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Opyaviouoc KpaTikwyv YInpeolwy YYEiag

Ocpancia Tnc Aiarapaxinc Xpnongc OmiocIdwy He PAPHAKEUTIKNA
urroPponOnon pe urokaraorara owiocidwv: H Kumpiakn eureipia

Aaunpoc Zapaptlng MD PhD, WuxiaTpoc,
Yrnpeoiec Yuxikng Yyeiac - OKYnY
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O¢epancia (opiopoc): ’r

H pPeAtiwon Tnc YuxikKNG, owHATIKAC /KAl KOIVWVIKAC
AEITOUPYIKOTNTAC TOU aoBevoug,

* WC amoTEAEOHA OUYKEKPIHEVNCG OepaneuTIiKNG apEupaonc n

e oguvduaopoU OepaneuTiKWy TapeHPaoccwyv
* (PAPHAKEUTIKWY,
« YuxoOepaneuTiIkKWY N/Kai
* KOIVWVIKWY TapeUPAcCEWY.




Omwiocidn v

« Méxpl To 2007, otnv KUmpo dev utthpxe Bepameia pe utokatdorara otmiocidwy (OST).

* H povn diaBéaipun Bepameia ATav o1 OepamMeUTIKEC KOIVOTNTEC TTPOOavaToAIGUEVEG OTRV TTARPN
aToxXn amo Td OTIOEION.

« Tov AuUyouaTo Tou 2007 davoie otn Acukwaia n TpwTn Hovdda Bepameiag¢ utokaTdoTaocng
omiocIdWy, pe Tnv ovopaaia "I épupa”.

« H povada Eekivnoe pe apiBpo 13 acgBevwv 1o 2007, o1 omroiol aunBnkav oe 32 To 2011 kai o¢
84 1o 2017.

Kévtpo Ynokataotdtwv Asukwoiag "FTEQYPA", acBeveic

ava €1og
87
8
76
64 I |
2014 2015

| | 1 | I
« To mpoypappa Meiwong BAapng "TE®YPA™ petd 1o 2011 £yive oTadiakd «xapnAng oudou», pe Pdon d1eOvA
TEKUNPiwaon vid KAAUTEPN ATTOTEAEOHATIKOTNTA.
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Advances in the treatment of substance use disorder in Cyprus L Samartzis - BJPsych International, August 2018



Omniocidn

« To mpoypappa Meiwong BAapng "TE®YPA™ petd 1o 2011 £yive oTadiakd «xapnAng oudoUs, pe
Pdon 01eOvn Tekunpiwaon yia KAAUTEPN ATTOTEAEOHATIKOTNTA.

* Ta KAIVIKA XapadKTNPIOTIKA TTOU epappooThkav otadiakd oto mpoypappa OST mepiAappdvouv

Meiwon “auoTtnpoTnTac , KATdpynon ~OepaTeUTIKWY KUPWOEWY

AUEnon Tn¢ TpoapacigdTNTAC WOTE va amoPeUyovTdl ol AioTeC avapovAg,

Xphon e€aTtopiKeUPEVWY OepATTEUTIKWY ETTIAOYWY OXETIKA HE TNV £TIAOYA TTApePPATEWY Kal
Tnv TITAoTtoinon Thg déoncg,

O1 YuxoKoIVWVIKEG TTApEeUPATEIC £yIvav TIPOAIPETIKES

EueAifia otn didpkeia Oepateiac

2. xe01aopoc Bepameiag emkevrpwpévoc ath Meiwan Thg BAAPng kai 6x1 otnv ARpn
amoxn,

‘Eugaon otn diathpnon ato mpoypappa acbeviiv XapnAhg ocuvepyaciac/ouppopewang

(3nA 600ou¢ TAoxouv Kai amd diatapaxh TPOOWTIKOTNTAC K/Kal AAAEC oUVVOOUPOTNTEC).
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Opioid substitution therapy: Lowering the treatment thresholds.Kourounis G, Richards BD, Kyprianou E, Symeonidou E, Malliori MM,
Samartzis L. Drug Alcohol Depend. 2016 Apr 1:161:1-8



