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Aims of Today’s Talk

 Societal context of addiction

 Adolescence

 Experience of opioid addiction

 Evidence-based treatments

 Psychological factors in addiction experience 

and treatment



Societal Context 

Meaning of substance ingestion

Norms/expectations (e.g., celebration)

TV advertisements

Patient expectations: medication

Provider attitudes

Adolescence

Societal message: use but don’t lose control 

or use too much





How “Addictive” are different drugs?
CS Study (Anthony et al. 1994, 2002)

Lifetime Dependence

• Marijuana    4.2%

• Cocaine 2.7%

• Stimulants   1.7%

• Heroin 0.4%

• Tobacco 24.1%

• Alcohol 14.1%

Conditional Dependence

• Heroin 23%

• Cocaine 17%

• Stimulants 11%

• Marijuana 10%

• Tobacco 32%

• Alcohol 15%



General Principles

Earlier the use, the worse the prognosis

Risk factors for addiction
Family history of addiction

Psychiatric history

Feeling the effects of a substance quickly poses 

less of a risk factor

Chronic medical disorder 

Perceived danger of substance

Speed and intensity of reinforcement



Heroin

Smack, H, Ska, Junk

Injected, snorted/sniffed, or smoked

White or brown powder, “black tar”



Prescription Opioids

Oxycodone

Percocet

Vicodin



Dopamine Pathway



Opioid Use Disorder: 

Prevalence and Burden

 Major public health concern

Between 2000 and 2013, estimated number of 

individuals with opioid use disorder quadrupled
1,2

Chronic relapsing disorder
3

Elevated risk of mortality, HCV and HIV transmission
4-6

Costs to US annually exceed $53 billion
7
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DSM-5 Opioid Use Disorder

Tolerance

need more of drug to get same effect or same amount of drug gives less effect

Withdrawal

compensatory changes in brain and body in response to (acute) drug abstinence 

Larger amounts or longer time than intended using

Unsuccessful efforts to cut down or control use

A great deal of drug-related time

Craving

Results in major role obligation failure

Continued opioid use despite social problems

Social/occupational/recreational activities diminished

Recurrent opioid use despite being physical hazardous

Continued opioid use despite physical/psychological problem 

Mild 2-3; Moderate 4-5; Severe at least 6



Addiction

Primary, chronic, neurobiologic disease, with 

genetic, psychosocial, and environmental factors 

influencing its development and manifestations

Includes ≥ 1 following behaviors:

 impaired control over drug use

 compulsive use

 continued use despite harm

 craving

(APS/AAPM/ASAM)



Medication-Assisted Treatment

 Methadone 

 Buprenorphine

 Naltrexone



Taper/Detox

Commonly offered

Little empirical support





The natural history of narcotics addiction among a male sample (N = 581).  

From: Yih-Ing, et. al., 2001. A 33-Year Follow-up of Narcotics Addicts.  Archives of General  Psychiatry, 58:503-508) 



What is it like to be opioid dependent?







Opioid Agonist Treatment

Rationale

Cross-tolerance
prevent withdrawal 
relieve craving for opioids

Narcotic blockade
block or attenuate euphoric effect of exogenous 

opioids





Treatment vs. Addiction

Methadone or 

buprenorphine

Heroin or 

prescription opioids

Route Oral, sublingual IV, IN

Onset 30 minutes Immediate

Duration 24-36 hours 3-6 hours

Euphoria Absent Marked



Psychological Treatments

Learning

Association

Consequences

Availability

Stress



Main Psychosocial Treatments

Behavioral treatments 

Time-limited

Goal directed

Observable behavior

Classical and operant conditioning

Cognitive-behavioral therapy

In addition to behavioral treatment principles, 
consider what’s going on inside the person (i.e., 
thoughts, feelings)



 Education

 Exercise and Behavioral Activation

 Relaxation Training

 Distress Tolerance

 Functional Analysis of Behavior

 Resilience Training

Cognitive-Behavioral Therapy Modules



Pain-Opioid Addiction Dysfunction Cycle

Pain Illicit Opioid Use

Feelings

- Anxious 

- Depressed

Thoughts

- I can’t tolerate the pain 

any longer

- I can’t move without my 

pain getting worse

Behavior

- Inactivity 

- Constricting social world

- Lowers pain threshold  

- Emotional distress - Immediate pain relief

- Feel better

- Risky behaviors



Other Psychosocial Treatments

Motivational interviewing

Patient-centered

Addresses ambivalence about change 

• “rolling with resistance”

• open-ended questions

• reflective listening



12-step groups

Paucity of research

12-step facilitation has empirical support

Free, opportunity to socialize

May hold negative view of pharmacotherapy



Summary and Conclusions

 Current epidemic of opioid use disorders

Evidence-based treatment

Medication-assisted treatment

Psychological factors

Important in development and maintenance of opioid use 

disorder

Play a role in treatment-seeking

Useful to address in treatment


