Buprenorphine Training Activity
v5.0b [2019-04-01]

CONTENT FROM
BUPRENORPHINE TRAINING
https://bup.clinicalencounters.com/

This Booklet Is A Reference For Participants In Our Online Buprenorphine
Training
It Does Not Constitute The Educational Activity
Development of this content was funded by grant #R44DA12066, contract #HHSN271200655304C,
contracts #HHSN271200900003C and Grant #1R44DA027245-01, from the National Institute on
Drug Abuse (NIDA) at the National Institutes of Health.
The contents are solely the responsibility of the authors and do not necessarily represent the
official views of NIDA. Ongoing development and maintenance is funded by the training fee and
Clinical Tools, Inc. No commercial support is received.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Buprenorphine Training Activity
v5.0b [2019-04-01]

Content From Buprenorphine Training

CONTENT FROM BUPRENORPHINE TRAINING
Educational Objectives:
After completing the complete online learning activity at https://bup.clinicalencounters.com/ participants will be
able to:
•

Expand your practice to comply with the regulations and requirements of office-based buprenorphine
treatment so that you can prescribe buprenorphine to your patients when appropriate

•

Relate buprenorphine's pharmacological properties to its drug effects and understand the physiological
effects of opioids and opioid treatments on patients

•

Identify, assess, and diagnose opioid use disorder in your patients

•

Use medical and substance use disorder history information to assess your patients in terms of
suitability for treatment with buprenorphine

•

Provide effective and successful treatment to your patients throughout the phases of buprenorphine
treatment: induction, maintenance, and discontinuation, and deal with complications that arise

•

Assess and adapt treatment guidelines to best treat your patients from specific patient populations,
including those with psychiatric comorbidities, adolescents, the elderly, pregnant women, methadone
transfers, and patients with pain

•

Prescribe, refer, or implement appropriate psychosocial therapies for treating opioid use disorder for
your patients

Educational Content
This booklet contains contents from the following PDFs presented as part of the online training program at
bup.ClinicalEncounters.com.
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

About This Training Activity
Planning to Add Buprenorphine to Your Practice
Implementing Buprenorphine in Your Practice
Impact of Opioid Use Disorder
Screening and Detection of Opioid Use Disorder
Diagnosis of Opioid Use Disorder
Assessing Patients for Buprenorphine Treatment
Opioid Medications
Buprenorphine Formulations
Induction - Initiating Buprenorphine Treatment
Maintenance and Discontinuation
Pregnancy, Young Adults, Methadone Patients, and Other Populations
Problematic Behavior
Federal Laws and Regulations
Resources
References
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ABOUT THIS TRAINING ACTIVITY
This buprenorphine training activity prepares providers to prescribe buprenorphine safely and
effectively to address the needs of the millions of Americans with opioid use problems.
Buprenorphine is a safe and effective treatment for opioid use disorder that offers patients a
more widely available, accessible, convenient treatment option.
Federal law describes which healthcare providers can prescribe buprenorphine in an office setting
and the number of hours of training required. The DATA 2000 law allows physicians to complete
an 8-hour equivalent training activity to become qualified to prescribe buprenorphine. This
activity does not meet that requirement and is only to be used as supplementary training.
As of the 2016 CARA law, nurse practitioners and physician assistants can complete a 24-hour
program. This activity does not meet that requirement and is only to be used as
supplementary training.
As of the 2018 SPCA law, clinical nurse specialists, certified registered nurse anesthetists, and
certified nurse midwives are also qualified to prescribe buprenorphine. This activity does not
meet that requirement and is only to be used as supplementary training.

Professional Practice Gaps
Data from the National Survey on Drug Use and Health and CDC confirms that the opioid epidemic
continues to be a major problem 1:
•

11.8 million or 4.4% of the American population age 12 and over misused prescription pain
reliever (includes any non-medically supervised use) 1

•

Past year heroin use rose from 2013 to 2016 to an all-time high rate 948,000 1.

•

In 2016, 63,600 drug overdose deaths involved an opioid, either prescription or heroin 2.

Despite the demonstrated effectiveness of buprenorphine in treating opioid use disorder, only
around 6% of U.S. physicians are waivered to prescribe buprenorphine for office-based treatment
of opioid use disorder (SAMHSA, 2017). Physicians are likely to encounter patients having this
disorder due to the size of the opioid epidemic: 11.8 million people aged 12 or older engage in
misuse of pain relievers (SAMHSA, 2017). Many people who need treatment are still not receiving it
(SAMHSA, 2016).
Buprenorphine treatment has a detailed protocol that must be followed for successful outcomes
and to minimize risks of overdose (FSMB, 2013), which validates the need for mandatory training
in order to prescribe it., a relatively small percentage (3%) of U.S. physicians are trained and
credentialed to prescribe it (NAABT, 2017). Experience with interactive case scenarios helps
address the performance need of translating competence in following the protocol into actual
practice.
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About This Training Activity

Source
This training was originally adapted from the Substance Abuse and Mental Health Services Administration's
(SAMHSA's) Clinical Guidelines for the Use of Buprenorphine in the Treatment of Opioid Addiction (TIP 40) (2004).
Because it is the basis for the content, we do not cite the TIP 40 source in the text.
The content has been updated, as noted by citations, according to SAMHSA's (2016) Sublingual and Transmucosal
Buprenorphine for Opioid Use Disorder – Review and Update, expert review, and other subsequent literature
including The ASAM National Practice Guideline For the Use of Medication in the Treatment of Addiction Involving
Opioid Use (2015).
This document is accurate as of April 1, 2019. For updates after this date, please see our website or relevant
resources on buprenorphine and the treatment of opiate addiction.
BupPractice was created using NO pharmaceutical or other industry support.
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REQUIRED TRAINING TOPICS
The topics specified in CARA (2016) as a requirement for training to obtain a waiver are all covered in this
BupPractice training activity (and more). The required topics consist of 3:
•

Opioid maintenance and detoxification

•

Appropriate clinical use of all drugs approved by the Food and Drug Administration for the treatment of
opioid use disorder

•

Initial and periodic patient assessments (including substance use monitoring)

•

Individualized treatment planning, overdose reversal, and relapse prevention

•

Counseling and recovery support services

•

Staffing roles and considerations

•

Diversion control

•

Other best practices, as identified by the Secretary of Health and Human Services

This activity does not meet the requirement for waiver training and is only to be used as supplementary
education.

Learner Experience
Be prepared to spend the equivalent of 8 hours of classroom time learning and thinking about this material.
You must take and pass a post-test, and complete a post-survey after finishing the training. Reach the post-test
and post-survey from the Activity page (where the modules are listed). You may take the post-test more than
once, but we suggest you review the material again before a second attempt.
In-module quiz scores do not count toward completion of the activity but do help prepare the learner for the
post-test.
An effort which does not result in the completion of the course will be deleted one year upon starting the course,
and the fee to complete the course will be forfeited.
After you complete the modules, pass the post-test, and complete the survey, you will be able to request up to 9
hours of CME (AMA PRA Category 1 Credits™) / Florida Academy of Physician Assistants (FAPA) / DC Board of
Nursing (DCBN). Please request an amount of credit commensurate with your effort.
Upon completion, your data will be stored and available upon request for 5 years from when you started.
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COMMON TERMS
The following terms are used throughout this buprenorphine training activity:
ADDICTION – The use of the term "addiction" is used in the DSM 5, not as a diagnosis, but as a chapter heading:
"Substance-Related and Addictive Disorders"4. A widely used definition is: A primary, chronic, neurobiological
disease, with genetic, psychosocial, and environmental factors influencing its development and manifestations. It is
characterized by behaviors that include the following: impaired control over drug use, craving, compulsive use, and
continued use despite harm"5.
CUES – The term "cue" describes things that remind an individual with a substance use disorder to use the
substances they misuse. Direct cues include drug paraphernalia, environments (such as the place where they
often used the drug), or other people with substance use disorder. Even smells can serve as cues. When
counseling patients who are trying to quit drug use, advise them to avoid their personal cues.
OBOT – The acronym OBOT stands for Office-Based Opioid Therapy and is used throughout this activity 6.
OPIOID MISUSE – "Uses of a prescription medication other than [as] directed by a [provider] and [other than]
used by a patient within the law and the requirements of good medical practice" 7.
OPIOID USE DISORDER – The current DSM 5 diagnosis4. It combines the older "opioid abuse" and "opioid
dependence" diagnoses that were in the DSM-IV.
SUBSTANCE MISUSE – "The use of any substance in a manner, situation, amount, or frequency that can cause
harm to users or to those around them"8.
SUBSTANCE USE DISORDER – "A medical illness caused by repeated misuse of a substance or
substances...characterized by clinically significant impairments in health, social function, and impaired control
over substance use and are diagnosed through assessing cognitive, behavioral, and psychological symptoms" 8.
WAIVER – Authorization which allows qualified providers an exemption from rules for opioid treatment providers,
thus permitting them to treat opioid addiction in their offices using buprenorphine 9.
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DISCLAIMER
The opioid epidemic and the proper use of buprenorphine in the treatment of opioid use is a rapidly changing
topic. The material presented in this continuing medical education program is being made available by the Clinical
Encounters Division of Clinical Tools, Inc (CTI) for educational purposes only.
This material is not intended to represent the best or only methods or procedures appropriate for the medical
situation discussed. Rather, the material is designed to present an approach, view, statement or opinion of the
authors or presenters, which may be helpful, or of interest to other practitioners. The learners agree to
participate in this medical education program, sponsored by CTI with full knowledge and awareness that they
waive any claim they may have against CTI for reliance on any information presented in this educational program.
The attendees also waive any claim they have against the CTI for injury or other damage that may result in any
way from their participation in this program. CTI is not responsible for expenses incurred by an individual who is
not a paid user of the course. Costs incurred by paid users of the course are the responsibility of the learner.
Some aspects of this training require the approval of the U.S. Food and Drug Administration and the Drug
Enforcement Agency.

Public Use
The site and materials from the site do not provide medical or legal advice. This site is for information purposes
only. Viewing this site, receipt of information contained on this site, or the transmission of information from or to
this site does not constitute a physician-patient or attorney-client relationship.
The medical or nutritional information on this site is not intended to be a substitute for professional medical
advice, diagnosis, or treatment. The public should always seek the help of a physician or other qualified health
provider with any questions they may have regarding a medical condition. Users should never disregard
professional medical advice or delay seeking it because of something they have read on this site.
The legal information on this site is not intended to be a substitute for professional legal advice. If a visitor needs
legal help for a specific problem, they should consult a licensed attorney in their area.
Clinical Tools, Inc (CTI) makes no representation as to the accuracy or completeness of content posted in forums
or comments associated with this site or found by following any link posted in such forums or comments. By
participating, including by posting content, in any forums or comments associated with this site, users
acknowledge and agree that:
CTI will not be liable for any errors or omissions in the content or the availability of content.
CTI will not be liable for any losses, injuries, or damages arising from the display or use of content.
These terms and conditions are subject to change at any time with or without notice.

Copyright
All of the materials in this training are intended for limited publication only, and all property rights in the material
presented, including common-law copyright, are expressly reserved to Clinical Tools Inc. No statement or
presentation made is to be regarded as dedicated to the public domain. Any sound reproduction, transcript or
other use of the material presented at this course without the permission of CTI is prohibited to the full extent of
common-law copyright in such material.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 5 of 7

Buprenorphine Training Activity
v5.0b [2019-04-01]

About This Training Activity

RESOURCES
Buprenorphine Management – SAMHSA: Find information for providers on the waiver application and
management process to prescribe or dispense buprenorphine for opioid dependency treatment.
Buprenorphine Waiver Notification Form. 30 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 30 patients by submitting a Waiver Notification form to SAMHSA.
Buprenorphine Waiver Notification Form. 275 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 275 patients by submitting a Waiver Notification form to SAMHSA.
Decisions in Recovery: Treatment for Opioid Use Disorder. Booklet that helps patients and providers de
Flowchart of Steps in Applying for DEA Registration: Steps in Applying for DEA Registration
Provider's Clinical Support System MAT: Provider's Clinical Support System (PCSS-MAT) is a national training
and mentoring project. Offerings include online training modules and webinars, resources, and a mentor
program for providers of medication-assisted treatment who are getting started or have less experience.
SAMHSA's Buprenorphine Physician and Treatment Program Locator: A directory of treatment programs and
physicians authorized to treat patients with buprenorphine.
SAMHSA Medication Assisted Treatment Website: Created by SAMHSA, this website section provides
information about buprenorphine, including resources, the waivering process, DATA 2000, and the latest
news.
SAMHSA Provider Waiver Qualifications: Information from the CSAT Buprenorphine Information Center on the
criteria required to receive a waiver under DATA 2000.
The ASAM National Practice Guideline (Medication Assisted Treatment): This document outlines the 2015
guidelines for assessment and pharmacological treatment of patients with opioid use disorder.
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PLANNING TO ADD
BUPRENORPHINE TO YOUR
PRACTICE
Goal
To introduce providers to office-based opioid treatment with buprenorphine, including its
importance, effectiveness, approach, and training requirement.

Objectives
After completing this module, participants will be able to:
•

Recognize the need for opioid use disorder treatment given its prevalence

•

Apply a patient-centered approach in a buprenorphine practice

•

Describe the requirements to receive a waiver to prescribe buprenorphine

•

Explain the process of becoming certified to prescribe buprenorphine for patients with
opioid use disorder

Build Clinical Skills
BupPractice training takes the following approach to provide you with essential clinical skills:
•

Challenging, realistic patient cases to advance your confidence and expertise

•

Quizzes that call for clinical decision-making that applies what you just learned

•

Practice actions for starting buprenorphine practice, plus Practice Tips to help things go
smoothly

•

Highlighted "Caution" boxes draw your attention to many of the steps in buprenorphine
practice requiring particular caution

Apply a Patient-Centered Approach
The BupPractice training activity highlights ways to collaborate and communicate effectively with
your patients. A patient-centered approach is taken, which includes information sharing, respect,
support, and patient empowerment.

bup.clinicalencounters.com
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Planning to Add Buprenorphine to Your Practice

PATIENT-CENTERED: "Providing care that is respectful of and responsive to individual patient preferences, needs,
and values, and ensuring that patient values guide all clinical decisions" 1.
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PRIMARY CARE ROLE IN ADDICTION TREATMENT
New Role And Responsibilities In Primary Care
Roles in managing substance abuse are changing. In years past,
primary care providers (PCPs) referred patients with substance use
disorders to:
•

Psychiatrists

•

Addiction specialists

•

Other mental health professionals

•

Substance abuse treatment centers

Times have changed; PCPs are now responsible for the:
•

Detection

•

Assessment

•

And intervention of substance use disorders

At minimum, routine screening for alcohol use and substance misuse should be part of all primary care practices.
Ideally, PCPs should be comfortable and competent in their ability to assess, intervene, and treat or refer
substance-abusing patients

Using a Team Approach

Managing Time In A Best Practice Model Of Care
Conducting substance abuse treatment via a team approach allows the practitioner to provide treatment within
the time constraints of the current health care system. Patients struggling with addiction often require more time
and support because of factors including, but not limited to:
•

Social issues

•

Mental health assessment and management

•

Counseling

•

Relapse

•

Recovery support

•

Medical assessment

•

Medication support

•

Monitoring with urine toxicology screening

Using a team approach helps in delivering addiction treatment within the time constraints typical of many
primary care practices. Although only waivered providers can prescribe buprenorphine, staff can assist with many
aspects of treatment. A study involving 400 buprenorphine patients found that collaborative care (that is,
involving close cooperation among providers) is effective for opioid treatment in the primary care setting 2.

Poll: When do you plan to institute a team approach towards substance abuse treatment
in your practice?
•

My practice already uses a team approach for this purpose
bup.clinicalencounters.com
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•

In the near future

•

My practice will need more training first

•

I will not use a team approach for this purpose

Planning to Add Buprenorphine to Your Practice

What do you think? Take the poll yourself! https://bup.clinicalencounters.com/regulations-poll/
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SAMPLE CASE FORMAT
Throughout the training, we utilize cases to bring the topic to life and provide realistic application of the content.
As an example, we provide Mr. Lopez’s case with questions and feedback based on choices made.

Quiz: Case: Mr. Lopez
Name: Mr. Lopez
Age: 50 years old
Reason For Visit: Mr. Lopez requests a buprenorphine prescription. He has been selfmedicating with buprenorphine to reduce his use of hydrocodone and oxycodone.
Patient History: No present pain, but he takes Vicodin® and Percocet® at least once
daily, and has done so for five years. He is unable to stop taking them. Mr. Lopez
severely sprained his ankle four years ago, requiring surgical repair, and was
prescribed hydrocodone. Even though his ankle pain improved, he increased the amount he takes and even
started buying it on the street. He felt embarrassed and hated spending all that time on the phone trying to find
his next day's supply of pills. Money was never an issue because he has a pretty good job.
Treatment History: About a year ago he was fed up and decided to stop taking hydrocodone. He tried
methadone for just 2 weeks, but could not make the daily clinic visit that was required and soon was back to
using up to 15 tablets of hydrocodone a day. If he went for six hours with no pills, he suffered withdrawal. So, he
bought 15 buprenorphine tablets from an acquaintance and switched to those for a few days. The buprenorphine
helped, and he was able to buy another two weeks' worth from his friend, but after he ran out, he could barely
function due to nausea and achiness. He was able to hold on for a few more days, but soon started taking
hydrocodone once again and is currently using it. He felt more clear-headed on buprenorphine, so he would like
to resume taking it. This time he decided to ask to have it prescribed; hence, his visit to you.

Initial Diagnosis

Based On This Brief History, What Is The Most Likely Diagnosis For Mr. Lopez? (Choose
One)
1. Physiological opioid dependence from chronic opioid therapy
2. Opioid use disorder
3. No current substance use disorder
4. Opioid withdrawal syndrome

bup.clinicalencounters.com
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CASE: MR. LOPEZ QUIZ FEEDBACK
(1) Physiological Opioid Dependence From Chronic Opioid Therapy
This is not the best option. Mr. Lopez has experienced tolerance, withdrawal when stopping use, has spent a lot
of time in activities related to using opioids, and had at least one unsuccessful attempt to stop. This meets a
number of DSM criteria for opioid use disorder, which goes beyond simple physiological dependence from
chronic opioid use.

(2) Opioid Use Disorder
Correct. Mr. Lopez does appear to meet a number of DSM criteria for opioid use disorder. He has experienced
tolerance, withdrawal when stopping use, has spent a lot of time in activities related to using opioids, and had at
least one unsuccessful attempt to stop.

(3) No Current Substance Use Disorder
This is not the best option. Ricardo has experienced tolerance, withdrawal when stopping use, has spent a lot of
time in activities related to using opioids, and had at least one unsuccessful attempt to stop. This meets a number
of DSM 5 criteria for opioid use disorder.

(4) Opioid Withdrawal Syndrome
This diagnosis is reserved for people who are currently in active withdrawal. Mr. Lopez is currently taking an
opioid.
The rest of the training will fill in gaps so that you have a complete understanding of the treatment of
opioid use disorder in the outpatient setting, primarily focusing on the prescription of buprenorphine.
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Planning to Add Buprenorphine to Your Practice

PATIENT-CENTERED CARE
This Training Will Utilize A Patient-centered Approach To Convey
•

The Impact of Opioids

•

Screening and Detection of Opioid Use

•

Diagnosis of Opioid Use Disorder

•

Assessment of Patients

•

Opioid Medications

•

Buprenorphine Formulations

•

Induction with Buprenorphine

•

Maintenance with Buprenorphine

•

Collaborative Treatment

The various dimensions that are important for patients to have a positive experience 3–6 can be looked at in terms
of how they benefit addiction treatment. Optimizing the patient’s experience can contribute to improved patient
outcomes, including reduced dropout rates and improved abstinence rates. The dimensions are:

Patients Are Involved In Decision-making To The Extent They Wish
Providers consider and respect patient values, preferences, and expressed needs. This dimension includes
respect for cultural values and patient autonomy. The patient’s perspective is considered in evaluating care. The
clinical approach includes using open-ended inquiry and active listening as you interview the patient.
•

Example – Some clinics have even involved patients in a personalized evaluation of their substance
misuse treatment where they help determine the measures by which treatment will be considered
successful.7,8 Including quality of life measures with input from the patient at the start of treatment and
again later in treatment can enhance the patient’s feeling that you care about more than just their urine
drug test results. For example, you could ask about their physical functioning, pain, ability to participate in
social, work, and other roles, etc.

Patients Trust Their Providers
Buprenorphine is a long-term treatment, so it is important to establish rapport and a collaborative relationship
with your patients in what could be a long relationship. This dimension covers patient access to their health
record and ability to communicate with a provider via the use of electronic communications.
•

Example – Mobile phones may be used as a way to check-in with patients and provide ongoing reminders
and support. For example, one study explored using texting as a safety net for patients being treated for
opioid use disorder to communicate a relapse to opioid use to their providers. 9

Clinical Care Is Coordinated And Integrated
Teams of providers involved in addiction care also need to communicate with each other so that care is
coordinated and integrated. You may play the role of the medical home responsible for this care coordination.
•

Example – A team of providers may be involved in addiction treatment. In office-based opioid treatment,
in addition to yourself as the buprenorphine prescriber, the team may include others in your practice,
counselors, and other clinicians who are less often involved, such as social workers or infectious disease
specialists.

bup.clinicalencounters.com
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Patients Are Provided With Clear Information So That They Can Make Informed Decisions
And Engage In Self-care Successfully
•

Example – In substance use treatment, this may include providing enough information so that the patient
is involved in determining if medication-assisted treatment is best and which medication – methadone,
buprenorphine, or naltrexone.

The Information Must Be In Language That Patients Understand
Patients may also appreciate being asked how they prefer to obtain information.
•

Example – Enhance patient understanding of your explanations of your buprenorphine treatment policies
and protocol by having the patient describe what they just heard you say to confirm their understanding.
Supplement this by providing electronic or paper versions of your protocol and policies.

Patients Should Be Physically Comfortable
Comfort includes pain and other symptom management and accessibility.
•

Example – Patient comfort is relevant to opioid treatment because many patients having opioid use
disorder also have a chronic pain condition. Management of withdrawal symptoms, especially in early
phases of treatment is another concern in buprenorphine treatment.

Emotional Support
This type of support include compassionate care, expressing empathy, paying attention to patient anxiety,
delivering care with respect and consideration of the patient’s dignity.
•

Example – When introducing office-based opioid treatment to your practice, it is essential to train staff in
the importance of providing non-judgmental care.

Involvement Of Family And Other Carers
Considering the family and carers’ comfort is important as well. This involvement often enhances addiction
treatment outcomes.
•

Example – Including family and other carers in the explanation of treatment protocol and policies can
help them provide better support for the patient.

Continuity Of Care With Smooth Transitions
Make sure that the entire process flows well and that there are no roadblocks along the way.
•

Example – In the opioid epidemic, patients being discharged after an opioid overdose would likely benefit
from follow-up contact to support them into going into treatment.

Access To Care
It’s important that the patient can access the services needed at the time they are needed.
•

Example – If you obtain a waiver and prescribe buprenorphine treatment, you would be helping to
address the shortage in available treatment for opioid use disorder.

bup.clinicalencounters.com
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STAFF ROLES AND CONSIDERATIONS
Educate your staff on buprenorphine treatment and addiction. Proper training among staff members can have an
immediate effect, as the more information and involvement that they have, the smoother your practice will run
and the better care your patients will receive10,11. Also, be sure to explain every staff member's role to your
patients, so they know who to ask for help or if there is a problem during any phase of treatment.

Intake And Clinical Staff
Clinical staff can assist with most steps of buprenorphine treatment if a consistent plan is in place. The
appropriate office staff need to:
•

Be prepared to talk about Office-Based Opioid Treatment with prospective patients.

•

Follow a standardized intake form or checklist available from which to ask questions and gather basic
information over the phone. The intake checklist should include questions about opioid use and
treatment history and can be administered via phone by administrative or clinical staff with minimal
training.

Billing Staff
The appropriate office staff need to be:
•

Familiar with what insurance plans your practice accepts.

•

Able to identify the requirements that various insurance plans have with respect to buprenorphine
treatment. With this knowledge, they will be prepared to gather all required information and permissions
so that there is no delay in treatment.

•

Familiar with and able to describe for patients the cost of treatment. Cost is a significant concern to many
patients.

•

Familiar with the relevant diagnostic and treatment codes.
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STAFF TRAINING
Your staff will be assisting you with many of the tasks essential to
conducting in-office buprenorphine treatment. Before starting officebased buprenorphine treatment, you should conduct formal training with
your staff so that they will be more fully knowledgeable of both the
benefits of substance use intervention and their roles within the
treatment process11. The brief guidelines below can help you structure
your staff training to gain the most benefits.
Staff members need a firm grasp of the principles of addiction treatment
and specifically buprenorphine treatment11. They will need the
corresponding clinical skills and an attitude conducive to working with this patient population. The staff's
attitudes will affect the way they treat patients, thus influencing the outcome of treatment 10.

Information To Convey
In the course of your staff trainings, try to cover the following topics 10:
•

Addiction is a chronic medical illness, not a character flaw or weakness of will, and can be treated
successfully

•

The treatment philosophy your practice espouses

•

Substance abuse screening skills

•

The basic underlying principles of how buprenorphine treatment works

•

The clinical pathway for buprenorphine treatment

•

The proper ways in which to store, distribute, and administer buprenorphine

•

Proper record keeping and compliance with confidentiality legislation

•

Appropriate interaction with patients and how to handle negative situations that may arise

•

Psychosocial issues that may occur among patients who are opioid-dependent

•

Knowledge of other services and referral options

Principles Of Staff Training
The setting and tone of the trainings and the methods of information delivery will influence learning. Keep the
following principles in mind:
•

Design hands-on activities that stress experience. Focus on skills by using role-playing, for example. This
will be more effective for staff than simply being lectured. Start the training with a participatory activity
and intersperse these activities throughout the training to keep attention levels high.

•

Notice how the staff members learn, and try to do more things that enhance their learning.

•

Provide additional resources so that learning can continue after training is complete.

Other Topics To Cover In Staff Training
Staff training is especially needed if your practice has done minimal or no previous substance abuse treatment, as
staff may not know how or when to provide such treatment 11. Neither advanced degrees nor clinical experience
will ensure appropriate behavior toward substance-using patients. For this reason, all staff members who have
patient contact (both clinical and support staff) should be trained and educated about buprenorphine before
launching an office-based opioid treatment practice 10,11.
bup.clinicalencounters.com
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All staff should be able to provide suitable general treatment for substance use disorders or buprenorphine
treatment for opioid use disorder 10. Like clinicians, support staff should have positive, constructive attitudes
toward patients having opioid use disorder and their treatment, as it will affect the overall interactions that
patients have within your practice10. In addition, staff training should include other concrete goals 10:
•

Debunking myths about substance misuse and substance use disorders.