2 nuavTikéc Néeg Tlpooeyyioeic

* Meciwon auvotnpoéTntac (Beparncia Kai 0X!I CWPPOVITHOC)

« AiydTepo auaTnpd OepaneuTikd mAdicio (Hovo OeTikn evioxuon positive reinforcement)

« XaAdpwon vopoOeaiac

« Oc¢pancia avri woIvA¢ o€ adiknuarta mwou oxeTilovral apeoa pe Tnv umrooTnpién TNG Xpnong

« Aev apkei n yuxoBepaneia - Aev apkei Hovo To pappako

* Meciwon oTiypartog yia auvénon mpooPaciyoTnTac

« GDPR oepaopoc, avotnpn Thpnon

« Koivwviko Kparoc (oTéyaon, voHikn mpooTtacia, emidopata, EEE, emayyeApatikn urooTtnpi€n)

* Néa @appaka - TTAoupaAiopoc:
*  MeOBadovn
* Boumpevopwyivn
« Boumnpevopyivn + NaAofovn
* Naloxone (Nyxoid 1.8mg IN)
* NaArpe€ovn
*  Mopyivn Retard
« Heroin Replacememt Treatment, HRT

* Néec dopéc:
*  MegBadovn
« Drug Consumption Rooms
« (TTapavopa vapKwTIKA, VOIHN dopn, XpNon Umo «emiTRpNON>)

Opyaviopdg Kpatikwv Ynnpeoiwv Yyeiag






NYXOID 1,80 naloxon/nalokson
& Enkeltdosis nasespray til overdosis & Ma ikke testes
af opioider (som f.eks. heroin)

# Enkeltdose nesespray mot

forb
@ Skal Ii'll(?e testes far

rdose (slik som heroin) bruk

) ==

« Ring etter ambulanse
« Ring efter ambulans

@ Endos nasspray vid dverdosering @ Testainte fore
av opioider (t.ex, heroin)

anvandning

person

ned. Vip

{ hovedet

tilbage
« Legg pasienten ned.

Bey hodet bakover

o Ligg patienten ned.
Luta huvudet bakat

# Legg i stabilt sideleie
« Ligg patienten i
framstupa sidolage
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Ingen forbattring? Anvénd den andra sprayflaskan
minuter
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Opioid substitution therapy as a
strategy to reduce deaths in prison:
retrospective cohort study

Sarah Larney,"? Natasa Gisev,' Michael Farrell,’ Timothy Dobbins,?
Lucinda Burns,’ Amy Gibson,* Jo Kimber," Louisa Degenhardt’-®

ABSTRACT

Objectives: To describe deaths in prison among
opioid-dependent people, and examine associations
between receipt of opioid substitution therapy (OST)
and risk of death in prison.

Design: Retrospective cohort study.

Setting: Adult prisons in New South Wales (NSW),
Australia.

Participants: 16 715 opioid-dependent people who
were received to prison between 2000 and 2012.
Interventions: Opioid substitution therapy.

Primary outcome measures: Natural and unnatural
(suicide, drug-induced, violent and other injury) deaths
in prison.

Results: Cohort members were in prison for 30 998
persan-years (PY), during which time there were 51
deaths. The all-cause crude mortality rate (CMRY) in
prison was 1.6/1000 PY (95% Cl 1.2 to 2.2/1000 PY),
and the unnatural death CMR was 1.1/1000 PY (95%
Cl 0.8 to 1.6/1000 PY). Compared to time out of OST,
the hazard of all-cause death was 74% lower while in
0ST (adjusted HR {AHR): 0.26; 95% CI 0.13 to 0.50),
and the hazard of unnatural death was 87% lower
while in OST (AHR: 0.13; 95% CI 0.05 to 0.35). The
all-cause and unnatural death GMRs during the first

4 weeks of incarceration were 6.6/1000 PY (95% ClI
3.8 to 10.6/1000 PY) and 5.5/1000 PY (95% Cl 2.9 to
9.4/1000 PY), respectively. Compared to periods not in
OST, the hazard of all-cause death during the first

4 weeks of incarceration was 94% lower while in OST
(AHR: 0.06; 95% CI 0.01 to 0.48), and the hazard of
unnatural death was 93% lower while in OST (AHR:
0.07; 95% CI 0.01 1o 0.53).

