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#FSHP2017ObjectivesObjectives
1. Differentiate addiction from tolerance
2. Recognize the symptoms of 
addiction/substance use disorder
3. Discuss  available treatment options for 
addiction/substance use disorder
4. Review the role of the pharmacist in the 
management of addiction/ substance use 
disorder

Opioid Treatment Barriers:
Terminology

Detox vs Taper 
Implies toxicity 2017 ANNUAL MEETING
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RISK FACTORS FOR OPIOID USE:
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Chromosome17 
Harbors Opioid 
Dependence 

Genes
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American Society of Addiction Medicine
(ASAM) definition and view of Addiction
“A primary, chronic disease of brain reward, motivation, memory and related 
circuitry”

“A fundamental neurological disorder with a dysfunction in these circuits” 
being reflected in an” individual pathologically pursuing reward and/or relief 
by substance use and other disorders”

“Serious bio-psycho-social-spiritual illness” “specifically addiction involving 
opioid use”

“Characterized by the inability to consistently abstain, impairment in control, 
craving, diminished recognition of problems with behaviors and 
relationships, dysfunctional emotional response”

“Is progressive and can result in premature death

2017 ANNUAL MEETING
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The ASAM National Practice Guideline for the Use of Medications in the 
Treatment of Addiction Involving Opioid Use2015 Sep-Oct;9(5):358-67. 
doi: 10.1097/ADM.0000000000000166
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#FSHP2017Addiction vs. Dependence/ToleranceAddiction vs. Dependence/Tolerance
• DSM-4 TR vs.DSM-5 changes to remove misused terminology, diagnosis, 

billing codes and focuses on treatment

• Allows WHO,NSDUH and SAMHSA to collect statistical data

• DSM-5 Removes the terms “abuse” and “dependence” and merges them 
into the condition of “SUD”

• Both 4 and 5 support the definitions of:

Tolerance: Effectiveness of drug diminishes over time, with regular daily 
or chronic use and/or increased amounts required to maintain effect 

Withdrawal: cessation or reduction in opioid use that  has been heavy or 
long (>several weeks) or administration of antagonist plus 3 or more 
symptoms 

• DSM-5 Continuum on spectrum of severity

References American Psychiatric Association. Diagnostic and Statistical Manual of Mental 
Health Disorders. Fourth Edition, Fifth Edition Washington DC:APA 2000,APA2013

A problematic pattern of opioid use leading to clinically significant impairment or distress, as manifested 
by at least two of the following, occurring within a 12-month period:
1. Opioids are often taken in larger amounts or over a longer period than was intended.
2. There is a persistent desire or unsuccessful efforts to cut down or control opioid use.
3. A great deal of time is spent in activities necessary to obtain the opioid, use the opioid, or recover from 
its effects.
4. Craving, or a strong desire or urge to use opioids.
5. Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school, or home.
6. Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or 
exacerbated by the effects of opioids.
7. Important social, occupational, or recreational activities are given up or reduced because of opioid use.
8. Recurrent opioid use in situations in which it is physically hazardous.
9. Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological 
problem that is likely to have been caused or exacerbated by the substance.
10.Tolerance, as defined by either of the following:
a. A need for markedly increased amounts of opioids to achieve intoxication or desired effect.
b. A markedly diminished effect with continued use of the same amount of an opioid.
***Note: This criterion is not considered to be met for those taking opioids solely under
appropriate medical supervision***
11. Withdrawal, as manifested by either of the following:
a. The characteristic opioid withdrawal syndrome (refer to Criteria A and B of the criteria set for opioid 
withdrawal).
b. Opioids (or a closely related substance) are taken to relieve or avoid withdrawal symptoms.