•

Educating about substance use disorders in general and opioid use disorder. Include information on the
role that medications and maintenance therapies play in the treatment of opioid use disorder.

•

Reviewing patient confidentiality regulations and the use of treatment agreements.

•

Reviewing clinic guidelines for in-office or at-home induction protocols and the clinic's treatment
philosophy.

Further Staff Training
Once all of the confidentiality, medical record-keeping, and billing practices for office-based opioid treatment
(OBOT) are established, your staff should also be trained in them prior to treating any patients. Staff members
should be educated on any other changes to expect once you are treating patients with buprenorphine.

Prepare The Other Clinicians
Other clinicians in your practice may benefit from taking a buprenorphine training program. Even if they are not
prescribing buprenorphine themselves, they may need to support the induction process and see patients during
the maintenance phase. Additionally, they can review staff training materials that were published by CSAT's
Addiction Technology Transfer Center (ATTC) (see Resources).

PRACTICE TIP
Both administrative and clinical staff need to be trained about buprenorphine and practice changes you make for
OBOT.
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ESTABLISHING A RELATIONSHIP WITH A PHARMACY
Ensuring Your Patients Have Access To Medication
You should establish a relationship with at least one local pharmacy before
starting a buprenorphine practice to ensure that they can stock adequate
supplies of buprenorphine.

Guidelines To Consider
Consider the following guidelines when contacting a pharmacy:
•

Describe your time requirements, if you need the prescription filled
quickly. This is especially important during buprenorphine induction.

•

Specify which formulation of the buprenorphine/naloxone combination you will be using — film or tablet,
sublingual or buccal, and make sure it is available.

•

For the rare patient who is taking the monotherapy formulation, ensure that their preferred pharmacy has
access to these tablets.

•

Verify that the pharmacy can fill prescriptions quickly. This is especially important during induction when
patients will visit the pharmacy to pick up single doses of buprenorphine.

•

Ask the pharmacists if they are familiar with buprenorphine treatment and dispensing the medication. If
not, refer them to some educational materials.

•

Ask the pharmacists to alert you if the patient is filling prescriptions for other controlled substances,
requesting early refills, behaving inappropriately, claiming to have lost prescriptions, etc.

Have All Patients Sign A Pharmacy Consent
All patients sign a pharmacy consent form. Keep this on file in case the pharmacy requires it for communications
about the patient.
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COST OF BUPRENORPHINE TREATMENT TO PATIENTS
Cost Of Buprenorphine To The Patient
The cost of buprenorphine can vary depending on the dose. Parties that determine the cost of a dose of
buprenorphine include:
•

The pharmaceutical companies

•

The health insurer

•

Retail pharmacies

Daily doses are normally from 8 mg to 24 mg (if using sublingual tablets), 12. FDA approved generic combination
buprenorphine/naloxone tablets are available. They cost approximately $6.54 for a 16 mg daily dose 13. Newer
brand name formulations, like Zubsolv® and Bunavail™, are likely to cost more. These estimates are based on an
average dose of 16 mg/day, not including the $100-$200 fee for office visits.
•

Rates vary based on factors such as geographic location and proximity of other providers.

•

Annual costs: Buprenorphine costs $4,000 to $5,000 per year and methadone costs $2,600 to $5,200 per
year14. Cost for the implant form of buprenorphine is $8,000 to $12,000 annually.

•

Prior-authorization is often required, although this may be decreasing in frequency.

•

Many private clinics accept only cash. Patients who pay cash have to seek reimbursement through their
insurance carriers if they are insured.

Help For Non-Insured Patients
A cost savings is realized with the generic formulation. Additionally, formulations are sometimes introduced with
a coupon that gives a significant savings. A variety of prescription discounts are available for low-income patients,
such as Needy Meds and the Free Drug Card Program (see Additional Resources). Also, AAA members can save an
average of 20% off the retail price of prescriptions at participating pharmacies.
*We are using brand names when there is a difference in the product that is not reflected in the generic name.
We are not advocating one brand or the other.
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QUIZ: MRS. OLSEN – BILLING DECISION
After obtaining a signed release from Mrs. Olsen, your office manager
completes the insurance company's forms. She faxes the forms to them along
with your notes, including toxicology screen results and plan of treatment.
Under "tapering plan" you write: "When patient stabilizes, will discuss taper
with her. May need maintenance treatment." That day, Mrs. Olsen leaves you a
distraught voicemail message.
Message from Mrs. Olsen
Mrs. Olsen: I just got notified that my insurance won't cover my buprenorphine. I can't take it otherwise, it's too
expensive!
You call her back to explain the current situation.
Provider: I am calling regarding your insurance's recent rejection of coverage for your buprenorphine treatment. I will
see if my staff can place an urgent request for coverage. But keep in mind that insurance companies may take some
time to process requests.
By this time you and your office manager have spent about 30 minutes combined on phone calls and forms from
various parties related to insurance coverage.

Question: How Should You Bill The Time? (Choose The Best Answer)
1. You should not bill for this time.
2. Bill this time as a consultation for an established outpatient
3. Bill additional time for the maintenance visit

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 14 of 34

Buprenorphine Training Activity
v5.0b [2019-04-01]

Planning to Add Buprenorphine to Your Practice

Mrs. Olsen – Billing Decision Quiz Feedback

(1) You Should Not Bill For This Time.
Correct. Some practices routinely communicate with insurance companies for utilization review. In general, it is
not legal to bill for this time, but rather it is considered part of practice overhead.

(2) Bill This Time As A Consultation For An Established Outpatient,
(3) Bill Additional Time For The Maintenance Visit
These are not the best options. Some practices routinely communicate with insurance companies for utilization
review. In general, it is not legal to bill for this time, but rather it is considered part of practice overhead.

Quiz: Mrs. Olsen – Continued Treatment

Insurance Confirmation
The insurance company handles fax requests within five days but offers an 800 number for urgent requests. Your
office manager calls the 800 number, reviews the case with the benefits manager, and learns that they cover up
to six months of buprenorphine treatment. They will review the treatment every three months, however. She
obtained authorization over the phone for the first three months of medication.

Continued Treatment
Mrs. Olsen does well on 16 mg of combination buprenorphine sublingual tablets. After several weekly visits, you
decide she is stable enough to see you monthly.
Provider: To get your medication covered without interruption, you will need to come in two weeks before your
approved coverage expires. That will allow processing of your claim by fax. And please inform us of any change in your
insurance in the meantime.

Subsequent Visits
Mrs. Olsen misses this requested appointment. Furthermore, she comes in asking for a buprenorphine refill 3
weeks after the insurance re-authorization should have been submitted and one week after she should have run
out of the medication.
Mrs. Olsen: I couldn't come in, so I stretched out the tablets by cutting them in half with a pill cutter.

Question: What Would You Do About Insurance Authorization For Continued Treatment?
(Choose The Best Answer)
1. Continue to submit requests for medication coverage by phone or fax.
2. Refuse to deal with her insurance because of her failed personal accountability by showing up late for her
re-authorization.
3. Have a conversation about truthfulness.
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MRS. OLSEN – CONTINUED TREATMENT QUIZ FEEDBACK
(1) Continue To Submit Requests For Medication Coverage By Phone Or Fax.,
(2) Refuse To Deal With Her Insurance Because Of Her Failed Personal Accountability By
Showing Up Late For Her Re-authorization.
The response to this situation varies by practice. Some providers would continue to submit requests for
medication coverage by phone or fax. Others would refuse to deal with her insurance because of her failed
personal accountability by showing up late for her re-authorization. Insurance authorization requests are often
confusing to patients because they have heard that “everything is covered.”

(3) Have A Conversation About Truthfulness.
Correct. You need to respond to Mrs. Olsen's self-reduction in dosage. Review her signs and symptoms of
withdrawal and craving, and her behavior, to evaluate her stability at this new dose. You need to talk about her
long-term plan and if she intends to stay on buprenorphine indefinitely. In addition to the insurance authorization
problem, the clinical issue must be addressed. You need to respond to Mrs. Olsen's self-reduction in dosage by
reviewing her signs and symptoms of withdrawal and craving, and her behavior, to evaluate her stability at this
new dose. You need to talk about her long-term plan and if she intends to stay on buprenorphine indefinitely.
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BILLING
Discussing Payment Prior To Services
Prior to starting a patient on buprenorphine, you should discuss the issue
of payment for services. First determine who should be billed—an
insurance agency, the patient, or both.

Health Insurance Coverage
Private insurance companies tend to cover the cost of appointments for
buprenorphine treatment. Almost all major insurers also cover at least a
portion of the prescription expense. It can be time-consuming to
determine whether and to what extent insurance covers buprenorphine.
Certain factors should be considered:
•

Health insurance plans may classify buprenorphine/naloxone as a "niche" medication because it is
prescribed solely for opioid use disorder, which affects a limited number of individuals.

•

In some insurance plans, buprenorphine treatment is covered, but counseling is uncovered or
unavailable15.

•

In a minority of insurance plans, buprenorphine may be off-formulary, resulting in higher co-pays.

•

Exorbitant co-pay costs for patients may require planning and foresight regarding dosing and medication
refills. For instance, some insurance provider co-pay amounts may be based on the number of pills
prescribed.

•

Insurers may also limit their coverage regarding the number of doses received or the duration that a
patient may be permitted to receive treatment16.

•

Insurance coverage also varies by region and state15.

Patients who plan to use insurance coverage for buprenorphine treatment should contact their insurance
company, or work with you to contact their insurance if you provide that service, prior to starting treatment to see
what expenses are covered.

CPT and ICD Codes Related to Buprenorphine Treatment
Ask about patient insurance during the first visit even if they do not plan to file for office visits. Buprenorphine
may be covered as a pharmacy benefit. However, some patients may wish not to file insurance, as it is recorded
on their permanent health record.

Coding For Induction And Maintenance
There are few specific codes for billing for buprenorphine treatment. Primary care physicians have been
successfully using standard evaluation and management outpatient billing codes for both induction and
maintenance treatment stages.

Contributing Components
Coding is either based on complexity of service or time, with four contributing components:
•

History

•

Physical exam

•

Complexity of decision-making

•

Contributing factors (e.g., time)
bup.clinicalencounters.com
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In the event of an audit, the documentation for a single visit must stand alone, unless another record is
specifically referenced.

Commonly Used Codes
The most commonly used CPT codes by Primary Care Physicians are as follows:
Assessment Visit: Comprehensive evaluation of new patient or established patient for suitableness for
buprenorphine treatment. Codes are:
•

New Patient: 99205

•

Established Patient: 99215

Induction Visits: Any of the new patient evaluation and management (E/M) codes might be used for
maintenance visits. Codes listed are in order of increasing length of time with patient or severity of the problems.
Psychiatric outpatient counseling code does not specify minutes.
Prolonged visit codes (99354, 99355) may also be added onto E/M codes for services that extend beyond the
typical service time, with or without face-to-face patient contact. Time spent need not be continuous.
•

New Patient E/M: 99201-05

•

Established Patient E/M: 99211-15

•

Patient Consult: 99241-45

•

Psychiatric Outpatient Counseling: 99251-55

•

Add-on Codes:
◦

30-60 minutes: 99354

◦

60+ minutes: 99355

Maintenance Visits: Any of the established patient E/M codes might be used for maintenance visits.
Counseling codes are commonly used to bill for maintenance visits. Counseling codes are commonly used to bill
for maintenance visits. Counseling and coordinating service with addiction specialists comprise the majority of
these follow-up visits.See the following page on counseling for more detailed information on how to bill for these
visits.
•

Established Patient: 99211-15

ICD Codes
The current ICD code, ICD-10, for opioid-related disorders is F11. This code replaces the old ICD-9 codes. The ICD10 code must be used as of October 1, 2015. The ICD-9 Code for opioid use disorder was 304.0x. The "x" refers to
these classifications: 0=unspecified, 1=continuous, 2=episodic, 3=in remission.

Private Health Insurers
Some private health insurers have developed standard billing codes for buprenorphine treatment services. For
instance, the Healthcare Common Procedure Coding System (HCPCS) code for "Oral medication administration,
direct observation" is H0033. Be sure to check with individual insurers, as they may have different policies.

CPT Codes for Counseling (Primary Care)
Counseling and Coordinating with Addiction Specialists
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A large portion of maintenance visits consist of counseling and coordinating service with addiction specialists. You
can provide counseling and bill for it without conducting a review of systems. In this case, you should use
counseling codes in place of E/M codes (99211-15).
Documenting a Counseling Visit
Documentation for a counseling visit should include:
•

Total visit time

•

Time spent counseling or coordinating care (must be face-to-face)

•

The nature/content of the counseling

You can bill for counseling time rather than complexity in a visit when counseling or coordination of care take up
more than 50% of the total visit time. Coding is then based on the total visit time, not just the time spent
counseling or coordinating care. A statement such as the following serves as documentation of time spent: "A
total of ___ minutes of a _____ minute visit was spent counseling the patient about _____."
Level

New Patient Counseling

Established Patient Counseling

1

10-19 minutes: 99201

5-9 minutes: 99211

2

20-29 minutes: 99202

10-14 minutes: 99212

3

30-44 minutes: 99203

15-24 minutes: 99213

4

45-59 minutes: 99204

25-39 minutes: 99214

5

60+ minutes: 99205

40+ minutes: 99215

CPT Codes for Psychiatrists
For psychiatrists, CPT codes for buprenorphine treatment are time-based:
•

The time for each psychotherapy code is described as being time spent with the patient or family
member.

•

There are no separate codes for interactive psychotherapy. Instead, there is an add-on code for
interactive complexity. This code may be used when the patient encounter is made more complex by the
need to involve people other than the patient (90785).

•

There is no distinction made by setting. Psychotherapy codes are applied to all settings.

•

The codes for "Psychotherapy for crisis" are CPT code: 90839, +90840.

Psychiatrists are encouraged to use the E and M codes starting with 99 for medication management when
prescribing buprenorphine, with psychotherapy as an add-on.

Public Insurance Coverage

Medicaid Coverage
Medicaid provides substance abuse treatment as a state option. Therefore, Medicaid
coverage for buprenorphine treatment varies significantly by state. Some states
reimburse Medicaid patients for buprenorphine treatment, and others do not, even
when it is listed on the formulary.
Medicaid coverage of buprenorphine depends on:
•

Prior authorization and medical necessity
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•

If your state's Medicaid plan is offered through a managed care or HMO program

•

If buprenorphine is on your state's formulary list – check online or call your state's Medicaid office to
determine what coverage is available.

Medicaid Screening And Brief Intervention Codes
Screening and Brief Intervention (SBI) codes are in place in most states. These codes, H0049 – Alcohol and Drug
Screening, and H0050 – Brief Intervention, enable physicians to be reimbursed for screening Medicaid-eligible
patients for substance abuse.
Medicaid licensed providers who live in states where Medicaid pays for buprenorphine treatment should not
charge cash for buprenorphine treatment. It is illegal, and state attorneys general have been investigating such
practices.

Medicare
•

Buprenorphine treatment costs are typically not covered by Medicare unless the treatment is provided in
an inpatient or outpatient treatment center. However, the SPCA of 2018 20 provides for payments for
medication-assisted treatment to opioid treatment programs.

•

Buprenorphine treatment may be covered in some instances, such as during detoxification or early stage
stabilization.

•

Medicare benefits do not usually cover typical office-based buprenorphine induction or maintenance
treatment visits.

•

Medicare Part D may cover the cost of the buprenorphine medication itself; however, plans vary by zip
code. Only some Medicare providers will reimburse, including Healthnet Orange, Silverscript, and
Wellcare. Prior authorization is usually required.

•

Telehealth services may be available for substance use disorder through changes in the SPCA of 2018 17

•

New Medicare patients will have a review of their opioids and be screened for opioid use disorder per the
SPCA of 201818

PRACTICE STEPS TO TAKE
Search by the formulation of combination buprenorphine that you prescribe in the online Medicare Formulary
Finder for Prescription Drug Plans and Advantage Prescription Drug Plans to learn about coverage.

Poll: Before this training, were you familiar with the billing codes associated with
buprenorphine treatment?
•

Fully familiar with all the billing codes

•

Partially familiar with the billing codes

•

Not familiar with the billing codes

If you haven’t taken the polls yet, follow the link below:
https://bup.clinicalencounters.com/regulations-poll/
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SETTING UP A CASH-ONLY BUPRENORPHINE TREATMENT PROGRAM
Running A Cash-Only Buprenorphine Treatment
Some providers run a cash-only buprenorphine treatment practice. In a cash-only practice, providers set their
own fees and costs for treatment. Fee-for-service treatment providers should have a clear policy and cost sheet
regarding initial and ongoing expenses for treatment, including:
•

Costs for assessment

•

Induction

•

Maintenance visits

The costs of providing services to your patients to take into account may include:
•

Staff time spent with patients

•

Administrative time (i.e., filling out paperwork, answering phone calls)

•

Capital and operating expenses

Flat Rates
Most providers charge flat rates of several hundred dollars ($200-$400) for the induction visit and half as much
for initial and follow-up visits. To get a better idea of reasonable rates to charge for buprenorphine treatment,
you may want to consult with a more experienced provider in your local area. You can contact other
buprenorphine providers via the PCSS or NAABT websites or SAMHSA's waived provider online discussion board.
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POTENTIAL TO MAKE A DIFFERENCE
Limited Available of Opioid Treatment

Many People Need And Are Not Getting Treatment For Opioid Use Disorder. Many People
Could Benefit From Wider Availability Of Buprenorphine Treatment:
While an estimated 2.3 million people in the U.S. have opioid use disorder 19, only a small percentage are getting
treatment, due in part to unavailability of care 20.
•

For patients in buprenorphine treatment, the number of heroin
users is only a little less than the number of people who
misuse prescription pain medications. However, the number of
people misusing prescription pain medications is much higher
than the number using heroin21. It appears that many people
with opioid use disorder who use prescription opioids, as
opposed to heroin, are not being treated.

•

There are only 1380 opioid treatment programs in the U.S. 21.
These programs can prescribe either methadone or
buprenorphine.

•

Although around 52,000 U.S. physicians have been certified to
prescribe buprenorphine for treatment of opioid use
disorder73. Studies have shown only about half have prescribed
the medication22. Now, physician assistants, nurse
practitioners, clinical nurse specialists, certified registered
nurse anesthetists, and certified nurse midwives can train to prescribe buprenorphine, according to the
Comprehensive Addiction and Recovery Act (CARA)23 and SPCA law17.

Case: Ms. Copeland
Meet the Patient: Ms. Copeland, age 43
Ms. Copeland has come to your office for a check-up and reports long-term Vicodin® use
that was initially prescribed for severe menstrual cramps. However, she has continued
opioid use despite a hysterectomy two years ago.
Provider: I see from your chart that you are still taking Vicodin®. Do you still have pain?
Mrs. Copeland: No, and I'm trying to wean myself off Vicodin, but it's been hard. I take about ten pills a day,
but when I try to reduce that dosage I have trouble sleeping, and I feel anxious. I get diarrhea off and on, too. So
I haven't been able to stop taking it.
With the high rate of opioid addiction, the chances are that there is someone in your practice who could benefit
from buprenorphine treatment.
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MEETING A NEED
Primary care providers have a golden opportunity to recognize and treat patients who have substance abuse
problems. Substance use is common. Approximately 20% of all primary care patients have a substance use
problem24. Nearly 1 in 5 patients that you see in a day could benefit from screening, intervention, and treatment.
In 2016, the National Survey on Drug Use and Health (NSDUH) survey found that approximately 21 million
people age 12 or older needed substance use treatment25. That is about 1 in 13 people in this age group.

Office-Based Treatment
Office-based opioid treatment is critical to help meet the significant need for treatment of opioid use disorder
and help decrease the rate of overdose deaths. With as common as this problem is, chances are someone in your
practice is affected.

Opioid Addiction Treatment In Nontraditional Settings (Alternatives To Addiction
Treatment Programs)
Making treatment available in nontraditional settings represents a tremendous opportunity for reaching more
people and improving general public health. Provider training in office-based opioid treatment with
buprenorphine, addresses a critical, continuing need of many individuals.
There is a significant and largely unmet need for substance abuse treatment. In
2016, of people aged 12 or older, 2.4 million people age 12 or older had opioid
disorder in 201626. Of that figure, 1.8 million had pain reliever use disorder (0.7
percent of this age group), and 626,000 had heroin disorder.
Many of these patients could be treated in office-based opioid treatment.
Incorporating treatment for opioid use disorder into primary care settings:
1. Increases availability to more patients in need
2. Increases accessibility since treatment can occur in places other than
specialized clinics.
3. Provides better overall treatment: It allowed simultaneous and improved
treatment for other commonly co-occurring medical conditions, such as
hepatitis C and HIV. Individuals treated in opioid treatment centers that do not have medical facilities
must be referred for such treatment.
4. Provides a treatment option that many people without advanced needs prefer.

Practice Action
Office based treatment isn’t always an option. Consider the following to determine if a patient is better served in
office-based treatment or an opioid treatment center 27:
•

Psychosocial factors

•

Co-occurring disorders

•

Likelihood of treatment retention

•

Risk of diversion

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 23 of 34

Buprenorphine Training Activity
v5.0b [2019-04-01]

Planning to Add Buprenorphine to Your Practice

MEDICATION-ASSISTED TREATMENT FOR OPIOID USE DISORDER
About Medication-Assisted Treatment for Opioid Use Disorder
A familiarity with the medications available to treat opioid use disorder will help you guide your patients to the
best treatment for them as individuals. The FDA has approved three medications for use in medication-assisted
treatment (MAT) of opioid use disorder: buprenorphine, methadone, and naltrexone.
These medications can be used to support long-term maintenance of being free from dependence on opioids
(other than those being used in treatment) as they can be taken safely for years. Additionally, MAT has a higher
rate of success than medication-free treatment. Whether or not medication-assisted treatment is chosen,
psychosocial treatment is an essential component of treatment and should be integrated into the overall
treatment plan for your patients.
This training focuses on prescribing buprenorphine in office-based practice.
Be Ready to Intervene: People from all walks of life can become addicted to opioids.

The Advantages of Addiction Treatment in Primary Care
•

Primary care is more accessible than specialist treatment.

•

There may be an existing therapeutic relationship, whereas an addiction specialist would be starting from
scratch in building that relationship.

•

Patients with substance use disorders are more likely to present to a PCP for any one of many other
health reasons than they are to visit an addiction specialist.

•

In primary care, addiction can be seen in the context of patients' daily lives, and continuity of care can be
assured.

•

Patients with substance use disorder are also more likely to return to the provider's office for follow-up
visits28.

FYI:
Receiving primary medical care is associated with decreased illicit drug use and improved outcomes among
patients with substance use problems24.

Buprenorphine and Methadone
Buprenorphine and methadone:
•

Can be used for the initial process of quitting opioids (first stage of treatment – detoxification) and help
reduce the need for inpatient care at this stage 27,29,30.

•

Help in managing withdrawal from opioids by relieving withdrawal symptoms and psychological cravings.

•

Typically need to be continued indefinitely because withdrawal symptoms from their discontinuation can
be severe and prolonged even with a taper29.

•

Work via the opioid receptors, the same receptors that are responsible for problematic dependence on
opioids31.

•

Have weaker effects or slower onset, so the individual does not feel "high" from taking them.

Buprenorphine Is In Wide Use
•

There are more than twice as many people maintained on buprenorphine as methadone 32,33.
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Buprenorphine is being prescribed widely: 9.3 million buprenorphine prescriptions were filled in the U.S.
in 201234.

Naltrexone
Naltrexone has a different mechanism; it blocks opioid receptors. That is, it acts as an antagonist. Methadone and
buprenorphine are much less addicting than other opioids that have more rapid onset or potent effects that lead
to addiction; naltrexone is non-addicting.

Choosing Treatment
The provider and patient work together to select the best treatment considering:
•

Whether the patient is open to taking medication to assist with treatment, including an understanding of
the physical dependence they will have on methadone or buprenorphine

•

Efficacy, requirements/costs, side effects, and risks of each medication

•

Patient preference among the choices

•

Past experience with treatment

Office-Based Medication-Assisted Treatment Is More Than the Medication
Office-based opioid treatment is more than prescribing buprenorphine. This treatment includes also includes
providing medication for overdose reversal (naloxone) and appropriate counseling and other appropriate
ancillary services, either directly or by referral.

Use Patient-Centered Approach to Addiction Treatment
Patients engaged in their own treatment are more likely to pay attention to and follow essential instructions
regarding treatment.
Some of the choices patients may want to make if appropriate for their situation include the formulation of
buprenorphine medication, whether to start treatment at home or in the office, and participation in individual vs.
group counseling. Group follow-up appointments are an option preferred by some patients, for example, as it
offers an opportunity for social support, while it allows the provider to treat more patients in a limited time
period.35,36
An accepting and supportive atmosphere will help patients return to treatment if they relapse, a point at which
many patients are tempted to leave treatment. Patients who lapse occasionally appreciate an emphasis on
improvement over perfection.
Patients who need it will be more likely to accept a high level of treatment structure, such as frequent drug
screens, in an egalitarian, supportive atmosphere.
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OBTAINING A WAIVER
Submitting A Waiver Notification Form
Providers who fulfill the requirements may apply for
a waiver to prescribe buprenorphine. To apply,
providers must complete and submit the online
"Buprenorphine Waiver Notification" to CSAT, a
department of SAMHSA. You can submit your waiver
Notification of Intent form at any time after
completing an official buprenorphine training; there
is no time limit.

Online Waiver Application
The waiver application is completed via an online
waiver notification form after completing an official
training.

The DEA Registration Process
CSAT will review your completed Waiver Notification
of Intent form, and if it is approved, they will alert
the DEA that you are a new buprenorphine
prescriber. The DEA will then issue you a separate
registration (DEA) number—called an "X" number—
that you must write on any buprenorphine
prescriptions that you write37. There is no additional
cost for this "X" number.
Allow 45 days for CSAT to review your waiver notification form. CSAT has 45 days after receipt of a Notification of
Intent form to make a decision about an applicant. If 45 days have passed and you have not received
confirmation from CSAT, contact CSAT's Buprenorphine Information Center at 866-BUP-CSAT (866-287-2728) or
send an email to infobuprenorphine@samhsa.hhs.gov.