Conclusions: Mortality of opioid-dependent prisoners
was significantly lower while in receipt of OST.

Strengths and limitations of this study

= This study is based on a large, statewide cohort
with  mortality outcomes determined via
population-based registries.

= Cohort members were not randomly allocated to
treatment.

= Data regarding onset of opioid dependence and
current opioid dependence were not available.

Unnatural deaths in prison are of particu-
lar concern due to their preventable nature.
Unnatural deaths include suicides, violent or
drug-induced deaths and other injury-related
deaths. Studies in developed countries have
found that unnatural deaths comprise 48—
59% of all deaths in prison, with suicide
being the most common cause of unnatural
death.”™ These figures sug; considerable
opportunities to reduce unnatural deaths in
prison.

Opioid-dependent  people commonly
experience imprisonmu’:nt,G and there are
several believe that opioid-
dependent prisoners may be at particular
risk of unnatural death in prison. Drug with-
drawal has been implicated as a possible
trigger for suicide in the first days of incar-
ceration.” Additionally,
obtained opioids while in prison” carries
with it the risk of overdose. To the best of

reasons to

use of illicitly
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JAMA, 2015 Apr 28:313(16):1636-44. doi: 10.1001/jama.2015.3474. JAMA e M

Emergency department-initiated buprenorphine/naloxone
treatment for opioid dependence: a randomized clinical trial.

Fiellin DA®,
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Abstract
IMPORTANCE: Opioid-dependent patients often use the emergency department (ED) for
medical care.

OBJECTIVE: To test the efficacy of 3 interventions for opioid dependence: (1) screening
and referral to treatment (referral); (2) screening, brief intervention, and facilitated referral
to community-based treatment services (brief intervention); and (3) screening, brief
intervention, ED-initiated treatment with buprenorphine/naloxone, and referral to primary
care for 10-week follow-up (buprenorphine).

CONCLUSIONS AND RELEVANCE: Among opioid-dependent patients, ED-initiated
buprenorphine treatment vs brief intervention and referral significantly increased
engagement in addiction treatment, reduced self-reported illicit opioid use, and decreased
use of inpatient addiction treatment services but did not significantly decrease the rates of
urine samples that tested positive for opioids or of HIV risk. These findings require
replication in other centers before widespread adoption.




Table 3. Opioid-free Treatment of Opioid Withdrawal.*

Medicationy Target Symptoms Dose::
a;-Adrenergic agonist

Clonidine (Catapres)| Increased pulse rate and blood pres-  0.1-0.2 mg orally every 4 hr up to 1 mg/day; hold dose if blood
sure, anxiety, chills, piloerection pressure <80 mm Hg systolic or <50 mm Hg diastolic; by
day 5, start to decrease dose by 0.2 mg/day

Clonidine patch Increased pulse rate and blood pres-  The patch is an alternative for patients 100-200 Ib (45.4-90.7 kg),
sure, anxiety, chills, piloerection with oral dose augmentation, but few data are available

Benzodiazepine
Temazepam (Restoril) Insomnia 15-30 mg orally at bedtime
Diazepam (Valium) Anxiety 2-10 mg orally as needed every 4 hr, up to 20 mg/day

Gut-acting opioid: loperamide Diarrhea 4 mg orally initially, then 2 mg as needed for loose stools, up to
(Imodium) 16 mg/day

NSAID: naproxen (Aleve) Bone, muscle, joint, or other pain 500 mg orally twice daily as needed (take with food)
Antiemetic
Prochlorperazine (Compazine) MNausea and vomiting 5-10 mg orally every 4 hr as needed

Ondansetron (Zofran) Nausea and vomiting 8 mg orally every 8 hr as needed

* A physical examination should be performed, and abscesses from injections and related conditions should be treated. Human immunodefi-
ciency virus infection, hepatitis, and other infections should be ruled out or treated. The patient should be screened for his or her willingness
to participate in a rehabilitation program. NSAID denotes nonsteroidal antiinflammatory drug.

