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Adult Depressive Disorder Updates:
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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.
The following individual(s) in a position to control content for this session have disclosed the following relevant
financial relationships
Jessie A Junker, MD, MBA
• Spouse employed at Akorn
• Stock/Bond Holdings: Johnson & Johnson, Proctor & Gamble, Amgen, Akorn
All other 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.

Cerrone Cohen, MD
Medical Instructor, Department of Community and Family Medicine/Department of Psychiatry and
Behavioral Sciences, Duke University School of Medicine, Durham, North Carolina; Associate
Program Director, Duke Family Medicine Residency Program, Durham, North Carolina
Dr. Cohen earned his medical degree from the Medical University of South Carolina in Charleston. He
completed a combined residency in family medicine and psychiatry at the University of California,
Davis Medical Center in Sacramento, where he served as chief resident his final year. He provides
both primary care and mental health services in outpatient clinic settings, specializing in the interface
between physical care and mental health care. In addition to caring for patients, Dr. Cohen is
passionate about teaching mental health care to primary care providers. In 2017, he was recognized
by family medicine trainees at Duke as Outstanding Teacher of the Year. At Duke, he is the Associate
Program Director for the family medicine residency program and teaches in the physician assistant
residency program and the psychiatry residency program. He has presented on psychosomatic
medicine topics at conferences across the United States and internationally, and he has published on
the topic of preventive medicine for psychiatric patients. He is a diplomate of the American Board of
Family Medicine (ABFM) and the American Board of Psychiatry and Neurology (ABPN).
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Learning Objectives
1.

Utilize appropriate diagnostic criteria to evaluate and screen patients for depression,
mood disorders, and suicide risk.

2.

Know pharmacotherapy options for treating depression, and contraindications for
certain classes of medications.

3.

Recognize the risks associated with certain drugs used to treat depression and
mood disorders, and know which carry REMS and black box warnings about
suicide.

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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Why You’re Treating So Much Mental Health

59% of Psychiatrists
Are Over the Age of 55

AAMC 2014 Physician specialty data book
November 2014

Why You’re Treating So Much Mental Health

5% of Medical
Students Matched into
Psychiatry in 2017

Results and Data 2017 Residency Match by NRMP
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Changes in appetite or
weight
Insomnia/ Hypersomnia
Diagnosing
MDD
Depressed
mood OR
Anhedonia

+
4 additional
symptoms
for 2 weeks

Psychomotor Agitation
or Retardation
Loss of Energy
Feelings of guilt or
worthlessness
Difficulty concentration
Recurrent thoughts of
death or suicide

Specifiers in the DSM-5
• With peripartum onset: onset during pregnancy or within 4
weeks of delivery
• With seasonal pattern: clear temporal relationship
between time of year and symptoms
• With psychotic features: psychotic only when depressed
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Persistent Depressive Disorder (Dysthymia)
A. Depressed mood for most of the day, for more days than not
for at least 2 years
B. 2 or more of the following while depressed
1.
2.
3.
4.
5.
6.

Poor appetite or overeating
Insomnia or hypersomnia
Low energy or fatigue
Low self esteem
Poor concentration or difficulty making decisions
Feelings of hopelessness

Persistent Depressive Disorder (Dysthymia)
C. During this period, symptoms have never been absent
for 2 months consecutively
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Screening Recommendations
“The USPSTF recommends screening for
depression in the general adult population,
including pregnant and postpartum women.
Screening should be implemented with adequate
systems in place to ensure accurate diagnosis,
effective treatment, and appropriate follow-up.”

Screening for Depression
• Patient Health Questionnaire (PHQ-2 /9)
• Beck Depression Inventory (BDI)
• Geriatric Depression Scale (GDS)
• Edinburg Post Partum Scale (EDPS)
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PHQ-9
• Sensitivity 0.78, Specificity
0.87 at a cutoff of 10
• Useful for screening and
monitoring response to
treatment
Gen Hosp Psychiatry. 2015 Nov-Dec;37(6):567-76. doi: 10.1016/j.genhosppsych.2015.06.012. Epub 2015 Jun 18.
Screening and case finding for major depressive disorder using the Patient Health Questionnaire(PHQ-9): a meta-analysis.
Moriarty AS1, Gilbody S1, McMillan D1, Manea L2.

AES Question #1
According to the American Psychiatric Association
(APA) treatment guidelines for depression, which of
the following treatments is NOT considered a first line
treatment for mild to moderate depression?
A.
B.
C.
D.

Cognitive Behavioral Therapy
Duloxetine
Amitriptyline
Sertraline
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Treatment Options
• Brain Stimulation
• Psychotherapy
• Pharmacotherapy

Efficacy of Depression Treatment:
Psychotherapy
• Psychotherapy is similarly efficacious to medication
treatment for mild-moderate symptoms
• Therapy tends to lead to longer remission
• Interpersonal (IPT) or Cognitive Behavioral Therapy
(CBT)
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Efficacy of Depression Treatment:
Medications
• About 50% of patients will have a significant
response to antidepressants in 6 weeks
• Large placebo affect in antidepressant
studies
• Antidepressants are generally equally
effective

The Serotonin Hypothesis
• Depletion of serotonergic pathways plays a causal role in
depression
• There are at least 15 different serotonin receptors
• Serotonin is not the only neurotransmitter involved in
depression nor acted upon by antidepressants
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Major Classes of Antidepressants
Tricyclic Antidepressants (TCA)
Selective Serotonin Reuptake Inhibitors (SSRI)
Serotonin-Norepinephrine Reuptake Inhibitors (SNRI)
Serotonin Modulators

Major Classes of Antidepressants
Tricyclic Antidepressants (TCA)
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Tricyclic Antidepressants
•
•
•
•

Amitriptyline, Nortriptyline, Doxepin
Helpful for insomnia
Can check blood levels
Many off-label uses for comorbid conditions depression

Tricyclic Antidepressant Side Effects
•
•
•
•

QTc prolongation
Highly anticholinergic
Highly antihistaminic
Lethal in overdose
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Major Classes of Antidepressants
Tricyclic Antidepressants (TCA)
Selective Serotonin Reuptake Inhibitors (SSRI)

Selective Serotonin Reuptake Inhibitors
(SSRI)
• Most widely use class worldwide
• Can treat many comorbid psychiatric issues
• Easy to use and relatively safe in overdoses
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Fluoxetine

Paroxetine

•

Long half-life

• Short half-life

•

Often more activating

• More associated with
sedation, weight gain, and
sexual side effects

• Approved for use in children
and often used in pregancy

• Pregnancy class D
• Many drug-drug interactions

Citalopram

Escitalopram

20mg max for adults over
60 or hepatic impairment

• Structurally similar to
citalopram

• Black box warning for QTc
prolongation

• Few drug interactions

•

• Narrow dosing range
• Few drug-drug interactions
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Sertraline
• Often considered more activating
• Wide dosing range
• Potentially more GI effects

SSRI Side effects
•
•
•
•
•
•
•

Weight gain
Sedation/Insomnia
Sexual Dysfunction
Nausea/Diarrhea
Hyponatremia
Increased risk of GI bleeding
Bruxism

• Headaches
• QTC prolongation
• Increased suicidal
thoughts
• Emotional blunting
• Increased sweating
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Major Classes of Antidepressants
Tricyclic Antidepressants (TCA)
Selective Serotonin Reuptake Inhibitors (SSRI)
Serotonin-Norepinephrine Reuptake Inhibitors (SNRI)

Serotonin-Norepinephrine Reuptake Inhibitors
(SNRI)
• Duloxetine, Venlafaxine, Desvenlafaxine
• Inhibit the reuptake of serotonin and
norepinephrine
• Chronic pain/fibromyalgia indications
• Similar safety profile to SSRIs
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Venlafaxine
• NE effect at doses greater
than 150mg

Duloxetine
• Also has indications for
diabetic nerve pain and
fibromyalgia

• Can increase blood
pressure
• Notorious discontinuation
effect

SNRI Side Effects
• Largely same side effects of SSRIs
• Perhaps less sexual side effects than SSRIs
• More likely to have discontinuation
syndrome
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AES Question #2
Which of the following antidepressants is
contraindicated in eating disorders?
A.
B.
C.
D.

Fluoxetine
Paroxetine
Venlafaxine
Bupropion

Buproprion
• Increases Dopamine and
NE
• No sexual side effects
• Contraindicated in eating
disorders and seizure
disorders
• Effective for prevention of
seasonal depression
• Very stimulating

Mirtazipine
• A2 antagonist -> increased
SE and NE
• Rarely causes sexual side
effects
• Associated with increased
sedation and weight gain
• May also decrease nausea
• Quick onset of action
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Major Classes of Antidepressants
Tricyclic Antidepressants (TCA)
Selective Serotonin Reuptake Inhibitors (SSRI)
Serotonin-Norepinephrine Reuptake Inhibitors (SNRI)
Serotonin Modulators

Serotonin Modulators: Vilazodone
•
•
•
•

Dosing (10-40mg)*
Inhibits presynaptic reuptake of serotonin
Partial agonist at postsynaptic serotonin 5-HT1A receptors
Similar side effects to SSRIs except little effect on: QTc, blood
pressure, body weight, or sexual function
• No generic available
• Most studies are short term and no evidence of superiority to older
antidepressants
*Must be taken with food, no need for renal adjustment
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Serotonin Modulators: Vorioxetine
• Dosing (10-20mg)*
• Inhibits serotonin reuptake and is an agonist and antagonist at several
serotonin receptors
• Long half-life
• Similar side effects to SSRIs except little effect on: vitals, weight, QTc
• No generic available
• Most studies are short term and no evidence of superiority to older
antidepressants
*Dose is decreased when taken with 2D6 inhibitors (buproprion), no renal dosing

Updates in Treatment:
Gene Guided Therapy
• Early studies show improvement in:
–
–
–
–

Response rates
Symptom scores
Medication costs
Healthcare utilization costs
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Updates in Treatment:
Gene Guided Therapy
• Most of the available data is industry sponsored
• Cost effectiveness and long term effects remain
a question

Suicidality and Antidepressants
• FDA requires manufacturers to include a warning for
suicidality in packaging
• Warning extends to all antidepressants
• Real world benefit of warnings is controversial given
inherent increased risk in depression
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AES Question #3
Which of the following age groups is least
likely to experiencing increased suicidality
after initiation of an antidepressants?
A.
B.
C.
D.

