR

• Markedly diminished effect with continued use of the same amount of the 
substance

Withdrawal as manifested by either of the following:

 The characteristic withdrawal syndrome of the substance  OR

 The substance is taken to relieve or avoid withdrawal symptoms

Severity and Specifiers

• Severity ranges 
• Mild: 2‐3 symptoms

• Moderate: 4‐5 symptoms

• Severe: 6 or more symptoms

• Specifiers define course of course of the disease
• In early remission

• In sustained remission

• In a controlled environment

• On maintenance therapy
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Substance Classes

Alcohol

Caffeine

Cannabis

Hallucinogens

Inhalants   

Gambling                                  

Opioids

Sedatives, hypnotics, and 
anxiolytics

Stimulants

Tobacco

Other

My patient is using…
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Keep your patients healthy despite substance use

Screening for infectious disease

• Hepatitis B and C screening
• Annual screening (SOR B)

• HIV screening
• Annual screening (SOR A)

• Latent tuberculosis
• No specific recommended interval (SOR C)

Keep you patients healthy despite substance use

• Screening for gonorrhea, chlamydia and syphilis
• Recommended for sexually active females younger than 25 years and for 
females engaged in high risk behaviors

• Screen for intimate partner violence
• Rates exceed 50% in patients with drug use disorders 
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Preventive Care Services

Immunizations

• Hepatitis A and B
• Obtain titers and vaccinate appropriately

• Tetanus vaccine
• Every 10 years

• 23‐valent pneumococcal polysaccharide vaccine (Pneumovax‐23)
• Once between age 19 and 64 years of age with concurrent conditions (heavy 
alcohol, tobacco, lung or liver disease)

Offer Preventive Treatment Options

• Pre‐exposure prophylaxis for HIV
• Daily use of tenofovir/emtricitabine (Truvada)

• Antiviral treatment for HIV and HCV
• Active IV drug use is not a contraindication for treatment

• Prescribe naloxone for opioid overdose

• Safer injecting practices
• Needle exchange programs

• Use clean water, new filters to prepare drug
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Consider Secondary Complications

• Infections
• Abscess
• Cellulitis
• Septic thrombophlebitis

• Pulmonary
• Pneumonia
• Tuberculosis
• Septic pulmonary emboli
• Bullous emphysema
• Foreign body granulomatosis
• Pulmonary edema (opioids)
• Pulmonary hypertension (stimulants)

• Cardiovascular
• Endocarditis
• Septic emboli
• Cardiomyopathy
• Dysrhythmias
• Myocardial ischemia (cocaine)
• Mycotic aneurysms
• Vasculitis (cocaine)

• Musculoskeletal
• Epidural abscess
• Osteomyelitis
• Pyomyositis
• Tetanus
• Rhabdomyolysis (stimulants)

Treatment Options
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Poll Question 4

Which of the following describes your current options for treating 
patients with opioid use disorder?

A. I do not have an “X” wavier

B. I do have an “X” wavier but do not prescribe

C. I have and “X” wavier and treat patients with OUD

D. I do not  know what an “X” wavier is

Tobacco Use Disorder

• Nicotine Replacement
• Patches, inhalers, gum

• Bupropion XL (Zyban)
• Prescribe 150mg BID

• Pick quit date in 2 weeks

• Continue for 12 weeks

• Varenicline (Chantix)
• Starter pack to titrate up to 1mg BID

• Pick quit date in 2 weeks

• Continue for 12 weeks
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Alcohol Use Disorder

• Acamprosate (Campral)
• 333mg capsules

• Prescribe 2 cap (666mg) TID

• Disulfuram (Antabuse)
• 250mg to 500mg daily

• Naltrexone
• Oral 50mg daily

• Vivitrol 380mg IM monthly

Opioid Use Disorder

• Methadone
• Can only be done in certified treatment centers

• Buprenorphine
• Office based treatment
• Requires provider to have DEA “X” wavier
• Buprenorphine/naloxone oral daily dosing
• Long‐acting monthly injectable available

• Naltrexone
• Must be opioid free for 7‐10 days prior to starting
• Oral 50mg daily
• IM 380mg q 4 weeks



36

Treatment should include

• Behavioral therapy

• Pharmacologic treatment when available

• Referral to a higher level of care
• Detoxification

• Inpatient rehabilitation

• Intensive outpatient programs

• Ongoing screening for depression and other co‐occurring mental 
health conditions

Other Substances of Abuse

•No medication assisted treatment available for other 
substances of abuse

• Treatment includes active participation in programs 
• cognitive‐behavioral therapy

• contingency management or motivational incentives—providing rewards to 
patients who remain substance free

• therapeutic communities—drug‐free residences in which people in recovery 
from substance use disorders help each other to understand and change 
their behaviors

• community based recovery groups, such as 12‐step programs
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Terminology in Substance Use Disorder

Utilize Your Community

• Many patients require treatment that we cannot provide in a 
doctor’s office

• Get to know the resources in your community

• Community based support services
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Practice Recommendations

• Rapid screening for substance use and misuse can be performed in 
the primary care setting using validated screening tools. (SOR C).

• All persons with IVDU should be screened for:
• Hepatitis B and C (SOR B)
• HIV (SOR A)
• Latent TB (SOR C)

• Buprenorphine or methadone should be offered to patients for 
opioid detoxification and medication‐assisted treatment. (SOR A)

• Naloxone should be prescribed to those patients at high risk of opioid 
overdose. (SOR C)

Contact Information

Valerie Carrejo, MD FAAFP

vcarrejo@salud.unm.edu
University of New Mexico Department of Family and Community 

Medicine
Addiction Medicine Fellowship Program Director
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Questions
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