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Outline

• Approach to treatment of different substances

• Learn about medications used for long term management of substance use

• Understand how medications can be effective in managing cravings
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Biopsychosocial Model 
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Substance Use Disorder (DSM V)

Very similar to those outlined in DSM-IV for abuse and dependence combined 

• meeting 2-3 of the criteria indicates Mild substance use disorder

• meeting 4-5 of the criteria indicates Moderate 

• meeting 6-7 of the criteria indicates Severe 
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DSM V Criteria
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DSM-V Substances

• Alcohol
• Phencyclidine
• Inhalant
• Stimulant (amphetamine, 

cocaine)
• Cannabis
• Hallucinogen
• Opioid
• Sedative, hypnotic, or anxiolytic
• Tobacco
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Alcohol
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Alcohol Use Categories

• Abstinence: Patient does not drink alcohol

• Low-risk drinking: Patient drinks within low-risk guidelines

• At-risk drinking: Patient drinks in excess of the low-risk guidelines but experiences 

minimal adverse effects

• Alcohol use disorder (AUD): Patient meets DSM-V criteria

• 2–3 = mild AUD

• 4–5 = moderate AUD

• 6+ = severe AUD
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Canadian Low-risk Drinking Guidelines

Canadian Centre on Substance Use and Addiction, 2013
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Alcohol Use Disorder

• Present the diagnosis in a clear and sensitive way  

• Offer help -> “treatable condition” 

• Assess patient’s state of change:

• Abstinence is more likely to be 

successful

• If reduced drinking goal is chosen, 

encourage a time-limited trial

• Treat withdrawal if necessary

• Treat concurrent conditions (anxiety, depression, hypertension, liver disease)

• Offer anti-craving medication
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Alcohol Use Disorder - Treatment

• Encourage patient to make healthy lifestyle choices:

• Stay away from people/places associated with drinking

• Spend time with supportive family and friends

• Take daily walks

• Maintain regular sleeping/waking schedule

• Plan regular activities outside the house as feasible

• Review options for formal treatment (residential, day, outpatient)

• Recommend AA or other community groups for support, practical advice, and a way to overcome 
loneliness and boredom

• Arrange follow-up; monitor drinking through self-report, GGT, MCV

• Acknowledge successes, even if partial or temporary

• If patient relapses, encourage contact and reconnection with treatment
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PRESCRIBING ANTI-CRAVING MEDICATIONS
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Role of Anti-craving Medications

• Should be routinely offered to patients with AUD

• Shown to reduce alcohol use

• Good safety profiles

• Help retain patients in treatment

• Choice of medication depends on individual considerations (e.g., cost, side effects)

• Titrate dose until cravings are mild and patient is abstinent, or until troublesome side effects 
emerge

• Maintain until patient has been abstinent for at least several months, has minimal cravings, has 
social supports and new ways of coping with stress, and is confident that medication is no longer 
needed to prevent relapse

• Usually at least 6 months
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Naltrexone  - 1st Line

Action Blocks opioid receptor, reduces euphoric effect

Side effects Nausea, headache, dizziness, insomnia, anxiety, sedation

Blocks analgesic action of opioids

Can cause reversible elevations in AST and ALT; order at baseline and at 

3–4 weeks

Contraindications/

precautions

Pregnancy

Triggers severe withdrawal in patients on opioids

Discontinue if AST/ALT rise more than 3x baseline at 3–4 weeks

Dose 25 mg OD x 3 days to reduce GI side effects; then 50 mg PO OD

Titrate to 100–150 mg per day if 50 mg has minimal effect on craving

Patients do not need to abstain before starting



Acamprosate - 1st Line

Action Glutamate antagonist

Relieves subacute withdrawal symptoms (insomnia, dysphoria, craving)

Side effects Diarrhea

Contraindications/

precautions

Pregnancy

Renal insufficiency

Dose 666 mg tid; 333 mg tid if renal impairment or BW < 60 kg

Works best if patient is abstinent several days prior to initiation
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Disulfiram