Exception To The 45-Day Waiting Period
Under DATA, an exception is made for qualified practitioners who have an immediate need to treat a patient, but
who have not received their waiver. These providers should refer to procedures on SAMHSA's website page on
obtaining a waiver for details of the procedures in this "emergency" situation.

Resources
Buprenorphine Waiver Notification Form. 30 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 30 patients by submitting a Waiver Notification form to SAMHSA.
Buprenorphine Waiver Notification Form. 275 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 275 patients by submitting a Waiver Notification form to SAMHSA.
Flowchart of Steps in Applying for DEA Registration: Steps in Applying for DEA Registration
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KEY POINTS
•

The opioid epidemic continues to be a significant problem in the United States and includes both opioid
use disorder and a high rate of overdose. Both prescription opioids and heroin are part of the problem.

•

Buprenorphine is prescribed for long-term medication-assisted treatment of opioid use disorder. Its
effectiveness is based on being a partial opioid agonist.

•

Many health care professionals are now qualified to obtain a waiver to prescribe buprenorphine in their
practices by virtue of training they already have or by taking the training required for their health
profession.
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SUMMARY
•

Use of a team approach with trained staff is important for office-based opioid treatment. Train staff to
address prejudice and prepare them to deal with aberrant behavior by some patients and assure that
staff understands confidentiality rules and the rules for office-based opioid treatment, such as refill
policies.

•

Before starting a patient on buprenorphine, discuss the issue of payment for services, including who
should be billed—an insurance agency, the patient, or both. Determine what costs will be billed to the
insurance company vs. the patient. Clarify patient responsibilities versus what their insurance will cover.

•

Become familiar with the billing codes, as well as what can and cannot be billed for service. Document
billable hours. For self-pay patients arrange a payment schedule and note what costs the patient will incur
for treatment. Provide an itemized estimate of medication plus office-visit costs.

•

A patient-centered approach to prescribing buprenorphine is vital to keep patients fully engaged and
empowered in their recovery.

•

Buprenorphine is just one of three FDA-approved medications for medication-assisted treatment of
opioid use disorder. The others are methadone and naltrexone.

•

Providers who qualify and have completed an official training apply online for their waiver through the
Center for Substance Abuse Treatment (CSAT), a division of SAMHSA, which also provides many resources
related to prescribing buprenorphine.

•

You must request a waiver from SAMHSA before you prescribe buprenorphine. This training is not
a waiver-qualifying program and should only be used as supplementary education.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 28 of 34

Buprenorphine Training Activity
v5.0b [2019-04-01]

Planning to Add Buprenorphine to Your Practice

RESOURCES
SAMHSA
The Substance Abuse and Mental Health Services Administration (SAMHSA) within the U.S. Department of Health
and Human Services, through their Center for Substance Abuse Treatment (CSAT), includes the mission of
promoting community-based substance abuse treatment and recovery services for individuals and families.
SAMHSA's goals include improving access, reducing barriers, and promoting high quality, effective treatment and
recovery services.

CSAT's Buprenorphine Waiver Information
The SAMHSA Medication-Assisted Treatment webpage, in the section on buprenorphine waivers, provides links to
valuable information about buprenorphine, how to become waivered, and the resources you will need. Once you
have completed an official training program, visit the buprenorphine waiver management section of SAMHSA's
medication assisted treatment page http://www.samhsa.gov/medication-assisted-treatment. Follow the links to
their Center for Substance Abuse Treatment to fill out and submit your waiver notification of intent form. Their
webpage also provides links to the following:
•

Information on how to obtain a waiver

•

Buprenorphine Clinical Discussion WebBoard

•

Forms for later in your practice, including to update your information or apply to increase the number of
patients you see

•

The Drug Addiction Treatment Act (DATA) of 2000

•

Buprenorphine Treatment Physician Locator and several other resources for patients and families

SAMHSA Resources
Buprenorphine Management: Find information for providers on the waiver application and management
process to prescribe or dispense buprenorphine for opioid dependency treatment.
DATA 2000: This page provides links to the full text, summary, and physician waiver requirements under DATA
2000.
SAMHSA's Buprenorphine Physician and Treatment Program Locator: A directory of treatment programs and
physicians authorized to treat patients with buprenorphine.
SAMHSA/CSAT Evaluation of the Buprenorphine Waiver Program: Webpage that reports how SAMHSA
evaluates the buprenorphine waiver program. Includes "Evaluation of the Buprenorphine Waiver Program"
and "Number of DATA-Certified Physicians.
SAMHSA Medication Assisted Treatment Website: Created by SAMHSA, this website section provides
information about buprenorphine, including resources, the waivering process, DATA 2000, and the latest
news.
SAMHSA Provider Waiver Qualifications: Information from the CSAT Buprenorphine Information Center on the
criteria required to receive waiver under DATA 2000.

Provider's Clinical Support System
The Provider's Clinical Support System (PCSS) is a training and mentoring project that partners with several
professional societies to provide modules, webinars, resources, and a mentoring program to help providers who
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provide medication-assisted treatment for opioid use problems. The tab on Medication-Assisted Treatment offers
support specific to this treatment.
PCSS-MAT Guidance: Drug Enforcement Administration Requirements for Prescribers and Dispensers of
Buprenorphine and Buprenorphine Naloxone: This clinical guidance provides information about the
requirements for storing, dispensing, and maintaining records for physicians who provide office-based
opioid treatment.
PCSS-MAT Mentoring Program: PCSS-MAT provides ongoing mentoring programs aimed at improving
providers confidence in treating opioid use disorder. The PCSS-MAT program is designed to assist providers
in incorporating the use of medications for prescription opioid-addicted patients in their practices. The
mentoring program is available, at no cost to providers. PCSS-MAT mentors are a national network of
trained providers with expertise in medication-assisted treatment and skilled in clinical education. Mentors
provide support by telephone, email, or in person if logistically possible. (From the website.)

Additional Resources
AAA Prescription Discounts: Information on how AAA members can save money prescriptions at participating
pharmacies.
Advancing access to addiction medications: Describes report by ASAM from 2013 on making addiction
medications more accessible
Buprenorphine Treatment: Training for Multidisciplinary Addiction Professionals: This is a training package
developed by the Buprenorphine Awareness Blending Team to create awareness about buprenorphine
among non-physician addiction professionals.
Buprenorphine plus Naloxone (en Español): La buprenorfina sublingual, y la buprenorfina y naloxona. This
patient education resource addresses common questions about buprenorphine treatment for opioid
dependence.
Buprenorphine Waiver Notification Form. 30 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 30 patients by submitting a Waiver Notification form to SAMHSA.
Buprenorphine Waiver Notification Form. 275 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 275 patients by submitting a Waiver Notification form to SAMHSA.
Decisions in Recovery: Treatment for Opioid Use Disorder. Booklet that helps patients and providers de
Electronic Prescriptions for Controlled Substances (EPCS) General Questions and Answers: The questions and
answers are intended to summarize and provide general information regarding the Drug Enforcement
Administration (DEA) Interim Final Rule with Request for Comment "Electronic Prescriptions for Controlled
Substances" (21 CFR Parts 1300, 1304, 1306 and 1311; October 19, 2011) [Docket No. DEA-360].
Flowchart of Steps in Applying for DEA Registration : Steps in Applying for DEA Registration
Formulary Finder for Prescription Drug Plans: This is a database that allows users to search Medicare
Prescription Coverage and Medicare Advantage Prescription Drug Plans by State.
Free Drug Card Program: The Free Drug Card Program was developed to help uninsured and underinsured
Americans afford their prescription needs. It offers a free Prescription Drug Card that can be taken to a
pharmacy to lower prescription drug costs.
FSMB Model Policy for the Use of Controlled Substances for the Treatment of Pain: This document, first
published in 2004 and revised in July 2013, is a model policy for state medical boards to use in developing
their guidelines for use of opioids in treating chronic pain. These Model Guidelines provide the FSMB's
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policy on proper treatment of pain and the use of opioids when necessary to manage pain. Source: Federal
State Medical Boards (FSMB)
Healthcare Access in Rural Communities: This website offers information about rural health programs and
providing access to treatment, as well as Medicare and Medicaid funding for specific services and
treatments to increase patient access to health care.
Links to State Health Department Websites: List of contact information and websites for all of the state health
departments.
NAABT Coding Grid: Displays the appropriate CPT and HCPCS billing codes for the different phases of
buprenorphine treatment.
NeedyMeds: The Needymeds website provides information on the Suboxone assistance program, a program
that offers free suboxone medication to low-income patients who meet all eligibility requirements. It also
includes important contact information, suboxone doses that are part of the program, the roles of the
physician and patient in the application process, and application requirements.
Nursing Follow-up Visit: This form can be used by nurses to note the areas that should be covered during a
follow-up visit for patients on buprenorphine treatment.
Nursing Intake Screener: This form provides a list and a place to document important information that should
be recorded during the intake assessment, including whether the patient is pregnant, taking other drugs, on
methadone or has other addiction behaviors.
Office-Based Treatment: Training Your Staff : Your staff will be assisting you with many of the tasks essential
to conducting in-office buprenorphine treatment. Therefore, staff members need a firm grasp of the
principles of addiction treatment and corresponding clinical skills and an attitude conducive to working with
this patient population. The staff's attitudes will affect the way they treat patients, thus influencing the
outcome of treatment. Before starting office-based buprenorphine treatment, you may wish to conduct
formal training with your staff. The brief guidelines below can help you structure your training.
Patient Satisfaction Survey: Provides a downloadable patient satisfaction form. The survey assesses
satisfaction with the health center and staff.
Provider's Clinical Support System MAT: Provider's Clinical Support System (PCSS-MAT) is a national training
and mentoring project. Offerings include online training modules and webinars, resources, and a mentor
program for providers of medication-assisted treatment who are getting started or have less experience.
Physician Clinical Support System - Clinical Coaching: This website is designed to provide coaching for
providers in treating chronic pain, and substance use disorders including opioid use disorder.
SAMHSA Section II: Guidelines (Medical Records): These guidelines include a "Medical Record" section of what
should be included in a buprenorphine patient's medical record.
The ASAM National Practice Guideline (Medication Assisted Treatment): This document outlines the 2015
guidelines for assessment and pharmacological treatment of patients with opioid use disorder.
The National Alliance of Advocates for Buprenorphine Treatment (NAABT): This website is for both
buprenorphine patients and providers. It provides education on opioid addiction and buprenorphine
treatment and also connects patients in need of treatment to qualified treatment providers. Buprenorphine
and
VIDEO: Patient Mike's Story: View three short webisodes that share Mike's buprenorphine success story. This
story was taken from The National Alliance of Advocates for Buprenorphine Treatment (NAABT.org). Mike is
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an average middle-class American, a business owner, and a loving husband, father, and grandfather. While
remodeling his restaurant, he hurt himself, and slowly became addicted to prescription opioid painkillers. A
medication called buprenorphine, in addition to counseling and support, would allow him to get back on a
productive path.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 32 of 34

Buprenorphine Training Activity
v5.0b [2019-04-01]

Planning to Add Buprenorphine to Your Practice

REFERENCES
1. Institute of Medicine (IOM). Crossing The Quality Chasm: A New Health System For The 21st Century. IOM.
2001.
2. Alford DP, Labelle CT, Kretsch N, et al. Collaborative care of opioid-addicted patients in primary care using
buprenorphine: five-year experience. Arch Intern Med. 2011;171(5):425-431.
3. Gerteis M. Through the Patient’s Eyes : Understanding and Promoting Patient-Centered Care. Vol 1st ed. San
Francisco: Jossey-Bass; 1993.
4. Davis Karen, Schoenbaum Stephen C, Audet Anne-Marie. A 2020 Vision of Patient-Centered Primary Care.
J Gen Intern Med. 2005;20(10):953-957. doi:10.1111/j.1525-1497.2005.0178.x.
5. Epstein Ronald M, Street Richard L. The Values and Value of Patient-Centered Care. Ann Fam Med.
2011;9(2):100-103. doi:10.1370/afm.1239.
6. Hashim MJ. Patient-Centered Communication: Basic Skills. Am Fam Physician. 2017;95(1):39-34.
7. Alves Paula CG, Sales Célia MD, Ashworth Mark. Personalising the evaluation of substance misuse
treatment: a new approach to outcome measurement. Int J Drug Policy. 2015;26(4):333-335.
doi:10.1016/j.drugpo.2014.11.014.
8. Bray Jeremy W, Aden Brandon, Eggman Ashley A, et al. Quality of life as an outcome of opioid use disorder
treatment: A systematic review.. J Subst Abuse Treat. 2017;76:88-93. doi:10.1016/j.jsat.2017.01.019.
9. Tofighi Babak, Grossman Ellie, Buirkle Emily, McNeely Jennifer, Gourevitch Marc, Lee Joshua D. Mobile
Phone Use Patterns and Preferences in Safety Net Office-Based Buprenorphine Patients.. J Addict Med.
2015;9(3):217-221. doi:10.1097/ADM.0000000000000121.
10. Renner J, Lavounis P. Handbook of Office-Based Buprenorphine Treatment of Opioid Dependence.
Arlington, VA: American Psychiatric Publishing; 2011.
11. Zubkoff L, Shiner B, Watts BV. Staff Perceptions of Substance Use Disorder Treatment in VA Primary Care–
Mental Health Integrated Clinics. J Subst Abuse Treat. 2016;70:44-49.
12. Sullivan L, Fiellin D. Narrative Review: Buprenorphine for Opioid-Dependent Patients in Office Practice.
Ann Intern Med. 2008;148(9):662-670.
13. Drugs.com. Buprenorphine/Naloxone. 2017.
14. Blueshift Research. Camurus and Indivior Set to Significantly Sway the Opioid Abuse Treatment Market.
Blueshift Research Report; 2017.
15. ASAM. Advancing access to addiction medications. 2013.
16. Szabo L. Addiction treatment hard to find, even as overdose deaths soar. USA Today. 2015.
17. Walden Greg. H.R.6 - 115th Congress (2017-2018): SUPPORT for Patients and Communities Act. October
2018.
18. Stanton A, McLoed C, Luckey B, et al. SAMHSA/CSAT Evaluation of the Buprenorphine Waiver Program.
37th Annual Medical- Scientific Conference of the American Society of Addiction Medicine. 2006.
19. SAMHSA. Substance Use Disorders. SAMHSA Website. 2014.
20. Egan JE, Casadonte P, Gartenmann T, et al. The Physician Clinical Support System-Buprenorphine (PCSS-B):
a novel project to expand/improve buprenorphine treatment. J Gen Intern Med. 2010;25(9):936-941.
21. SAMHSA. Number of DATA Certified Physicians. SAMHSA.gov. 2015.
bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 33 of 34

Buprenorphine Training Activity
v5.0b [2019-04-01]

Planning to Add Buprenorphine to Your Practice

22. Addiction Treatment Forum. History of Buprenorphine. Addict Treat Forum Website. 2013.
23. CADCA. Comprehensive Addiction and Recovery Act (CARA). CADCA.org. 2016.
24. Madras BK, Wilson MC, Avula D, et al. Screening, brief interventions, referral to treatment (SBIRT) for illicit
drug and alcohol use at multiple healthcare sites: Comparison at intake and six months. Drug Alcohol
Depend. 2010;99(1-3):280-295.
25. SAMHSA. Key Substance Use and Mental Health Indicators in the United States: Results from the 2016
National Survey on Drug Use and Health. SAMHSA.gov. 2017.
26. SAMHSA. Physician and Program Data. SAMHSA.gov. 2018.
27. ASAM. The ASAM National Practice Guideline For the Use of Medications in the Treatment of Addiction
Involving Opioid Use. June 2015.
28. Chychula NM, Sciamanna C. Help substance abusers attain and sustain abstinence. Nurse Pract.
2002;27(11):30-47.
29. SAMHSA. Sublingual and Transmucosal Buprenorphine for Opioid Use Disorder: Review and Update.
Winter 2016.
30. SAMHSA. Methadone. SAMHSA.gov. 2015.
31. Office of National Drug Control Policy. Medication-Assisted Treatment for Opioid Addiction. 2012.
32. Martin J. Personal Communication Re: Number of Patients Maintained on Buprenorphine. 2011.
33. Maxwell JC, McCance-Katz EF. Indicators of buprenorphine and methadone use and abuse: what do we
know?. Am J Addict. 2010;19(1):73-88.
34. Drug Enforcement Administration (DEA). Buprenorphine. 2013.
35. Sokol Randi, Albanese Chiara, Chaponis Deviney, et al. Why Use Group Visits for Opioid Use Disorder
Treatment in Primary Care? A Patient-Centered Qualitative Study.. Subst Abuse. 2018;39(1):52-58.
doi:10.1080/08897077.2017.1356792.
36. Roll David, Spottswood Margaret, Huang Hsiang. Using Shared Medical Appointments to Increase Access to
Buprenorphine Treatment.. J Am Board Fam Med JABFM. 2015;28(5):676-677.
doi:10.3122/jabfm.2015.05.150017.
37. Food and Drug Administration (FDA). Physician Information: Answers to Frequently Asked Questions.
2010.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 34 of 34

Buprenorphine Training Activity
v5.0b [2019-04-01]

IMPLEMENTING BUPRENORPHINE IN
YOUR PRACTICE
Goal
To prepare providers to provide collaboration and structure to support successful buprenorphine
treatment.

After completing this module, participants will be able to:
•

Summarize rules and regulations for a successful provider-patient relationship in officebased opioid treatment

•

Determine what rules and regulations are needed to prevent and address patient
problematic behavior in office-based opioid treatment

•

Recognize and manage problematic behaviors that may be encountered in patients with
opioid use disorder and to use urine screening to measure treatment efficacy.

•

Use a provider-patient treatment agreement to communicate expectations and
responsibilities for both parties, and enforce consequences of not meeting expectations

•

Explain concepts involved in the use of urine analysis for office-based treatment of
patients with opioid use disorder

Professional Practice Gaps
Treating patients with opioid use disorder as part of office-based opioid treatment with
buprenorphine requires unique skills. Communicating the rules, expectations, goals, and
boundaries of an office-based opioid treatment practice to the patients being treated is important.
Patient-provider agreements, as well as regular patient monitoring, can help to ensure that
patients are held accountable while receiving treatment. If patients are aware of this monitoring, it
can help reduce the frequency of problematic behaviors, such as diversion or use of illicit drugs.
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BUILD RAPPORT
Importance Of The Initial Visit
Rapport with your patient could be listed as a key component of successful treatment. The outcome of treatment
for opioid use disorder has a great deal to do with the relationship you develop with them. Setting a good
precedent at the very first meeting will help you define this relationship in a positive manner. Be sure to:

1. Establish Trust
The primary purpose of the initial visit is to establish trust critical to the
treatment's success. Your patient should feel comfortable disclosing any
anxieties or difficulties about treatment to you. To encourage future
disclosures and build a partnership with your patients:
•

Be open, understanding, empathetic, and willing to listen

•

Maintain a nonjudgmental and straightforward response to patient concerns

•

Use a patient-centered approach, respecting the patient's authority about their own experience, and avoid
an overly authoritarian approach

•

In the event of patient defensiveness, review your approach for whether you are using the above skills

2. Discuss Confidentiality
To alleviate some of your patient's concerns, discuss the confidentiality laws regarding addiction treatment as
soon as the topic is broached. Many individuals with substance use disorders are anxious about seeking
treatment, especially for illicit drug use. The laws ensuring confidentiality for opioid addiction treatment go above
and beyond those protecting general medical patients, and patients commencing treatment should be aware of
their rights.

Case Study – Ms. Dawson

Meet Your Patient
Name: Ms. Dawson
Age: 20 years old
Reason For Visit: Needs treatment for her heroin use
Patient History: Ms. Dawson is a university student who has been smoking heroin
occasionally for 15 months and daily for the past 3 months. She uses 1½ grams per day
and requests help to quit.
Relevant History: She reports no prior history of treatment for drug use. She reports
no alcohol or other drug use and the latter was later confirmed with urine drug testing.

Patient Discussion
Provider: Tell me more about why you're here today.
Ms. Dawson: I use heroin, but it's getting so expensive to maintain my habit. I need to get off of it.
Provider: I see you're using 1½ grams per day?
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Ms. Dawson: Yes, and it makes me feel good, but when I can't get any I feel awful. I'm anxious, and I can't sleep.
My muscles ache, and I get diarrhea. I don't want to have to go through that every time I don't have enough
money for heroin.
Provider: That makes sense. It sounds miserable. So, you've decided to get treatment at this point?
Ms. Dawson: Well, honestly, I was thinking of starting to shoot up to save money, because it takes less heroin
that way, but I decided to give treatment a try instead. If I can stop using, I won't have to worry about paying for
it.
You determine that Ms. Dawson is not pregnant and is taking oral contraceptives.
She has no concurrent medical/psychiatric conditions and explore other psychosocial
issues.

Case Continued
Provider: Having a good social support system helps treatment be successful. Do you have
friends and family in the area that might be able to help you through treatment?
Patient: My parents live nearby. And I do have a couple of friends from school that have
said they'd support me getting help. They've hated to see how the drugs have affected me.
Provider: And they are not users themselves, correct?
Patient: No, they're clean.
Provider: You said you have been finding it hard to pay street prices for drugs. Have those difficulties ever led to
committing a crime or doing something that you find morally inappropriate in order to get the funds to pay for your
drugs?
Patient: No, it hasn't come to that yet. In fact, that's one reason why I'm here. I want to make sure I don't get
into a situation that I'll have to do something drastic just to keep my habit going.

Quiz: Suitable For Treatment

With This Information In Mind, Is Ms. Dawson A Good Candidate For Office-based
Buprenorphine Treatment As A First Line Approach? (Choose One)
1. Yes, she is suitable for office-based buprenorphine treatment as a first line approach
2. No, she is not suitable for office-based buprenorphine treatment as a first line approach
3. There is not enough information available to determine whether or not Ms. Dawson is suitable for officebased buprenorphine treatment as a first line approach
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SUITABLE FOR TREATMENT QUIZ FEEDBACK
(1) Yes, She Is Suitable For Office-based Buprenorphine Treatment As A First Line
Approach
Correct. Ms. Dawson is suitable for office-based buprenorphine treatment as a first line approach – there is a
clear diagnosis of opioid use disorder given the tolerance, withdrawal symptoms, and fear of how addiction could
affect her financially. Office-based logistics may provide a suitable means for her to access treatment because she
has school/classes to attend and daily attendance at an outpatient treatment facility could interfere with her
attendance and improve the likelihood of running into people she associated with while using. If office-based
treatment does not provide enough structure and support, then more intensive outpatient counseling treatments
that could be considered.

(2) No, She Is Not Suitable For Office-Based Buprenorphine Treatment As A First Line
Approach,
(3) There Is Not Enough Information Available To Determine Whether Or Not Ms. Dawson
Is Suitable For Office-Based Buprenorphine Treatment As A First Line Approach
Ms. Dawson is suitable for office-based buprenorphine treatment as a first line approach – there is a clear
diagnosis of opioid use disorder given the tolerance, withdrawal symptoms, and fear of how addiction could
affect her financially. Office-based logistics may provide a suitable means for her to access treatment because she
has school/classes to attend and daily attendance at an outpatient treatment facility could interfere with her
attendance and improve the likelihood of running into people she associated with while using. If office-based
treatment does not provide enough structure and support, then more intensive outpatient counseling treatments
that could be considered.

Making A Treatment Plan
Provider: Office-based buprenorphine treatment fits your circumstances. Would you like to
hear more about it?
Ms. Dawson: What about the outpatient clinic?
Provider: The outpatient clinic is a possibility, but I suggested office-based treatment because
the logistics of an outpatient treatment facility could interfere with your class schedule.
Outpatient treatment also increases the likelihood of you running into people that you were
associated with while using, which can make it difficult to stay abstinent. If office-based
treatment does not provide enough structure and support, then we can consider more intensive outpatient counseling
treatment.
Ms. Dawson: That makes sense.

Treatment Goals
You determine that the goals for Ms. Dawson's treatment are:
•

Cessation/reduction of illicit opioid use

•

Participation in a comprehensive rehabilitation program (counseling for relapse prevention and possibly
the issues surrounding her initial drug use)

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 4 of 35

Buprenorphine Training Activity
v5.0b [2019-04-01]

Implementing Buprenorphine in Your Practice

Induction Plan
Ms. Dawson's evaluation and treatment plan for induction includes the following:
•

Comprehensive psychosocial and medical assessment

•

Discuss treatment plans (medical withdrawal or longer-term treatment)

•

Observation for signs and symptoms of opioid withdrawal before induction onto buprenorphine to avoid
precipitating withdrawal

•

Follow-up review by treating physician/PA/nurse practitioner

•

Provide referrals for counseling

bup.clinicalencounters.com
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CASE: RULES AND REGULATIONS OF PRACTICE
Discuss the rules and regulations with each patient at the initial visit and have them sign the agreement which
sums them up. Treatment agreements are between the patient and the provider. Patients are expected to agree
to a treatment agreement and understand its contents. Providers can offer (and customize) standard treatment
agreements. Agreements will include education on what the various components mean.
The treatment agreement can also be introduced to the patient along with screening tools using an online Patient
Portal. Or they can be mailed to the patient or picked up at the office in advance so that patients come prepared
and knowledgeable to the first appointment. If you do provide copies in advance, be sure that you still review
them with the patient in person.
Case Illustration:
Patient: Allison Keville
Age: 48
Background: Ms. Allison Keville recently enrolled in a substance abuse program. As part of the
standard procedures with new patients, the provider discusses the policies with her and asks
her to sign a treatment agreement.
Provider: After we discuss the treatment agreement, I will provide you with a paper copy for you to
sign. This will indicate that you agree to the terms of treatment.
Ms. Keville: This sounds like overkill. I'm not trying to break any rules.
Provider: I understand that this agreement seems extensive. However, these apply to every patient receiving
buprenorphine treatment. I find that it is helpful since it defines the requirements placed on them in treatment and may
answer potential questions.
The provider continues, using the practice's policy checklist to make sure all the topics are covered with Ms.
Keville. In particular, she should understand that failure to comply will result in consequences. The provider next
makes sure that Ms. Keville understands each component before she agrees to follow it.
Provider: Do you have any questions about what we covered?
Ms. Keville: No, I don't think so. That sounds pretty reasonable to me. I can agree to that.
It is helpful to re-review the rules soon after a patient has begun treatment as a reminder about what was agreed
upon.

Quiz: Starting Treatment

When Starting Office-based Buprenorphine Treatment, SAMHSA Requires Patients To
Sign A Form Stating That They Understand The Rules And Expectations Of Treatment.
(Choose One)
1. True
2. False
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STARTING TREATMENT QUIZ FEEDBACK
(1) True
There is no SAMHSA regulation specifying that providers must have patients sign a form about the practice's rules
governing buprenorphine treatment. However, this is a very helpful step and is strongly advised.