T Medications are administered according to symptoms; not all medications are administered to every patient. Also, there are few definitive
data indicating that any drug of a class (e.g., naproxen as an example of an NSAID) is superior to any other drug of the class. The medica-
tions listed are examples of only one possible medication. Data are from Kowalczyk et al.** and Gowing et al.*

I Doses are approximate.

f Clonidine is used on an off-label basis for opioid withdrawal. Tizanidine (Zanaflex) is an alternative a;-adrenergic agonist cited in the litera-
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2 mg per day) has been used.

Treatment of opioid-use disorders MA Schuckit, New England Journal of Medicine, 2016




Table 4. Treatment for Symptoms of Opioid Withdrawal with the Use of a Taper with Long-Acting Opioid Agonists
or Partial Agonists.*

Step Oral Methadone Sublingual Buprenorphine

Preparation Perform physical examination Perform physical examination. Administer bu-
prenorphine approximately 12—48 hr after
most recent opioid use and while patient
is having early withdrawal symptoms (e.g.,
score =10 on the Clinical Opiate Withdrawal
Scalet)

Initial dose If patient is participating in a metha- 4-8 mg
done program, verify dose; start
taper 10 mg below that level; if pa-
tient is not participating in a meth-
adone program, start at 10-30 mg
administered in divided doses

Stabilization at effective 7-14 days 2-5 days
dose

Taper Administer 10-20% of initial dose Decrease dose to 0 by reducing dose 10-20%
every 1-2 days over 2-3 wk or more every 1-2 days over 2 wk or more

* To ensure the patient’s health and to relieve withdrawal symptoms, a long-acting opioid agonist or partial agonist can
be administered and then slowly tapered. If possible, the patient should be cared for in an inpatient or outpatient reha-
bilitation program. All doses are approximate for an average patient and vary according to the patient’s condition and
additional medications. It is very important to check the patient 1 to 3 hours after the medication is administered in
order to adjust the dose and avoid doses that are too high or too low for the individual person.

T Scores on the Clinical Opiate Withdrawal Scale range from 0 to more than 36, with higher scores indicating a greater
severity of withdrawal.

Treatment of opioid-use disorders MA Schuckit, New England Journal of Medicine, 2016
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O ap1Buoéc¢ Twyv xpnoTwy omioeldwy uynAoU Kivouvou othv KUttpo ekTipdTal 011 dev utteppaivel Toug 1200.

To 2018, 209 amé Toug 1168 xpnoTec omoUxwyv uynAou KivoUvou PpiokoOTav UTTO BepaTteia UTTOKATACTACNG
omocidwyv (OST).

O péooc ap1Buoc Twyv BavdTwy Tou TTpokaAoUvTtal amé Ta vapkwTika oThv KUttpo eival 8 avd £vog.
Mepikoi amé autoucg - oxedov o1 9 amd Toug 10 - apopolv véoug avopeg IV xpnoTeg omiocidwv.
AUTOC 0 ap1Bpuoc BavdTtwy Tou oxeTiCovral ge omiocldn, TepiAappaver.

* Td TTapdAvopd oTIoEIdN,

* TNV EKTPOTIN TWV VOUIPHWY oTiocidWY atod 1dTPIKA Yid Yuxaywyikn Xpnon, kabwge kai
* Td VOUIUa cuvTayoypd@oUpeva omiociON yid 1dTpIKA XpAon.