American Psychiatric Association DSM-5 Criteria for Opioid Use Disorder
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#FSHP2017DSM-5 Current Guidelines Opioid Use disorderDSM-5 Current Guidelines Opioid Use disorder
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Class 2 76 8
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Class 3 84 9
0

References American Psychiatric Association. Diagnostic and 
Statistical Manual of Mental Health Disorders. Fourth Edition, Fifth 
Edition Washington DC:APA 2000,APA2013

Specifiers of Severity of SUD ICD-10
• 305.50 (F11.10) Mild: Presence of 2–3 symptoms.
• 304.00 (F11.20) Moderate: Presence of 4–5 

symptoms
• 304.00 (F11.20) Severe: Presence of 6 or more 

symptoms.

Note: This criterion is not considered to be met for 
those individuals taking opioids solely under 
appropriate medical supervision.
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OPIOID TOLERANCE / DEPENDENCE DEVELOPMENT THEORIES SIMPLIFIED
1. Opioid bind to receptors in the brain causing release of endorphins 

producing Dopamine causing euphoria
2.    In turn, tolerance and withdrawal occur tolerance because the brain 

cells that have opioid receptors on them gradually become less 
responsive to the opioid stimulation and requires more of the opioid

3.    When opioids are not present to suppress the LC brain cells’ enhanced 
activity, the neurons are now releasing excessive amounts of NA, 
triggering jitters, anxiety, muscle cramps, and diarrhea

4. Opioid receptors gradually become less responsive to opioid
stimulation, affecting the mesolimbic reward system – preventing the 
patient from obtaining pleasure from normally rewarding activities 

5. Continued use to prevent feeling sick/withdrawal
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Signs and Symptoms of Opioid Withdrawal
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Signs and Symptoms of Opioid 
Withdrawal
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Timeline of Opioid Withdrawal Symptoms
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History
• The first anti-opium laws in the 1870s were directed at 

Chinese immigrants. The first anti-cocaine laws in the early 
1900s were directed at black men in the South. The first anti-
marijuana laws, in the Midwest and the Southwest in the 
1910s and 20s, were directed at Mexican migrants and 
Mexican Americans

• Harrison Act 1914
• Banning of opioid sales Prohibition of opioid treatment of 

addicts
• 25000 MD’s and Pharmacists lost licenses 1920-1920
• Narcotic Farms Kentucky, Texas set up
• 97% relapse rate even with 5 yr. incarceration
Treatment Improvement Protocol (TIP) Series, No. 43. Center for Substance ... with the Substance Abuse and Mental Health Services Administration 

(SAMHSA), U.S. Department of Health and Human Services (DHHS). Suggested citation 2017 ANNUAL MEETING

#FSHP2017 History
• Nyswander and Dole promote Methadone 

maintenance treatment 1960s
• Methadone clinics 1970 response to heroin epidemics 

and reduction in crime expected
• 1971 Endorphins and opioid receptor discovered. 

antagonists developed. Naloxone, Naltrexone, 
Buprenorphine

• 1971 Nixon War on drugs, stiff penalties, incarceration 
• Establishment of DEA 

Improvement Protocol (TIP) Series, No. 43. Center for Substance ... with the Substance Abuse and Mental Health Services Administration (SAMHSA), 

U.S. Department of Health and Human Services (DHHS).
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From 1898 through to 1910, diamorphine was marketed under the 
trademark name Heroin as a non-addictive morphine substitute and 
cough suppressant.  In 1924, the United States Congress banned its 
sale, importation, or manufacture.  
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Medications to Prevent Opioid Relapse

•Methadone
•Buprenorphine
•Naltrexone
•Depo-naltrexone

No approved medications to help staying off 
stimulants

Currently Unapproved/ not recommended
Detoxification Pharmacotherapies
• Ultra Rapid Opioid Detox-UROD

-opioid antagonist administered under general 
anesthesia 
-diuresis
-opioid antagonist continued x several months
-5,000-$20,000
-High risk
-Few clinical trials supporting use
-No advantage in terms of detox over other methods

• Ibogaine
- psychoactive plant from Africa
-neurotoxic, QT prolongation, bradycardia
-metabolized  via CYP2D6- DDI’s