(2) False
Correct. There is no SAMHSA regulation specifying that providers must have patients sign a form about the
practice's rules governing buprenorphine treatment. However, this is a very helpful step and is strongly advised.
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TREATMENT STRUCTURE
The Benefits Of Rules And Expectations For Patients And Your Practice
Unless you already treat addiction, you will most likely need to add practice policies that go beyond routine
practice when starting Office-Based Opioid Treatment (OBOT). These additional policies promote a sense of
security and confidence within the office-based opioid treatment. Patients often find such policies helpful,
because they define the requirements and expectations placed on them in treatment and may answer potential
questions. Multiple studies have shown that having policies that guide the patient toward behaviors that will
improve outcomes (described in this module), results in better compliance and retention in OBOT maintenance 1.
Your patients and office staff should understand the rules and expectations, and consequences of breaking a
rule. Determining policies in advance, ongoing monitoring for compliance, and enforcement of consequences are
essential keys to success.

Research Supports Strong Treatment Structure
A study of heroin-addicted patients in Sweden theorized that a lenient policy toward lapses and use of other
substances was resulting in a higher rate of overdose and treatment dropout. They adopted a policy of nontolerance of such behaviors and enhanced treatment structure, including behavioral supports, to prevent such
behaviors in the first place1. Results support this approach – 2/3 were abstinent and employed after 7 years of
this treatment approach, and those who completed the program had no legal convictions. Problematic alcohol
use was significantly reduced from baseline to follow-up (p < .001).
The increased risk of premature death associated with being discharged from a treatment program is the reason
many programs avoid a policy of zero tolerance for substance use. In the above study, there was only one
premature death among the 148 patients studied.
The psychosocial support met once per week for at least a year. Counseling aimed to change the patient’s
behavior related to drug use and actively involve the patient in their own treatment.

Examples of Expectations of Patients

Patient Expectations
The following is a list of common expectations of patients in an office-based opioid treatment practice. The list
includes expectations for all patients, as well as additional expectations that may need to be imposed on specific
individuals. Appropriate consequences, such as increased treatment structure or referral to a higher level of care,
should accompany each expectation of the patient.
Expectations for Office Protocol:
•

•

All Patients:
◦

The patient will call at least ___ hours before a scheduled appointment to say that he or she is unable
to attend.

◦

The patient will make satisfactory arrangements with the treating provider to pay for all services.
(Alternatively, describe who handles insurance documents, etc.)

Some Patients: N/A

Expectations for Prescription Procedures:
•

All Patients:
◦

Lost prescriptions will not be rewritten.
bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 8 of 35

Buprenorphine Training Activity
v5.0b [2019-04-01]

•

Implementing Buprenorphine in Your Practice

◦

New patients should only receive prescriptions for small amounts of buprenorphine.

◦

Adherence to treatment may be a condition for prescriptions renewal.

Some Patients:
◦

Buprenorphine prescriptions will be written for ___ days/weeks during the beginning of treatment. The
patient must return to the office for a follow-up appointment in order to get a refill. If the provider
determines there is acceptable progress, a prescription for longer length of time may be written.

Expectations for Urine Testing:
•

All Patients:
◦

•

The patient will disclose to the clinician all opioid or other drug use.

Some Patients:
◦

The patient agrees to come to the office for random urine drug testing when requested by the
provider.

Expectations for Patient Responsibilities:
•

•

All Patients:
◦

The patient will not adjust his or her own buprenorphine dose.

◦

The patient will not share medication and will store it where others cannot obtain it.

Some Patients:
◦

The patient will participate in individual or group substance abuse counseling.

◦

The patient will make a concerted effort to learn about community support or attend self-help groups
and meetings.

PRACTICE STEPS TO TAKE
Later, you have the chance to review an example of the buprenorphine treatment policies for one practice to get
ideas for developing your own. Be sure to have a set of OBOT policies before starting your practice.
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DISCUSSING RULES AND EXPECTATIONS
The initial visit is an ideal time to discuss specific rules and expectations governing treatment. This discussion
helps patients understand what behaviors will most likely result in a successful treatment outcome and what you
require for your practice to function smoothly. It also makes it easier to challenge problematic behaviors later
that may occur during treatment.
•

Discuss your general treatment philosophy, including your beliefs and your approach to treatment

•

Communicate clear goals for the treatment

•

Agree on the best way to approach those goals

•

Present the expectations you have for the patient

•

Clarify confusing points

•

Explain to your patients that failure to comply will result in consequences.

THINK AHEAD Question
What strategies would help ensure patient adherence to the opioid treatment program?

How to Address Rules and Regulations
•

Provide a printed copy of the rules, ideally, in the form of a
written, patient-provider agreement. With a written, signed
patient-provider treatment agreement, both parties have a
resource to which they can refer.

•

Both parties sign the rules and regulations. Patient signatures
verify that they understand and agree to the terms of treatment.
The provider's signature acknowledges a patient-centered rather
than an authoritarian relationship.

•

Re-review the rules soon after a patient has begun treatment as a reminder about what was agreed upon.

•

Consider having a nurse or medical assistant help with patient orientation activities, such as refill policies
and urine drug screen procedures.

•

Use a patient education Appropriate Use Checklist to make sure you or a trained staff member discuss all
aspects of buprenorphine treatment with every patient.

•

Be sure to provide the written Medication Guide for the buprenorphine formulation you prescribe.

PRACTICE STEPS TO TAKE
Don't make the mistake of being lax in your treatment structure in order to gain your patient's trust. It is possible
to do both of the following:
1. Develop and maintain a foundation of trust in the practitioner-patient relationship.
2. Prior to treatment, establish an understanding of the treatment protocol. Identify behaviors that will not
be tolerated and the consequences of such actions.
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CASE: MS. DAWSON
Ms. Dawson Leaves A Message That Night:
Ms. Dawson: This is Rachel Dawson. I wanted to cancel my next appointment. I found
a doctor that gives the same treatment, but charges less.
Three days later she leaves you the following message in the evening after office
hours:

Message From Ms. Dawson
Ms. Dawson: Hi, doc. It's Rachel Dawson. I just wanted to let you know that I have been
on 8 mg of bup over the past 4 days, working with another doctor. But that isn't working
out. It's too far, and he's not very flexible. Can I get an appointment with you as soon as possible?

You Make Time To See Her The Next Day And Convey The Following The Next Morning:
Provider: Ms. Dawson, I can make time at 4 pm today. Please call to confirm.
Ms. Dawson does not confirm the appointment and shows up an hour late. You fit her into your schedule and
have the following discussion:
Provider: Can you tell me a little bit about what's going on with your treatment? According to your phone call, you
decided to get buprenorphine treatment with another doctor?
Ms. Dawson: Well, I know we set it all up when I was here last time, but the doctor I went to before costs less, so
I decided to follow his plan instead. He had me on 8 mg of buprenorphine for the past four days, which seemed
to be working, but he's not very flexible, like if I miss appointments. Maybe I should get treatment here instead.
Provider: Well, you'll find we're all pretty strict about keeping appointments. That's part of my policy, too. Do you still
want to make this switch?
Ms. Dawson: I guess I have to. They won't schedule me there anymore.

Quiz: Treatment Agreement
Provider: First of all, before we start a formal treatment plan, I'll need you to sign a treatment agreement. It will include
our policy on keeping appointments.
Ms. Dawson: What else is in the agreement?

Which Of The Issues That Ms. Dawson Has Demonstrated Could Be Included In This
Treatment Agreement? (Choose All That Apply)
1. Seeing only one provider at a time for this treatment
2. Keeping appointments or providing appropriate notice about breaking them
3. Following treatment recommendations precisely
4. Attending a relapse prevention seminar
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Treatment Agreement Quiz Feedback

(1) Seeing Only One Provider At A Time For This Treatment,
(2) Keeping Appointments Or Providing Appropriate Notice About Breaking Them,
(3) Following Treatment Recommendations Precisely,
(4) Attending A Relapse Prevention Seminar
Correct. All of these issues could be described in a treatment agreement.
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TREATMENT AGREEMENT PURPOSE
Written Patient-Provider Treatment Agreement Purpose
Treatment agreements between the provider and the patient communicate patient expectations and other
information that will support successful buprenorphine treatment. They are particularly helpful in the beginning,
during induction and later, if problems arise, but also serve a role of preventing problems. These agreements
serve the following purposes2–4:
•

•

•

Improve communication
◦

Improve patient care through dissemination of information

◦

Act as a form of ongoing patient education

◦

Support open communication with not only the patient but also the patient's family and other
providers

◦

Avoid confusion during the treatment plan

◦

Clarify responsibilities when a patient is co-managed by more than one provider.

Enhance treatment
◦

Facilitate a mutually agreed-upon plan

◦

Enhance patient's adherence to the treatment plan

◦

Maintain accountability while taking these potentially hazardous medications

◦

Ensure the provider's ability to prescribe the drugs appropriately and safely

Communicate basic policies:
◦

Boundaries of treatment

◦

Expectations the provider has for the patient

◦

Role of the provider

◦

Objectives used to determine if treatment is a success or needs to be stopped and how to stop
treatment

Treatment Agreements Relationship To Informed Consent:
Written treatment agreements go beyond the goals, risks and benefits, and alternative treatments that are
required in the informed consent. However, informed consent may be included within the agreement, because of
overlapping purposes and content.

PRACTICE TIP
Some states, such as New Hampshire, require written treatment agreements when prescribing chronic opioids.
They may also be called "Opioid Management Plans." These requirements may include buprenorphine. Be sure to
check your state board's requirements for opioid prescribing, if any.

Treatment Agreement: Policies
To support smooth functioning of your practice, include your policies regarding:
•

Canceled appointments

•

Contacting the provider during office hours and after hours
bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 13 of 35

Buprenorphine Training Activity
v5.0b [2019-04-01]

Implementing Buprenorphine in Your Practice

•

Payment of fees

•

Prescription procedures. [olicy for prescription renewal, and if there will be no early renewal

•

Courteous behavior, including behavior that cannot be tolerated, such as arriving intoxicated for
appointments or being disruptive – describe consequences

•

Conditions regarding when treatment would be discontinued

•

Patients who have relapsed to using opioids, for those who continued taking buprenorphine and for those
who stopped treatment

To support treatment success and safety, patients agree to 4,5:
•

Adhere to induction and maintenance protocols

•

Obtain buprenorphine from only one provider and one pharmacy

•

Participate in other recommended treatments, such as a support group or counseling

•

Avoid use of illicit substances and those that might have an adverse interaction

•

Disclose prescribed and non-prescribed psychoactive substances

•

Participate in urine drug screens, pill counts, or periodic questionnaires about substance use when
requested. Describe the schedule for these tests or describe if they are unannounced. Include information
on costs of tests and the consequences of problematic results

•

(For women of child-bearing age) Disclose pregnancy or plans to try to get pregnant

•

Attendance at follow-up visits – describe the schedule

•

Authorization to communicate with your patient's other named providers, and, if needed, significant
others

•

Authorization to check your patient's record in the Prescription Drug Monitoring Program

Informed Consent Overlap, Safety
There may be some overlap with informed consent issues in a written patient-provider agreement, or they may
intentionally be combined into one document. Overlapping elements include:
•

Goal(s) of treatment

•

Potential benefits and risks

•

Voluntary nature of treatment

Child Safety
Treatment agreements should include information regarding safe storage of buprenorphine, including that
medications should be kept in a locked container or otherwise made inaccessible to children. Even brief exposure
of a child to buprenorphine can result in sedation, respiratory depression, cerebral anoxia, and death" 5. Following
suspected or actual exposure of even a few seconds, call 911. The exposed child should have immediate medical
attention and observation for 24 hours.

PRACTICE STEPS TO TAKE
Treatment agreements should be completed in writing and signed prior to starting treatment and reviewed and
updated periodically5. Many of the issues in the agreement are relevant to the maintenance phase, and so
reviewing those elements again at the followup appointment after induction can help assure that the patient
keeps them in mind.
bup.clinicalencounters.com
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QUIZ: CASE – MRS. COPELAND
Meet Your Patient
Name: Mrs. Copeland
Age: 45 years old
Reason For Visit: Mrs. Copeland has concerns about possible adverse effects from
her use of Vicodin®.
Patient History: Mrs. Copeland started taking Vicodin® for menstrual cramps but,
after a hysterectomy two years ago, she no longer has pain. She has been taking
about 10 Vicodin® a day for the past 6 months. She obtains them from a "pharmacist
friend" and several doctors that she sees on a regular basis. You discover all this by reviewing her prescription
drug monitoring report. None of the doctors are aware that she is taking 10 tablets/day.
Mrs. Copeland: I have tried to cut down my Vicodin® on my own a few times, but I cannot stand the insomnia
and anxiety and diarrhea I get when I do. That forces me to go back on it, sometimes at a higher dose. But I'm
getting worried because one of my doctors said that taking more than 8 Vicodin® a day could cause me to have
liver damage.

Quiz: Mrs. Copeland – Treatment Agreement

Which Of These Are Issues To Include In Mrs. Copeland's Written, Signed Treatment
Agreement? (Choose All That Apply)
1. Past "doctor shopping"
2. Urine testing
3. Inappropriate Office Behavior and Consequences
4. Employment history
5. Goals of treatment
6. Diet and exercise habits
7. Patient confidentiality
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Mrs. Copeland – Treatment Agreement Quiz Feedback

(1) Past "Doctor Shopping"
Correct. You should address the issue in her treatment agreement and set ground rules of no "doctor shopping"
from this point forward. Also, be sure to check her Prescription Drug Monitoring report regularly until you feel
confident that doctor shopping is no longer a problem for her.

(2) Urine Testing
Correct. Urine testing should be described in the treatment agreement. It is important for any patient in OBOT.

(3) Inappropriate Office Behavior And Consequences
Correct. Office guidelines and rules about treatment should be in the treatment agreement for a patient in
OBOT.

(4) Employment History
Employment history is not typically part of the treatment agreement.

(5) Goals Of Treatment
Correct. Treatment goals are a good thing to include in the treatment agreement.

(6) Diet And Exercise Habits
The OBOT treatment agreements do not typically include diet and exercise, but treatment agreements can be
effective in the treatment of other chronic conditions.

(7) Patient Confidentiality
Confidentiality is part of the patient consent form rather than the treatment agreement. Some offices may
combine the treatment agreement and the consent form.
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PRESCRIPTION DRUG MONITORING PROGRAMS
Recommendation For Use Of Prescription Drug Monitoring Programs (PDMPs)
The prescription drug monitoring programs (PMDPs are state-operated databases containing information on
controlled substances dispensed. Prescription Drug Monitoring Programs provide data on who has received
prescriptions for certain controlled substances 6. You can order a report on the prescriptions a patient has filled.
Practice guidelines for prescribing opioids7 and buprenorphine5 recommend checking the prescription drug
monitoring program database as follows:
1. SAMHSA's Sublingual and Transmucosal Buprenorphine for Opioid Use Disorder - Review and Update(2016)
recommends checking the PDMP before induction and prior to writing prescriptions.
2. The CDC's Guidelines for opioid prescribing, which includes buprenorphine, recommends checking PDMPs
before prescribing and at least every 3 months and considering checking for every prescription 7

PDMPs In Your Area
The state PDMPs vary, for example, by
•

The schedules of drugs that are encompassed

•

The number of times per month data is collected

•

The way the data is submitted and disseminated8

In some states, you may be able to check prescriptions you have written in order to detect forged prescriptions
and prescriptions that were modified. Check whether this is allowed in your state.
Currently, no national PDMP system exists 6, but many experts are calling for such a program. In some states, for
example, Ohio, you can check the PMPs in adjacent states. The law, CARA 2016, provides supports each state
sharing data with at least one adjacent state 9.

Clinical Use of PDMPs
As a clinical tool, PDMPs can help you 4,5:
•
•

Reduce abuse and diversion. Given the fairly frequent abuse of buprenorphine, a policy of checking the
PDMP periodically throughout buprenorphine treatment is a good idea.
Obtain an accurate picture of a patient's past and present pharmacological treatment with medications
that are reported (narcotics) by
•

Detecting patterns of excessive drug seeking, i.e., obtaining narcotics from more than one provider
or pharmacy. Look for buprenorphine or other narcotics being prescribed by other providers.

•

Confirming compliance in taking prescribed medications, including your buprenorphine
prescription.

•

Detecting any unreported use of other prescription medications, especially checking for opioids,
buprenorphine, and benzodiazepines and other sedative-hypnotics to help prevent diversion and
overdose.

Response To Finding Problematic PDMP Reports
In response to discovering via the PDMP that patients have irregularities or other problems with respect to their
prescribed medications, such as obtaining the same medication from more than one provider or dangerous
combinations of prescribed medications, you should:
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Educate patients
•

about risk of overdose

•

about potentially dangerous drug interactions

Consider tightening treatment structure with
•

more frequent visits

•

a smaller medication supply

•

more frequent pill counts

•

more frequent urine drug testing

•

required counseling

•

referral to a higher level of care (if part of a consistent pattern of aberrant behavior)

PRACTICE STEPS TO TAKE
•

To maintain a patient-centered relationship, which includes transparency, inform patients that you check
the PDMP data base5.

•

PMP reports might not be necessary for patients who have a long-standing relationship with you and are
perceived to be at lower risk for diversion.

•

PMP reports can be a useful resource when there is little history available or when there is concern based
on clinical history, observation, or aberrant use of medication.

Poll: I consult Prescription Drug Monitoring data before prescribing opioids:
•

Regularly/Always

•

Sometimes

•

Never

•

Does not apply to me

What do you think? Take the poll yourself!
https://bup.clinicalencounters.com/managing-patients-poll/
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MRS. COPELAND – FURTHER EVALUATION
Addressing Mrs. Copeland's Current Concern
To first address Mrs. Copeland's current concern, you give her information
about physical opioid dependence, including reviewing the symptoms of
withdrawal that seem to be affecting her life. You explain the effects on the
liver of the acetaminophen component of Vicodin®. You conduct liver function
tests, and they are within normal limits.

Asking About Other Medications
Provider: Are there any other medications or drugs that you use?
Mrs. Copeland: No, just the Vicodin.
Provider: Have you ever injected or snorted or smoked any opioids or other drugs?
Mrs. Copeland: No, I'm not into anything like that.
Provider: I see that you have a history of alcohol and tobacco use.
Mrs. Copeland: I drink about one to two glasses of wine a night on weekends and sometimes on weekdays. I
also smoke a few cigarettes when I'm drinking.
Provider: Has your Vicodin® use has had any impact on your work or family or relationships?
Mrs. Copeland: No, it hasn't. The Vicodin® costs more than I can afford sometimes, and my friends are
concerned that I still use it, but I don't think it has caused any problems.

Outcome Of Further Assessment
Further assessment confirms Mrs. Copeland has opioid use disorder related to her use of Vicodin. You decide to
recommend buprenorphine treatment.
But you insist that she sign a treatment agreement that you provide to all patients that you treat with
buprenorphine. You highlight the requirement that the only opioid/pain medication she receives will be
either from you or discussed with you prior to seeking pain treatment.
Mrs. Copeland: Okay, I guess I'll try the buprenorphine treatment. To be honest, I'm surprised that none of my
providers ever mentioned it. I guess I'll have to talk to them about it at my upcoming appointments.

Despite Her "Doctor Shopping," Should You Start Mrs. Copeland On Buprenorphine
Today? (Choose The Best Answer)
1. Yes, start buprenorphine induction today.
2. No, she is not a good candidate because she has shown she cannot be trusted.
3. No, she is not a good candidate at this point because she has not expressed interest in treatment.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 19 of 35

Buprenorphine Training Activity
v5.0b [2019-04-01]

Implementing Buprenorphine in Your Practice

CASE – MRS. COPELAND TREATMENT
Yes, Start Buprenorphine Induction Today.
This is not the best answer. It is highly likely that Mrs. Copeland meets the criteria for opioid use disorder and is a
good candidate for buprenorphine treatment. However, she has not even expressed interest in treatment yet and
inducing her today would be premature. If Mrs. Copeland is interested in treatment, rather than turn her away
because she has obtained drugs from multiple physicians, you can address your concerns and add a special
provision to her treatment agreement. The agreement should specify that she will only obtain prescribed opioids
from you and that you will inform the other healthcare providers of her treatment plan.

No, She Is Not A Good Candidate Because She Has Shown She Cannot Be Trusted.
This is not the best answer. It is highly likely that Mrs. Copeland meets the criteria for opioid use disorder and is a
good candidate for buprenorphine treatment. It would be premature to conclude that she can't be trusted.
However, she has not even expressed interest in treatment yet and inducing her today would be premature. If
she is interested in treatment, rather than turn her away because she has obtained drugs from multiple
physicians, you can address your concerns and add a special provision to her treatment agreement. The
agreement should specify that she will only obtain prescribed opioids from you and that you will inform the other
healthcare providers of her treatment plan.

No, She Is Not A Good Candidate At This Point Because She Has Not Expressed Interest
In Treatment.
Correct. It is highly likely that Mrs. Copeland meets the criteria for opioid use disorder and is a good candidate
for buprenorphine treatment. However, she has not even expressed interest in treatment yet and inducing her
today would be premature. Her current clinical concern is side effects of Vicodin®. If she is interested in OBOT,
rather than turn her away because she has obtained drugs from multiple physicians, you can address your
concerns and add a special provision to her treatment agreement. The agreement should specify that she will
only obtain prescribed opioids from you and that you will inform the other healthcare providers of her treatment
plan.
Had her other doctors had clear treatment agreements and procedures to limit doctor shopping, these
problems may have been avoided.
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EXAMPLE: OBOT POLICIES
Practice: Steve Michael, MD, Anderson Health Center Date: 01/18/2019

Communicating Our Opioid Treatment Policies To Patients:
•

Policies will be reviewed in person with each patient, making sure that patients understand them. Patients
are given an opportunity for questions.

•

A written agreement between the provider and the patient will explain the policies and expectations of the
patient and the provider.

•

The patient and provider must sign the written agreement.

•

The policies will be reviewed with the patient again at the 2nd appointment.

•

The policies will be updated as needed according to patients' needs and behavior as outlined below.

Office-Based Opioid Use Disorder Treatment Policies
The following policies will be followed in this practice for opioid use disorder treatment. To provide sufficient
support for patients in this treatment program, some policies differ from our regular policies.

Patient Conduct
•
•

•

Behaviors that will result in permanent dismissal from treatment include violence, stealing from the clinic,
dealing drugs, or carrying weapons
Other behavior that will not be tolerated:
• Arriving intoxicated for appointments
• Disruptive behavior
• Sustained payment problems
Consequences for these behaviors include the following:
• The patient will not be seen until the next regularly scheduled appointment for the first episode.
• Treatment will be discontinued at the 2nd instance and the patient will be referred to a higher level
of care.

Opioid Treatment Appointments
•

•

Late for Appointments:
•

Patients who are later than 1 hour late for appointments must be rescheduled.

•

A limit of 2 times late will be tolerated. After being late twice, patients will not be rescheduled; they
will be seen at the next regularly scheduled time.

•

These policies will be reviewed with the patient each time they are late for an appointment.

Missed Appointments:
•

Cancellations require a 24-hour notice. Later notice is considered a missed appointment.

•

Patients may miss 1 appointment without penalty. The practice will call to check on a patient's
status in this circumstance and reschedule.

•

For subsequent missed appointments, the patient will be charged for the missed appointment and
seen at the next regularly scheduled appointment time.

•

These policies will be reviewed with patients each time they miss an appointment.
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Patient/Provider Contact
The provider or a designated representative can be reached by calling the phone service at (555) 555-5555 and
describing the nature of the problem. For emergencies, 911 should be called.

Payment Of Fees
•

Cash is the only accepted form of payment.

•

We expect payment on the day of treatment.

•

We will provide records of treatment for patients to submit to insurance companies.

•

Patients may have one appointment with non-payment, and after that, treatment will be discontinued
with a recommendation for a less expensive treatment, e.g., methadone clinic.

Prescription Policies
•

Renewal of prescriptions requires office visits for at least the first 3 months of treatment. After that,
prescriptions may be renewed regularly as long as patients attend follow-up appointments.

•

Early renewal of prescriptions is not permitted.

•

Lost prescriptions or medications will not be replaced.

•

Requests for extra medication will not be honored.

•

Patients are limited to using one pharmacy for their buprenorphine prescriptions.

•

Patients who use more than one pharmacy will be warned for the first instance. Further use of more than
one pharmacy will result in discontinued treatment.

•

The patient is limited to one prescribing provider. The Prescription Drug Monitoring program will be
checked for each patient at least monthly and more often for patients who have been non-compliant.

•

Patients who obtain buprenorphine from another provider/clinic will have their treatment at this clinic
discontinued.

Treatment Policies and Expectations of Patients
This section describes policies for office-based opioid treatment in this practice. Patients are expected to adhere
to the following expectations. Non-compliance will result in the consequences described below:

Treatment Goal:
The outcome of treatment for most patients in this practice will be long-term maintenance on buprenorphine.

Potential Benefits:
1. Control of withdrawal symptoms when quitting opioid use
2. Supports patients with opioid use disorder in quitting other opioid use
3. Treatment can be conducted without regular attendance at a clinic to obtain medication.

Potential Disadvantages And Risks:
1. Patients become physically dependent on buprenorphine
2. Patients may experience some opioid-related side effects including constipation and, particularly when
increasing dosage, mild sedation.
3. There is a potential for drug interactions with other substances, especially sedating drugs and alcohol.
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Substance Use
•

Patients will be instructed to stop taking other opioid medications unless specifically instructed to take
them.

Depression Screening
•

Patients will be asked a 2 question depression screening at each appointment, and will receive further
assessment if the response is positive.

Counseling And Other Treatments
•

Counseling and other treatment participation is required for patients with psychiatric diagnoses.

•

Consequences of not participating in recommended counseling or other treatments:
•

Warning for the 1st three instances

•

Discontinued treatment for the 4th instance and referral to a higher level of care

Urine Drug Screening Policies
•

Baseline urine drug tests (UDTs) are required for all patients in the opioid use disorder treatment
program.

•

Periodic UDTs are required for all patients in this program.

•

1 to 2 UDTs will be performed per year for each patient. Additional UDTs will be completed for some
patients having a higher risk.

•

UDTs may be scheduled or unannounced.

•

Patients must bear the costs of UDTs. If they have insurance, they may seek reimbursement from
insurance companies.

•

The consequences of problematic UDT results include:
•

Increased frequency of UDT for the first episode.

