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National Vital Statistics System
Mortality File

The Opioid Crisis

72,000 OD deaths in 2017 
200/day





• OAT reduces all cause mortality 70%
• Reduces illicit opioid use
• Reduces other drug use
• Reduces criminal activity
• Improves psycho-social function
• Improves mental health
• Reduces HIV and Hep C
• Reduces ED visits and admissions
• Reduces overall medical costs

Treatment (MAT) Works!
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Treatment Gap
Cascade of Care for Opioid Use Disorder
-Williams AR et al Health Affairs 2017



Barriers to Treatment
• Inadequate recognition
• Inadequate access:

• Shortage of Addiction Specialists
• Financial and logistical barriers 
• Leads to missed opportunities

• Challenges navigating complex healthcare systems
• Addiction care is often fragmented from other medical and 

mental health care
• Stigma/misunderstanding



• Getting highseeking escape from suffering, feel “normal”
• Willful misbehavior/moral failingchronic disease
• Criminals to be punished/shamedPersons in need of 

help+care
• OAT as “replacing one addiction with another”highly

effective evidence-based standard of care

Reducing Stigma by Understanding Addiction

OUD
Genetics ACEs/Trauma

Brain/Drug Disconnection/Hopelessness



Treatment Gap by Mainstreaming OUD
Treatment into General Medical Care

• Inadequate recognitionScreen for OUD
• Inadequate access:

• Shortage of Addiction Specialists Treatment by Generalist Clinicians
• Financial and logistical barriers primary care visits, close to home
• Leads to missed opportunities capture reachable moments

• Challenges navigating complex healthcare systems make it 
simple

• Addiction care is often fragmented from other medical and 
mental health care integrate care 

• Stigma/misunderstanding ”treat like any other patient”



Full MU Agonist:

Methadone

Partial MU Agonist:

Buprenorphine

Full MU Antagonist:

Naltrexone

• Naltrexone has the highest receptor BINDING AFFINITY, then buprenorphine, 
then methadone

Medication Assisted Therapy



Intrinsic Activity: Full Agonist (Methadone),
Partial Agonist (Buprenorphine), and 
Antagonist (Naloxone)
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Opioid Agonist Therapy (OAT)
Methadone & Buprenorphine



 “gold standard”

 Reduces use, sociopathy, seroconversion…
 Can’t be prescribed for opiate dependence in clinic- need 

OTP
 Can be dispensed inpt, 3 day rule
 Drawbacks:
Weight gain, brain fog, hypogonadism
Dailyfrequent visits, transportation/availability
for-profit clinics, risk by association
Stigma

Methadone Maintenance



 Partial agonist with high binding affinity
 Slow kinetics
 Less reinforcing
 Reduces withdrawal symptoms
 Reduces craving
 Blocks other opiates
 buprenorphine+naloxone (4:1)
Generic sublingual pills
Suboxone films
Bunavail, Zubsolv, Probuphine (6mo implant), Sublocade

Buprenorphine



Prescribing buprenorphine
 Need a special DEA #
DATA 2000: MDs prescribe after 8 hour course
CARA 2016: PAs and NPs prescribe after 24 hour course (as of 2/27/17)
30 first year, can then apply to go up to 100

 Schedule III- available in pharmacies
 Can prescribe in outpatient setting- PC, psych
Greater access/availability, less stigma

 OK to use in hospital for intercurrent illness  and dispense 3d without 
DEA#



Naltrexone
• Opiate receptor antagonist- Patients must be fully 

detoxed. Helps craving 2 ways
• Oral: No better than placebo, due to poor adherence
• Can work for patients who are 

• highly motivated or legally mandated to be abstinent 
• in closely supervised settings
• milder OUD
• In occupations not permitting OAT: driving, medical…
• Probation: 70% less opiate use, 50% less reincarceration
• Medical personnel

• Injectable monthly form: Vivitrol
• Limited data, low quality studies (Russia, jail)
• No head to head trials with OAT, until….







•4 RCTs comparing primary care based vs 
specialty care based showed better outcomes 
with primary care based treatment
•Treatment retention 86% vs. 67%
•Opioid abstinence: 67% vs. 35%
•Patient satisfaction: 77% vs 38%



Primary Care-Based Models for the 
Treatment of Opioid Use Disorder

-Korhuis et al, Annals 2017

12 models of care examined; conclusions:
Psychosocial services are critical; better if on-site; more 

extensive counseling may not lead to better outcomes than 
brief counseling
Key to success is having a nonphysician “glue person” in the 

integration/coordination role
Tiered care, coordinated with specialty addiction treatment 

services
Education and outreach important to reduce stigma, increase 

uptake and # of waivered MDs
The ideal model of care depends on local factors: expertise 

available, population, proximity to addiction center of 
excellence, reimbursement policies, geographic factors…







 Collaborative Care—Massachusetts Model
Care shared between Rx-r and BHC

 VT hub and spoke model
relationship with addiction treatment program

MA role: UDT/PDMP/BAM/pending prescriptions
MAT visit type
 eDH tools, note templates, guideline

D-H MAT Model



Determining who is appropriate for PC-Bup
Moderate-severe OUD
Acknowledgment and 

motivation
 Severity of addiction
Amount, route
Other substances

 Psychiatric co-morbidities
 Psycho-social 
Drug free housing
Job/school
Supportive relationships