Treatment  Types & Setting Options
“As important as the choice of medication”
“Least restrictive environment”
• OBOT-level 1 office based treatment
• OTP/MAPS medication-assisted maintenance 
treatment outpatient  “MMTP” level 2

• Detoxification-acute care, partial inpatient, 
intensive outpatient-level 

• Residential
• Therapeutic community
• Transitional Living/halfway houses

2017 ANNUAL MEETING

#FSHP2017 Opioid Treatment Programs (OTP) or 
Medication-Assisted Treatment (MAT)

• Federally regulated 42 CFR 8
Requirements are collaborative in nature
1.Admission protocol
2.Directly observed therapy (DOT) by nurse or pharmacist
3.Open 7 days per week with nurses on site each day
4.Maximum ratio of patients: counselors and/or patients 
5.Services-psychosocial CBT, vocational, educational etc.. 
6.Medical-assessments, annuals, methadone peak/trough
7.Random UDS and ODS monthly
8.Public health-HIV,TB,RPR,HCV testing etc..
9.Medication dosing, administration, take-home privileges
10.Confidentiality 42CFR 2 –separate from HIPAA 2017 ANNUAL MEETING

#FSHP2017
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Regulations Governing Use of 
Methadone for Opioid Addiction 
Can only be dispensed to patients in an accredited specialized comprehensive 
Opioid Treatment Program (OTP or MAPS clinic)

•Layers of regulation Federal regulations DEA 
•SAMHSA 
•Accreditation bodies (e.g. TJC, CARF, COA) 

•State and/or local regulations often exist as well 

•Patient criteria Moderate to severe opioid use disorder 

•18 years old or older 

•Able to provide informed consent 

•Current diagnosis of opioid use disorder, duration > 1 year, unless pregnant or 
recently released/discharged from institutional setting and risk of relapse to opioid 
use is high

2017 ANNUAL MEETING

#FSHP2017 Opioid Treatment Programs (OTP) or 
Medication-Assisted Treatment (MAT)
Safety and Diversion control measures

• State Methadone Authority Database
• Benzo letter
• Release of Information
• E-Forcse PDMP monitoring
• Methadone peak/trough, serum methadone levels (SML)
• Relapse groups-group 4 and group 8
• Clients Rights/Rules/Responsibility  Agreement
• Lockboxes
• Breathalyzers
• 5 hour Observation
• Medication counts/call backs
• Weekly interdisciplinary team meetings 2017 ANNUAL MEETING
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Pharmacology of Methadone   
• Full mu-agonist –oral bioavailability=80%

• Lipid soluble with large volume of distribution leading to tissue build up 

• Peak plasma concentration and effect occurs 2.5 to 4 hours after dose administration 

• Elimination is mostly from hepatic metabolism by CYP450 3A4, 2D6, and 2B6 

• Long elimination half life of 22-40 hrs with wide range (5-130 hrs) 
• Renal and hepatobiliary excretion Animal studies indicate hepatobiliary excretion becomes 

exclusive route in ESRD 
• Doses may need to be reduced in patients with ESRD and cirrhosis but clinical response 

should guide this

• Prevents withdrawal symptoms and “drug hunger” when dosed daily

• Allows normalization of disrupted physiology

• Does not provide a euphoric rush or “high”

• Dose does not correlate to serum levels of effectiveness

not a reliable indicator of opioid addiction severity.  

Complexities of Methadone 
Pharmacology/Dosing
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• Dosed per federal guidelines and COWS-Clinical Opioid withdrawal scale
• Less dose tolerance than other opioids
• Variable hepatic metabolism Multiple medication interactions – CYP450 system 
• Genetic variability 
• Analgesic benefit shorter than respiratory depression and opioid withdrawal suppression 

effect Accounts for limited analgesic effect with once daily dosing for opioid addiction 
• Contributes to respiratory depression risk, particularly in patients with obstructive sleep 

apnea 
• No standard dose titration or equi-analgesic conversion tables to/from other opioids 
• Electrocardiogram changes: QTc prolongation with associated potential for Torsade de 