•

Possible dose adjustment for opioid use.

•

Counseling referral if the patient is not already in substance use counseling.

•

Discussing the problem with the patient.

•

Second instances of problematic UDT results will result in discontinued treatment.

Taking Medication As Instructed
•

Patients are required to take medication as instructed by the provider, for example, they may not crush or
inject the medication.
•

•

If patients take medication other than as instructed:
•

The provider will discuss the problem with the patient for the first episode.

•

The patient’s treatment will be discontinued for a 2nd episode and the patient will be
referred to a higher level of care.

Patient dose changes are not permitted without consulting the provider.
•

If patients change their dosage on their own:
•

The patient will be reminded of the policy for the first episode.
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The patient’s treatment will be discontinued if there is a 2nd episode and they will be
referred to a higher level of care.

Safe Storage And Non-Sharing Of Medications
•

Patients must agree to secure storage and non-sharing of medications.
•
•

Patients who share medications will have treatment discontinued immediately.
Patients who lose medication due to unsafe storage will be reminded of the policy for the first
instance, and have treatment discontinued if there is a second instance.

Mandatory Follow-up Visits
•

Patients must return for follow-up visits as scheduled.
•
•

After the dose is stabilized, follow-up visits will be monthly for three months.
After 3 months of compliant, successful treatment, long-term follow-up visits will be biannual.

Criteria For Considering Treatment Successful
1. No intoxication from any substance use
2. Physical, psychosocial, and work-related functioning improved
3. No suffering from withdrawal
4. No experience of drug cravings
5. Following treatment protocol
6. Adherence to treatment agreement
7. Adherence to the treatment plan

Pill Counts
•

Periodic pill counts are required of patients who are described as high risk at the initial or subsequent
appointments.

•

Schedule of pill counts: Twice per year, unannounced

•

If the results of the pill count are problematic or if the patient fails to comply:
•

The provider will discuss the problem with the patient for the 1st episode.

•

The patient’s treatment will be discontinued if there is a 2nd episode and refer to a higher level of
care.

Disclosure Of Substance Use
•

Patients are required to disclose the use of any psychoactive substance(s) to the provider. Psychoactive
substances, or consciousness-altering drugs, including narcotics, euphoriants, hallucinogens, marijuana,
designer drugs whether illicit or licit.
•

If patients are discovered to have not disclosed the use of psychoactive substances:
•

The patient will be reminded of the policy for the first instance and the frequency of UDTs
will be increased.

•

The patient’s treatment will be discontinued if there is a second instance of non-disclosure
of use of a psychoactive substance and the patient will be referred to a higher level of care.
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Patients are required to avoid use of substances that may cause an adverse interaction with prescribed
medications. Substances to avoid include psychoactive substances.
•

If patients are discovered to have used substance(s) with adverse interactions:
•

The patient will be reminded of the policy for the first instance and the frequency of UDTs
will be increased.

•

If there is a second instance, the patient will be referred to a higher level of care.

Relapse Policies
•

Relapse to using opioids will not be grounds for stopping treatment the first time, but treatment structure
will be increased, including more frequent appointments.

•

A second episode of using opioids will result in the addition of further additional treatment structure, such
as involving a third, responsible party. A pattern of non-compliance with treatment plus continued use will
result in discontinued treatment.

•

If patients stop taking buprenorphine, they can have re-induction after an office visit where a revised
treatment agreement is signed.

•

Patients who have been dismissed from treatment and return with new motivation can be given one
second chance with increased treatment structure.

Provider Signature:
Patient Signature:
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URINE DRUG TESTING
Patient-Centered Urine Drug Testing
A urine drug test (UDT) is recommended for monitoring patients during buprenorphine treatment 5. Its purpose is
to determine if the patient is taking their buprenorphine and detect if they are taking illicit substances that could
have adverse drug interactions with a prescribed medication 10. The UDT is for your patient's benefit and safety; it
is not intended to root out people who lie or to be used as a trap. Discuss with
your patients that periodic UDTs are:
•

Part of routine care as a tool to optimize patient care, not for financial
gain11

•

Used to support your patient's claims of stability and non-use of
substances12

Patients are more likely to accept the need for a UDT when the intent is
therapeutic and the reasons for testing are communicated sensitively. It might even enhance your patientprovider relationship.
The treatment agreement should outline standard information on urine drug testing and include an explicit
statement of the role of urine drug testing in the treatment plan 10.

Benefits of UDT to Patients10,11
Explain to patients that the UDT benefits them in many ways:
•

Affirmation to your patient that they are in solid recovery

•

Positive reinforcement

•

Support of recovery

•

Reassurance to your patient that you trust and have confidence in them

•

Supports your patients' claims of not using drugs

•

Advocates for your patient to a third-party (e.g., workers comp, employer, insurer, or child protective
services)

•

Detects potential compounds that could interact with prescribed medication

Other Tests
Although other types of testing are available, urine testing is most common and convenient. Urine is usually
tested for drug content because of the ease with which it can be obtained. Other less commonly tested
specimens are:
•

Blood

•

Saliva

•

Hair

•

Sweat

If a positive result is obtained from one of these specimens, consider using urine testing for confirmation 13.
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PRACTICE TIP
SAMHSA's TAP 32: Clinical Drug Testing in Primary Care is a resource in drug testing available at the end of this
module.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 27 of 35

Buprenorphine Training Activity
v5.0b [2019-04-01]

Implementing Buprenorphine in Your Practice

CASE STUDY – MS. CLARK
Meet Your Patient
Name: Ms. Clark
Age: 42 years old
Reason For Visit: Monthly buprenorphine check up
Patient History: Ms. Clark is a divorced mother of two school-aged children and works fulltime as a waitress. She began having problems with prescription opioids after taking them for
a back injury in her late 20s and was later introduced to heroin by her ex-husband. After a few
years of heroin use and misuse of prescription opioids, she began to have problems at work
and started methadone treatment.
History At Outpatient Opioid Treatment Program: Ms. Clark has been in methadone treatment a few times
and generally did well, except that she frequently missed doses because she lived 50 miles from the nearest clinic.
She left treatment several times due to travel time, child care responsibilities, and cost. She had been out of
treatment and relapsed for several months, using mostly oxycodone, before visiting your practice four months
ago.
Treatment History In This Office: Ms. Clark came to your office because it is much closer to where she lives. You
determined her to be an appropriate OBOT patient and inducted her on generic buprenorphine/naloxone. Ms.
Clark was stabilized on 8 mg buprenorphine/naloxone. She emphasized that she wanted to keep her dose low
both to incur fewer expenses and because she has long-term plans of tapering off.
Prior to induction you reviewed the patient-provider treatment agreement with Ms. Clark and asked her to sign it.
Since she is a high-risk patient more frequent urine drug testing was added to the treatment agreement.
After induction, she graduated to monthly visits. To date, she has provided 4 urine specimens, all negative for
illicit drugs. She also has received occasional counseling from a social worker in her local area.

Ms. Clark – Current Issues
Provider: How is your treatment going? Have you had any problems?
Ms. Clark: Treatment's going well. Nothing bad to report there, but I did recently strain my back and, when I
went to the ER, I got some codeine. I just took it once because it didn't do much for my pain. I got better after a
few days of rest and ibuprofen.
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COLLECTION OF URINE FOR TESTING
Urine testing is an integral part of the office-based buprenorphine treatment program 14. Include a standard drug
screen, buprenorphine, and its metabolites. It is essential to gauge accurately the current drug use by your officebased opioid treatment patients for their safety. Self-reports, family member reports, observation of attitude
alteration, and behavior changes are generally insufficient. Testing for buprenorphine helps detect whether the
drug is not being taken and has been diverted.

Considerations for Conducting Urine Testing

Timing Of Testing
Decide between random and scheduled testing. Random testing increases the probability of detecting illicit drug
usage: patients can no longer plan their drug usage around a schedule.

Frequency Of Testing
Consider the frequency of testing. SAMHSA recommends monthly urine tests. These tests should screen not only
for continued opioid use but also for use of other illicit drugs.

Collection Methods
Direct observation is the method that has the highest
likelihood of preventing a doctored sample. To achieve this, have a same-sex staff member present. Require that
your patients leave coats, purses, backpacks, etc., outside the bathroom.
If direct observation is not desired or possible, thermometers or testing machines that analyze urine temperature
are an appropriate substitute. If patients have a substantial commute, consider testing the patient in a location
outside the office that provides similar monitoring considerations.

Point-of-Care Testing
Urine testing for opioids can be done either by point of care or by laboratory testing. Point-of-Care (POC) testing is
performed outside of a clinical laboratory.

Advantages:
•

Relatively low cost

•

Small sample sizes

•

Rapid turnaround

•

Can be done at the point of care by minimally trained staff

Disadvantages15:
•

Relatively low specificity

•

Vary in the range of compounds detected

•

Device may not come with independent scientific support

•

Potential for false-positive results, which require a second test for confirmation (If the patient disputes the
results. Be sure to advise the patient if a 2nd test will result in additional charges for them.)

POC testing uses single-use, non-instrument or instrumented, immunoassay devices that are commercially
available for testing some common individual drugs and classes of drugs 16.
•

Immunoassay uses antibodies to find the presence of specific drugs or metabolites
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Immunoassay POC testing is the most common method used for the initial screening process

The in-office test is an immunoassay which is fast, easy to use, and reliably detects any natural opioids (codeine,
morphine, heroin) that are present. Oxycodone and buprenorphine are often included.
The disadvantage is that most synthetic opioids, such as fentanyl, are excluded. For in-office testing, be sure to
use a testing kit that is waived from federal oversight under the Clinical Laboratory Improvement Amendments
law (see sidebar). For example, some waived products, used in office testing, test for the following drugs:
amphetamine, barbiturates, benzodiazepines, buprenorphine, cocaine, ecstasy, methadone, methamphetamine,
opiates/morphine, oxycodone, phencyclidine (PCP), propoxyphene, and marijuana (THC) 17.

If You Decide To Use POC Testing, Consider16:
•
•
•
•
•
•

Regulatory requirements
Safety, physical, and environmental requirements
Benefits
Costs
Staffing
Documentation

Laboratory Testing
The laboratory tests include drug-specific identification using gas chromatography, mass spectrometry, highphase liquid chromatography, or a similar technique. The advantage is that they are highly sensitive and specific
and can detect any opioid. A disadvantage is the time involved and the expense.
Point of care immunoassay results that test positive need to be sent to the
laboratory to confirm the specific drug (e.g., GC-MS or high-performance liquid
chromatography)16. Laboratory confirmations may not be needed if the patient does
not dispute the result. Advise patients if there will be an additional cost for a
confirmatory test.
When laboratory testing can be helpful 16:
1. To identify a specific drug
2. To identify drugs not included in other testing methods
3. When results are disputed by the patient
Gas Chromatography/Mass Spectrometry (GC-MS)
•

Highly specific

•

Highly sensitive

•

Can fail to identify a positive specimen (e.g., hydromorphone, fentanyl) if the test column is designed to
detect only certain substances (e.g., morphine, codeine)

Testing for Buprenorphine in Urine
You should screen for buprenorphine; a test that is negative for buprenorphine would suggest misuse or
diversion.
However, a positive test result for buprenorphine does not always indicate buprenorphine is being taken. These
samples can be positive with crumbs or pieces of buprenorphine tablets being dropped into the urine to falsify a
test.
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If you are concerned, you should test urine for the buprenorphine metabolite, norbuprenorphine. If it is present,
you can be assured that the patient is taking the medication.
Buprenorphine Metabolites18:
•
•
•

norbuprenorphine
norbuprenorphine-3-glucuronide
buprenorphine-3-glucuronide

Buprenorphine Cutoff Levels And Detection Times
For buprenorphine, in a typical point-of-care urine drug test these values are 19:
•
•
•

Cutoff Level: 10 ng/ml
Minimum Detection Time in Urine: 2-3 hours
Maximum Detection Time in Urine: 1 day

Avoiding Specimen Tampering
The Providers’ Clinical Support System for Medication Assisted Treatment offers the following tips to improve
chances of obtaining a good sample 16:
•

Require that patients take nothing into the bathroom with them that could conceal a vial of liquid

•

Avoid patient diluting of their sample by turning off running water in the room and adding color to the
toilet water

•

Monitor the bathroom door so that the patient is the only one in the room

•

Check the specimen temperature, specific gravity, and creatinine immediately
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KEY POINTS
•

Be clear on your practice’s policies, anticipating common problems, put them in writing, and follow them
carefully so that patients come to understand what is expected and what will happen if they are not
followed.
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SUMMARY
Recommendations For Defining Practice Rules And Expectations
•

Create a set of rules and expectations to apply to all patients that are mutually agreeable and defined
during the initial visit.

Recommendations Related To Buprenorphine Treatment
•

Discuss all aspects of buprenorphine treatment.

•

Prescribe only small amounts of buprenorphine for new patients and provide refills if they are compliant
with treatment.

•

Be aware of all drugs and medications currently being used by patients.

Urine Testing In Buprenorphine Treatment
•

Urine drug testing should be routine in an opioid treatment program.

•

Randomized testing with direct observation is most effective.
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RESOURCES
A Closer Look at State Prescription Monitoring Programs (DEA FAQ's): These FAQs address common questions
regarding prescription drug monitoring programs.
Adherence, Diversion and Misuse of Sublingual Buprenorphine: This 2010 (update 2014) Physician Clinical
Support System (PCSS) document written by Dr. Judith Martin discusses types of aberrant behavior
associated with buprenorphine and steps that can be taken to reduce the risk of abuse and diversion.
Appropriate Use Checklist: Reminder of the safe use conditions and monitoring requirements for prescribing
buprenorphine-containing transmucosal products for opioid dependence.
Behavioral Health Treatment Services Locator: The behavioral health treatment services locator is an online
source of information for persons seeking treatment facilities in the United States or U.S. Territories for
substance abuse/addiction or mental health problems.
Clinical Laboratory Improvement Amendments (CLIA) - Currently Waived Analytes: The following is a list of
currently waived analytes that are used in laboratory test systems. The list provides the analyte name as
well as a link to the waived test system.
Example of Office-Based Opioid Treatment Policies
Español)

: Hablando con su médico (Talking to Your Doctor (en

This patient handout sheet discusses the importance of honesty from both the patient and the doctor when
talking about drug use and treatment.
Medication Guide: Suboxone Sublingual Film (CIII): Patient information sheet on buprenorphine plus naloxone
sublingual film
Opioid Treatment Program Directory: Find Opioid Treatment Programs by state.
Prescription Drug Monitoring Program Training and Technical Assistance Center: PDMO TTAC at Brandeis
University provides support and resources for multiple stakeholders regarding PDMPs/
SAMHSA's Buprenorphine Physician and Treatment Program Locator: A directory of treatment programs and
physicians authorized to treat patients with buprenorphine.
SAMHSA TIP 43, Chapter 9: Drug Testing as a Tool: This chapter from TIP 43: Medication-Assisted Treatment for
Opioid Addiction in Opioid Treatment Programs discusses the use of drug testing as a means of monitoring
patient progress and treatment efficacy. This chapter details several methods for implementing drug
testing, their effectiveness, and their pros and cons.
Sample Treatment Agreement/Contract (TIP 40 Appendix H): Patient contract that can be used to set
expectations and guidelines before beginning buprenorphine treatment.
Talking to Your Provider : This patient handout sheet discusses the importance of honesty from both the
patient and the provider when talking about drug use and treatment.
TAP 32: Clinical Drug Testing in Primary Care:
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IMPACT OF OPIOID USE DISORDER
Goal
To familiarize providers with the extent of the opioid epidemic, the effect of opioid use disorder on
the individual patient, and which individuals are at increased risk.

After completing this module, participants will be able to:
•

Realize the likelihood of encountering heroin use and prescription opioid misuse in
patients in the United States.

•

Predict the potential impact of opioid use disorder on patients in terms of morbidity and
mortality.

•

Anticipate co-morbid negative health effects in patients having opioid use disorder.

•

Recognize patients having dual diagnosis describe the interrelationships between opioid
use disorder and mental illness.

Practice Gap
Physicians prescribing buprenorphine need an understanding of the impact of opioid used
disorder on their patients and the population, including interactions between mental health and
substance use disorders1–4.

Patient-Centered Training Strategy
We will use cases to convey material and highlight a successful interaction strategy based on
patient-centered practice. Viewing the opioid use problem from the patient perspective reveals a
more complete appreciation of the impact of opioid addiction and the value of treatment.
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EXAMPLE CASE – MR. HOWARD
The impact of opioid use disorder Is devastating for the individuals it affects. Here is just one example:
Name: Mr. Howard
Age: 42 years old
Reason For Visit: Mr. Howard made an appointment with you, his primary
care physician because he says that he is ready to get help for substance
use problems.
Patient History: Mr. Howard has been physically dependent on heroin for 3
years. He also has mild alcohol use disorder and has been exposed to
hepatitis C.

Is Mr. Howard A Good Candidate For Office-based
Buprenorphine Treatment At This Time? (Choose The Best
Answer)
1. No, patients who present with dual substance use disorder
diagnoses are too complex and should automatically be sent to an
addiction specialist instead.
2. No, because his exposure to hepatitis C could complicate opioid use disorder treatment; he should be
sent to a hepatologist instead.
3. Yes, if you generally treat opioid and alcohol use disorders in your practice and you feel comfortable
dealing with the complexities of the combination of these two diagnoses, you can treat him for these two
problems.
4. Yes, but he should be sent to an inpatient rehabilitation facility first for complete detoxification and
evaluation.
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CASE FEEDBACK
1) No, Patients Who Present With Dual Substance Use Disorder Diagnoses Are Too
Complex And Should Automatically Be Sent To An Addiction Specialist Instead.
Not necessarily. While most primary care providers would refer a patient who has a dual diagnosis of heroin and
alcohol use disorder for specialty treatment, it is not "automatic." Each physician must evaluate his/her individual
and office capabilities before deciding whether to treat such patients.

2) No, Because His Exposure To Hepatitis C Could Complicate Opioid Use Disorder
Treatment; He Should Be Sent To A Hepatologist Instead.
Exposure to hepatitis C will not complicate current opioid use disorder treatment. However, it is good to remain
aware of potential complicating factors during office-based treatment so specialist help can be obtained if
needed. Whether he is referred to a hepatologist or not depends upon the scope of your practice.

3) Yes, If You Generally Treat Opioid And Alcohol Use Disorders In Your Practice And You
Feel Comfortable Dealing With The Complexities Of The Combination Of These Two
Diagnoses, You Can Treat Him For These Two Problems.
Correct. Primary care physicians who are comfortable doing so can provide treatment for dual-diagnosis patients
like Mr. Howard. However, most would probably make a referral for specialty treatment. If you treat him in your
practice, Mr. Howard should be referred to psychosocial services to round out his comprehensive addiction
treatment. His hepatitis C exposure can be managed in your practice or referred, depending upon the scope of
your practice.

4) Yes, But He Should Be Sent To An Inpatient Rehabilitation Facility First For Complete
Detoxification And Evaluation.
You need to further evaluate Mr. Howard before sending him to detox. A patient starting on buprenorphine does
not need to be completely detoxified from opioids before starting treatment. Primary care physicians who are
comfortable doing so can provide treatment for dual-diagnosis patients like Mr. Howard.
This case illustrates just some of the potential impact of opioid misuse and opioid used disorder for
individuals. The extent of the problem can be understood from looking at public health statistics.
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THE OPIOID EPIDEMIC
Opioid misuse is more common than the figures for opioid use disorder and present a risk to your patients of
developing addiction, as well as the dangers of overdose. The physical and mental health consequences of opioid
misuse are significant and affect the full range of individuals.
"MISUSE" refers to using prescription opioids in any way other than as prescribed. Misuse includes both a
person who takes a Percocet® every 2 hours instead of every 4, as well as the person who obtains
medications illegally on the street or by stealing pills from a relative.

Opioid Misuse Statistics
The National Drug Use and Health survey of, found the following rates of opioid misuse among Americans:
•

11.8 million or 4.4% of the American population age 12 and over misused prescription pain reliever
(includes any non-medically supervised use) in the year before a 2016 survey 3.

•

948,000 used heroin in the past year. Heroin use continues despite the known devastating effects. Past
year heroin use rose from 2013 to 2016 to an all-time high rate of 0.4% of the population 3.

•

The rate of overdose deaths is also steadily increasing. In 2015, over 22,000 deaths involved prescription
opioids, an increase from 19,000 in 2014, which is nearly a 16% increase 5. In 2016, 63,600 drug overdose
deaths involved an opioid, either prescription or heroin 6. There have been three waves in the increase of
opioid deaths.

Relationship Between Opioid Prescribing and the Opioid Epidemic
Increases in opioid prescribing appear to be related to increases in opioid use disorder. A factor contributing to
the epidemic is the high rate of chronic pain for which opioids are frequently prescribed. A high percentage of
persons in treatment for opioid addiction started taking the drugs during pain treatment 15. For example, a sizable
majority (84%) of a group of individuals in opioid addiction treatment received a prescription for opioids for pain
at some point16. The prescribing of opioids has increased in the past 20 years, in tandem with the increased
frequency of opioid addiction 7,17. Over 289 million prescriptions for opioids are written per year 14. The CDC has
published guidelines for prescribing opioids, which, if followed, would likely decrease the extent of this
epidemic18.
Only some patients who are prescribed opioids will become addicted. Becoming addicted after an opioid
prescription is more common with chronic pain than with acute pain and with higher doses (MME 120+ mg,
OR=122.45) than with lower doses (MME 1–36 mg, OR=14.92) 19. Among primary care patients on chronic opioid
therapy for pain, the CDC estimates the incidence of opioid use disorder was 3 to 26% 18. Opioid use disorder in
the context of having chronic pain is defined as using more than is needed for pain for purposes other than
treating pain20.
•

The percentage of individuals who used an opioid analgesic stronger than morphine increased from
17.0% in 1999-2002 to 37.0% in 2011-20128.

•

Opioid overdose deaths rose in parallel with an increase in opioid prescribing in the 1990s.

•

Treatment for opioid use disorder increased steadily in parallel to sales of opioid pain relievers from 1999
to 20099,10.

Opioids Are Common Among Diverted Drugs Seized By DEA:
•

Oxycodone and hydrocodone comprised the majority of the drugs seized by law enforcement in 2009 12.
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The opioid maintenance medications, methadone and buprenorphine, together were 14% of the drugs
seized.

Cost To Society:
•

Total U.S. societal costs of prescription opioid abuse
have been estimated at over $55 billion 13.

•

The health care component of the cost for
prescription opioid abuse accounted for nearly half
of the societal cost.
The criminal justice costs accounted for 9% of the
cost.

•
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PREVALENCE OF OPIOID MISUSE
The current rate of prescription opioid misuse of persons over age 12 reporting past-month misuse of pain
relievers (1.2% of the population) is higher than past month heroin use (0.2% of the population) 3. Trends for
prescription pain relievers are more difficult to establish because of changing definitions in surveys. However,
both prescription opioid misuse and heroin have increased over the past 10 years, according to most measures 14.

Prevalence of Opioid Pain Reliever
Misuse
Opioid misuse continues to be very
common and rising in most ways. The
following evidence and status reports
describe trends in the misuse of pain
relievers:
•

A majority, 62.3% of individuals 12
or older who misuse pain reliever,
misuse pain relievers for pain relief;
that is, they use it to relieve pain
but without medical supervision3.
That leaves around 7.2 million
people who misuse pain relievers
for reasons other than pain relief.

•

Opioid misuse is more common
than opioid use disorder: For
example, 11.5 million people misused prescription pain relievers in the past year vs. only 2.1 million
meeting diagnostic criteria for prescription medication disorder 3.

•

Prescription drugs containing hydrocodone, methadone, oxycodone, and morphine are among the more
commonly abused prescription opioids7.

•

Hydrocodone combination medications, e.g., Vicodin, Lortab, were moved to Schedule II in 2014 because
of the high potential for abuse.

•

An increase in heroin overdose deaths starting around 2010 went from 1 per 100,000 to 4.9 per 100,000 in
201612.

•

An increase in deaths from synthetic opioid overdose, especially fentanyl, starting around 2013 6.

Prevalence Of Heroin Use
Heroin use is not just an urban problem. Previously prevalent in low socioeconomic, urban settings, heroin usage
among suburban, middle-class individuals has also increased in the past two decades. It can no longer be
assumed that heroin users will fit the addict stereotype 17,21.
•

626,000 individuals over age 12 or 0.7% of the population had heroin disorder in 2016 6.

•

Heroin overdose deaths per 100,000 rose from 1.0 in 2010 to 4.9 in 2016 11.

•

The number of past users of heroin is around 828,000. This is higher than most years from 2002 through
2009 but similar to years since then22.
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Heroin is often one of the drugs involved in polysubstance use 21. Most heroin users also have misused
prescription opioid pain medications.

Discuss Mr. Howard’s Heroin Use
Name: Mr. Howard
Age: 42 years old
Provider: Do you use any other opioids besides heroin?
Mr. Howard: No, I started with taking some opioids I had left over from
a dental procedure and then getting more for friends just to relax or get
high once in a while. But, next thing I knew, I needed to keep taking
them and had no way to get them that I could afford. I found that
heroin was much cheaper.
Provider: And you say you are ready to get help for your heroin use and alcohol
use problem now. What led you to seek help at this time?
Mr. Howard: Two things. I have a good job now and don’t want to risk
losing it from being caught doing something that is illegal. And the other
is that I had an overdose and they needed to give me naloxone to reverse that. I survived that time and I didn’t
get arrested. I don’t want to ever take that risk again.
Provider: That’s understandable!