Action Acetaldehyde accumulates when alcohol consumed

Most effective when dispensed by family member

Side effects With alcohol: Vomiting, flushed face, headache

Without alcohol: Headache, anxiety, fatigue, garlic-like taste, acne, peripheral 

neuropathy (with prolonged use)

Contraindications/

precautions

Cirrhosis

Pregnancy

Unstable cardiovascular disease

Alcohol reaction can cause severe hypotension and arrhythmias, especially in 

patients with heart disease or on antihypertensives

May trigger psychosis at higher doses (500 mg)

Can cause toxic hepatitis

Dose 125 mg PO OD; increase to 250 mg if patient reports no reaction to alcohol

Wait at least 24–48 hours between last drink and first pill

Wait at least 7–10 days between last pill and first drink



Gabapentin - 2nd Line

Action Modulates dopamine

Side effects Dizziness, sedation, ataxia, nervousness

Contraindications/

precautions

Can cause suicidal ideation (rare)

Dose Initial dose 300 mg bid–tid; optimal dose 600 mg tid
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Topiramate  - 2nd Line

Action Modulates GABA system

May improve sleep/mood disturbance in early abstinence

Side effects Sedation, dose-related neurological effects (dizziness, ataxia, speech 

disorder, etc.) resolve over time

Contraindications/

precautions

Can cause weigh loss (risk for underweight patients)

Can clause glaucoma or renal stones

Caution in patients of child-bearing age. 

Dose Initial dose 50 mg OD; titrate by 50 mg to a maximum dose of 200–300 mg 

daily

Lower dose needed in renal insufficiency
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Baclofen  - 2nd Line

Action GABA agonist

Side effects Drowsiness, weakness, can cause or worsen depression

Contraindications/

precautions

Use with caution in patients on tricyclic anti-depressants or MAO inhibitors

Dose Initial dose 5 mg tid, increase to 10 mg tid; maximum daily dose 80 mg

Lower dose needed with renal insufficiency

22



Suggested Approach to Alcohol Use Disorder

Kim Y, Drugs in Context, 2018: 7:212308 23



Varenicline

• Varenicline is a nicotine receptor partial agonist used for smoking cessation

• Some evidence that it reduces heavy drinking days in men who smoke

• Varenicline is covered by ODB with LU code 423; patients must take it as a smoking cessation aid, 
in conjunction with smoking-cessation counselling. 

• The controlled trials started patients on 0.5 mg OD for three days, then 0.5 mg bid for four days, 
then 1 mg bid.
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Ondansetron

• Ondansetron, a serotonin 5-HT3 receptor antagonist

• Can be used as a second-line drug in patients with early-onset alcoholism (i.e., patients who 
developed AUD before the age of 25).

• Early-onset alcoholism has been associated with a genetic defect in the serotonin transporter 
system that increases dopamine and thus increases the euphoric effect of alcohol. 

• Ondansetron modulates the serotonin system, reducing alcohol’s reinforcing effects in patients 
with this genetic defect. 

• ODB only funds ondansetron for chemotherapy-induced nausea. The controlled trial used a daily 
dose of 0.5 mg

• Ondansetron comes in 4 mg and 8 mg formulations, so compounding will be required.
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Novel Approaches

• Novel therapeutic options currently under investigation for AUD include neuromodulation, and 
psychedelics

• Neuromodulation, such as deep brain stimulation, is thought to work on the nucleus 
accumbens to target centers of reward behavior and reduce cravings

• Phase I trial at Sunnybrook: (https://sunnybrook.ca/media/item.asp?c=1&i=2028&f=deep-
brain-stimulation-alcohol-use-disorder-frank-plummer)
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Psychedelics

• Psilocybin, LSD, Ketamine

• Currently being investigated for use in the treatment of PTSD, AUD

• Only Ketamine is currently legally available for use in Canada. 