12-17
18-24
30-45
60+

Suicidality and Antidepressants
• Evidence indicates an increased risk of suicidality
among children, adolescents, and adults under 24
– 2% vs 4% increased risk (placebo vs treatment) in children
– No completed suicides in pediatric studies examined by
FDA

• Protective against suicidality in older adults
• Risk is highest early in treatment
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Don’t Ask, Don’t Tell
298 standardized patient visits to
primary care offices

36% of patients requesting
antidepressants were asked about
suicide
Feldman et al. Let's not talk about it: suicide inquiry in primary care. ANN of Fam med. 2007.

The Month Before…

45% see a PCP

20% have contact with a
mental health provider
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Screening Guidelines for Suicidality
“The USPSTF concludes that the current
evidence is insufficient to assess the
balance of benefits and harms of screening
for suicide risk in adolescents, adults, and
older adults in primary care”
-United States Preventative Services Task Force (2014)

Columbia Suicide-Severity Rating Scale
• Free, 6-item aid for assessment and
decision making of suicidal patients
• Endorsed by CDC and WHO
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Columbia Suicide-Severity Rating Scale
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Columbia Suicide-Severity Rating Scale
• Training available online
• Decision points are customizable
• Can be built into EMR

Coordination of Care
• You need a Plan!
• Know your Resources
– Psychiatric Emergencies
– Urgent but not emergent needs
– Low risk patients
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Behavioral
Specialist

Treating
Physician

Team-Based
Approach to
Coordinating
Care

Social
Worker

Practice Recommendations
• Prescribers should utilize an individualized approach to
selecting an antidepressant, taking into account side
effects, cost, and other patient specific factors (SORT C)
• Providers should used evidence based rating scales to
track response to depression treatment (SORT C)
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Practice Recommendations
• Providers should counsel children, adolescents, and
adults under 24 on the risk of increased suicidality upon
initiation of an antidepressant (SORT A)
• Clinicians should utilize a team based approach to
coordinating care for urgent and emergent psychiatric
needs (SORT C)

Additional Resources
• APA Treatment Guidelines on Depression
• Columbia Suicide-Severity Scale
• Stahl’s Prescriber’s Guide
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Questions

Contact Information

Cerrone Cohen, MD
cerrone.cohen@duke.edu
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Anxiety Disorders Treatment:
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.
The following individual(s) in a position to control content for this session have disclosed the following relevant financial relationships
Jessie A Junker, MD, MBA
• Spouse employed at Akorn
• Stock/Bond Holdings: Johnson & Johnson, Proctor & Gamble, Amgen, Akorn

All other 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:
• I mention several medications for the off label treatment of anxiety, including: gabapentin (Neurontin) or pregabalin (Lyrica) for
GAD, hydroxyzine (Atarax): for GAD, vortioxetine (Trintellix) and vilazodone (Viibryd) for anxiety, mirtazipine (Remeron) for
anxiety, propranolol for performance anxiety (subtype of SAD), tricyclic antidepressants for anxiety, and also mention that
psychiatrists may use atypical antipsychotics and MAO inhibitors for anxiety. However, that I usually leave that for psychiatrists,
and do not usually recommend them for anxiety as a primary care physician. Additionally, I discuss SSRI’s and SSNRI’s for use
with anxiety disorders, and not all of them have FDA approval for all anxiety disorders but are commonly used in that way.

Jay Winner, MD, FAAFP
Family physician, Sansum Clinic, Santa Barbara, California; Founder/Teacher, Stress
Reduction Program, Sansum Clinic, Santa Barbara, California; Clinical Assistant
Professor of Family Medicine, 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.

Differentiate between the DSM IV and DSM V classification of anxiety disorders.

2.

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.

3.

Select treatment that consider several factors, including patient preference, treatment
success history, and other factors that may interfere with successful treatment (e.g.,
presence of comorbid psychological or medical problems, intolerable adverse effects,
adherence potential, third-party reimbursement issues.

4.

Review evidence base behind current pharmacologic treatments for anxiety disorders.

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/educationalresources/assessment-measures
• Also Severity Measures for Panic Disorder, Social Anxiety Disorder
and Agoraphobia also at:
https://www.psychiatry.org/psychiatrists/practice/dsm/educationalresources/assessment-measures
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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 will 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
20
18
16
14
12
10
8
6
4
2
0
Baseline Minute 1 Minute 2 Minute 3 Minute 4 Minute 5 Minute 6 Minute 7 Minute 8 Minute 9 Minute 10
Sleep

Calm Baseline

Anxious Baseline

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, lightheaded, 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
• Empathizing and expressing 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
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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
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Basic Chinese Finger Trap Cycle
Finger
Trap Tight

Resistance

Finger Trap
Tighter
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Basic Anxiety Cycle
Anxiety

Resistance

Anxiety Worse
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Increased
Anxiety

Resist
Physical
Sensations
Resist
Emotions
Resist
Circumstances
Resist
Thoughts
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Cortex

Trigger

Thalamus

Amygdala

Reaction

Red route with cortical interpretation in 0.5 seconds longer

Eustress

Use Stress

17

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 possible counseling referrals and pros and cons of
meds.
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Resistance Training

Non-Resistance Training
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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."

Can have patient
record both
information and
exercises
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Non-Resistance Training
•
•
•
•
•
•
•

Start with guided breath meditation and body scan
Do not resist extra energy – feel it flow through your veins
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, then sometimes 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
At the end check in: usually patients are more relaxed and this demonstrates that they are
more relaxed even with thinking several of the thoughts associated with their anxiety and/or
panic attacks.

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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After Non-Resistance Training, Review
what they Learned
• 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)

Case 2:
• 47 yo male complains of years of fatigue that gets better and
worse (no excessive sleepiness)
• Aches all over and muscles feel tight (feels like has the flu,
but no fever)
• Feels “cotton brained” – reduced ability to concentrate
• Trail runs 8 miles 3-4 days a week and fatigue feels better
after the run, but only for 30 minutes. (Was running more, but
wanted to see if he would feel better with reducing running.)
• Has long standing insomnia. Feels restless and irritable.
• When asked, admits to being anxious and worrying much of
the time about finances, work and family problems.
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Case 2 (continued):
• Meds: bupropion (Wellbutrin XL) 300 mg daily, trazadone 100 mg
qhs (to help with insomnia), dextroamphetamine/amphetamine
(Adderall) 10 mg that he takes rarely.
• Use to drink heavily, but stopped 7 years ago and has been sober
since then. Had tried an SSRI, but only when abusing alcohol and
only for a brief period of time.
• Saw a naturopath who ordered extensive labs which were normal.
Started him on testosterone and homocysteine (despite normal
testosterone level of 550).
• Exam normal including no tenderness at fibromyalgia trigger points.

Generalized Anxiety Disorder (GAD): at least 3 out
of 6 (at least some more days than not).
1.
2.
3.
4.
5.
6.

Restlessness or feeling keyed up or on edge.
Being easily fatigued.
Difficulty concentrating or mind going blank.
Irritability.
Muscle tension.
Sleep disturbance.

Compared with panic attacks, can be more “subtle” and
harder to diagnose. Often anxious since young age
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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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”)
• Plant a seed: Who would have a happier more effective life:
Goal to impress and be somewhat fake, or goal to have a real
connection?
• In general people like genuine people: Singer at concert
connecting
• Non-resistance training to feel energy without resistance and
letting go of thoughts without resistance or believing the
thoughts.

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
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Substance/Medication-Induced
Anxiety Disorder

Anxiety Disorder Due to Another
Medical Condition

• During
substance/medication use
(Excess caffeine use,
amphetamines, etc.)
• After use (hallucinogen,
etc.)
• During withdrawal (opioid,
etc.)

•
•
•
•
•
•

Hyperthyroidism
Hyperparathyroidism
Pheochromocytoma
COPD
Seizure disorder
PSVT

Other Anxiety Disorders
Other Specified Anxiety Disorder

Unspecified Anxiety Disorder

• Doesn’t quite fit
• You’re too lazy or
the other specified
busy to figure it
diagnoses.
out.
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Typical thoughts associated with other
anxiety disorders
• Social Anxiety Disorder: “People with 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 3:
• 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
What is the 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

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; studied for panic disorder but not
GAD
• Desvenlafaxine (Pristiq)
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Benzodiazepines
•
•
•
•
•
•
•

Although they may speed recovery, they 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
•
•
•
•
•
•
•
•

Buspirone (Buspar): only for GAD (actually has FDA indication for this; ones
below do now have FDA indication for anxiety disorders)
Gabapentin (Neurontin) or pregabalin (Lyrica) for GAD: also helpful for
neuropathic pain
Hydroxyzine (Atarax): for GAD
Vortioxetine (Trintellix) and vilazodone (Viibryd): may be 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
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 leave antipsychotics and MAO inhibitors to a psychiatrist’s discretion
since the frequency of significant side effects
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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?
• CBD oil?

Nutritional Supplements: Only Small
Trials
• Zinc for OCD and panic disorder
• Antioxidant vitamins for GAD
• Inositol for panic disorder, agoraphobia
and OCD
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Case 3: 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

Referrals:
• Counseling: especially CBT (Cognitive Behavioral
Therapy), exposure therapy and mindfulness based
therapies
• Classes: most research done on MBSR (MindfulnessBased 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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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

Free Guided Meditations
• http://stressremedy.com/audio/
• http://marc.ucla.edu/mindful-meditations
• https://health.ucsd.edu/specialties/mindfulness/prog
rams/mbsr/Pages/audio.aspx

Other Resources:
• https://adaa.org/
• https://www.anxietyandstress.com/
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Plan for Case 2 (47 yo male with GAD):
• Counseling with me and counselor
• Meditation, yoga, continued exercise
• Can go back to acupuncture that helped him
before
• Escitalopram starting at 5 mg daily and later
increasing to 10 mg daily
• Recommended reading on stress reduction
and online meditation

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)

Questions
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Ask the Expert:
Assisting Patients with Opioid Use
Disorder (OUD) 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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2

Learning Objectives
1.