THE DRUG PROBLEM IN CYPRUS AT A GLANCE
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4.3 % :

«

[
) Cannabas, 53 %
1.9 % @ Amphetamines, 7 %
- Cocaine, 15 %
& Heroin, 14 %

E%
Female Male & Other, 12 %

Opioid substitution treatment
clients

MDA 0.3% 209

Armphatamings 0.1 %
Cocalne 0.4%

g sk opoi vsers
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245
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AvaBswpnon Tou emioTnHovikoU wAdigiov Ymokaraotatwyv - Konpog 2018

Ovopaocia dopwyv: «Movddec pappakeuTika uttoponBoupevng Bepameiac ThG e€dpTNONG HE XPHON UTTOKATACTAT

OTTIOEIdWV»

EupaBuvon otov 6po Meiwaon BAApNnc

2. upTtEpiANYN avnAikwy Kail eyKuwv

Aev diakémTeTal To take home dTav eivalr OeTikO¢ oe dAAN ouaia av dev uttdpx el EkANAOC KAIVIKOC AdyoC

2 € Kapid mepimtwon 8¢ Oa diakomTovTal Ta Ydppaka (take home) xwpic 1atpiki odnyia (To take home civai
Hépo¢ TnG ouvtayoypdenong). O Kivduvog améd Th d1akoTh cival HeydAoc.

E€aTopikeupévn tpooéyyion

Aev xpnoipoTmoloUpe Ta @dpHaka w¢ oUHTIEPIPOPIKO epyaAcio (T yia emiPppdpeuon)

Buprenorphine 8a pmopoloe va xophyeital kateuBeiav pe ouvtayn amoé 1o gappakeio (dnpoaio A 1ISIWTIKO)
peIWvovTag Katd oAU To KOOTOC ThG TAPEXOHEVNC UTthpeaiag Kal auédvovtacg Thy mpoopacipotnta (avdAuon

KOOTOUC EKKPEUEI)



Meuropsvchiatr Dis Treat. 2014 Apr 7;10:587-588. eCollection 2014,

Utilizing buprenorphine-naloxone to treat illicit and prescription-opioid dependence.
Mauger 87, Fraser RZ, Gill K2,

Author information

Abstract
OBJECTIVES: To review current evidence on buprenorphine-naloxone {(bup/nx) for the treatment of opioid-use disorders, with a focus on strategies for

clinical management and office-based patient care.

QUALITY OF EVIDENCE: Medline and the Cochrane Database of Systematic Reviews were searched. Consensus reports, guidelines published, and
other authoritative sources were also included in this review. Apart from expert guidelines, data included in this review constitute level 1 evidence.

FINDING 5: Bup/nx is a partial g-opioid agonist combined with the opioid antagonist naloxone in a 4:1 ratio. It has a lower abuse potential, carries
less stigma, and allows for more flexibility than methadone. Bup/nx is indicated for both inpatient and ambulatory medically assisted withdrawal
(acute detoxification) and long-term substitution treatment (maintenance) of patients who have a mild-to-moderate physical dependence. A stepwise
long-term substitution treatment with regular monitonng and follow-up assessment is usually preferred. as it has better outcomes in reducing illicit
opioid use, minimizing concomitant risks such as human immunodeficiency virus and hepatitis C transmission, retaining patients in treatment and
improving global functioning.

CONCLUSION: Bup/nx is safe and effective for opioid detoxification and substitution treatment. lts unique pharmaceutical properties make it
particularly suitable for office-based maintenance treatment of opioid-use disorder.

KEYWWORDS: Suboxone, Zubsoly, clinical management, methadane, opiate detoxification, opiate substitution
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H Meiwon BAapng dev eivai poypappa oUte mapéuPpaon:

Eivai yevikeupévn Oepaneutikn wpootyyion (approach),
oV mpEnel va dlaxEel KaBe OepameuTIKO TPOypAUHa Kal

KaOe OepamneuTikn rapEuPaon.