Pointe arrhythmia 
• Due to tolerance to analgesic effects, patients on methadone maintenance may require 

HIGHER doses of opioid analgesia for acute pain management
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J. C. Ball, November 18, 1988

Methadone Daily dose
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Retention in Treatment Relative to Dose
Relative Risk of Leaving Treatment

80 + mg

60-79 mg

< 60 mg
(Baseline)

Adapted from Caplehorn & Bell
Med J Aust. 1991 Feb 4;154(3):195-9. Methadone dosage and retention of patients in maintenance treatment. Caplehorn JR(1), Bell J. 
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Grönbladh, L., Öhlund, L. S. and Gunne, L. M. (1990), Mortality in heroin addiction: impact of methadone treatment. Acta Psychiatrica 
Scandinavica, 82: 223–227. doi:10.1111/j.1600-0447.1990.tb03057.x 2017 ANNUAL MEETING

#FSHP2017

Epidemiologic Impact of Methadone for 
Opioid Addiction
• Reduces risk of HIV by about six fold 
• Reduces hepatitis C and B transmission 
• Increases rates of employment 
• Reduces criminal activity after 6 months or more of 
treatment 

• Reduces illicit opioid use by 40% to 70% 
• Increases length of life for patients with opioid
addiction 

• Reduces opioid overdose fatality rates by 40-80%2017 ANNUAL MEETING

#FSHP2017 Candidates for methadone maintenance

•Long history of opioid addiction 
•IV route of illicit drug administration 
•Require diversion control procedures 
•Respond to high levels of external daily 
structure 

•Benefit from contingency management 
interventions 

2017 ANNUAL MEETING
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• Question: An NTP patient has been admitted to a hospital for treatment of a medical 
condition other than addiction. Can the hospital supply the treatment medication?

• Answer: Yes. A physician, or authorized hospital staff, may administer or dispense 
narcotic drugs in a hospital to maintain or detoxify a person as an incidental adjunct to 
medical or surgical treatment of conditions other than addiction. [21 CFR 1306.07(c)].

• Question: I am a physician with a patient who is addicted to opioids. How can I treat this 
patient?

• Answer: You may administer opioids to a patient for the purpose of relieving acute 
withdrawal symptoms while arrangements are made to refer your patient for addiction 
treatment, under the following conditions [21 CFR 1306.07(b)]:

• Not more than one day’s medication may be administered or given to your patient at 
one time,

• This treatment may not be carried out for more than three days, and
• This three-day period cannot be renewed or extended.

2017 ANNUAL MEETING

#FSHP2017 DATA 2000: Buprenorphine
Major Paradigm Shift: OBOT vs OTP
• Mechanism of Action: Similar to methadone
• Partial Agonist: Safety Implications
• 12 years of use in USA
• Now, more patients treated with Buprenorphine than methadone
• Some of the same issues developing:
1. Diversion, Misuse, Abuse
2. Dosage
3. Duration
4. Other Drug Use Disorders
5. Access
6. Insurance Coverage, Prior Authorizations

2017 ANNUAL MEETING
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Buprenorphine
Buprenorphine/Naloxone
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Buprenorphine
Buprenorphine/Naloxone
• OBOT or OTP/MAPS
• Must be in withdrawal
• Methadone 30-60mg approximately= 
Buprenorphine 8mg

• Dosing and partial mu-receptor blockade
• OBOT-no requirement for psychosocial 
counseling or 12-step program

• Expense of medication
• Good for tapering 2017 ANNUAL MEETING
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For people who are not addicted to or dependent on opioids, the effects of partial 
(buprenorphine) and full (methadone) agonists are indistinguishable. However, at a 
certain point, the increasing effects of partial agonists reach maximum levels. For this 
reason, people who are dependent on high doses of opioids are better suited to 
treatment with a full agonist, such as methadone.