Discuss solutions for overcoming
barriers to providing optimal
management of patients with opioid
use disorder in practice.

Associated Session
• Assisting Patients with Opioid Use
Disorder (OUD) Treatment
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Audience Engagement System
Step 1

Step 2

Step 3

Questions

4

Contact Information
Elizabeth Salisbury-Afshar, MD, MPH
Elizabeth.Salisbury@gmail.com
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Learning Objectives
1.

Describe the DSM 5 terminology and diagnostic criteria for opioid use
disorder.

2.

Name the 3 medications that are FDA approved for treatment of opioid
use disorder.

3.

Describe the differences between the 3 medications and be able to
support informed decision making with a patient.

4.

Develop an action plan that outlines how you use medically
appropriate terminology and criteria to diagnose opioid use disorder
and facilitate informed decision making for patients with opioid use
disorder.

Audience Engagement System
Step 1

Step 2

Step 3

3

Agenda
• Background on the opioid crisis
• Identifying opioid use disorder in clinical
setting
• Discussing treatment options
• Next steps

BACKGROUND
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“Drug Deaths in America Are Rising
Faster than Ever”

*2016 final count was 63,600 (CDC)
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Source: New York Times, June 5, 2017

Rates of Drug Overdose Deaths, 2016

Source: CDC website
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Overdose Deaths Involving Opioids, by
Type of Opioid 2000-2016

Source: CDC website

Public Health Approaches to Opioid Crisis
• Primary prevention school education programs
• Safe opioid prescribing & disposal
–
–
–
–
–

•
•
•
•
•

Prescription Drug Monitoring Programs
Drug take-back initiatives
Provider education (and education mandates)
Regulation and legal action around “pill mills”
Opioid prescribing limits (insurance and legislation)

Screening, Brief Intervention and Referral to Treatment
Abuse-deterrent opioid formulations
Opioid Use Disorder (OUD) treatment with agonist therapy*
Overdose response education and naloxone distribution*
Safe Injection/Consumption Facilities*
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“Epidemic of Poor Access to Care”
• Nearly 80% of Americans with
Opioid Use Disorder (OUD)
don’t receive treatment
• Not enough psychiatrists and
addiction medicine specialists
to be able to address demand
• Similar to HIV crisis in the 90s,
PCPs can do this work well
• Fits in to medical home model
Wakeman S, Barnett M. NEJM 2018; 279(1):1-4.

Jones CM, Campopiano M, et al. Am Journal of Public Health.
2015; 105(8):e55-e63

AES Question
Which of the following describes 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
have prescribed it in past but do not currently
D. I have a waiver and actively prescribe
buprenorphine
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IDENTIFYING OUD

Clinical Case
• Joe is a 53 year old man who works in construction and
comes to your office and explains he’s looking for a new PCP
b/c his PCP retired
• Gives history of work-related injury 4 years ago causing low
back pain
• Has been taking hydrocodone/acetaminophen 10/325 4 times
a day for the past 4 years (confirmed by checking PMP)
• States he’s been taking this dose for quite a while and it
allows him to control his pain and continue to work
• An in-office urine drug screen shows presence of only
hydrocodone and no other substances
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AES Question
Does Joe have Opioid Use Disorder?
A. Definitely Yes
B. Probably Yes
C. Unsure- not enough information to make a
diagnosis
D. Probably Not
E. Definitely Not

What additional questions would you
ask Joe to help you determine whether
he might have an opioid use disorder?
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What is Substance Use Disorder?
• Many people use drugs and alcohol, but not all
develop addiction
• Addiction is not simply about the use of drugs, but
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)

Opioid Use Disorder Diagnosis
The C’s of Addiction
Loss of Control
Continued Use in spite of Consequences
Craving/Compulsion
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Opioid Use Disorder Diagnosis
DSM 5 Criteria
–
–
–
–
–
–
–
–
–
–
–

More/longer than intended
Unable to cut back/control
Time dedicated to obtaining, using, recovering from
Physical or psychological consequences
Activities given up
Failure to fulfill major obligations
Social or interpersonal problems caused or made worse by
Use in hazardous situations
Craving/strong desire/urge
Tolerance (unless taken solely under appropriate medical
supervision)
Withdrawal (unless taken solely under appropriate medical
supervision)

Loss of Control

Continued Use in spite of
consequences

Craving/Compulsion
Physical dependence

APA. 2013. Diagnostic and Statistical Manual of Mental Disorders (5th ed).

Medical Diagnosis: Opioid Use Disorder
DSM IV

DSM 5

•

Used Terms “Dependence” (7
symptoms) and “Abuse” (4
symptoms) as separate diagnoses

•

New term of “Use disorder” that
ranges from mild to severe based
on number of symptoms

•

Included legal problems as a
diagnostic criterion for “abuse”

•

Removed legal problems and
added “cravings” as diagnostic
criterion

APA. 2013. Diagnostic and Statistical Manual of Mental Disorders (5th ed).
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Does language matter?
• Stigma associated with term “abuse”
• Importance of identifying person with a
“substance use disorder” as opposed to
“an addict” or “substance abuser”

• Mental Health Professionals
• Same clinical scenario – one with “substance abuser” and other with
“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
Kelly JF, Westerhoff CM. Int Journal of Drug Policy. 2010. 21:202-207.
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Substance Use Disorders are Chronic Conditions
• Genetic component
• Environmental component
• Behavioral component
• Many other chronic conditions that involve genetics,
environment, and behavior:
– Type 2 diabetes
– Hypertension
– Depression
McLellan AT, Starrels JL, et al. Public Health Reviews. 2014 Jan; 35(2)

Possible questions for Joe:
• Any sense of loss of control around taking
the medication?
• Any negative consequence related to use
of the medications?
• Strong cravings when he doesn’t take his
dose on time?
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Risk Factors for Developing OUD:
•
•
•
•

Personal history of alcohol/drug use?
Family history of alcohol/drug use?
Depression or other mental illness?
History of adverse childhood events
(ACEs)

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 does
report feeling like he has flu symptoms when he misses too
many doses
• He denies personal history of alcohol/substance use disorders
• Has a remote history of depression but denies sx at this time
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AES Question
Does Joe have Opioid Use Disorder?
A. Definitely Yes
B. Probably Yes
C. Unsure- 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
b/c 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 denies current issues.
• PHQ-9 Score is 10 (moderate depression is 10-14), currently
untreated
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AES Question
Does Joe have Opioid Use Disorder?
A. Definitely Yes
B. Probably Yes
C. Unsure- not enough information to make
diagnosis
D. Probably Not
E. Definitely Not

Discussing Treatment For OUD
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Substance Use Disorder Treatment
From Acute Care Model

To Chronic Care Model

• Enters Treatment
• Completes
Assessment
• Receives Treatment
• Discharged

•
•
•
•

Prevention
Early Intervention
Treatment
Recovery Support
Services

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

What does SUD treatment look like?
• Different “levels” of care
– Level of Care should be based on severity of disease
and psychosocial situation
– Can vary from 2 hours per week to intensive inpatient programs

• May or may not include medications
– Not all substance use disorders have medications
available to be part of treatment
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AES Question
Which of the following medications is NOT
FDA-approved for the treatment of opioid
use disorder
A.
B.
C.
D.

Buprenorphine
Methadone
Naloxone
Naltrexone

OUD Treatment
• Behavioral support (could be through formal treatment
program, individual counseling)
• Medication for Addiction Treatment (MAT)
– Methadone
– Buprenorphine (Suboxone®, Bunavail™, Zubsolve®, Subutex,
Probuphine® implant, Sublocade injection)
– Injectable Extended Release (ER) Naltrexone (Vivitrol®)

• Detox is NOT treatment and actually increases risk of overdose
without linkage to next level of care1
• Approximately 1/3 of treatment providers offer methadone or
buprenorphine2
1- Strang et al. BMJ. 2003. 326:960-1. 2- SAMHSA National Survey of Substance Abuse Treatment Services (N-SSATS): 2016
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OUD Treatment
OUD medications 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”

SAMHSA Tip 63

MAT for OUD
• All 3 of the medications do two things:
1. Help control cravings (block negative reinforcement)
2. Reduce the experience of using opioids on top of the medication
(block positive reinforcement)

• Pharmacology of the medications are different
• Regulation around each medication is different
• Availability of evidence is different
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MAT for OUD- Pharmacology
• Methadone
– Full opioid agonist
– Relieves withdrawal symptoms at lower doses (30-40mg)
– Provides opioid blockade at higher doses (>60mg)

• 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 (4-8mg)
– Provides opioid blockade at higher doses (12-24mg)

• 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 Mu Receptor Activity Levels
Full Agonist (e.g. methadone)

100
90

Respiratory depression

80
70

Euphoria

60

% Opioid
Mu Receptor 50
Intrinsic
40
Activity
30
20

Withdrawal relief

Partial Agonist (buprenorphine)

Pain relief

10

Antagonist (naltrexone)

0
no drug

low dose

high dose
DRUG DOSE
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To feel good

To feel better

Withdrawal

Normal

Euphoria

Chronic Opioid Use

Tolerance and Physical Dependence
Acute use

Chronic use

Withdrawal

Normal

Euphoria

Buprenorphine and Methadone for Opioid
Use Disorder Treatment

Chronic use

Maintenance with
methadone or
buprenorphine
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Buprenorphine and Methadone for OUDPhysiologic Effects
• 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- rare on its own
– Both medications have increased risk for overdose when mixed with
other drugs/alcohol