Intake: in-person, team approach
MA: UDT, Pregnancy test, PDMP, BAM
 BHC: 
add detail to intake, complete template
Addiction history, other illicits, sedatives/etoh
Psych co-morbidities
Psycho-social circumstances, motivation

Education about addiction, treatment options
Review rules/expectations: treatment agreement
Choose and document single appointed pharmacy
Discuss counseling options, negotiate a plan, ROI



Intake…
 Prescriber:

Review BHC note, elaborate on issues
Review medical co-morbidities, medications
Physical exam and lab testing
Review consent/Tx agreement- sign
Assessment and Plan
Induction plan
Consider naloxone
Follow-up (MAT appointment) with BHC, Prescriber



Induction: Precipitated Withdrawal



Induction: where?
 Not needed if on Bup (street or other program)
 Home induction (pt instructions)
 In-office induction
 IOP induction



 Try another dose of buprenorphine
 For recalcitrant symptoms:
Acetaminophen/ibuprofen for aches/pains
Loperamide for diarrhea/cramps
Diphenhydramine or trazodone for insomnia
Clonidine 0.1 q 2 hours for severe anxiety/jitters
Promethazine 25mg po q 6 for nausea

If you get called...



Follow-up: Stabilization and Maintenance
 Target dose 12-16 mg/day
Weekly follow-up until “stable”
MA: UDT, PDMP, BAM
 BHC/prescriber:
Assessment of progress and risk of diversion
Assess craving, discuss relapse triggers
Assess psychiatric symptoms
Check in on outside counseling/mutual help
Encouragement/Motivational interviewing
Promote healthy lifestyle, coping skills (MM)

 Random pill/film counts and UDTs



Consent/Treatment Agreement
in eDH consent library: “all locations”



Buprenorphine Smartset









Navigator





Treating pain in pts on bup
• Precipitating relapse by stopping bup
• Tolerance
• Blocking effect of buprenorphine (>95% receptors occupied w/ 

16mg/d)

• Emerging consensus to keep buprenorphine going
• Non opioid pain relief preferred: NSAIDs, SNRI, GP, blocks, 

ketamine
• Raise and split the dose of buprenorphine
• Adding opioids to buprenorphine can add analgesia without 

euphoria
• Po oxycodone
• Fentanyl and hydromorphone (dilaudid) have highest binding capacity
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• Supervised, not observed – trauma informed approach 
• No personal belongings in bathroom aside from cell phone, wallet
• Trash receptacle kept outside of the bathroom, no flushing toilet until 

sample is handed to attendant
• Consider adding coloring agent to toilet water
• Do not send suspicious samples for testing
• If concerned: communicate with the patient, obtain repeat sample.

• Consider checking specific gravity (1.002-1.03) or creatinine (>20mg/dL)

• Oral swabs: more tamper resistant, but generally less reliable 
compared to urine toxicology.

Urine Toxicology Collection



Screening and Confirmatory Tests
39

A common clinical approach:
• Test for a panel of commonly-used substances using screening tests 
• Then to perform confirmatory tests only for positive results whose 

accuracy is important for treatment planning
• Confirmatory testing is not necessary in every case

DuPont et al., 2013
Moeller et al., 2017
SAMHSA, 2012
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• Abuse potential less than full opioid agonists.
• Euphoria in non-opioid dependent individuals.
• Abuse among opioid-dependent individuals is 

relatively low.
• Most illicit use is to prevent or treat withdrawal 

and cravings.
Yokel MA et al. Curr Drug 
Abuse Rev (2011)
Alho H., et al. Alcohol 
Dependence (2007)

Misuse Potential of Buprenorphine



Signs a Patient May Be Struggling
42

• Missed appointments
• Requests early refills of buprenorphine or other meds 

with misuse potential
• Decreased social functioning
• Arriving impaired or inappropriate behavior
• Inappropriate toxicology results
• Tampered urine screens
• Unable to void, or demanding to void immediately
• Calls or reports that the patient is “selling” medication
• Emergency room visits, hospitalizations
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• Address behavior with patient
• Discuss with patient ASAP.
• Verbalize your concerns.
• Be supportive.

• Establish new intensified treatment plan:
• Patient-specific and achievable in your setting.
• Signed agreements.
• Involve patient in the process.

Responding to Patient Struggles
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• More frequent visits
• Buprenorphine dose 

adjustment
• Shortened prescriptions
• Loss of refills
• Team engagement with 

counselor
• Increased counseling: 

Relapse prevention 
groups, individual therapy, 
IOP.

• Clinical team meeting 
with patient

• Psychiatric evaluation
• Residential treatment
• Involvement of social 

services
• Increased provider 

collaboration
• Family/support 

involvement

Revision of Treatment Plan May Include:
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Communication is key: provider to program
•Warm hand-off whenever possible
•Confirm last prescription – consider bridge script
•Support through the transfer process
•Discuss if patient may return for re-evaluation at 
future date

Transferring to Higher Level of Care
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Buprenorphine Outcomes & Retention
Buprenorphine promotes retention, and those who remain in 

treatment become more likely over time to abstain from other 
opioids.

Soeffing et al., 2009



Referral to Tx: Resource website



Doorway/Hubs
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