-Addiction Treatment Forum: http://atforum.com/2013/02/buprenorphine‐vs‐methadone

Buprenorphine Methadone Heroin
Partial opioid agonist Full opioid agonist Full opioid agonist
Long half-life (24 to 60 hours) Long half-life 

~ 24 hours for opioid-tolerant
~ up to 55 hours in opioid-naive

Short half-life (2 to 6 minutes)
Morphine’s half-life is 1-5 hours

Ceiling effect/Plateau of efficacy;
good safety profile

No ceiling effect (useful in 
patients dependent on high 
doses of opioids)

No ceiling effect
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Naltrexone
Approved by FDA in 1984 (oral) and 2010 (long-acting injectable Vivitrol) 
•Blocks opioids without agonist effects; incompatible with ongoing illicit 
opioid abuse. No tolerance or withdrawal develops. 
•Oral form taken daily (50 mg) vs. monthly (380 mg) IM injection; 
•Serum level of 2 ng/ml provides effective blockade against 25 mg IV 
heroin effect
•Effective  for ETOH also
•Induction onto naltrexone requires abstinence for 5-7 days from heroin, 7-
10 days from methadone
•Adherence has historically been poor with oral naltrexone.
•Injection naltrexone avoids the need for daily adherence and improves 
retention

2017 ANNUAL MEETING

#FSHP2017 Safety Concerns with Naltrexone
• Patient selection
• It is expected that 50% of patients will test the blockade. 

Sporadic testing 1-3 times early in course of treatment should 
lead to extinction. 

•Repeated consecutive testing (blocked use) later in treatment 
heralds unblocked use; requires more frequent visits, increased 
therapy, monitored ingestion of oral naltrexone, etc. 

•Naltrexone protects against overdose, but discontinuation 
poses risk because of lost tolerance. 

•Consider transition onto agonist to decrease risk of overdose if 
patient is unable to comply with naltrexone or to stop using vs. 
agonist first

2017 ANNUAL MEETING
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Which works best?
•Both suboxone and methadone 
decrease risk of relapse

•Methadone has a slightly higher 
retention rate.

•Naltrexone also decreases the risk of 
relapse, but more people drop out of 
treatment on naltrexone versus 
suboxone and methadone.

2017 ANNUAL MEETING

#FSHP2017 Stigma of Methadone &Buprenorphine 
Maintenance
“You Are Not in Recovery”
• Many providers insist on total abstinence, as a criterion 

for “recovery.” This issue often becomes one of 
ideology rather than science. A methadone or 
buprenorphine maintained patient, with no use of illicit 
or non-prescribed drugs, negative UDS’s, attending to 
personal, family, work, and community responsibilities, 
should be considered to be in “recovery” or 
“remission”

• There are patient groups, such as the National Alliance 
of Methadone Advocates 2017 ANNUAL MEETING
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Stigma of Methadone &Buprenorphine 
Maintenance
“Substituting one addiction for another”
• A clear distinction should be made
between physical dependence and addiction.
Methadone and buprenorphine maintained 
patients,
with negative UDS’s, and no other criteria for opioid
use disorder, are physically dependent, but not
addicted to the medication.
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ASAM, Buprenorphine, Methadone, Module Mar 27, 2015Stigma in Methadone 
and Buprenorphine Maintenance TreatmentEdwin A. Salsitz, M.D., FASAM

Stigma of Methadone &Buprenorphine 
Maintenance
“People will be on methadone forever.  They have no motivation to quit “ 
• While it is true that some patients may be on methadone for a long term 

basis, this is an individual decision and based on several factors:  
concomitant medical issues, motivation for change, positive changes in 
recovery environment and maladaptive behaviors, strong support system, 
dose stability.  Methadone alone will not “cure” addiction.  It is a 
supplement to other behavioral and cognitive changes that must occur 
to sustain recovery.  As with all other types of treatment modalities, some 
patients are motivated for change and others are not.  At the very least, 
while in treatment, our patients are no longer spreading disease and 
robbing you to support their addiction.  They become productive 
members of society.
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ASAM, Buprenorphine, Methadone, Module Mar 27, 2015Stigma in Methadone 
and Buprenorphine Maintenance TreatmentEdwin A. Salsitz, M.D., FASAM

Stigma of Methadone &Buprenorphine 
Maintenance
“Why Not Taper Off?”
• Numerous studies over the last 50 years, comparing 

methadone maintenance to tapering, have 
consistently demonstrated that relapse is the rule. 
Relapse rates reported are generally in the 80—100% 
range over time. Similar rates of relapse are now 
reported comparing buprenorphine maintenance to 
tapering.