XR Naltrexone for OUDPhysiologic Effects
• Naltrexone is an 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 given too early, people will go into “precipitated withdrawal”

• Opioids will not work when the injection is active in the body
– Lasts for approximately 28 days

• Overdose Risk
– Overdose risk while on naltrexone is active is almost zero; after 28
days, risk is higher because of reduced tolerance
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MAT for OUD- Regulatory Differences
Methadone• Approved for OUD treatment since 1970s
• In US only available in certified opioid treatment
programs (OTPs) with strict regulations around
administration
– Requires observed dosing 6 days/week during first months of
treatment
– Counseling and wrap around services may vary by site

**Patients must be able to get there at least 6
days/week**

MAT for OUD- Regulatory Differences
Buprenorphine
• FDA approved for OUD since 2002 and able to be prescribed in
outpatient settings with a waiver (requires additional education)
• Initially only physicians, now NPs and PAs are allowed to prescribe
• Each prescriber has a limit to how many patients they can prescribe to at
any given time (30, 100, 275)
• Behavioral health services may be provided on-site or through
collaboration with other providers (various models have been studied and
all shown to be effective1)
• List of waivered providers on SAMHSA treatment finder (not
comprehensive)
1- Korthuis et al. Annals of Internal Medicine. 2017; 166:268-278.
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MAT for OUD- Regulatory Differences
• Injectable Extended Release (XR) Naltrexone (Vivitrol)
– FDA approved for OUD treatment since 2010
– No additional license/waiver, etc.
– No controlled substance license required to prescribe it (anyone with
prescribing authority can prescribe it)
(Oral naltrexone is available but has not been shown to improve outcomes for opioid
use disorder- not recommended for OUD)

MAT for OUD- Treatment Outcomes
Outcome

Buprenorphine

Methadone

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
SAMHSA Tip 63
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Retention in Treatment at 12 months
with Reduced Illicit Drug Use
Treatment
Treatment WITHOUT medication

6%

XR Naltrexone* #

10-31%

Buprenorphine*

60-90%

Methadone*

74-80%

*Based on meta-analysis of research studies; rates of success lower in real-world settings
# Most XR Naltrexone studies were only 3-6 monhts; 12 month registry study only had % discontinued due to meeting goals; numbers
presented here are different than report referenced because were updated based on Jarvis 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 Feb 3. doi: 10.1111/add.14180.

Duration of Treatment
• Longer length of treatment associated with better
outcomes (methadone and buprenorphine)
– Patients should continue as long as they benefit and no
contraindications

• Limited data for long-term use of XR-Naltrexone
but current recommendation is that patients
should continue as long as they benefit and want
to continue
SAMHSA Tip 63
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Benefits of Long-Term Agonist Treatment

Sordo L et al. BMJ 2017 April 26; 357:j1550

Treatment Selection: Buprenorphine,
Methadone 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
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NEXT STEPS

Practice Recommendations:
• Use DSM 5 language (opioid use disorder)
and avoid stigmatizing language (addict,
abuser)
• Talk to patients about opioid use and use
DSM 5 criteria to diagnose OUD
• Talk to patients about treatment options,
evidence base, & know where to refer locally
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Both available for free on SAMHSA’s website

SAMHSA Treatment
Finder allows you to
search for services
by location
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Practice Recommendations:
Prescribe Naloxone!
•
Patients with history of
overdose
•
Patients on >50MME of
prescribed opioids
•
Patients using illicit opioids
•
Friends and family of
individuals who use opioids
(may depend on laws in your
state)

PrescribetoPrevent.org

Practice Recommendations:
• Get a DATA Waiver to Prescribe Buprenorphine
• SAMHSA Approved Buprenorphine Waiver
Trainings:
– American Academy of Addiction Psychiatry
– American Society of Addiction Medicine
– Providers Clinical Support System for MAT

• Complete 8 hours of training (24 for NP or PA)
• Apply through DEA website to get the waiver

https://www.samhsa.gov/medication-assisted-treatment/training-resources/buprenorphine-physician-training
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Resources for Additional Information
and Training
• SAMHSA Tip 63: Medications for Opioid
Use Disorder
• PCSS (Provider Clinical Support System)offers many free archived and live
webinars

Questions
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Contact Information
Elizabeth Salisbury-Afshar, MD, MPH
Elizabeth.Salisbury@gmail.com
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Bipolar Disorder Demystified
Cerrone Cohen, 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.
The following individual(s) in a position to control content for this session have disclosed the following relevant financial
relationships
Jessie A Junker, MD, MBA
• Spouse employed at Akorn
• Stock/Bond Holdings: Johnson & Johnson, Proctor & Gamble, Amgen, Akorn

All other 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:
•

Briefly discuss the use of lamotrigine for treatment of bipolar depression. Currently lamotrigine is only approved for
bipolar maintenance though there is significant evidence for its use in treatment of bipolar depression.

Cerrone Cohen, MD
Medical Instructor, Department of Community and Family Medicine/Department of Psychiatry and
Behavioral Sciences, Duke University School of Medicine, Durham, North Carolina; Associate
Program Director, Duke Family Medicine Residency Program, Durham, North Carolina
Dr. Cohen earned his medical degree from the Medical University of South Carolina in Charleston. He
completed a combined residency in family medicine and psychiatry at the University of California,
Davis Medical Center in Sacramento, where he served as chief resident his final year. He provides
both primary care and mental health services in outpatient clinic settings, specializing in the interface
between physical care and mental health care. In addition to caring for patients, Dr. Cohen is
passionate about teaching mental health care to primary care providers. In 2017, he was recognized
by family medicine trainees at Duke as Outstanding Teacher of the Year. At Duke, he is the Associate
Program Director for the family medicine residency program and teaches in the physician assistant
residency program and the psychiatry residency program. He has presented on psychosomatic
medicine topics at conferences across the United States and internationally, and he has published on
the topic of preventive medicine for psychiatric patients. He is a diplomate of the American Board of
Family Medicine (ABFM) and the American Board of Psychiatry and Neurology (ABPN).
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Learning Objectives
1.

Screen patients at risk for having bipolar disorder using a validated
screening tool.

2.

Evaluate patients with bipolar disorder for comorbid conditions, and
treat or coordinate referral and follow-up as appropriate.

3.

Develop collaborative treatment plans with evidence-based
pharmacotherapy and psychotherapy; including screening for suicidal
ideation and substance misuse, evaluating adherence to treatment,
and recognizing metabolic complications of pharmacotherapy.

4.

Provide patients with individual or group psychoeducation to prevent
relapse and improve treatment adherence.

Audience Engagement System
Step 1

Step 2

Step 3
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Making The
Diagnosis?

Underdiagnoses of Bipolar Disorder
In Primary Care
• 2005 Study of 650 primary care patients on antidepressants
• 21.3% screened positive for Bipolar Disorder
• 67% had never been diagnosed with Bipolar before

Hirschfeld RM et al. J Am Board Fam Pract. 2005
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Overdiagnosis of Bipolar Disorder in
Psychiatric Settings
Author
Ghaemi et al. (2000)

Sample
Outpatients

Gold standard
SCID

Outpatients from a substance
abuse treatment program
Dual diagnosis inpatients

DSM-IV criteria

Zimmerman et al. (2008)

Outpatients

SCID

Ruggero et al. (2010)

Outpatients

SCID

Zimmerman et al. (2010)

Outpatients

SCID

Stewart and El-Mallakh (2007)
Goldberg et al. (2008)

SCID

Findings
Clinician-based diagnosis of Bipolar:
PPV of 34% and NPV of 95%
Only 42.9% of patients diagnosed with
Bipolar actually met diagnostic criteria
Only 33% of patients diagnosed with
bipolar disorder actually met criteria for
that condition. Misdiagnosis associated
with cocaine and polysubstance abuse
Clinician-based diagnosis of Bipolar
Disorder: PPV of 37% and NPV of 95%
40% of patients with borderline
personality disorder mistakenly
diagnosed with BD
Patients over diagnosed with BD were
significantly more likely to receive
disability payments

Modified from Table 1 from: Ghouse, Amna A. et al. “Overdiagnosis of Bipolar Disorder: A Critical Analysis of the Literature.” The Scientific World Journal 2013 (2013): 297087.

Overdiagnosis of Bipolar Disorder in
Psychiatric Settings
Author
Ghaemi et al. (2000)

Sample
Outpatients

Gold standard
SCID

Outpatients from a substance
abuse treatment program
Dual diagnosis inpatients

DSM-IV criteria

Zimmerman et al. (2008)

Outpatients

SCID

Ruggero et al. (2010)

Outpatients

SCID

Zimmerman et al. (2010)

Outpatients

SCID

Stewart and El-Mallakh (2007)
Goldberg et al. (2008)

SCID

Findings
Clinician-based diagnosis of Bipolar:
PPV of 34% and NPV of 95%
Only 42.9% of patients diagnosed with
Bipolar actually met diagnostic criteria
Only 33% of patients diagnosed with
bipolar disorder actually met criteria for
that condition. Misdiagnosis associated
with cocaine and polysubstance abuse
Clinician-based diagnosis of Bipolar
Disorder: PPV of 37% and NPV of 95%
40% of patients with borderline
personality disorder mistakenly
diagnosed with BD
Patients over diagnosed with BD were
significantly more likely to receive
disability payments

Modified from Table 1 from: Ghouse, Amna A. et al. “Overdiagnosis of Bipolar Disorder: A Critical Analysis of the Literature.” The Scientific World Journal 2013 (2013): 297087.
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Overdiagnosis of Bipolar Disorder in
Psychiatric Settings
•
•
•
•
•
•

Findings
Clinician-based diagnosis of Bipolar: PPV of 34% and NPV of 95%
Only 42.9% of patients diagnosed with Bipolar met diagnostic criteria
Only 33% of patients diagnosed with bipolar disorder actually met criteria
for that condition. Misdiagnosis associated with substance abuse
Clinician-based diagnosis of Bipolar: PPV of 37% and NPV of 95%
40% of patients with borderline personality disorder mistakenly
diagnosed with BD
Patients over diagnosed with BD were significantly more likely to receive
disability payments
Modified from Table 1 from: Ghouse, Amna A. et al. “Overdiagnosis of Bipolar Disorder: A Critical Analysis of the Literature.” The Scientific World Journal 2013 (2013): 297087.