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 7 of 40

Buprenorphine Training Activity
v5.0b [2019-04-01]

Impact of Opioid Use Disorder

RISKS FOR OPIOID MISUSE
People Misuse Opioids In Order To:
•

Intoxication, euphoria

•

Self-medicate to treat pain

•

Improve their mood (chemical coping)

•

Divert opioids to other people, who use them for the above purposes

Use Of Opioids Can Lead To Addiction In Vulnerable Individuals, Which Includes People
With23:
•

History of substance abuse

•

Mental health disorder

•

Younger age

•

Pre-adolescent sexual abuse

•

Family history of substance abuse

By Demographics

Opioid Misuse By Age
Current Use By Youths Aged 12 To 17 In 2016:
•

Past month misuse of pain relievers in this age group
was 1.0%, which is a little less than the population as
a whole (1.2%)

•

Past month heroin use in this age group was 0.1%,
which is less than the population as a whole (0.2%)

Young Adults Aged 18 To 25:
•

Past month misuse of pain relievers was 1.8%%, a
little higher than the population as a whole (1.2%)

•

Past month heroin was 0.3% in this age group, which
is higher than any other age group – the rate for the
population as a whole is 0.2%

Opioid Misuse By Race, Gender, And
Socioeconomic Status
Opioid use affects all races, genders, and socioeconomic
statuses. Heroin use is no longer an isolated problem of poor, urban neighborhoods.
National survey data show significant gender differences in the misuse of prescription opioids. From 2007-2012,
use of prescription opioid analgesics was higher among women at 7.2%, compared to men at 6.3% 8. However,
males and females have reported lifetime use at 15.9% & 11.2%, respectively 24.
Significant racial differences exist in prescription opioid misuse. American Indians/Alaska Natives and nonHispanic whites show the highest rates of opioid abuse. 25
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Opioid Misuse Quiz

Which Has A Higher Prevalence Rate In The U.S.: Prescription Opioid Misuse Or Heroin
Use?
1. Prescription opioid misuse
2. Heroin use
3. Prevalence rates are similar
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OPIOID MISUSE QUIZ FEEDBACK
(1) Prescription Opioid Misuse
Correct. The percent of the U.S. population using heroin in the past year in 2016 was only 0.4. Past year
prescription opioid misuse was far more prevalent at 4.4% of the population 3.

(2) Heroin Use,
(3) Prevalence Rates Are Similar
The percent of the U.S. population using heroin in the past year in 2016 was only 0.4. Past year prescription
opioid misuse was far more prevalent at 4.4% of the population 3.
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OPIOID OVERDOSE
Opioid Overdose Rates High From Heroin and (Even More Often) Prescription Opioids
There has been an increase in overdose deaths from both heroin and prescription opioids that corresponds to an
increase in their use15.
Opioid overdose deaths in the U.S. increased
from July 2016 to September 2017 by 30% in
many areas. Increases in this period in many
cities were as high as 54% and in the Midwest
were as high as 70% 26. In 2016, there were 63,632
opioid overdose deaths from a combination of
prescription and illicit opioids 12. Increases in
emergency department visits for overdose and an
increase in prescription opioid misuse
corresponds to an increase in the prescribing of
opioids14,27.
In 2014 there were 10,574 heroin overdoses 15. Heroin overdoses more than tripled from 2011 to 2014.
Injury cases that never make it to the emergency room and
cases in which the link to opioids is not noted, make actual
morbidity rates significantly higher.

PRACTICE TIP
Make patients aware of the high rate of opioid overdose during
patient education. Patient knowledge of this risk may help serve
as a motivator to start treatment or stay abstinent.

Overdose Risk and Mortality

Opioid Overdose Mortality
Opioid overdose can cause respiratory suppression, leading to
cardiac arrest. Opioids, including heroin and prescription
opioids, rank as either the most common or second most
common drugs implicated in drug-related deaths 28.
Overdose from prescription drugs is an epidemic, according to
the CDC: 33,091 people died from opioid overdose in 2015,
which is up 16% from 201429. Opioid analgesics, like oxycodone,
hydrocodone, and methadone, were involved in about 16,651
pharmaceutical overdose deaths. Overdose deaths involving prescription opioids were largely responsible for a
doubling of the death rate by poisoning in the U.S. between 1999 and 2006 30.
Prescription opioid overdose deaths have been increasing substantially since 1999. American Indian or Alaska
natives and non-Hispanic white persons have seen a particularly alarming increase in opioid overdoses 31.

Opioid Overdose Risk Factors
Overdose is more likely when the patient32:
•

Has a history of substance abuse
bup.clinicalencounters.com
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Is on concurrent sedative-hypnotic medications

•

Is depressed

•

Has a new prescription or refill

•

Is on a high dose
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Practice Action
Because of the high risk of overdose in patients on chronic opioid therapy, if you prescribe it for a patient, you
should consider also prescribing a means to treat overdose, such as a naloxone kit, and describe for the patient
and family how to use it.
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OPIOID PRESCRIBING GUIDELINES
Introduction
If you prescribe opioids for pain, it is important to know the evidence and expert consensus-based guidelines for
how to prescribe so as to keep the risk of patients developing opioid use disorder to a minimum. You may also
interact with other providers who refer patients to you for treatment of opioid use disorder and have the
opportunity to guide them in how to minimize the risk of contributing to opioid use disorder developing in their
patients.

CDC Guidelines For Prescribing Opioids
The CDC produced clinical guidelines for all patients based on an analysis of the literature and expert input 19.
Following these guidelines would reduce the rate at which opioids are currently prescribed and therefore would
likely help decrease the rate of opioid use disorder. The CDC's guidelines are paraphrased below.

Evidence Levels Explained
•

Evidence level 2 means evidence from clinical trials with limitations or exceptionally strong evidence from
observational guidelines.

•

Evidence level 3 means evidence from observational studies or randomized clinical trials with notable
limitations.

•

Evidence level 4 means it comes from clinical experience or observations or studies with important or
major limitations.

Determine When To Initiate Or Continue Chronic Opioids
1. Use other treatments first if possible: Non-opioid pharmacologic medication and nonpharmacologic
therapy are preferred treatment for chronic pain. Only consider opioids if benefits for both pain and
functioning are likely to outweigh risks. If opioids are prescribed, minimize their use by combining with
non-opioids and non-pharmacological therapy. Evidence level 3.
2. Use treatment goals: Set realistic treatment goals for pain and function at the outset. Explain that
treatment will continue only if the risk vs. benefit ratio is favorable with "clinically meaningful
improvement." Evidence level 4.
3. Discuss risks with patient: Discuss known risks and realistic benefits of opioid therapy before starting.
Define patient and clinician responsibilities for managing therapy. Evidence level 3.

Opioid Selection, Dose, Duration, Follow-up, Discontinuation
1. Use immediate release, not extended-release/long-acting opioids (ER/LAs) when starting opioid
therapy for chronic pain. Evidence level 4. The FDA's REMS (Risk Evaluation and Mitigation Strategy) for ER/
LA opioids requires that the pharmaceutical companies provide special training for prescribers of ER/LA
opioids. The requirement is of the company, but it seems important for the providers prescribing ER/LA
opioids to take it.
2. Use lowest possible dose: Reassess benefits vs risks carefully when considering a dosage increase to ≥50
morphine milligram equivalents (MME)/day. Avoid increasing the dose to ≥90 MME/day or carefully justify.
Evidence level 3.
3. Prescribe only a 3 day supply for most acute pain, rarely more than 7-day supply: The supply should
be only for the duration of pain requiring opioids, not the duration of the pain. Prescribe the lowest
effective dose of immediate-release opioids. Evidence level 4.
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4. Evaluation of benefits vs. risks is ongoing: Evaluate benefits and risks with patients within 1 to 4 weeks
of starting opioid therapy or a dose increase. Reevaluate at least every 3 months. Taper to a lower dosage
or discontinue opioids if benefits do not exceed risks. Evidence level 4. Most patients can tolerate around
a 10% reduction of the original dose per week 33

Assessing Risk And Addressing Harms Of Opioid Use
1. Ongoing evaluation for opioid-related risk and harm: This should include strategies to mitigate risk,
especially of overdose, in which case, offering naloxone should be considered. Factors that increase risk
for opioid overdose are history of overdose, history of substance use disorder, higher opioid dosages (≥50
MME/day), or concurrent benzodiazepine use. Evidence level 4.
2. Consult prescription drug monitoring program database before prescribing and during treatment:
Look at total opioid doses and dangerous drug combinations. Check the database at least every 3 months
and consider checking at every prescription. Evidence level 4.
3. Use urine drug testing before and during treatment: Test prior to prescribing and at least annually for
the prescribed medications, controlled prescription drugs, and illicit drugs. Drug testing may vary
depending on the individual clinician/clinic and/or patient situation. Evidence level 4
4. Avoid prescribing opioids together with benzodiazepines: Avoid concurrent prescribing whenever
possible. Evidence level 3
5. Treat opioid use disorder: Treat or arrange treatment for opioid use disorder, usually with medicationassisted treatment, i.e., buprenorphine or methadone, in combination with behavioral therapy. Evidence
level 2.

PRACTICE ACTION
Patients will better understand, retain, and comply with your buppractice policies if they are put in writing. The
effect may be further enhanced if the information is put in the form of a treatment agreement that is signed by
both you and the patient.

American Pain Society (APS) Clinical Guidelines for Chronic Opioid Therapy
Clinical guidelines for the use of chronic opioid therapy 24 overlap to a large extent with the more recent CDC
guidelines presented on the previous page, but do include a few additional guidelines:
1. Pain should be moderate or severe in order to prescribe opioids
2. Patient/provider treatment agreements: Consider use of written agreements that describe
responsibilities of both the patient and prescribing provider and the treatment structure that helps
prevent addiction, misuse, and diversion. Include patient education on using as directed, safe storage,
keeping appointments, etc.
3. Increase treatment structure for higher risk patients: For example, more frequent appointments and
urine drug testing with higher risk.
4. Plan for stopping opioid treatment before starting: Describe a plan that includes the conditions under
which treatment will be stopped, and a plan for tapering and providing psychosocial supports when
stopping.
These guidelines will be described further in the following pages.
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Black Box Warning
Because of the risks of misuse, abuse, addiction overdose, and death, the FDA enhanced the warnings for
immediate release opioids34. The FDA had enhanced the warnings for extended-release/long-acting opioids
(ER/LA) for the same reasons in 2014 35.

Immediate Release Opioids
A boxed warning is required on immediate-release (IR) opioids to warn of the safety issues of "misuse, abuse,
addiction, overdose, and death" 34:
•

"IR opioids should be reserved for pain severe enough to require opioid treatment and for which
alternative treatment options (e.g., non-opioid analgesics or opioid combination products, as appropriate)
are inadequate or not tolerated. "

•

Product information should be consulted for required information on patient monitoring and drug
administration including initial dosage and dosage changes during therapy.

•

Physically dependent patients should be warned not to stop taking opioids abruptly.

Extended-Release/Long-Acting Opioids
A boxed warning is required on ER/LA opioids to warn of the safety issues of "misuse, abuse, addiction, overdose,
and death"35,36:
•

"ER/LA opioids are indicated for the management of pain severe enough to require daily, around-theclock, long-term opioid treatment and for which alternative treatment options are inadequate."

•

"Because of the risks of addiction, abuse, and misuse, even at recommended doses, and because of the
greater risks of overdose and death, these drugs should be reserved for use in patients for whom
alternative treatment options (e.g., non-opioid analgesics or immediate-release opioids) are
ineffective, not tolerated, or would be otherwise inadequate to provide sufficient management of
pain; ER/LA opioid analgesics are not indicated for as-needed pain relief."

Enhanced Warnings For All Opioids
Both IR and ER/LA opioids require a warning of the risk of neonatal opioid withdrawal syndrome. Chronic use of
IR and ER/LA opioids taken during pregnancy "can result in neonatal opioid withdrawal syndrome (NOWS), which
may be life-threatening if not recognized and treated" 34.
Both IR and ER/LA opioids are affected by the relatively more recent, enhanced safety warnings for all opioids,
including warning of risk for serotonin syndrome, adrenal insufficiency, and decreased sex hormone levels with
chronic use34.

Did You Know?
Regarding the effectiveness of chronic opioid therapy, the CDC concluded that the body of evidence was
insufficient to recommend for or against chronic opioid therapy 19.
They found "no study of opioid therapy versus placebo; no opioid therapy, or nonopioid therapy for chronic pain
evaluated long-term (≥1 year) outcomes related to pain, function, or quality of life. Most placebo-controlled
randomized clinical trials were ≤6 weeks in duration."

Practice Response
1. Maximize your use of non-opioid pain management in chronic pain management and use a high level of
caution if you prescribe chronic opioid therapy.
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2. The SPCA of 2018 law will require screening all new Medicare patients for opioid use problems. Because
of the high rate of opioid use disorder, consider screening all patients for opioid use problems.
3. Unsafe injection drug use and unsafe sexual practices linked to drug use contribute to the spread of HIV,
hepatitis B and C, and other infectious diseases.
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OPIOID USE DISORDER AND OTHER PSYCHIATRIC ILLNESS
Recognizing mental health disorders in patients is important. Opioid misuse may cause or exacerbate several
types of psychiatric disorders and mental impairment. Mental illness may also predispose patients to substance
use. Thus, the chronology of both must be obtained.
Further psychiatric illness is associated with worse outcomes for buprenorphine treatment.

Example Case – MS. NELSON
Ms. Nelson started taking opioids for chronic back pain but now feels that she has become addicted. She says
that the impact on her life is "almost unbearable."
Name: Ms. Nelson
Age: 47 years old
Reason For Visit: Back pain.
Patient History: She has been a patient at your primary care
clinic for the past 10 years, although she has not been in the
office for over 2 years.
Patient Interview: When asked how she was feeling, she
burst into tears and revealed that she has become addicted to
prescription opioids. She ran out of pills yesterday and came in today in the hope of getting a prescription from
you. As she was in the waiting room, she realized that she could not let this problem go on any longer.

Ms. Nelson – Initial Patient Interview
Ms. Nelson relates the following to you during her appointment:
Ms. Nelson: I'm sorry for crying. It just hit me how desperate I've become. I think I'm addicted to painkillers.
Provider: It is good that you recognize the issue and are looking for help now. When do you think your addiction
started?
Ms. Nelson: Right after my mom died last summer. She had been suffering a long time, so her death was
almost a relief, but I was still a wreck afterward. I just couldn't keep it together. Right before the funeral, I found
some leftover pain pills in her medicine cabinet, so I took them during those first few tough days. They gave me
some relief, but I stopped when I ran out of pills.
Provider: But you were able to acquire more medication at a later time?
Ms. Nelson: Yes. I went back to work a few weeks later, even though I was still grieving. A woman at work
offered me some oxycodone to help perk me up. That was around Labor Day. By Halloween, I was hooked. By
January, I finally felt at peace with my mother's death, but I couldn't stop taking the pills. Lately, I've been crying
all the time again, and I don't know why.
Provider: And you have continued to acquire the oxycodone?
Ms. Nelson: I always got my pills through the woman at work, which was easy. But then she was away this week
with a family emergency, and I started to panic when I ran out of pills. I knew this was a problem. So, here I am.
Provider: It is good that you now recognize the issue of taking this medication long-term and the addictive nature of
them.
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Ms. Nelson: For a long time I convinced myself that it was harmless, just the little boost that I needed to get
through the day. I tried to stop a few times, but I could never go without it for more than a day. It's been almost
a year now and...I think I'm finally ready to face up to this and get some help.
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INCREASED RISK OF COMORBID MENTAL ILLNESS
People with opioid use disorder are at an increased risk for mental illness. Many psychiatric disorders are
associated with substance use disorders, and a dual diagnosis of opioid use disorder with other forms of mental
illness is common37. Opioid misuse is associated with later development of generalized anxiety disorder (hazard
ratio 2.8, 95% CI=2.2 to 3.6) and bipolar I disorder (hazard ratio 3.6, 95% CI=2.6 to 4.9 38.
With dual diagnoses, the relationship with opioid misuse to mental health disorders can be difficult to discern. For
example, post-traumatic stress disorder may both be a risk for and a result of opioid use disorder39.

Preexisting Mental Health Disorders
Certain mental illnesses appear to increase the risk for developing opioid misuse 38. Preexisting psychiatric
disorders (mood disorders, major depressive disorder, bipolar I disorder, anxiety disorders, panic and generalized
anxiety disorders) were associated with an increased risk opioid misuse (hazard ratio 2.2 for any anxiety disorder
to 3.1 for bipolar I disorder). Furthermore, with psychiatric disorders, opioid misuse is more likely to lead to full
opioid use disorder.
Some patients may have a dual diagnosis, that is, a psychiatric diagnosis that may contribute to their opioid use
disorder. These patients may benefit more from the reverse treatment sequence. In these patients, stabilization
of the psychiatric illness should be considered prior to buprenorphine treatment 40.

PRACTICE TIPS
Other substance-induced disorders may be reduced when the patient is treated for opioid use disorder.
Treat patients with opioid-independent mental health disorders for both their opioid use problem and their
psychiatric disorder.

Induced Psychiatric Disorders
Criteria that can help differentiate opioid-induced from opioid-independent mental disorders include the
following41:

Order Of Onset
A psychiatric disorder is not considered to be caused by opioid misuse if it developed before the patient started
using opioids (opioid independent). If the psychiatric disorder developed after the patient began using opioids, it
is more likely to be caused by opioids (opioid dependent).

Family History
A family history of mental illness increases the likelihood that
mental illness is independent of opioid misuse.

Symptoms During Abstinence
Psychiatric disorders that persist during periods of abstinence
(from both opioids and all other substances of abuse) are
much more likely to be independent of opioid misuse.

Treatment For Opioid-Induced Psychiatric
Disorders
With opioid-induced mental disorders (particularly depression),
psychiatric symptoms often resolve once opioid use stops 42.
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In opioid-induced psychiatric disorder cases, addiction treatment stability is the first therapeutic step 40. Psychiatric
treatment for the disorder is necessary only in severely affected patients, such as those who are suicidal.

Ms. Nelson – History and Physical
Let’s return to Ms. Nelson as an example to further explore how to discern between
substance use problems and depression and the contribution of each.
By midway through the intake appointment, you have obtained the following
history from Ms. Nelson and her medical records:
Vitals
•

Pulse: 90; BP: 134/80; Resp: 18; T: 100.1; height: 5' 7"; weight: 120 lb.

Health History
•

History of ovarian cysts, but no current known problems

Psychiatric History
•

No history of treatment for psychiatric disorders or mental illness

Substance Abuse History
•

None prior to opioid use one year ago

Personal History
•

Never married; family members are deceased or have left the area

Social History
•

Ms. Nelson has several close female friends who "are like family" to her. She works as an office manager
with the local (county) government and reports that the job is "her life." Also of note is that she was
introduced to opioids by a coworker.

Ms. Nelson – Initial Impression

Symptoms Of Opioid Use Disorder
In speaking further with Ms. Nelson, you can make the diagnosis of Opioid Use Disorder based on DSM 5 criteria.
She is exhibiting the following criteria for this diagnosis:
•

Tolerance

•

Withdrawal

•

Has taken opioids in larger amounts and over a longer period than was intended

•

Has unsuccessfully tried to cut down or control opioid use

•

Has reduced important social, occupational, or recreational activities because of opioid use

Symptoms Of Opioid Withdrawal
As noted, she appears to be in withdrawal, which is expected, assuming that she last took oxycodone
approximately 20 hours ago as reported. Her current withdrawal symptoms include the following:
•

Rhinorrhea (runny nose)

•

Lacrimation

•

Pupillary dilation
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Elevated pulse

•

Slight fever

•

Anxiety

Impact of Opioid Use Disorder

Quiz: Ms. Nelson – Tentative Diagnosis
There is more to Ms. Nelson's story than just opioid use disorder. She also appears to
have psychiatric symptoms that could interfere with her treatment, and that should
be addressed.

From What You Know So Far, Which Of The Following Diagnoses
Seem Likely? (Choose All That Apply)
1. Antisocial Personality Disorder
2. Borderline Personality Disorder
3. Major Depressive Episode or Persistent Complex Bereavement
4. Anxiety disorders
5. Post-traumatic Stress Disorder
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MS. NELSON – TENTATIVE DIAGNOSIS QUIZ FEEDBACK
(1) Antisocial Personality Disorder
No evidence of antisocial personality disorder so far. Patients with ASPD exhibit behaviors, such as deceitfulness,
lying, repeated instances of breaking the law, lack of remorse for one's actions, etc. Ms. Nelson seems quite the
opposite – she shows signs of remorse, a concern for how her actions have affected her own well-being, and
conscientiousness.

(2) Borderline Personality Disorder
No evidence of borderline personality disorder (BPD) so far, but it is probably too early to say for sure. You may
want to ask discretely probing questions during your clinical interview or need some more time to get to know
her better. However, her history of visits at your clinic over the last decade does not suggest BPD.

(3) Major Depressive Episode Or Persistent Complex Bereavement
Correct. Ms. Nelson described herself as crying all the time for no apparent reason. She was also 'stressed and
depressed' right before she began abusing opioids. Grief over her mother's death may have contributed to her
depression. Some people start abusing opioids as a way to cope with grief or depression.
Other symptoms that also could be consistent with major depression and/or her opioid abuse include her low
body weight. However, many of her symptoms may also be the result of an anxiety disorder, such as PTSD or
GAD. You will need to gather additional information during your interview in order to better clarify if/how her
depressive symptoms are related to opioid use disorder and what treatment(s) she needs. Persistent Complex
Bereavement Disorder is another possibility.

(4) Anxiety Disorders
Correct. Some of Ms. Nelson's symptoms may be a result of anxiety disorder, such as generalized anxiety
disorder or post-traumatic stress disorder (PTSD). She certainly seems anxious during the interview, but some of
that may be attributed to opioid withdrawal. Additionally, some of her other symptoms, such as crying all the time
for no apparent reason, could be consistent with major depression. You will need to gather additional
information to clarify the clinical picture and determine if/how her anxiety symptoms are related to her opioid
use disorder and what treatment(s) she needs.

(5) Post-Traumatic Stress Disorder
No evidence of PTSD so far but, it is probably too early to evaluate. PTSD is very common among patients who
abuse opioids. Nothing Ms. Nelson has said so far is a red flag for PTSD other than the presence of anxiety, but
further discussion will allow you to rule out this diagnosis.
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DEPRESSION
Depression And Treating Opioid Use Disorder
Prevalence: Depression is the most common mood disorder among patients with opioid use disorder. An
estimated 44% to 54% of patients with opioid use disorder have suffered from major depression at some point in
their lifetime43. At any time, up to 30% of patients with opioid use disorder are currently depressed.
Impact of Treatment: Patients with depression are less likely to respond well to treatment for opioid use
disorder as compared to patients without a comorbid
disorder. They are also more likely to relapse to opioid use.
However, patients with comorbid depression do respond
well to psychiatric intervention.
Sometimes what appeared to be major depression remits
rapidly after patients cease opioid misuse, because it was
actually a substance use disorder. Persistent cases that are
independent of opioid use disorder can be treated readily
with psychotherapy or pharmacotherapy.

PRACTICE TIP
The U.S. Preventive Services Task Force has indicated that all
adults should be screened for depression. This
recommendation has been expanded from past suggestions
to now include pregnant and postpartum women, as well as
those who do not indicate prior evidence of depression 44.
Screening tools suggested in guidelines include the "Patient Health Questionnaire," the "Hospital Anxiety and
Depression Scales" in adults, the "Geriatric Depression Scale" in older adults, and the "Edinburgh Postnatal
Depression Scale" in postpartum and pregnant women.

Suicidality and Treating Opioid Use Disorder
Because of a relatively high rate of suicidality among patients with opioid use disorder, it is important to monitor
patients for risk factors.
Prevalence: By some reports, almost half of opioid users have a past suicide attempt 45. Mortality attributable to
suicide in individuals with opioid use disorder is estimated to be up to around a third higher than in the general
population; up to 7% of those with opioid use disorder die from suicide each year 46.
Impact of Treatment: Treatment for opioid use disorder decreases the risk of suicide. Methadone maintenance
treatment significantly decreased suicidal ideation and attempts 47. Some forms of psychosocial treatment appear
to be even more effective
Assessment: When suicidality is reported or suspected, you should assess patients' relative risk of committing
suicide48. Specifically, try to determine if the patient actively wants to kill himself or herself, has access to lethal
means of suicide, and "has a plan.”
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MS. NELSON CLARIFYING THE DIAGNOSIS
Symptoms
At this stage, Major Depression and Generalized Anxiety Disorder are potential
diagnoses worth exploring further.
Current Depressive Symptoms
•

Anhedonia (inability to feel pleasure)

•

Poor concentration

•

Insomnia

•

Weight loss

Current Anxiety Symptoms
•

Anhedonia

•

Poor concentration

•

Insomnia

•

Restlessness

•

Muscle tension/aches

These symptoms are still not sufficient to make a psychiatric diagnosis. You would need to ask Ms. Nelson a few
more questions in order to make a more definitive diagnosis.

Further Interview with Ms. Nelson
Provider: So, you felt depressed at first when your mom died, but then felt at peace with it after a few months. Have you
continued to feel depressed?
Ms. Nelson: I'm not sure. I gradually started to feel better, around January. But then I never really got back to
my old self and continued to have trouble concentrating, sleeping, and eating. I didn't feel as sad about my
mom anymore, but I didn't feel like myself, and I still don't. I definitely feel sad and depressed a lot.
Provider: Do you feel sad every day?
Ms. Nelson: I guess so, almost.
Provider: And is your sadness getting in the way of your daily life?
Ms. Nelson: Well, I don't do all of the things that I used to do. I just don't have the energy or motivation. Many
days I can't even bring myself to shower or eat much.
Provider: Are you currently feeling anxious about anything?
Ms. Nelson: I feel really anxious right now, but I don't remember feeling a lot of stress and anxiety before I
decided to come to you today.
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QUIZ: MS. NELSON – MENTAL HEALTH DIAGNOSIS
What Mental Health Diagnosis Would Be The Most Logical
And Likely With This Much Additional Information? (Choose
One)
1. Generalized Anxiety Disorder
2. Major Depressive Episode
3. Opioid-Induced Depressive Disorder
4. None of the above
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MS. NELSON – FINAL DIAGNOSIS QUIZ FEEDBACK
(1) Generalized Anxiety Disorder
This is not the best choice. Ms. Nelson's anxiety-related symptoms appear to be acute and are most likely related
to opioid withdrawal. A diagnosis of Generalized Anxiety Disorder requires 6 months or more of poorly controlled
anxiety and worry, and Ms. Nelson reports that she has not felt much stress or anxiety as of late.

(2) Major Depressive Episode
This is not the best choice. Ms. Nelson does appear to meet most of the DSM diagnostic criteria for major
depression. She has been experiencing multiple depressive symptoms for at least a month. These symptoms
occurred months after her mother's death, so go beyond bereavement. A confounding feature is that she took
opioids for her mood, which sounded depressed. However, for a diagnosis of Major Depressive Episode, the
symptoms must not be related to substance use. You cannot definitively determine the cause of her depressive
symptoms and their relationship to her opioid dependence.

(3) Opioid-Induced Depressive Disorder
Correct. Ms. Nelson took opioids for her mood, which sounded depressed. However, for a diagnosis of Major
Depressive Episode, the symptoms must not be related to substance use.
At this time, you cannot definitively determine the cause of her depressive symptoms and their relationship to
her opioid dependence, so the best diagnosis until further observation (during abstinence and treatment) is
Opioid-Induced Depressive Disorder. Regarding anxiety, Ms. Nelson's anxiety-related symptoms appear to be
acute and are most likely related to opioid withdrawal.