• Of particular note was the decrease in IVDU’s 
seropositive for HIV 
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ASAM, Buprenorphine, Methadone, Module Mar 27, 2015Stigma in 
Methadone and Buprenorphine Maintenance TreatmentEdwin A. Salsitz, 
M.D., FASAM
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ASAM, Buprenorphine, Methadone, Module, Naltrexone, Practice Issues/Administrative Sep 30, 2014MAT in the OTP Setting: 
Integrating the Three Approved Medications (Methadone, Buprenorphine, ER Naltrexone)
Kelly J. Clark, MD, MBA
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SB 758/HR751  Emergency Treatment for 
Opioid Overdose Act 2015
• Practitioner may prescribe in to patient or caregiver
• Pharmacist may dispense to patient or caregiver
• Patient/caregiver may store, possess and in an  emergency 

situation where physician is not immediately available, 
administer to a person                believed in good faith to be 
experiencing an opioid OD “regardless of whether that person 
has a prescription for an emergency opioid antagonist”

• Emergency responders, including, but not limited to law 
enforcement officers, paramedics, and emergency medical 
technicians, are authorized to possess, store, and administer 
emergency opioid antagonists as clinically indicated.

2017 ANNUAL MEETING

#FSHP2017 SB 758/HR751  Emergency Treatment for 
Opioid Overdose Act 2015
• Create FS 381.887 
• Education piece scrapped
• Emergency Treatment for Opioid Overdose:
• "Emergency Treatment and Recovery Act“

• Authorizes certain health care practitioners and pharmacists to prescribe and 
dispense an emergency opioid antagonist to a patient or caregiver under certain 
conditions

• authorizing storage, possession, and administration of an emergency opioid 
antagonist by a patient or caregiver and certain emergency responders

• providing immunity from liability
• providing immunity from professional sanction or disciplinary action for certain health 

care practitioners and pharmacists, under certain circumstances; providing 
applicability that a duty or standard of care is not created by the section, etc. 

2017 ANNUAL MEETING
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flsenate.gov Session 2015
CS/CS/SB 758: Emergency Treatment for Opioid Overdose

2017 ANNUAL MEETING

#FSHP2017 Healthcare/Law Enforcement Barriers & 
Objections
• Moral Hazard- increases drug use “condones” use
• Safety Net- supports riskier behavior/overuse of meds-

”green light” “designated shooter”
• End User- false sense of security-fear 911
• Insufficient Training/knowledge of lay responder/drug user
• Not a stand alone solution- may prevent or deter 

individuals requiring medical support
• Short acting naloxone vs long acting opioid
• Liability concerns for adverse outcome or third party 

administration
2017 ANNUAL MEETING
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Naloxone 
Outcomes
• 2012 CDC MMWR survey:

• 48 responders covering 188 programs

• 53,000 patients received training and naloxone distributed  (1996-2010)  

• 10,171 opioid reversals through 6/2010

• 19 studies included (14 cohort)

• 9165 participants

• 1,949 reported rescues/ 83-100% survival rates

• 80% reported witnessing at least 1 OD in their lifetime and 49% reported 
overdosing in their lifetime

• 29-100% reported calling EMS after use of naloxone

• New programs have started in the past 1-2 years/statistics are not available.