3 Types of Mood Episodes

Hypomania

Mania

Depression

6

AES Question #1
According to the DSM-5, to meet criteria for a
manic episode, symptoms must be present for
this many days unless a patient is hospitalized?
A.
B.
C.
D.

3 days
5 days
7 days
14 days

DSM‐ 5 Criteria for a Manic Episode
A. Distinct period of abnormally and persistently elevated,
expansive, or irritable mood AND abnormally and
persistently increased goal-directed activity or energy
lasting at least 1 week and present most of the day, nearly
every day
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DSM-5 Criteria for a Manic Episode
BB. During the period of mood disturbance and increased energy you must
have 3 or more of the following (4 if the mood is only irritable)
1. Inflated self-esteem or grandiosity
2. Decreased need for sleep
3. More talkative than usual or pressure to keep talking
4. Distractibility
5. Flight of ideas or subjecting experience that thoughts are racing
6. Increase in goal-directed activity or psychomotor agitation
7. Excessive involvement in activities that have a high potential for painful
consequences

DSM-5 Criteria for a Manic Episode
C. Symptoms are severe enough to cause marked
impairment in functioning
D. Episode is not attributable to effects of a
substances or a medical condition*
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DSM-5 Criteria for Hypomanic Episode
Same criteria for a manic episode except:
• Duration: Changes only have to last 4 days
• Intensity: Less impairment

Hypomania

Mania

Bipolar II

Bipolar I*

Depression

*Depressive
episode is not
needed to
diagnosis
Bipolar I but
most people
have them
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Differential Diagnosis for Mania
•
•
•
•
•
•
•
•

Substance intoxication/withdrawal
ADHD
Psychosis
Delirium
Insomnia
Traumatic Brain Injury
Remission of depressive symptoms
Borderline personality disorder

Clues
To the
Diagnosis
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Clues to the Diagnosis: Highs and Lows
60% of manic episodes
occur immediately
before a depressive
episode
Diagnostic and Statistical Manual of Mental Disorders 5th edition. American Psychiatric Association

Clues to the Diagnosis: Age of Onset
• Mean age at onset for first depressive or
hypomanic/manic episode is 18 for Bipolar I and mid
20s for Bipolar II
• Onset of mania can happen in late adulthood but is
less common
Diagnostic and Statistical Manual of Mental Disorders 5th edition.
American Psychiatric Association
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Medical Workup
• Degree of medical workup is dependent
on history and exam findings
–
–
–
–
–

BMP
CBC
LFTs
Urine Toxicology
Imaging

Clues to the Diagnosis: It’s in the Genes
• Risk increases 10 fold among adult
relatives of individuals with Bipolar I or II
disorders
• Risk increases with degree of kinship
Diagnostic and Statistical Manual of Mental
Disorders 5th ed. American Psychiatric Association
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Clues to the Diagnosis: Treatment Failures
Traditional antidepressants are not uniformly
considered efficacious for treatment
monotherapy for Bipolar Disorder

Clues to the Diagnosis: Screening
Questionnaires
• Modified HCL-32 (Hypomania Checklist)
• Mood Disorder Questionnaire (MDQ)
• Bipolar Spectrum Diagnostic Scale (BSDS)
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Mood Disorders Questionnaire (MDQ)
• Sensitivity .58 (primary care setting)
• Specificity .93 (primary care setting)
• Negative screen does not exclude Bipolar
Hirschfeld RM et al. JABPM J Am Board Fam Pract. 2005.

Asking Patients about Mania
• Have you ever felt the complete opposite of
depressed, to the point that others were
worried that you were too happy?
• Have you ever had so much energy that you
could go for days with very little sleep or no
sleep?
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Rates of switching
• Rates of switching into mania are
controversial but generally reported as low
• Highest risk: TCAs or Venlafaxine
• Lowest risk: Bupropion
Sidor et al. J Clin Psychiatry. 2011
Gijsman et al.. Am J Psychiatry. 2004

Treatment
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Why Treat?
 About half of individuals will have a repeat
episode in 1 year without treatment
 High rates of suicide

But Isn’t This What
Psychiatrists Are For?
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Treatment
Consult with mental health specialist
whenever available

Treatment
At the least, primary care providers need to
be aware of medical complications of
pharmacologic treatment
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Treatment
• Pharmacotherapy is the mainstay
• Psychotherapy can be a useful adjunct

Adjunctive Therapy
• CBT, individual, or group psychoeducation
– Monitoring Mood patterns
– Suicidality
– Recognizing Prodromal Symptoms

• Can reduce rate of relapse
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Mood
Stabilizers

“Traditional” Mood Stabilizers
Potential Benefits

Potential Drawbacks

• Most are anti-seizure
agents
• Well-studied in
Bipolar
• Can monitor blood
levels

• Can be hard to tolerate
• Most require periodic labs
• Switching and titration can
be tricky
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Lithium
•
•
•
•

Narrow therapeutic range (0.6-1.2 mEq/ml)*
Dosed 1-3 times/day depending on formulation
Renally Cleared
Teratogenic (Pregnancy category D)

*Anything that decreases GFR will increase Lithium Levels

AES Question #2
The following side effects are commonly
associated with Lithium use except:
A.
B.
C.
D.

Renal Impairment
Hypothyroidism
Diabetes Insipidus
SIADH
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Lithium Side Effects
•
•
•
•
•

GI upset
Hypothyroidism
Diabetes Insipidus
Tremor
Skin problems

•

•
•
•
•

Cognitive slowing
Fatigue
Weight gain
Overdose can be
lethal
Leukocytosis

Labs: UPT, BMP, TSH at baseline; Li level and repeat labs q6 months

Valproic Acid
•
•
•
•

Wide Therapeutic range (50-100 ug/ml)
Extended release version available
Hepatically metabolized
Pregnancy category D

Labs: UPT, CBC at baseline; VPA level and repeat labs q6 months
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Valproate Side Effects
• Weight gain

• Thrombocytopenia

•
•
•
•

•
•
•
•

Sedation
GI upset
Alopecia
Tremor

PCOS
Increased LFTs
Increased Ammonia
Rarely pancreatitis

Lab monitoring: CBC, LFTs at baseline and then q6 months

Lamotrigine
•
•
•
•

No need to check labs
Pregnancy category C
Takes 6 weeks to reach therapeutic dose
Approved for bipolar maintenance

22

AES Question #3
Which of the following is a side effect
commonly associated with Lamotrigine?
A.
B.
C.
D.

Rash
Hyperlipidemia
Urinary Retention
Tardive Dyskinesia

Lamotrigine Side Effects
•
•
•
•
•

Rash, Rash, Rash
Steven’s-Johnson (<1%)
GI Effects
Insomnia
Balance problems

*If patient’s miss more than 2‐3 days in a row, need to start titration over again
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Lamotrigine Titration

25mg for 2
weeks

50mg for 2
weeks

100mg for 1
week

200mg

Other “Traditional” Mood Stabilizers
• Carbamazapine
• Oxcarbamazapine
• Topiramate
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2nd Generation
Antipsychotics

2nd Gen Antipsychotics
Potential Benefits
• Most are approved for mania
• Can be well tolerated at low doses
• Most don’t require drug level monitoring
• All can be dosed once daily
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Antipsychotics Side Effects
•

•
•
•
•

Hyperglycemia
Hyperlipidemia
Weight Gain
Sedation
QTc prolongation

• Orthostatic
hypotension
• Tardive Dyskinesia
• Dystonia
• Akisthesia
• Parkinsonism

Quetiapine
• FDA approved for treatment of bipolar depression,
mania, and maintenance
• Very sedating and notorious for weight gain
• Target dose is 300mg for bipolar depression
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Lurasidone
• Approved for Bipolar Depression
•
•
•
•

Has to be taken with food
Typically not very sedating
Pregnancy Category B
Can be expensive

How Do I Choose a Medication?
P- Phase of illness
H- History of prior med trials
A- Associated illnesses
S- Side effects
E- Ease of use/Provider comfort
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Treatment Recommendations
Mania &Hypomania
2nd Generation Antipsychotic and/or VPA or Lithium

Maintenance
Lamotrigine or 2nd Generation Antipsychotic or VPA or Lithium

Depression
Lamotrigine or Lithium or 2nd Generation Antipsychotic (Lurasidone)

Duration of Treatment
• Bipolar Disorder is:
• Episodic
• Lifelong
• Variable

• Mood episodes are likely to reoccur without
maintenance treatment
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Practice Recommendations
• Physicians should screen patients for bipolar disorder
before starting an antidepressant (SORT C)
• Patients with bipolar disorder should be screened for
comorbid psychiatric disorders (SORT C)
• Providers should refer patients for adjunctive
therapy/psychoeducation to reduce relapse rates
(SORT C)

Questions
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Contact Information
Cerrone Cohen, MD
cerrone.cohen@duke.edu
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Main Stage:
Responding to the Opioid Crisis:
Perspectives from Family Physicians
Elizabeth Salisbury-Afshar, MD, MPH,
FAAFP, FASAM, FACPM
Panel Chair and Moderator

Panelists
Jerry Harrison, MD, FAAFP
David O'Gurek, MD, FAAFP
Ruth A. Potee, MD
Joyce Troxler, MD
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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.

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.
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Elizabeth Salisbury-Afshar, MD, MPH,
FAAFP, FASAM, FACPM
Director, Center for Multi-System Solutions to the Opioid Epidemic, 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; Part-time physician,
Heartland Alliance Health, 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 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.