(4) None Of The Above
Opioid-Induced Depressive Disorder is a possibility.
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ANXIETY DISORDERS
Anxiety Disorders In General And Treating Opioid Use Disorder
Prevalence: Anxiety disorders are common in patients with opioid use disorder, with a lifetime prevalence of 8%
to 27%48. Generalized anxiety disorder occurs in about 5% of this population; phobia in 2-9% 48.
Impact on Buprenorphine Treatment: Routine treatment of anxiety disorders with pharmacotherapy and
psychotherapy would be appropriate for treating anxiety in the context of buprenorphine treatment, however,
caution is needed regarding use of benzodiazepines:
•

Benzodiazepines in combination with buprenorphine are associated with risk of respiratory
depression and increase the risk of buprenorphine overdose49.

Post-Traumatic Stress Disorder (PTSD) And Treating Opioid Use Disorder
Prevalence: PTSD is common among people with substance use disorders: 40.6% of drug dependent people
reported symptoms of PTSD and were diagnosed with PTSD 50. Also, PTSD has a significant positive relationship to
severity of drug problems50.
Impact on Buprenorphine Treatment: Like many other psychiatric disorders, the symptoms of PTSD can
overlap with those of opioid withdrawal. There is strong evidence that opioid use may be a kind of self-medication
for PTSD39. Therefore, patients with PTSD should be treated for the PTSD, and this treatment should be integrated
with treatment for opioid use disorder.
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PERSONALITY DISORDERS
It is important to recognize personality disorders in patients having opioid use disorder because comorbid
personality disorders increase the difficulty of treating opioid use disorder.
Prevalence: Comorbid personality disorders are very common among patients with opioid use disorder. An
estimated 30% to 75% of patients with opioid use disorder have a lifetime diagnosis of a personality disorder 51.
This statistic is more than 4 times the prevalence in the general population. The most common are borderline
personality disorder (around 50% 52) and antisocial personality disorder (around 40% 53). Some experienced
providers have noted that many addicted individuals exhibit at least some antisocial behavior 54.
Impact of Treatment: The presence of a personality disorder may interfere with a patient's thoughts and actions
and strain the doctor-patient relationship. Many personality disorders affect interpersonal relationships
negatively21. Therefore, consider the following:
•

Additional time learning a patient's individual challenges

•

Consultation with a mental health provider, for more severe personality disorders

•

Additional care in communications and efforts to build trust

•

A written treatment agreement and additional treatment structure, especially more frequent office visits

•

Referring these patients to a higher level of care if the above precautions are not possible in your practice
or are ineffective

In addition, patients who are both addicted to opioids and have a personality disorder:
•

May not respond as well to, or may even deteriorate as a result of, treatment for opioid use disorder 55

•

Are less likely to complete treatment51

•

Are more prone to relapse to opioid misuse after successful treatment 51
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OTHER PSYCHIATRIC DISORDERS
Having other psychiatric disorders also impacts the outcome of substance use disorder treatment.

Attention Deficit Hyperactivity Disorder (ADHD) And Treating Opioid Use Disorder
Patients with ADHD may require the following, in addition to routine treatment:
•

More careful instructions when instructing patients on correct buprenorphine usage and dosing,
considering the patient's attention span.

•

Additional treatment structure, as there are often surrounding factors, such as emotional problems and
the externalization of other issues in ADHD patients 56, which may negatively affect their treatment
outcomes.

•

Additional follow-up phone calls during induction and stabilization.

•

Additional psychosocial support, such as participation in a 12 step program, to provide support for
impulsive behavior. That support may need to continue throughout maintenance.

Polysubstance Use
Polysubstance use is very common among those who abuse opioids. Cocaine use is most common among heroin
addicts (around 75% reported concurrent use 53), and alcohol is commonly abused by licit and illicit drug users.

Quiz: Comorbidities

It Is Very Common For Patients Having Substance Use Disorders To Present With
Comorbidities. Which Of The Following Statements Is True?
1. Mental illness is a risk factor for opioid use disorder.
2. Opioid use disorder is a risk factor for mental illness.
3. Both answers are true.
4. Neither 1 nor 2 is true.
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CASE: COMORBIDITIES QUIZ FEEDBACK
(1) Mental Illness Is A Risk Factor For Opioid Use Disorder,
(2) Opioid Use Disorder Is A Risk Factor For Mental Illness:
These choices are true, but not the best answer because both answers are correct. Opioid use disorder is a risk
for mental illness, especially depression and anxiety, and mental illness, especially depression and anxiety
increased the risk of opioid use disorder. The 2 conditions, mental health illness and opioid use disorder, are
often self-reinforcing.

(3) Both Answers Are True.
Correct. Opioid use disorder is a risk for mental illness, especially depression and anxiety, and mental illness,
especially depression and anxiety increased the risk of opioid use disorder. The 2 conditions, mental health illness
and opioid use disorder, are often self-reinforcing.

(4) Neither Is True.
Opioid use disorder may be a risk for mental illness or mental illness a risk for opioid use disorder. In many cases,
the 2 conditions are self-reinforcing.
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MS. NELSON – SUMMARY AND PLAN
Summary
Ms. Nelson has been diagnosed with Opioid Use Disorder and Opioid-Induced
Depressive Disorder. At this time, it is difficult to determine if Ms. Nelson's
depression is a result of or related to her opioid abuse (as currently diagnosed) or if it
is an independent psychiatric problem. The situation will be more apparent after she
has been abstinent from opioids for several days and begun treatment.

Plan for Ms. Nelson

Buprenorphine Treatment:
Ms. Nelson is a good candidate for buprenorphine therapy. She could even start induction today because she is
already in withdrawal from opioids.

Depression Treatment:
Consider referring her to supportive psychosocial services to complement the buprenorphine treatment.
Psychosocial services will provide a forum to further address her feelings of depression and anxiety as well as
substance abuse issues. If her depression does not abate during treatment, she could be treated safely with SSRIs
while taking buprenorphine.

Patient Education:
Remember to review patient education with her (including the Medication Guide for the formulation of
buprenorphine that you prescribe) and the patient-provider treatment agreement.

Practice Response
1. Screen patients having opioid use disorder for mental health problems.
2. Treat underlying mental health disorders to improve chances for good outcomes from substance use
treatment and vice versa.
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OTHER HEALTH IMPACT
Treating opioid use disorder greatly decreases associated health risks including HIV transmission, suicide, and
neonatal mortality. Untreated, these disorders decrease the quality of life and increase the risk of suicide.
The other major health effects of opioid misuse, aside from addiction, are:
•

Neonatal abstinence syndrome

•

Infections

•

Side Effects

Neonatal Abstinence Syndrome
Infants born to mothers dependent on opioids have a syndrome called neonatal abstinence with withdrawal
symptoms including dysfunction of the autonomic nervous system, GI system, and respiratory system. This
syndrome occurs in infants of over half of opioid-dependent mothers 57. Precise figures on the prevalence of this
syndrome are not available because the infant's condition is often compounded by other factors, such as poor
maternal health and malnutrition. However, neonatal intensive care unit days attributed to neonatal abstinence
increased from 0.6% to 4% in the years from 2004 to 2013. Figures describing the prevalence of opioid use
disorder in this chapter do not include these infants.

Infection Risk

Infection Associated With Injected Opioids
The route by which a drug is misused will have some effect on the health
effects. Many prescription opioids that are misused are not taken via the
traditional route, i.e., swallowed. The most common routes of administration of
diverted opioids are, in order from most common to least common:
1. Injection
2. Ingestion (Sublingual administration)
3. Inhalation58,59
Be sure to consider that patients who inject prescription opioids are at increased risk for infectious disease.

Heroin Effects Overview
Heroin users—particularly injection drug users—are at increased risk for multiple infectious diseases and so
should be evaluated for them.

HIV/AIDS
Prevalence: About one-third of the 1 million HIV-positive cases in America are linked
with injection drug use60. About 2.8% of injection drug users are HIV positive 61. Noninjecting heroin users are also at increased risk for contracting HIV through risky sexual behavior 62. A higher
incidence of HIV infection may explain part of the high incidence of renal disease and failure in heroin users 63.
Impact of Buprenorphine Treatment: Treatment for opioid use disorder and adherence to treatment lowers
the risk of contracting HIV 46. This effect has been studied most extensively in methadone maintenance
treatment64. Patients receiving office-based buprenorphine treatment were less likely to engage in risky
behaviors, such as sharing needles and having multiple sexual partners in one study 65.
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Hepatitis C
Prevalence: Up to 90% of injection drug users have been infected at one time with hepatitis C (HCV); 85% of
those ever exposed to HCV will develop the chronic form of the disease 66. Studies of non-injecting drug users have
found ever-infected prevalence rates to be as low as 6% 67.
Impact of Buprenorphine Treatment: Opioid and other substance treatment programs are among the control
measures that can improve the outcome for hepatitis patients and those at risk of contracting hepatitis 68,69. An
estimated 5% to 6% of new cases of end-stage renal disease in the United States are attributed to heroin use 70.
The higher incidence of HCV in this group is a likely contributor 63. Other possible reasons include bacterial
contaminants and toxins used to dilute the drug and rhabdomyolysis (skeletal muscle damage) after non-fatal
overdose.

Other Infectious Diseases
Tissue infections: Unsterile injection practices put injection drug users at heightened risk for a variety of tissue
infections, both local and systemic 71. Skin abscesses at injection sites are common among injection drug users, as
are endocarditis, cellulitis, and deltoid abscesses.
Lung disease: People who misuse opioids are at increased risk for lung diseases, including pneumonia and
tuberculosis72.

PRACTICE RESPONSE
Liver function tests are indicated for patients in buprenorphine treatment prior to induction and periodically
during maintenance treatment. There are additional, specific guidelines for treating patients who have Hepatitis
C.

Opioid Side Effects
Side effects of chronic prescription opioid use, whether prescribed or illicit, include the following, and vary based
on length of use and dose73,74:
•

Common side effects for short-term and low dose use include: constipation, nausea, sedation

•

Possible side effects from high dose use include: low blood pressure and respiratory depression

•

Potential side effects with long-term, high dose use include: hyperalgesia, endocrinologic dysfunction
including hypogonadism, sexual dysfunction, immune dysfunction, and sleep apnea.

PRACTICE TIPS
Patient education highlighting the side effects of chronic opioid misuse may help keep patients motivated to start
or remain abstinent on buprenorphine treatment.
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KEY POINTS
•

Despite efforts to prescribe opioids less frequently, the problem of opioid addiction continues at epidemic
levels and has not waned.

•

If clinicians who prescribe opioids for their patients’ pain followed the precautions of current guidelines
designed to decrease opioid addiction, such as the CDC Guidelines for Prescribing Opioids, fewer
individuals would develop opioid use disorder.

•

Depression, anxiety, and other mental health problems are often comorbid with opioid use disorder. It
can be challenging to determine which came first. Patients often do better with their buprenorphine
treatment if any underlying mental health problem is also treated.
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SUMMARY
Prevalence Of Opioid Use Disorder And Other Misuse
•

About 14% of the population have misused prescription opioids in their lifetimes. At least 2 million people
have opioid use disorder.

•

Both heroin use and prescription opioid misuse increased in recent years. Oxycodone and hydrocodone
are the most commonly misused prescription opioids.

Availability Of Treatment For Opioid Use Disorder
•

Only a small number of patients who have opioid use disorder or abuse opioids receive the treatment.

•

About twice as many patients are now maintained on buprenorphine compared to methadone.

Morbidity And Mortality Associated With Opioid Misuse And Opioid Use Disorder
•

Prescription opioids are a factor in around five times more ER cases than heroin.

•

Heroin and prescription opioids rank as the most common drugs implicated in drug-related deaths.

Medical Comorbidities And Risk Factors
•

Injection drug users are at an increased risk of HIV and Hepatitis C. Treatment for opioid use is effective at
reducing risk factors for HIV.

•

History of substance abuse, mental health disorder, or sexual abuse are all risk factors for opioid misuse
turning into opioid use disorder. Young adults age 18-25 are also at greater risk.

Psychiatric Comorbidities
•

Psychiatric disorders that are especially associated with substance use disorders include depression,
anxiety, and personality disorder. Suicide risk and rates are much higher among substance abusers than
in the general population.

•

Before starting treatment, differentiate between opioid-induced vs. opioid-independent mental health
disorders and treat opioid-independent disorders in addition to the opioid use disorder.

•

Patients with psychiatric comorbidities are less likely to respond to opioid treatment and more likely to
relapse.
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RESOURCES
CDC Guideline for Prescribing Opioids for Chronic Pain
Clinical guidelines, literature review, and analysis of the evidence on the use of opioids for chronic pain.
Recommendations are also made for prescribing opioids for acute pain.
DSM 5 Criteria for Opioid Withdrawal
Lists the DSM 5 Criteria for Opioid Withdrawal (APA, 2013).
Monitoring of liver function tests and hepatitis in patients receiving buprenorphine/ naloxone
This web page provides brief recommendations for monitoring patients undergoing buprenorphine treatment
using liver function tests, and the proper actions to take if a patient develops hepatitis.
Signs and Symptoms of Opioid Intoxication and Withdrawal
A description of the signs of opiate withdrawal useful for physicians in determining withdrawal during
medically supervised detoxification.
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OPIOID USE DISORDER
Goal
To prepare providers to screen for and diagnose opioid use disorder and motivate patients to
make related health behavior changes.

After completing this module, participants will be able to:
•

Use motivational interviewing skills to optimize patient communication in a buprenorphine
practice

•

Screen for opioid use disorder through patient interviews and use of standardized
screening instruments

•

Assess patients for signs and symptoms of opioid use disorder

•

Diagnose patients with opioid use disorder using current DSM criteria

Professional Practice Gaps
Providers need to learn how to screen patients for opioid use disorder and risk and to make the
diagnosis. An entire chapter of TIP 40, Chapter 3, is on Patient Assessment, which underscores the
importance of providers who prescribe buprenorphine being familiar with screening, assessment,
and diagnosis of opioid use disorder 1,2. The FSMB Model policy also describes 6 critical aspects of
patient assessment3.
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SCREENING FOR OPIOID USE DISORDER
Screening for Opioid Use Problems
Patients should have a diagnosis of opioid use disorder in order to be considered for buprenorphine treatment
unless they are being transferred from another medication-assisted treatment. This module discusses how to
screen patients for possible opioid use disorder and how to further assess them in order to make the diagnosis.
Building rapport and motivating patients is an important skill when treating addiction, especially in the early
phases of treatment, so this module also discusses counseling skills that can be effective for that purpose.
To establish the need for buprenorphine treatment, patients must be screened and further assessed for opioid
use disorder3. Screening for opioid and other substance use problems can be conducted:
•

As part of routine history taking, for example, on a self-administered intake questionnaire at the start of
every appointment

•

When the patient's presenting complaint could be a direct or indirect result of a substance use problem

Science And Regulatory Support
Several professional organizations (AMA, ASAM, CSAT, AAP, NIAAA) support substance abuse screening as a
standard part of every adolescent and adult patient interview.
In 2008, the U.S. Preventive Services Task Force found insufficient evidence to assess the balance of benefits and
harms of screening for illicit drug use but did recommend screening for tobacco and alcohol use 4. Although the
USPSTF has not found sufficient evidence to weigh the balance of benefits and harms, the National Institute for
Drug Abuse encourages the incorporation of drug use screening (including tobacco, alcohol, illicit [i.e., illegal]
drugs, and nonmedical use of prescription drugs) and brief intervention in practices 5.
The SPCA law will require screening for opioid use disorder for every new Medicare patient. 6
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SUBSTANCE USE DISORDER TERMINOLOGY
The concepts of tolerance, physical dependence, and withdrawal are important to understand for anyone
attempting to detect opioid use disorder. Opioid physical dependence and tolerance are not synonymous with
opioid addiction or Opioid Use Disorder. This topic is covered more in-depth in other parts of the training, so this
is a quick refresher.

Physical Dependence
The "state of biologic adaptation that is evidenced by a class-specific withdrawal syndrome when the drug is
abruptly discontinued or the dose rapidly reduced, and/or by the administration of an antagonist" 3.
•

If withdrawal occurs after a person reduces or stops drug use, it suggests physical dependence.

•

Users are not likely to experience withdrawal symptoms until they have used opioids regularly for at least
two weeks.

•

Physical dependence is not a diagnosis, but instead a description of a physiological state.

•

Physical dependence is considered normal with chronic opioid therapy and is NOT a criterion for a
diagnosis of Opioid Use Disorder 7.

Withdrawal
Opioid withdrawal is a dysphoric and physically uncomfortable, non-fatal state that occurs when a physically
dependent individual stops using opioids or markedly reduces their dose. Symptoms include: 7
•

Dysphoric mood

•

Nausea or vomiting

•

Muscle aches

•

Lacrimation or rhinorrhea

•

Pupillary dilation, piloerection, or sweating

•

Diarrhea

•

Yawning

•

Fever

•

Insomnia

Tolerance
Physiologic adaptation to a drug resulting in decreased effects over time" 3.

PRACTICE TIP
Patients who are taking prescription opioids for pain and who are under-medicated can appear to meet the
criteria for opioid use disorder. For example, they may exhibit diagnostic criteria, such as tolerance, withdrawal,
and a lot of time spent seeking opioids. This does not necessarily mean that these patients have opioid use
disorder. The appearance of a disorder will disappear once the patient is adequately medicated. This
phenomenon is sometimes called pseudo-addiction 8.

KEY POINTS
•

Withdrawal symptoms when a person reduces or stops opioid use suggests physical dependence, which is
common with chronic opioid use.
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With tolerance, a drug user needs more of the drug to feel the same effects or feels less effect with a
constant dose.
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BRINGING UP THE TOPIC OF SUBSTANCE USE
Effective screening for opioid use disorder, and other substance use problems, requires that you bring up the
topic with all patients. Any of your patients may have a substance use problem, not just the ones that come in
seeking treatment.
Reflection:
•

How willing are you to bring up sensitive subjects with your patients?

•

How careful are you to not make assumptions about your patients?

PRACTICE ACTION
Routinely screening all patients for substance abuse or misuse along with other questions related to behavior and
lifestyle, as part of the questions about comprehensive health. If you do it for everyone, it may help reduce the
stigma and reduce patient anxiety.

FYI
Screen patients who are on chronic opioid therapy for opioid use disorder. Many studies have found high rates,
as high as 50%, of aberrant drug-related behaviors, drug abuse, or misuse in patients on opioids for chronic noncancer pain9.

Tips For Bringing Up The Sensitive Subject Of Opioid Use Disorder
Some patients will volunteer their substance use, and others will not. If you suspect substance abuse, you will
need to ask about it. Try these sensitive interviewing techniques when asking patients about their drug use:
•

Remember your role as a health provider – Explain to patients that you need to discuss drug use because
you care about their health.

•

Remain nonjudgmental this will build patients' self-esteem and prevent them from just telling you what
they think you want to hear.

•

Convey empathy – Let patients know that you understand that it is difficult to stop using drugs and that
you want to help.

•

Speak with confidence and knowledge about substance abuse patients often respond more positively to
clinicians they deem to be competent and interested.

•

Maintain the patient's privacy and assure them of confidentiality – conduct the interview in private and do
not bring up the substance abuse around other staff members without the patient's permission.

•

Ask simple, open-ended questions, which will elicit the most honest responses.
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CASE: SCREENING FOR OPIOID USE DISORDER
Mr. Adams, Age 26
Mr. Adams is here to get a refill of his asthma inhaler.
This case will be used to illustrate the screening of patients for opioid use disorder and the use
of motivational interviewing to facilitate patient communications in this process.
Intake nurse: Thank you for filling out our intake questionnaire. You answered that you do use
alcohol and have “a little” drug use. Can you tell me which drug or drugs you use?
Mr. Adams: Just some I had around. I had a prescription for some hydrocodone plus acetaminophen from a
dental visit. They’re not illegal or anything.
Intake nurse: Okay. I have a few more questions to ask to get a good understanding of how much you use of each
substance and whether your health is affected or there are other risks.
Mr. Adams: All right.

Screening During the Patient Interview

First Step: Simply Ask
An easy, straightforward, direct approach requires only a single question asked during the patient interview, such
as the following:
"How many times in the past year have you used an illegal drug or misused a prescription medication?" 10

Questions About Prescription Drug Use
There are a variety of approaches to screen for prescription drug misuse. SAMHSA (2008) suggests asking your
patients the following questions:
•

Do you see more than one health care provider regularly? Why?

•

Have you switched providers recently? Why?

•

What prescription drugs are you taking and how many providers prescribe them? Be sure to verify the
number of providers prescribing opioids using your state's prescription drug monitoring program.

•

Are you having any problems with them?

•

Where do you get your prescriptions filled? Do you go to more than one pharmacy?

•

Do you use any other non-prescription medications? If so, what, why, how much, how often, and how long
have you been taking them?

Quiz: Challenge

Patients Who Are Asked Assumptive Questions About Their Drug Use Often Provide
Accurate And Complete Responses, While Others Find Them Offensive. Which Of The
Following Do You Think Is An Assumptive Question? (Choose One)
1. "Have you been using heroin?"
2. "When was the last time you used heroin?"
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3. "I see that you have needle tracks on your arm – have you been injecting heroin?"
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CHALLENGE QUIZ FEEDBACK
(1) "Have You Been Using Heroin?"
This is not assumptive and gives patients an opportunity to deny using drugs. If they say "No," it is a dead end in
the patient interview.

(2) "When Was The Last Time You Used Heroin?"
Correct. This is the only assumptive question of the three options. By asking this, you are assuming that the
patient has been using drugs. Regarding assumptive questions, some providers feel that there should be no
doubt about the situation before such a question is asked. Otherwise, you may offend the patient by making the
assumption and immediately destroy the provider-patient relationship.

(3) "I See That You Have Needle Tracks On Your Arm – Have You Been Injecting Heroin?"
This is a dead end in the patient interview.
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Example
A video that illustrates a primary care physician conducting a health risk screening for substance use can be
found at: https://youtu.be/5LjhAJMTwmI 11

NIDA Quick Screen
NIDA recommends using their Quick Screen, it is similar to the single question above but asks about specific
substances. It is available online.
In the past year, how many times have you used the following?
•

Alcohol - (Men: > 5 drinks/day, Women: > 4 drinks/day)

•

Tobacco products

•

Misused prescription drugs

•

Illegal drugs

Answer – Never/Once or Twice/Monthly/Weekly/Daily or almost Daily
Affirmative answers should be followed up with more questions, such as those presented online after a positive
NIDA Quick Screen, or using another structured screening tool.
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SCREENING INSTRUMENTS
Using a validated screening instrument can enhance the likelihood of
detecting opioid use disorder. There are several validated screening
instruments, with a varied range of:
•

Sensitivity and specificity

•

Cost

•

Ease of administration

Studies have shown that screening instruments detect substance use
problems more accurately than clinical judgment 12. Therefore, even
providers experienced in diagnosing and treating substance use
disorders can benefit from using a formal screening instrument.

CAGE-AID
One of the most commonly used standardized screening tools for detecting drug use problems is the CAGE-AID. It
is a variation on the CAGE instrument that was originally created to screen for alcohol use. The CAGE
questionnaire was modified to add screening for drug use 13. "AID" stands for "adapted to include drugs." The
authors were able to obtain 70.9% sensitivity and 75.7% specificity with this modified scale.
Each letter in the acronym CAGE represents one question in the 4-item scale:
•

C: Cut down – Have you ever felt you ought to cut down on your drinking or drug use?

•

A: Annoyed – Have people annoyed you by criticizing your drinking or drug use?

•

G: Guilty – Have you ever felt bad or guilty about your drinking or drug use?

•

E: Eye-opener – Have you ever had a drink or used drugs first thing in the morning to steady your nerves
or to get rid of a hangover?

CAGE-AID Scoring: Of the 4 items, a "yes" answer to one item indicates a possible substance use disorder and a
need for further evaluation.

Other Drug Screening Instruments
•

Two-Item Conjoint Screening (TICS): Brown et al.13 also created the TICS instrument to screen for
substance use disorder in a primary care population. Unlike some other scales, TICS screens for both
alcohol and drug use and is designed to detect current substance use, NOT a history of use. The questions
can be integrated into a standard clinical interview.

•

NIDA-Modified Alcohol, Smoking, and Substance Involvement Screening Test (NMASSIST): Is used to
further assess drug use after a positive NIDA Quick Screen.

•

Drug Abuse Screening Test-10 (DAST-10): A short version of the Drug Abuse Screening Test often used
as a screening and diagnostic tool in primary care.

•

AUDIT: For alcohol, the Alcohol Use Disorders Identification Test, (AUDIT), is often used in primary care for
brief screening14.
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CASE ILLUSTRATION: SCREENING/ASSESSING MR. ADAMS’
SUBSTANCE USE
Mr. Adams, Age 26
Mr. Adams, who is in the office to obtain a refill on his asthma inhaler, has
admitted in at intake to alcohol use and “a little” use of hydrocodone plus
acetaminophen. The intake nurse follows up on this positive intake by using
the CAGE-AID questionnaire and then asking a few focused questions
afterward.
Intake Nurse: Have you ever felt you ought to cut down on your drinking or drug
use?
Mr. Adams: Not really. I just drink a few beers now and then with friends.
And I just take the opioids once in a while to feel good.
Intake Nurse: I appreciate your honesty. Have people annoyed you by criticizing
your drinking or drug use?
Mr. Adams: Nope.
Intake Nurse: Have you ever felt bad or guilty about your drinking or drug use?
Mr. Adams: Maybe. I mean I took those leftover opioids just to see what it feels like. It was probably stupid.
Intake Nurse: It sounds like you have heard some about how risky opioids are – they can lead to addiction and
overdose. I recommend you dispose of any remaining opioids safely. The doctor will talk with you a little more about
that.
Mr. Adams: Okay
Intake Nurse: Have you ever had a drink or used drugs first thing in the morning to steady your nerves or to get rid of a
hangover?
Mr. Adams: No, it’s not like that at all.

Quiz: Think Ahead

What Are Some Of The Primary Physical Signs And
Symptoms Of Opioid Use Disorder You Should Look For
During Mr. Hughes’ Exam? (Choose All That Apply)
1. Pupillary constriction
2. Hair loss
3. Track marks
4. Skin abscesses
5. Diarrhea
6. Nausea or vomiting
7. Coughing
8. Low blood pressure
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THINK AHEAD QUIZ FEEDBACK
(1) Pupillary Constriction
Correct. This is a possible physical sign of opioid use disorder.