• Likely 2 to 5 year timeframe.  Caution urged
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OPIOIDS

28



29



30



Opioids  

https://www.drugfreekidscanada.org/wp-content/uploads/2012/11/Opioid-table2.jpg
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Risks of Untreated Withdrawal

• Suicide, if patient cannot access opioids

• Relapse, with heightened risk of overdose

• Tolerance to opioids markedly declines within a few days of abstinence

• Illicit opioids are often laced with fentanyl
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Treatment Options:  Abstinence-based Psychosocial 
Treatment

• Often preferred by patients to long-term opioid agonist treatment

• Increased risk of relapse and opioid overdose due to prolonged withdrawal and 

cravings

• Patients should be given harm reduction advice 
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Harm Reduction Advice

• Never use opioids alone

• Make sure you and your friends know the signs of overdose (pinpoint pupils, falling asleep, 
slowed/stopped breathing, bluish skin around lips or under nails)

• Always carry naloxone (available from pharmacies free of charge to anyone)

• If a friend has overdosed:

• Shake them and call their name

• Call 911

• Administer naloxone and start chest compressions

• If you are taking opioids after a period of abstinence (even a few days), take a much smaller dose 
than you used to
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• Only medications obtained from a prescription and purchased at a pharmacy are guaranteed to 
be what they are supposed to be

• Many opioids (and other drugs, such as cocaine) are laced with fentanyl

• Fentanyl is very potent and can be lethal even in tiny amounts

• Do not inject opioids

• Do not mix opioids with other substances, especially alcohol or benzodiazepines
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Treatment Options:  Structured Opioid Therapy

• Opioid prescribing under conditions that limit misuse.

• Usually for someone for chronic pain at high risk or has OUD

• Only uses opioids supplied by one prescriber, does not use alcohol or other substances

• Approach: Slow, controlled tapering over months

• Switch to opioid maintenance therapy if structured opioid therapy fails (i.e., patient continues to 
use more than prescribed)
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Treatment Options:  Opioid Agonist Therapy

• Substitution of illegal and/or euphoria-inducing opioid with longer-acting, less euphoric opioid

• Relieves withdrawal symptoms/cravings for 24 hours

39



Opioid Maintenance Therapy 

• Maintenance therapy has historically used methadone
• Full, potent opioid agonist
• Risk of sedation/overdose
• Requires a federal exemption to prescribe (Not since May 19, 2018).  
• Many CPSO requirements for physicians
• NPs are expected to complete courses on controlled prescribing meet the accountabilities from their 

college

• Another option is buprenorphine
• Partial opioid agonist with a ceiling effect
• Even very high doses rarely cause respiratory depression (unless combined with alcohol/sedatives)
• Binds tightly to receptors, displacing other opioids
• Usually combined 4:1 with naloxone as abuse deterrent
• Can be prescribed by any doctor in Ontario
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Buprenorphine versus Methadone

Methadone Bup/nx

Effectiveness as maintenance 
treatment

Very effective Effective but less than methadone

Overdose risk Very high Low

Who can prescribe Any MD (Must inform CPSO) and 
NP

Any MD or NP

Rx of acute withdrawal Not safe or practical (takes weeks 
to reach optimal dose)

Very effective
Optimal dose reached within 1-3 
days
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BUPRENORPHINE: A “SAFE CEILING”

• Doses beyond 24 mg-32 mg 
don’t have any additional 
opioid effects

• Less likely to cause respiratory 
depression in overdose

• Ceiling can be compromised 
by concomitant alcohol or 
other central nervous system 
depressants, or when 
buprenorphine is misused

•
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Methods of transitioning from opioid agonists to buprenorphine

Ghosh, Canadian Journal of Addiction10(4):41-50, December 2019.