Joyce Troxler, MD
Family physician, Cassie Health Center, Silver City, New Mexico
Dr. Troxler earned her medical degree in 2005 from East
Tennessee State University’s Quillen College of Medicine,
Johnson City, and completed residency training in 2008 at the
Mountain Area Health Education Center (MAHEC), Asheville,
North Carolina. In addition, she completed a National Institute for
Program Director Development (NIPDD) fellowship in 2015. She
provides full-scope care at a private practice in Southwestern
New Mexico. In 2015, she obtained her X DEA number, and she
has been prescribing buprenorphine in a rural community where
she is the only active prescriber for medication-assisted
treatment in a 50-mile radius.
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Jerry Harrison, MD, FAAFP
Family physician, Jerry Harrison Family Practice, Haleyville, Alabama
Dr. Harrison earned his medical degree from the University of Alabama (UAB) School of
Medicine. After completing residency at Georgia Baptist Hospital in Atlanta, he opened a
private practice in Haleyville, Alabama, where he has served the rural community for
more than 35 years. In 2003, Dr. Harrison was one of the first Alabama physicians
certified to start an office-based opioid treatment center. In 2008, under the auspices of
the Alabama Board of Medical Examiners, he helped develop an award-winning, boardsponsored prescribing course, which he has presented to more than 7,000 Alabama
prescribers. He has also served on Alabama’s opioid task force under two governors. An
early supporter of the Alabama Prescription Drug Monitoring Program, Dr. Harrison
continues to advocate for appropriate, judicious prescribing of controlled substances. In
addition, he has a long history of leadership in organized medicine. Notably, he was one
of the founders of the Alabama Medical Directors Association and is the immediate past
president of the Medical Association of the State of Alabama. In recognition of his
careerlong involvement in organized medicine, he received the UAB Medical Alumni
Association’s 2016 Garber Galbraith Medical-Political Award and is a 2018 inductee to
the Alabama Heathcare Hall of Fame.

David O'Gurek, MD, FAAFP
Associate Professor, Department of Family and Community Medicine, Lewis Katz School
of Medicine at Temple University, Philadelphia, Pennsylvania; Director of Urban
Community Health, Center for Bioethics, Urban Health, and Policy, Temple University,
Philadelphia, Pennsylvania
Dr. O’Gurek earned his medical degree from the Pennsylvania State University College of
Medicine, Hershey, and completed a family medicine residency at Lancaster General
Health in Pennsylvania. He practices comprehensive outpatient family medicine, as well
as coordinating an office-based opioid treatment (OBOT) program for patients who have
opioid use disorder. In his role as Director of Urban Community Health, he coordinates
undergraduate and graduate medical education programs on social determinants of
health and community health advocacy. Dr. O’Gurek also collaborates with Temple
University’s faculty practice and the Temple Center for Population Health on creative
methods to address the university’s community health needs assessment. Notably, he
has partnered with the City of Philadelphia and its agencies to address the opioid crisis.
He is a former chair of the AAFP’s Commission on Health of the Public and Science.
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Ruth A. Potee, MD
Family Physician and Addictionologist, Valley Medical Group; Medical Director,
Franklin County House of Corrections; Medical Director, Franklin Recovery
Center; Medical Director, Pioneer Valley Regional School District
Dr. Ruth Potee is a board-certified family physician and addiction-medicine
physician at Valley Medical Group in Greenfield, MA. She is a native of
western Massachusetts and attended public schools in the North Quabbin
region. She attended Wellesley College and Yale University School of
Medicine. She completed her residency at Boston University where she
remained as an assistant professor of family medicine for eight years. She was
named Franklin County Doctor of the Year by the Massachusetts Medical
Society in 2015. Dr. Potee engages communities in discussions surrounding
substance abuse through her wide ranging series of lectures. She is chair of
Department of Medicine at Baystate Franklin Medical Center and co-chair of
the health care solutions committee of the Opioid Taskforce of Franklin County
and the North Quabbin Region.

Learning Objectives
1.

Describe the important role family physicians can play in
treating patients with opioid use disorder

2.

Understand the steps to offering office-based opioid use
disorder treatment in a family medicine practice

3.

Describe ways to partner with hospitals, addiction
treatment providers, behavioral health providers to
ensure successful multidisciplinary delivery of care for
patients struggling with chronic pain and/or opioid
dependence.
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Audience Engagement System
Step 1

Step 2

Step 3

Responding to the Opioid Crisis:
Perspectives from Family
Physicians
Dr. Elizabeth Salisbury-Afshar
Dr. Jerry Harrison
Dr. David O'Gurek
Dr. Ruth A. Potee
Dr. Joyce Troxler
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Contact Information
• Dr. Elizabeth Salisbury-Afshar
elizabeth.salisbury@gmail.com
• Dr. Jerry Harrison - boyde.harrison@gmail.com
• Dr. David O'Gurek - david.ogurek@temple.edu
• Dr. Ruth A. Potee - rpotee@vmgma.com
• Dr. Joyce Troxler - joycetroxler@gmail.com
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Smoking Cessation and Tobacco Use
Prevention: Evidence-Based Smoking
Cessation and Motivational Interviewing
Mary Krebs, 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.
The following individual(s) in a position to control content for this session have disclosed the following relevant financial
relationships
Jessie A Junker, MD, MBA
• Spouse employed at Akorn
• Stock/Bond Holdings: Johnson & Johnson, Proctor & Gamble, Amgen, Akorn

All other 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:
•

Nicotine vaccine is a novel experimental approach to treating tobacco dependence but have not generated adequate antibody
responses or demonstrated efficacy versus placebo.

Mary Krebs, MD, FAAFP
Family physician/Medical leader, HealthSource of Ohio, Lebanon; Faculty, Family Medicine Residency at Soin Medical Center,
Beavercreek, Ohio
Dr. Krebs earned her medical degree from the Ohio State University College of Medicine in Columbus and completed a family medicine
residency at Miami Valley Hospital in Dayton, Ohio. She is a solo family physician at a rural federally qualified health center (FQHC) and
teaches residents at a new family medicine residency program. She is developing a practice management curriculum and is focused on
the patient-centered medical home (PCMH) and quality improvement. Her completed projects include efforts to improve diabetes care,
improve preventive health, decrease emergency department and hospital utilization, improve care coordination, address population
health, measure physician quality, and deliver medical neighborhood care within the context of the PCMH model. Dr. Krebs has
experience writing and evaluating quality measures and served on the American Medical Association (AMA) Prediabetes Quality
Measures Technical Expert Panel. She is frequently consulted on matters relating to quality measures, population health, lifestyle
modification, value-based payment, and diabetes. In addition, she is a frequent contributor to The Ohio Family Physician and has written
on a variety of public health issues.
Previously, Dr. Krebs co-ran Family Practice Associates, an independent practice where she led transformation to the PCMH model of
care and was involved in the Center for Medicare & Medicaid Innovation’s Comprehensive Primary Care (CPC) initiative. She also
implemented clinical staff and electronic health record (EHR) training, numerous quality improvement and population health projects,
and other efforts to improve patient and practice team satisfaction. Dr. Krebs currently serves on the AAFP’s Commission on Quality
and Practice and is the chair of the AAFP Working Group on Rural Health, as well as serving on the Ohio Academy of Family Physicians
Board of Directors. In the past, she has served on the National Conference of Constituency Leaders (formerly the National Conference
of Special Constituencies), the Congress of Delegates, and the Reference Committee on Organization and Finance. She served on the
quality committee for Premier Health—a physician-led insurance plan—to help make decisions regarding measurement of physician
performance, population health, development of quality measures, compensation for quality, and privileging.
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Learning Objectives
1.

Screen all adult patients and pregnant women for tobacco use.

2.

Educate patients, utilizing motivational interviewing, about the
health risks of tobacco use.

3.

Create an individualized smoking cessation plan for patients.

4.

Know how to prescribe tobacco cessation pharmacotherapy
and evidence base behind various therapies.

5 A’s
•
•
•
•
•

Ask
Advise
Assess
Assist
Arrange
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ASK

Ask about tobacco use at every visit.

ADVISE

Advise the patient to quit smoking.
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Tell Patient to Quit
Assuming an unassisted quit rate of 2-3%, brief advice
intervention can increase quit rates by an additional 1-3%.
Small additional benefit of more intensive intervention
compared to brief intervention.

Tell the patient to quit
Although quitting smoking at any age is beneficial, smokers
who quit by the time they are 35 to 44 years of age avoid
most of the risk of dying from a smoking-related disease.
Strong and personalized.
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Remind Smokers of Risks
Emphysema/COPD
Heart disease and heart attack
Stroke
Cancer
Gum disease
Bad breath
Tooth loss
Decreased circulation to the hands and feet
Hip fractures
Cataracts
Wrinkles
Cost

ASSESS

Is the patient willing to quit at this time?
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ASSESS

How severe is the patient’s nicotine addiction?

Stages of Change
Pre-contemplation (not ready to quit)
Contemplation (considering a quit attempt)
Preparation (actively planning a quit attempt)
Action (actively involved in a quit attempt)
Maintenance (achieved smoking cessation)
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If Not Ready to Quit
Physician’s role is to understand the patient's perspective of the risks
and benefits of continuing to smoke in order to help the smoker
contemplate quitting. Most smokers want to stop smoking, but may not
be ready to take specific actions to quit.
Ask what he or she likes and does not like about smoking.
Personalized message about a smoking-related health problem the
patient is experiencing may motivate the patient to act.