Systematic Review J.Addict Med 6/2014 Review of Opioid Overdose Prevention Programs:
2017 ANNUAL MEETING

#FSHP2017 Pharmacist Role
Knowledge bridging the gap
• Addiction is a chronic disease. For some patients indefinite 

pharmacologic treatment will provide the best outcome. This is 
no difference from other common chronic disorders such as 
hypertension and T2DM

• Avoid stigmatizing/judging language
• Treatment decisions should not be ideologically driven
• All treatments work for some, no one treatment works for all
• Recognize the signs and symptoms of substance use disorder
• Educate our colleagues and patients about opioid use disorder 

and medication-assisted treatment
• Form relationships and referrals to area SUD providers –
• Develop a local resource list 2017 ANNUAL MEETING

#FSHP2017
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Pharmacist’s Role
• Co-prescribe/promote naloxone RX to appropriate 

patients
• Consider naltrexone depot prior to  acute care 

discharge
• Keep in mind drug seeking behavior can indicate 

untreated SUD
• In outpatient setting do not avoid or refuse to fill Rx’s 

without discussion to clarify concerns as this does not 
resolve potential diversion and can deny a patient 
necessary medication

• SUD treatment decreases hospital readmissions/ED 
visits

• Your intervention may save a life
• SAMHSA  link to OTP’s and  Buprenorphine providers 2017 ANNUAL 

MEETING

#FSHP2017 Florida’s Opioid State Targeted Response Project ‐
Summary

The goals and objectives identified in DCF’s plan are:

Goal 1: Reduce numbers and rates of opioid‐related deaths.

Distribute at least 10,000 naloxone kits to treatment providers per year.

Train at least 300 individuals on overdose prevention and naloxone per year.

Goal 2: Prevent prescription opioid misuse among young people.

Increase the number of evidence‐based life skills training programs implemented in schools 

within rural counties.

Goal 3: Increase access to MAT among individuals with opioid use disorders.

Increase the number of providers implementing MAT

Increase the number of DATA 2000 waived physicians in Florida

Increase the number of individuals with opioid use disorders treated with buprenorphine.

Increase the number of people who receive recovery support services.

Goal 4: Increase the number of individuals that are trained to provide MAT and recovery 

support services for opioid use disorders.

The Florida Alcohol and Drug Abuse Association will conduct at least 4 training events per 
year.

The Florida Certification Board will conduct at least one training event per year.
The Peer Support Coalition of Florida will conduct at least one training event per year.
Behavioral Health Consultants will conduct at least 5 training events per year. 2017 ANNUAL MEETING

#FSHP2017

Name   Service   Rate   Cost Year 1  

CPGSI   PBPS Expansion   $20,000 per year   $20,000  

To Be Selected   Prevention Evaluator   $10,000 per year   $10,000  

To Be Selected  
School‐based Life Skills 

Training in Rural Counties  
$420,000 per year   $420,000  

To Be Selected   Naloxone Kits (25,000)   $1,725,000 per year   $1,725,000  

To Be Selected  
Hospital‐based 

Buprenorphine Induction  
$300,000 per year   $300,000  

Managing Entities  
Behavioral Health 

Consultants (x6)  
$600,000 per year   $600,000  

FADAA   Vivitrol Expansion   $3,795,787 per year   $3,795,787  

FADAA  
MAT Prescriber Peer 

Mentoring  
$365,182 per year   $365,182  

FADAA   MAT Training Series    $40,400 per year   $40,400  

FADAA  

Blended Learning Approach 

for Child Welfare and 

Courts  

$345,776 per year   $345,776  

FEI Systems   ASAM CONTINUUM Pilot   $1,014,240 per year   $1,014,240  

Peer Support Coalition of 

Florida  

WRAP and Peer Support 

Services Training  
$50,000 per year   $50,000  

Florida Certification Board  

Peer Training on CQI and  

Best Practices in Recovery 

Support  

$50,000 per year   $50,000  

Managing Entities   MAT Services   $17,787,239 per year   $17,787,239  

Total Contracted Services    $26,523,624  
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Gayle G. Callahan, CPH,Pharm.D, BCPP
Director of Pharmacy Services
Operation PAR Inc.

Contact Info:
gcallahan@operpar.org
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