Summary: Approach to Treatment for Opioid Use 
Disorder

CMAJ, Bruneau J Mar 2018, 190 (9) E247-E257
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New options for opioid management  

• Microdosing induction of buprenorphine

• Rapid microdosing induction of buprenorphine

• Slow-release oral morphine

• Monthly injection of buprenorphine extended-release (for patients on 8 to 24 mg of sublingual 
buprenorphine)

• Buprenorphine implant (for patient on less than 8 mg of SL buprenorphine)

• Injectable opioid agonist therapy (iOAT)
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Cannabis Withdrawal 

At least 3 of the following:

• Irritability, anger or aggression

• Nervousness or anxiety

• Sleep difficulty

• Decreased appetite or weight loss

• Restlessness

• Somatic symptoms causing significant discomfort

• Depressed mood
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Cannabis Withdrawal Duration

BMC Psychiatry 13(1):258 · October 2013
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• The cornerstone of treatment is behavioral (e.g MI, CBT, CM)

• Cannabinoid agonist (nabilone or nabiximols) can help reduce withdrawal, craving, and increase 
treatment retention. 

• N-acetyl cysteine improves abstinence in youth but not adults
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Cannabis Treatment

• Other agents such as gabapentin and quetiapine have some role in treatment 

• Important to treat underlying psychiatric disorder (anxiety, depression)

• FAAH inhibitors and other endocannabinoid system modulator may hold great promise
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Benzodiazepines and Hypnotics
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Benzodiazepine  

• Examples of benzodiazepine include: Xanax (alprazolam), Ativan (lorazepam), Valium (diazepam), 
and clonazepam.

• Long-term chronic benzodiazepine use is not indicated for anxiety disorder

• Indicated for short-term treatment of acute, severe episodes of anxiety (i.e flying)
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Benzodiazepine

• Risks with long-term use include sedation, falls, sleep apnea, and dependence

• Withdrawal symptoms are similar to alcohol: anxiety, poor concentration, emotional lability, and 
sleep disturbance

• Abrupt cessation of high doses ( >diazepam 50 mg or equivalent) can cause seizures, delirium, 
psychosis, and hypertension
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Management of Benzodiazepine Withdrawal

• Substitution of long-acting benzodiaepine (e.g diazepam) followed by gradual taper

• Can take months to fully taper off

• Symptom relief may not be achieved until fully off benzodiazepines

• Gabapentinoids such as gabapentin or pregabalin are used to help with rebound anxiety.
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Stimulants
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Stimulants

• No currently first-line pharmacological approaches to stimulant use disorder 

• Large body of evidence shows psychosocial interventions are effective in treating cocaine use 
disorder (De Giorgi 2018, Farronato 2012, Lussier 2006)

• Possible role for combining pharmacotherapy and psychotherapy

- dopaminergic augmentation of contingency management (Pooling 2006)
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Medications sometimes used include:

• Methylphenidate

• Modafinil

• Wellbutrin

• Topiramate

• Lisdexamfetamine

• Naltrexone

• Ketamine

Stimulants
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ADHD and Stimulant Use Disorder

• Confirm ADHD diagnosis (and exclude withdrawal symptoms)

• Consider trial of methylphenidate ER or mixed amphetamine salts where benefits outweight
harms

• Long-acting formulations probably have lower abuse potential than immediate-release
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Tobacco

• Options: Nicotine replacement therapy (NRT), bupropion SR (Zyban), varenicline (Champix)

• NRT – gum, lozenge, patch, inhaler, nasal spray.  Relieves withdrawal symptoms and reduces harm 
caused by inhalation

• Bupropiron SR - Increases dopamine amount, decreases cravings

• Varenicline- Nicotinic receptor partial agonist

• Combination of NRT with varenicline is the most effective but have greater adverse effects
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Thank You

63



Resources

• Center for Effective practice: 

https://cep.health/clinical-products/alcohol-use-disorder/

• Meta:phi

https://www.metaphi.ca/assets/documents/provider%20tools/RAAM_BestPractices.pdf
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