5 Rs to Motivate Patients to Quit
Relevance
Rewards
Risks
Roadblocks
Repetition
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Heavy Smoking Index
a. How many cigarettes, on average, do you smoke per day?
1-10 (score 0)
11-20 (score 1)
21-30 (score 2)
31+ (score 3)
b. How soon after waking do you smoke your first cigarette?
Within 5 minutes (score 3)
6-30 minutes (score 2)
31-60 minutes (score 1)
61+ minutes (score 0)
An HSI score ≥4 indicates a high level of nicotine dependence

Fagerstrom Test For Nicotine Dependence
Standard instrument for assessing the intensity of physical addiction to
nicotine.
Contains six items that evaluate the quantity of cigarette consumption,
the compulsion to use, and dependence.
Yes/no items are scored from 0 to 1 and multiple-choice items are
scored from 0 to 3. The items are summed to yield a total score of 0-10.
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Fagerstrom Test for Nicotine Dependence

ASSIST
• Counseling
• Pharmacotherapy
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Individual Counseling
Individually-delivered smoking cessation counselling can
assist smokers to quit. (high-quality evidence)
Smaller relative benefit when counselling is used in
addition to pharmacotherapy, and of more intensive
counselling compared to a brief counselling intervention.
(moderate-quality evidence)

Success Rates at One Year
3-5% when the patient simply tries to stop
7-16% if the smoker undergoes behavioral intervention
Up to 24% when receiving pharmacological treatment and
behavioral support
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Evidence for Motivational Interviewing
Motivational interviewing appears to help more people to quit smoking
than brief advice or usual care when provided by general practitioners
and by trained counsellors.
Motivational interviewing carried out by general practitioners appeared
to be more successful than when carried out by nurses or counsellors.
Shorter motivational interviewing sessions (less than 20 minutes per
session) were more effective than longer ones.

Evidence for Motivational Interviewing
A single session of treatment appeared to be marginally more
successful than multiple sessions, but both delivered successful
outcomes.
The evidence for the value of follow-up telephone support was unclear,
and face-to-face counseling did not help more people to quit than
telephone counseling.
Both approaches were more successful than brief advice or usual care.
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Motivational Interviewing
Generally quiet and eliciting.
Motivation to change is elicited from within the
patient, and not imposed from without.
It is the patient's task to articulate and resolve
ambivalence.

Motivational Imaging: OARS
Open-ended Questions
Affirmations
Reflective Listening
Summaries
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Motivational Interviewing Techniques
Open-ended questions: “What are some of the reasons you would like to quit
smoking?”
Develop discrepancy: “It sounds like you are very devoted to your family. How
do you think smoking is affecting your children?”
Reflective listening: “It sounds like trying to quit smoking has been frustrating for
you.”
Support self-efficacy: “So you were fairly successful last time you tried to quit.”

Assisting with Smoking Cessation
Help the patient with a quit plan
Provide practical counseling
Provide support
Recommend the use of approved pharmacotherapy
except in special circumstances
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Printed Self-Help Information
Standard, print-based self-help materials increase quit rates
compared to no intervention, but the effect is small.
No evidence of additional benefit when used alongside other
interventions such as advice from a healthcare professional, or
nicotine replacement therapy.
Evidence shows materials that are tailored for individual smokers are
more effective than non-tailored materials, although size of effect is
still small.

Nicotine Replacement Therapy
Side effects include gastrointestinal symptoms (nausea, vomiting, abdominal
pain, diarrhea), headache, and local irritation depending on the delivery method.
Nicotine dependence from NRT rarely occurs, especially with the long-acting
patch. Nicotine does not cause cancer.
Safe to use in patients with known stable cardiovascular disease (CVD).
Limited information regarding its use after acute coronary syndrome (ACS), it is
generally used to reduce nicotine withdrawal symptoms in the hospital when
needed.
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NRT Efficacy
Individual NRT products were found to be superior to placebo,
increasing quit rates up to twofold.
One randomized trial among the NRT patch, gum, inhaler, and nasal
spray found no difference in efficacy.
Single-agent NRT is less effective than combining the long-acting
patch with a short-acting form such as gum, lozenge, or inhaler.
In some but not all trials, NRT benefits men more than women.

Combining NRT Products
NRT products can be used in combination because each agent
produces a lower blood nicotine level than does smoking one
pack of cigarettes daily.
Smokers can titrate their nicotine intake to avoid nicotine
withdrawal and nicotine overdose.
The initial dosing of most NRT products is based on the
number of cigarettes smoked daily, then gradually tapered.
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Combining NRT Products
NRT use is recommended for two to three months after
smoking cessation, though NRT use for as long as a
smoker is at high risk for relapse is acceptable because
NRT is much safer than continuing to smoke.
NRT products can also be used while the smoker is still
smoking.

Nicotine Patch
Long-acting, slow-onset pattern of nicotine delivery, which
produces relatively constant relief from withdrawal over 24
hours but requires several hours to reach peak levels.
Compliance is high.
Cannot adjust the dose of nicotine being released to respond
to nicotine cravings and withdrawal symptoms.
Available over the counter and by prescription.
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Nicotine Patch: How to Use
>10 cigarettes per day and weight >45 kg – Start with
the highest dose nicotine patch (21 mg/day) for six
weeks, followed by 14 mg/day for two weeks, and finish
with 7 mg/day for two weeks.
≤10 cigarettes per day or weight < 45 kg – Start with
the medium dose nicotine patch (14 mg/day) for six
weeks, followed by 7 mg/day for two weeks.

Nicotine Patch: How to Use
Apply one patch each morning to any non-hairy skin site. Rotate the site daily to avoid skin
irritation (most common side effect). Hydrocortisone cream may be used to relieve skin
irritation if it occurs.
Remove and replace the patch with a new one at bedtime. If leaving the patch on
overnight is causing the frequently reported side effects of insomnia and vivid dreams,
replace the patch the next morning. Smoking cessation rates are similar whether the patch
is left on for 24 hours or taken off at night.
When the patch is removed at night, substantial plasma levels of nicotine are reached 30180 minutes after a new patch is applied in the morning. If the patch is removed at night
and morning nicotine cravings occur, use a short-acting NRT (eg, gum, lozenge) while
waiting for the nicotine patch to take effect.
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AES Question #1
Mrs. Jones is using the nicotine patch and has not
smoked in three days. She complains of occasional
cravings and vivid dreams. What would you do?
A. Continue current treatment.
B. Change to varenicline.
C. Advise her to take off the patch at night and add
nicotine gum.
D. Stop the patch all together.

Short-acting NRT
Options: lozenge, gum, inhaler, or nasal spray.
Can be used as a single agent or added to daily nicotine patch therapy.
Require repeated use throughout the day, lead to more variable nicotine levels
than the patch, and require more instructions for correct use.
Smokers may be instructed to use the product when they have a craving, but
this generally leads them to underuse the products. Another option is to have
the smoker use the short-acting NRT product at least once every hour while
awake and more often as needed.
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Nicotine Gum
Chewing the gum releases nicotine to be absorbed
through the oral mucosa.
Peak blood nicotine levels 20 minutes after starting
to chew.
Available in several flavors.

Nicotine Gum
Dosing is determined by the number of cigarettes smoked daily.
• ≥ 25 cigarettes per day – 4 mg dose of gum is recommended
• < 25 cigarettes per day – 2 mg dose of gum is recommended
Chew at least one piece of gum every one to two hours while awake and also
whenever there is an urge to smoke.
Use up to 24 pieces of gum per day for six weeks.
Gradually reduce use over a second six weeks, for a total duration of three
months.
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Nicotine Gum
Gastric and esophageal irritation can occur if the
gum is chewed too rapidly, because nicotine is
released faster than it can be absorbed by the
buccal mucosa and the nicotine is thus swallowed.
Nicotine absorbed from the gastrointestinal tract is
largely metabolized by the liver and relatively
ineffective for smoking cessation.

Nicotine Gum
"Chew and park" is recommended: chew the gum
until the nicotine taste appears, then "park" the
gum in the buccal mucosa until the taste
disappears, then chew a few more times to release
more nicotine. Repeat this for 30 minutes, then
discard the gum (because all nicotine in the gum
has been released).
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Nicotine Gum
Acidic beverages (eg, coffee, carbonated drinks) lower oral pH, which reduces
nicotine absorption.
Side effects are mostly a consequence of excess nicotine release with overly
vigorous chewing and consist of nausea, vomiting, abdominal pain, constipation,
hiccups, headache, excess salivation, a sore jaw, and mouth irritation or ulcers.
Chewing gum may exacerbate TMJ disease and the gum can damage or adhere
to dental appliances. Smokers with TMJ disease, with poor dentition, or who use
dental appliances may do better with the lozenge or inhaler.

Nicotine Lozenges
Pharmacokinetics similar to nicotine gum.
Lozenges are easier to use correctly than nicotine gum and
are available in different flavors.
A smaller mini-lozenge that resembles a "Tic Tac" is also on
the United States market. It dissolves more rapidly and
delivers nicotine more rapidly than the original lozenge.
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Nicotine Lozenges
Can be used in smokers with TMJ disease, poor
dentition, or dentures.
Side effects include mouth irritation or ulcers, in
addition to nicotine-related side effects of
abdominal pain, nausea, vomiting, diarrhea,
headache, and palpitations.

Nicotine Lozenges
Dosing is determined by how soon the first cigarette is
typically smoked upon awakening:
• Smokers who smoke within 30 minutes of
awakening: 4 mg dose recommended
• Smokers who wait more than 30 minutes after
awakening to smoke: 2 mg dose recommended
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Nicotine Lozenges
Use up to one lozenge every one to two hours for six weeks.
The maximum dose is five lozenges every six hours or 20
lozenges per day.
Gradually reduce number of lozenges used per day over a
second six weeks.
Place lozenge in the mouth and allow it to dissolve for 30
minutes. The lozenge does not need to be chewed.

Nicotine Inhalers
Consist of a mouthpiece and a plastic, nicotine-containing cartridge.
The inhaler addresses not only physical dependence but also the
behavioral and sensory aspects of smoking.
When the smoker inhales through the device, nicotine vapor (not
smoke) is released, deposited primarily in the oropharynx, and
absorbed through the oral mucosa. Nicotine vapor does not reach
the lungs to an appreciable extent.
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Nicotine Inhalers
Side effects include localized irritation of the mouth or throat,
particularly during the early stages of use. Inhaled nicotine may
cause bronchospasm, so may be less ideal for smokers with a
history of severe airway reactivity.
Requires prescription.
The ad lib use of the nicotine inhaler produces plasma nicotine levels
that are roughly one-third of those that occur with cigarette smoking.
The pharmacokinetics of the inhaler resemble those of nicotine gum.

Nicotine Inhaler
Dosing, duration and instructions for use:
• Use 6 to 16 cartridges per day for the
first 6 to 12 weeks
• Gradually reduce dose over the next 6
to 12 weeks
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Nicotine Nasal Spray
The nicotine nasal spray delivers an aqueous solution of nicotine to the nasal
mucosa.
Absorption via nasal mucosa results in peak nicotine levels 10 minutes after
nasal spray use (more rapid rise in plasma nicotine concentration than gum,
inhaler, or lozenge). Nasal spray more closely mimics changes in nicotine
concentration that occur while smoking, although the nasal spray does not
increase nicotine levels nearly as fast as smoking a cigarette.
Requires prescription.

Nicotine Nasal Spray
Dosing, duration, and instructions for use:
• Dose is one or two sprays per hour
• Use for about three months
• The maximum dose is 10 sprays per hour, not to exceed 80
total sprays per day
Side effects include nasal and throat irritation, rhinitis, sneezing, and
tearing. Nasal irritation is extremely common, occurring in 94 percent
of patients during the first two days of use and continuing in 81
percent of patients after three weeks of therapy.
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Varenicline Efficacy
Multiple studies have shown the efficacy.
More effective for smoking cessation than
placebo, bupropion, and nicotine patch.

Varenicline
A four-week preload of varenicline produced higher abstinence rates at 12
weeks, compared to three weeks of placebo followed by one week of varenicline
(47 versus 21 percent).
Evidence does not suggest that varenicline causes more neuropsychiatric
symptoms than other FDA-approved smoking cessation aids, but the FDA still
recommends that any patient started on varenicline who develops
neuropsychiatric symptoms including changes in behavior, hostility, agitation,
depressed mood, suicidal ideation, and suicide attempts should stop the
medication, contact their physician, and seek medical attention, right away.
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Varenicline Safety
Common side effects reported are nausea,
insomnia, and abnormal dreams.
Early concerns about neuropsychiatric and
cardiovascular side effects, but subsequent
studies have not supported these.

Varenicline Mechanism
Reduces the symptoms of nicotine withdrawal by
blocking nicotine from binding to the receptor that
mediates the reinforcing effects of nicotine that lead
to nicotine dependence. This reduces the
rewarding aspects of cigarette smoking. It does this
by binding with high affinity and producing partial
stimulation of the alpha-4 beta-2 nicotinic receptor.
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How to Use Varenicline
Start varenicline one week prior to quit
date, by which time stable blood levels are
achieved. However, a longer preloading
period of up to four weeks prior to the quit
date is also effective for achieving
abstinence.

How to Use Varenicline
The recommended dose of varenicline is 0.5 mg daily for three
days, then 0.5 mg twice daily for four days, and then 1 mg
twice daily for the remainder of a 12-week course. The uptitration of varenicline dose is done to minimize gastrointestinal
side effects, especially nausea.
Dose reduction is required for those with at least moderate
renal insufficiency because varenicline is excreted almost
entirely by the kidney.
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Varenicline Troubleshooting
Nausea is reduced if the dose of varenicline is titrated
upward, taking varenicline with food and a full glass of
water, or reducing dose to 0.5 mg twice daily.
Dreams can be reduced by taking the evening dose
of varenicline earlier in the day or by skipping the
evening dose.

Varenicline Troubleshooting
Patients who have successfully quit at 12 weeks may benefit
from continuing on varenicline for an additional 12 weeks to
prevent relapse. Smokers treated with varenicline for an
additional 12 weeks had higher rates of continuous abstinence
(weeks 13 through 24: 71 versus 50 percent; weeks 13
through 52: 44 versus 37 percent).
Increasing the dose of varenicline has not been shown to
improve smoking cessation rates.
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Bupropion
Believed to act by enhancing central nervous system noradrenergic and
dopaminergic release.
Contraindicated in patients with a seizure disorder or eating disorders. The risk
of seizure is dose-dependent.
Common side effects are insomnia, agitation, dry mouth, and headache.
Randomized trials have demonstrated the efficacy of bupropion in smoking
cessation. Higher quit rates with varenicline than bupropion, while nicotine patch
produced comparable cessation rates to bupropion.

Bupropion
Start Bupropion SR one week before a smoker's
target quit date (takes five to seven days to reach
steady-state blood levels).
The recommended dose of bupropion is
150 mg/day for three days, then 150 mg twice a
day thereafter for at least 12 weeks.
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Buproprion
Bupropion 150 mg/day (rather than 300 mg/day) is an option for
smokers who do not tolerate the full dose due to side effects.
Two randomized trials found that the 150 mg/day dose was as
effective as the 300 mg/day dose and associated with fewer side
effects.
Longer duration of treatment can be considered in individual cases,
based on the patient’s previous quit attempts and patient preference.

Nortriptyline
Second-line therapy that has shown moderate
efficacy in aiding smoking cessation for
individuals who cannot use a first-line agent or
who need an adjunct to first-line therapy.
Side effects include dry mouth and sedation.
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Minimal or Unproven Effect
Clonidine is now generally regarded as having limited efficacy for smoking
cessation.
SSRIs, MAOIs and anxiolytic drugs generally have not been shown to be
effective for smoking cessation.
Nicotine vaccine is a novel experimental approach to treating tobacco
dependence but have not generated adequate antibody responses or
demonstrated efficacy versus placebo.
Electronic cigarettes (e-cigarettes) are nicotine delivery devices that use a
battery to aerosolize nicotine.

Alternative Therapies
Pooled estimates suggest possible short-term effects but there is no
consistent, bias-free evidence that acupuncture, acupressure, or
laser therapy have a sustained benefit on smoking cessation for six
months or more. Lack of evidence and methodological
problems mean that no firm conclusions can be drawn.
Well-designed research into acupuncture, acupressure and laser
stimulation is justified since these are popular interventions and safe
when correctly applied, though these interventions alone are likely to
be less effective than evidence-based interventions.
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AES Question #2
Which intervention has the highest success rates
for smoking cessation?
A. Acupuncture
B. Varenicline
C. Nicotine patch
D. Buproprion

ARRANGE

Arrange for follow up.
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Follow Up
All patients who initiate pharmacotherapy should have
initial follow-up (office visit or telephone call) within one
to two weeks to assess for side effects, optimize
treatment, and to provide reinforcement for smoking
cessation if needed.
Further follow-up should be scheduled at three months
and one year, and more frequently if necessary.

Persistent Smoking
Incorrect use of medication(s)
Intolerance of side effects
Failure of the drug to reduce nicotine withdrawal symptoms, despite correct use
of the medication
If the patient is already medication correctly and maximally without sufficient
effect at four weeks, the options are to continue the therapy, switch to a different
first-line therapy or nortriptyline (a second-line therapy), or consider combining
medications by adding another first-line agent. If there has been no response to
the initial agent, switching to a different medication is recommended.
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AES Question #3
You prescribed Mr. Smith varenicline, but he is still
smoking. Which action should you perform?
A. Assess compliance
B. Ask about side effects
C. Ask about nicotine cravings
D. All of the above

Combination Therapy
Nicotine patch and varenicline– in a randomized trial, treatment with varenicline
and nicotine patch for 12 weeks resulted in a higher rate of continuous
abstinence compared with varenicline and placebo patch (49 versus 33 percent)
six months after the treatment end. Nicotine or placebo patches were started
two weeks before the quit day and varenicline was started one week before the
quit day.
Buproprion and varenicline– in a randomized trial, 12 weeks of combination
therapy with bupropion and varenicline resulted in higher rates of prolonged
abstinence at 12 and 26 weeks than varenicline alone. At 52 weeks, abstinence
rates also appeared to be higher with combination therapy, although the
difference was not significant. The combination was well-tolerated.
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Combination Therapy
Bupropion and NRT – in a meta-analysis of 12 randomized
trials, there was a nonsignificant trend toward higher rates of
abstinence with the combination of NRT and sustained-release
bupropion than with NRT alone.
Nortriptyline and NRT – in a meta-analysis, adding nortriptyline
to NRT showed a trend toward higher rates of abstinence
compared with NRT alone. This result is similar to what was
found by adding bupropion to NRT.

Coding: Commercial Insurance
99406 Counseling on smoking cessation 3-10 minutes
(intermediate)
99407 Counseling on smoking cessation >10 minutes
(intensive)
May be bundled. Check with each insurance.
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Coding: Medicare
Same codes as commercial
Two attempts per year, up to four sessions
(intermediate or intensive) per attempt

Coding: Medicaid
Many states offer some payment for individual tobacco cessation and treatment
counseling for Medicaid patients. For example, the ACA requires states to
expand Medicaid coverage of cessation services for pregnant women. You are
encouraged to contact your state Medicaid office for coverage information in
your specific state.
The Centers for Medicare and Medicaid Services encourage state partners to
support smoking cessation by ensuring coverage of all FDA-approved smoking
cessation medication (prescription and over-the-counter [OTC]) without a
copayment requirement or other financial barrier.
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Helping Patients Afford Help
Resources for patients who do not have insurance coverage or who
have limited coverage by their insurance carrier include the following:
• Quit line: 1-800-QUIT-NOW (1-800-784-8669)
• Flexible spending accounts may be used for smoking
cessation
• Employee assistance programs (EAP), in some cases
• Community resources and support groups
• Out-of-pocket spending
• Online resources

Practice Recommendations
• Work with your team to screen all patients
for tobacco use
• Advise patients to quit every visit
• Assess readiness to change
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Practice Recommendations
• Offer pharmacologic therapy to all patients
who want to quit
• Plan your counseling strategies for
pharmacologic therapy (may use staff or
handouts)
• Review troubleshooting for patients still
smoking

Questions
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Contact Information
• Mary Krebs
• maryekrebs@yahoo.com
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