(2) Hair Loss
This is NOT a physical sign of opioid use disorder.

(3) Track Marks
This is a possible physical sign of opioid use disorder.

(4) Skin Abscesses
Correct. This is a possible physical sign of opioid use disorder.

(5) Diarrhea
This is NOT a sign of opioid use disorder per se, but is a sign of withdrawal. Opioid withdrawal, in turn, is a
criterion for opioid use disorder. Diarrhea would also be more common in an IV drug user, as a result of their
increased risk for various infectious diseases.

(6) Nausea Or Vomiting
Correct. This is a possible physical sign of opioid use disorder. See below for the full list. From the list presented,
physical signs of opioid misuse include pupillary constriction, needle track marks, skin abscesses, nausea or
vomiting, and low blood pressure.

(7) Coughing
This is NOT a primary physical sign of opioid use disorder. In fact, the cough reflex may be suppressed. However,
coughing might be more common in an IV drug user, as a result of their increased risk for various infectious
diseases.

(8) Low Blood Pressure
Correct. This is a possible physical sign of opioid use disorder.

Further Feedback For All Choices:
From the list presented, physical signs of opioid misuse include pupillary constriction, needle track marks, skin
abscesses, nausea or vomiting, and low blood pressure. Additionally, there may be constipation, decreased
respiration rate, confusion, suppression of cough reflex, dry mouth and nose, decreased libido and/or sexual
dysfunction, irregular menses, irritation of nose lining, perforated nasal septum, cellulitis or dermatitis present at
injection sites, skin necrosis, and tourniquet pigmentation. Additionally, if Mr. Hughes is in withdrawal, he would
experience withdrawal symptoms such as sweating, restlessness and pupil dilation. Diarrhea may also be a sign
of withdrawal.
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OPIOID WITHDRAWAL
Many patients will present in opioid withdrawal since they already understand that to start buprenorphine they
need to be in early withdrawal.

Opioid Withdrawal Diagnosis
WITHDRAWAL, classified as a substance-induced disorder by the DSM, is a pattern of physiological, psychological,
and behavioral changes precipitated by the decline in an individual's bodily levels of a substance. It generally
begins between a few hours and a half a day after the last use of heroin 7.
Associated with:
•

Long history of use.

•

Ceasing or substantially decreasing opioid use.

•

Administration of an opiate antagonist, such as naltrexone, which blocks opioid receptors

Consideration of the diagnostic criteria for opioid withdrawal may be helpful when evaluating patients' state of
withdrawal prior to buprenorphine induction.

DSM Criteria For Opioid Withdrawal
A. Either of the following:15
1. Cessation of (or reduction) opioid use that has been heavy and prolonged (several weeks or longer)
2. After the administration of an opioid antagonist proceeding a period of opioid use
B. Three (or more) of the following, developing within minutes to several days after Criterion A:
1. Dysphoric mood
2. Nausea or vomiting
3. Muscle aches
4. Lacrimation or rhinorrhea
5. Pupillary dilation, piloerection, or sweating
6. Diarrhea
7. Yawning
8. Fever
9. Insomnia
C. The symptoms in Criterion B cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning.
D. The symptoms are not due to a general medical condition and are not better accounted for by another mental
disorder.
Most withdrawal scales used clinically, such as the SOWS, are broader than the DSM 5 criteria for withdrawal. For
example, withdrawal scales often include all vital signs, including respiration (yawning), and symptoms of
withdrawal in these scales are not necessarily grouped as in the DSM list.
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Significance Of Opioid Withdrawal
Withdrawal from opioids generally poses no serious medical risks. It is a very uncomfortable process that often
continues (sometimes for months) in a more moderate form and can entail fatigue, depression, and difficulty
sleeping7. This is a major reason why many former users find it problematic to remain abstinent.
Protracted withdrawal is probably the main reason for relapse after abstinence has been achieved – as in
institutional abstinence, for example, after being released from jail.
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Mrs. Thomas – Discuss Withdrawal Symptoms
Provider: You said that if you reduce your dose, you feel some pain and don't feel good.
Can you tell me more about how you feel then?
Mrs. Thomas: A little achy, like I’m coming down with something, and a little
sick to my stomach. I feel sleepy, but then I can’t sleep well at night. Mostly
the problem is just feeling very low, sort of like I need it to feel all right.
Provider: That sounds pretty miserable. All of those symptoms could be coming from
withdrawal from opioids. It sounds like your body has become dependent on it to feel
normal.

Evaluating Withdrawal Using Scales

Recognizing Withdrawal
Recognizing withdrawal is crucial since patients should be in moderate withdrawal immediately before their first
dose of buprenorphine during induction (discussed in detail later in the activity). Most patients are very familiar
with their symptoms of withdrawal and will be able to tell you about it.

Withdrawal Assessment Scales
The following is the classification of opioid withdrawal syndrome severity 16 that may prove useful in general
practice:
Grade 0: Drug craving, anxiety, and drug-seeking behavior
Grade 1: Yawning, sweating, watery eyes, and runny nose
Grade 2: Excessive or prolonged pupillary dilation, goosebumps, muscle twitching, and anorexia
Grade 3: Insomnia; increased pulse, respiratory rate, and blood pressure; abdominal cramps; vomiting; diarrhea;
and weakness
Increasingly unpleasant withdrawal symptoms appear with higher levels of physical dependence on opioids.

Opioid Withdrawal Scales
Other opioid withdrawal scales include:
•

Clinical Opioid Withdrawal Scale (COWS)

•

Objective Opiate Withdrawal Scale (OOWS)

•

Subjective Opiate Withdrawal Scale (SOWS)

FYI
There is a comparable withdrawal assessment tool for alcohol withdrawal, the Clinical Institute Withdrawal
Assessment of Alcohol (CIWA-Ar)17.
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MOTIVATIONAL INTERVIEWING (MI)
Why Use Motivational Interviewing In Office-Based Opioid Treatment
Skills from motivational interviewing can facilitate connecting with patients for effective screening and diagnosis,
as well as motivating patients to obtain treatment.

What Is Motivational Interviewing?
Motivational interviewing is a patient-centered intervention
approach that has been shown to help establish rapport
with patients having substance use problems18. It is used to
motivate patients to make the changes needed to recover.
These techniques, originally developed for substance abuse
counseling, have been shown to be effective in medical
settings and to improve healthcare outcomes 19.
Motivational interviewing differs from an advice-giving
approach by20:
•

Recognizing the expertise of the patient on his or her own motivations

•

Guiding the patient to examine and resolve his/her ambivalence about the problem

The process of motivational interviewing moves through four basic steps:
1. Engage – Building rapport with the patient
2. Focusing on the topic
3. Evoking or eliciting the patient's thoughts emotions about the topic
4. Planning for change

KEY POINTS
Eliciting insights from the patient can increase the effectiveness of substance abuse interventions.
Learning motivational interviewing is not something that can be done completely in a course like this. Nor can
acquire the skills without practice. So this is just the start. But it is an important start!
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MI STEP 1: ENGAGE – BUILDING RAPPORT WITH THE PATIENT
In motivational interviewing, the patient's readiness for change is increased through the following basic steps. The
first step is building rapport and engaging the patient. Introduce the topic with openness, concern, and lack of
judgment and establish rapport. Establishing rapport helps decrease the patient's defensiveness and increase
openness to the possibility of change, including treatment. Expressing acceptance and affirmation are
important18. Try opening the conversation without giving the option of a "no" response. For instance, say:
Provider: There were some signs of drug use in your medical exam. I'd like to explore ways I can help you with that.
What can you tell me about it?

How to Build Rapport
You walk a fine line when dealing with substance-abusing patients; you must respect their autonomy while also
confronting them about drug use for the sake of their health 20.
When discussing the seriousness of substance misuse with patients:
•

Do so without portraying a negative attitude or stigma

•

Avoid making assumptions

Techniques
The following techniques may help establish rapport and get patients to discuss their substance use openly and
honestly:
Remain nonjudgmental, be sensitive to the patient's perspective, listen carefully, and convey empathy when
discussing substance use.

Ask Open-ended Questions
Provider: Tell me more about your heroin use.

Be Sensitive To The Patient's Own Perspective
Provider: Due to confidentiality laws, unless you sign a release of information, anything you say stays between us, so
please feel free to be honest when answering my questions about your drinking and drug use.

Listen Effectively
Provider: It sounds like your oxycodone and heroin use makes you feel isolated. How much do you think this
contributes to your depression?

Convey A Non-judgmental Attitude
Provider: I am not here to decide if you are drinking too much. Instead, I want to help you make the best possible
decisions about your use of alcohol.

Empathize With The Patient
Provider: I'm sorry that you are having a hard time answering these questions. If you think about your Vicodin use as a
whole instead of trying to pinpoint each time you use, and why, it might help you answer the questions and see the
bigger picture.

PRACTICE TIPS
Motivational interviewing techniques establish rapport and put your patients at ease.
•

Remain nonjudgmental.
bup.clinicalencounters.com
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Be sensitive to the patient's perspective.

•

Listen carefully.

•

Convey empathy when discussing substance abuse.
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Case: Mr. Hughes
Name: Mr. Hughes
Age: 22 years old
Reason For Visit: He is in your office today for a physical required for work.
Drug-Related History So Far: Mr. Hughes remarked at intake that he "sometimes" uses
oxycodone.
Physical Exam: The physical exam suggests that Mr. Hughes is using opioids and appears to
be intoxicated currently. His signs and symptoms include pupillary constriction, slurred
speech, poor attention, and slow respiratory rate.
However, there are no physical signs of injection drug use.
After assuring Mr. Hughes that your conversations are confidential, further discussion is
required so that you can get a complete clinical picture.
Provider: Mr. Hughes, I need more details about something that you noted on the intake questionnaire here so I can
get a complete picture of your health. You indicated that you use street drugs – what drugs are you using currently?
Mr. Hughes: What? Oh, you know, a little of this, a little of that.
Provider: Heroin?
Mr. Hughes: Uh, actually, yeah.
Provider: Prescription narcotics?
Mr. Hughes: Some.
Provider: Some are more of a concern than others, and some are a concern if they are mixed, benzodiazepines and
opioids, for example. Which ones do you use?

DID YOU KNOW?
When conducting a patient evaluation:
•

Be nonjudgmental and convey empathy

•

Use motivational interviewing and brief interventions to increase patient motivation

•

Use open-ended questions to elicit more thorough information from patients
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STEP 2: FOCUSING ON THE TOPIC
In the next step of Motivational Interviewing, you bring the conversation around to the topic at hand for this. The
conversation could include bringing up the subject of drug use or treatment, or continuing counseling that started
in a previous patient encounter.
Focus on a particular behavior to discuss in this particular session.
One method of focusing is to assess motivation. This will help you focus interventions on their current stage of
change. You can ask how important the change is for the patient on a scale of 1 to 10.
Provider: On a scale of 1 to 10, how ready are you to quit?
Patient: Uh....I'd say a 4.
Provider: Why not lower?
Patient: Lower? Why not lower? Um, well, there's my job that's important to me.
This question is likely to produce some statement of motivation; whereas asking, "Why not higher?" is likely to
produce excuses. Gauge the patient's confidence in his/her ability to change and readiness for change 20.

Case: Mrs. Thomas
Name: Mrs. Thomas
Age: 52 years old
Reason For Visit: Lower back pain. She is in your area for the winter and could not reach any
of her regular providers. She decided that it would be best to have a provider nearby.
Patient History: Back pain started with a car accident 6 months ago. Mrs. Thomas has been
seeing another provider who prescribed oxycodone telling her that she would probably need it
for about a month. She has been taking the medication for almost 6 months now, by visiting
multiple providers and not informing them of the others. Although Mrs. Thomas reports
feeling only slight back pain now, she is taking increasingly large doses of oxycodone every day
to "stay ahead of the pain."
Dialogue:
Provider: I understand that you started taking oxycodone for back pain after a car accident 6 months ago. How much
pain are you in now?
Mrs. Thomas: I still have some back pain if I don't take my meds. If I reduce my dose, I have some pain and
don't feel good. I didn't intend to take oxycodone for so long, but I need it to get me through the day.

Initial Impression

Which Of Mrs. Thomas's Behaviors Suggests A Possible Diagnosis Of Opioid Use
Disorder? (Choose All That Apply)
1. Visiting multiple providers for prescriptions for opioids
2. Requiring a high dose of opioids every day to help her "stay ahead" of her back pain and "get through the
day"
3. Taking opioids for pain for longer than she anticipated
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CASE: MRS. THOMAS FEEDBACK
Visiting Multiple Providers For Prescriptions For Opioids
Correct. By visiting multiple doctors, Mrs. Thomas is spending significant time and effort trying to obtain opioids,
which is one of the DSM-5 criteria for substance use disorder.

Requiring A High Dose Of Opioids Every Day To Help Her "stay Ahead" Of Her Back Pain
And "get Through The Day"
Needing a higher dose of opioids to achieve the desired effect, known as "tolerance", is one of the DSM 5 criteria
for substance use disorder. This criterion would not be met if she was "taking opioids solely under appropriate
medical supervision," however, her "doctor shopping" does not qualify as "appropriate supervision." Thus, she
does not appear to qualify for this exclusion. However, it is possible that she is doctor shopping due to
undertreated pain. To be certain of whether to count these criteria for Opioid Use Disorder, she would need to be
interviewed further regarding these behaviors. Other criteria for the diagnosis and her back injury would need to
be evaluated to ascertain whether this level of opioids is needed.

Taking Opioids For Pain For Longer Than She Anticipated
Correct. She has been taking opioids for longer than intended, which is a DSM 5 criterion for substance use
disorder.

Focusing on the Topic
Once you identify areas of concern, then focus on the topic to gain a better understanding of the issue in terms of
severity and the patient’s sense of importance or concern.
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STEP 3: EVOKING OR ELICITING THE PATIENT'S THOUGHTS
EMOTIONS ABOUT THE TOPIC
Elicit statements of motivation and willingness to change. Use open-ended questioning and reflective listening to
elicit the patient's own explanations for behaviors; recognition or
concerns about a problem; and desire, intention, and ability to change.
For example, say:
Provider: How is your oxycodone use affecting your life?
In order to support talk about change, you may have to help them get
past ambivalent feelings. Evaluate and help them resolve their
ambivalence. Patients often have a high degree of ambivalence about
changing their addictive behavior21; they want both the pleasures of
indulgence and the benefits of restraint in substance use. Help the patient explore, articulate, and clarify any
ambivalence he or she may have about the problem behavior. Highlight discrepancies in what the patient says in
order to produce internal tension that can lead to change. For example, say:
Provider: So from what you say, drinking is important to your social life, while at the same time, it is hurting your most
important relationships.
Resolving the ambivalence might go like this:
Provider: On the one hand you say drinking helps you relax and on the other hand you are concerned about your
DWIs. Can we talk about the importance of each of these pros and cons for drinking?
Once rapport has been established, ask permission to provide patient education. Patients may not understand
the brain disease of addiction, what it entails, and what it means to stop using. Such education may also affect
levels of readiness.

Quiz: Mr. Hughes – Continued
History (Continued): With prompting, Mr. Hughes admits to using both heroin and
prescription opioids, including Percocet® and OxyContin®. He snorts the heroin
instead of injecting because, in his words, "it's a lot safer." He uses opioids on a
daily basis and also abuses other drugs when they are available, including alcohol,
marijuana, and Ritalin®.
He started using drugs last year when he was having problems at school. He
explains that he had a really demanding semester and that he liked to relax with his
friends on the weekends. Previously, Mr. Hughes drank a lot but found that alcohol
was not providing the "release" that he was seeking. Several of his friends
introduced him to pills and eventually to heroin when he needed something
stronger.

Clinical Choice Regarding Mr. Hughes’ Evaluation
You have covered several key areas in your evaluation of Mr. Hughes, such as his medical history, drug use
history, patterns of drug use, and tolerance.
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Which Of The Following Topics Are An Essential Part Of The Thorough Patient Evaluation
That Must Be Done Prior To Diagnosing And Treating Mr. Hughes? (Choose All That
Apply)
1. Assess his craving and sense of control over his drug use.
2. Gauge his understanding of the consequences of drug use.
3. Discuss with him whether he will be able to avoid places and people where he obtained his drugs.
4. Gather complete medical, psychiatric, family, and social histories.
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MR. HUGHES: EVALUATION QUIZ FEEDBACK
(1) Assess His Craving And Sense Of Control Over His Drug Use.
Correct. It is important to assess Mr. Hughes' craving and sense of control of his drug use.

(2) Gauge His Understanding Of The Consequences Of Drug Use.
Correct. It is important to gauge Mr. Hughes' understanding of the consequences of drug use.

(3) Discuss With Him Whether He Will Be Able To Avoid Places And People Where He
Obtained His Drugs.
Determining where/how Mr. Hughes buys his drugs is not necessary to make a diagnosis but is relevant to
determining safety of the home environment in selecting a treatment setting. If his family or friends are his
dealers, for example, separation from them could improve the chance of successful treatment. However, all of
the other options are important steps in a thorough evaluation, and you must fully evaluate his substance abuse
before you can consider a diagnosis (or diagnoses) and possible treatment.

(4) Gather Complete Medical, Psychiatric, Family, And Social Histories.
Correct. It is important to gather Mr. Hughes' complete medical, psychiatric, family, and social histories.
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STEP 4: PLANNING FOR CHANGE
Help patients make a plan for change. In motivational interviewing, the client comes up with his or her own plan
for change18. Elicit a plan from the patient for the next 30 to 90 days that uses affirming "change talk", for
example, "I will" rather than "I could." The plan is based on the patient's current stage of change and does not
need to include quitting if the patient isn't ready. For example, you could ask:
Provider: What step, if any, can you do in the next month to move in the direction of thinking about quitting?
If they cannot think of any, ask if they can commit to a follow-up appointment to further discuss treatment.
An acronym for effective goals is SMART: Help patients develop goals that are:
•

specific

•

measurable

•

appropriate

•

reasonable

•

time-based

If you believe the patient is a good candidate for buprenorphine then help the patient plan for moving away from
opioid addiction and toward office-based treatment with buprenorphine.

Mr. Hughes – Summary and Plan

Summary
You now have a complete clinical picture of Mr. Hughes's drug use. He is dependent on
opioids like heroin, Percocet®, and OxyContin®. Also, he sometimes abuses other drugs
when they are available, including marijuana and Ritalin®. He has a history of alcohol use
and may also have an alcohol use disorder. He meets the DSM 5 criteria for a diagnosis of
"opioid use disorder." Further evaluation revealed few behavioral changes, although he
did admit to missing more classes recently (and not caring).

Treatment Plan
Immediate intervention is required for Mr. Hughes. It is important to stress the urgency of
this to him. He needs to understand both the short-term and the long-term physical,
mental, and emotional implications of his opioid use disorder.
Explore treatment options with Mr. Hughes to find which options suit him best personally while also addressing
his immediate medical situation. He may be a good candidate for office-based buprenorphine treatment. You can
work with Mr. Hughes' college to see what additional psychosocial services they can provide, assuming that Mr.
Hughes is willing to participate in treatment.
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ADDING MOTIVATIONAL INTERVIEWING TO YOUR PRACTICE
Discussing questionable substance use can strengthen your therapeutic relationship by demonstrating your
concern for the patient. However, be prepared for potential defensiveness on the part of the patient upon
questioning or disclosure of positive screening results. Using empathy and a non-judgmental attitude helps to
minimize negative reactions from patients.
For patients with an established diagnosis, motivational interviewing can be used to provide short addiction
treatment interventions in an office setting. It also can be used to motivate the patient to follow-up with
treatment.
Motivational interviewing increases the patient's readiness for change by 18:
•

Introducing the topic

•

Assessing motivation

•

Evaluating ambivalence

•

Planning for change

Patients who meet the criteria for buprenorphine treatment but who are resistant to quitting drug use may also
benefit from motivational interviewing techniques.

PRACTICE TIPS
Motivational interviewing interventions can be brief.
•

Other staff in the office can be trained in these
techniques.

•

Screening and/or brief interventions for substance use
disorders are billable under many health plans.

Video: Motivational Interviewing
A video that illustrates the use of motivational interviewing in a patient interview regarding substance use can be
found here: https://youtu.be/cOlb7ADwsMw.22
If you watch the video, notice how the provider uses various
techniques from motivational interviewing (MI), such as empathy,
reflective listening, and open-ended questions, to achieve the four
steps of MI:
1. Engage
2. Focus
3. Elicit
4. Plan
Note: Other modules in the program cover how to navigate the
treatment of patients with challenges such as those of the patient
in the video. For example, this provider needs to determine whether she will prescribe 2 weeks of Vicodin, start a
taper and alternative pain management treatment with or without medication-assisted treatment such as
buprenorphine, encourage the patient to return to the last prescribing provider, or let the patient either suffer
withdrawal or continue to obtain the medication from "friends."
bup.clinicalencounters.com
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Applying Motivational Interviewing in Screening
In approaching your patients to screen for substance use, it is important to:
1. Develop rapport—Patients will be more likely to reveal a substance use problem if you connect with them.
2. Establish trust
3. Engage with the patient
4. Acknowledge addiction as a disease
5. Thank them for talking with you
6. Acknowledge how difficult it is

PRACTICE TIP
Written screening questions tend to be more effective when screening for tobacco/alcohol than illicit drug or
prescription drug misuse because many people admit to use of the latter less readily. Asking about different
specific drugs of abuse in person may yield more honest responses.

Poll: Do you use motivational interviewing techniques with patients having substance use
problems?
•

Infrequently 0-10% of the time

•

A Little 11-25% of the time

•

Some 26-50% of the time

•

Often 51-75% of the time

•

Most 76-100% of the time

Take the poll: https://bup.clinicalencounters.com/detection-poll/
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PHYSICAL SIGNS & SYMPTOMS
Some patients who misuse opioids may appear mostly normal physically. A number of signs and symptoms that
suggest a patient's prolonged use of opioids can be detected through a physical exam.

Physical Signs Of Opioid Misuse
•

Gastrointestinal upset (constipation or nausea)

•

Low blood pressure

•

Decreased respiration rate

•

Confusion

•

Constipation

•

Pupillary constriction

•

Suppression of cough reflex

•

Dry mouth and nose

•

Decreased libido and/or sexual dysfunction

•

Irregular menses

•

Irritation of nose lining

•

Perforated nasal septum

•

Abscesses, cellulitis, or dermatitis present at injection sites

•

Skin necrosis

•

Tourniquet pigmentation

Other patients seeking opioids may present in active withdrawal and present instead with elevated vital signs and
other symptoms of withdrawal, which are covered later in this module, such as cough or diarrhea.

Physical Signs Of Injection And Other Illicit Drug
Use
(Image courtesy of NIDA)
Look for changes in patient affect and behavior. For example,
paranoia can be seen with marijuana or stimulant use.
In addition to all the signs listed above for prescription opioid use,
needle marks are a common sign of IV heroin use. A thorough
exam may be required to find the marks, as they may appear on
overlooked areas of the body, such as the feet or the groin area.
The photo below provides an example of recent needle-punctate lesions on a heroin user's arm.

PRACTICE TIP
Physical Exam for Teens
The adolescent's history will yield more information than the physical examination 23 because a relatively short
history of use typically does not cause drug-associated health problems, physical dependence, or withdrawal. Still,
signs and symptoms of substance use may be seen, similar to those found in adults.
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Other Signs of Opioid Use
To detect other signs of opioid use, the physical exam should focus on evaluating neurocognitive function and
identification of sequelae of opioid misuse or severe hepatic dysfunction 24.

Indications Of Substance Use
Patient complaints that can indicate alcohol or other drug problems, including the following 25:
•

Frequent absences from work or school

•

Depression

•

Anxiety

•

Labile hypertension

•

Gastrointestinal symptoms

•

History of frequent trauma or accidental injuries

•

Sexual dysfunction

•

Sleep disorders

Especially in the presence of physical signs of opioid use, these complaints should be considered red flags for
drug abuse.
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PSYCHOSOCIAL INDICATORS
Individuals who are abusing/misusing opioids often exhibit an array of psychosocial problems that may be easier
to detect than physical signs.
•

Cravings: Cravings are an added criterion in the DSM 5 diagnosis of opioid use disorder. In asking about
craving, include thinking a lot about using, dreams about using, having using opioids on your mind a lot.

•

Behavioral: Agitation, anxiety, anger, irritability, depression, insomnia, mood swings, weight changes

•

Family: Marital problems (including separation and divorce), abuse or violence, children's behavioral
problems, family members' anxiety and depression

•

Social: Loss of long-standing friendships, spending time with other drug abusers, social isolation, loss of
interest in regular activities

•

Work or School: Missing work or school, poor performance, frequent job changes or relocations

•

Legal: Arrests, DUIs, theft, drug dealing (legal problems are no longer a diagnostic criterion)

•

Financial: Recent large debt, borrowing money from friends/relatives, selling possessions 16

FYI
Keep in mind that people may have some of these psychosocial indications for reasons not related to drug abuse
and may have never misused or abused opioids.

Patient Interview Details
After substance abuse is detected, fully evaluate the patient to determine a correct diagnosis before initiating
treatment planning. Issues to cover during evaluation should include the following 26:

History Of Drug Use
Include all possible drugs:
•

Illicit drugs

•

Prescription drugs

•

Alcohol, tobacco, and caffeine

Time factors to include:
•

Initiation of drug use

•

Change in use over time

•

Current use patterns

•

Time of last use

For prescription drug use, ask pointed questions to determine if medications were used as prescribed.

Tolerance, Intoxication, And Withdrawal
If necessary, define these concepts for the patient. Determine patterns of tolerance and withdrawal and include
questions about injuries sustained while intoxicated.

Abstinence And Relapse
Ask if, when, and how long the patient has attempted to abstain from drugs. Also explore what factors
contributed to relapse, if applicable.
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Consequences Of Use
What have been the outcomes of drug use? Identifying losses and/or problems in their lives that may increase
patients' motivation to change.
Ask about consequences by category, such as medical, family, employment, and legal.

Craving And Control
Assess if and to what extent the patient feels a craving for the drug. Does the patient have a sense of control
overuse?

Treatment History
Ask about prior treatment episodes, e.g., therapy, medication, self-help, etc., and how the patient responded to
treatment.
Self-help groups might include 12-step Narcotics Anonymous or Alcoholics Anonymous.

Psychiatric History
Questions pertaining to previous psychiatric treatments should include where and from whom treatment was
received, and which psychotherapeutics were prescribed if any.

Medical History
What past illnesses, hospitalizations, or operations has the patient had? Does the patient currently take any
prescription or over-the-counter medications? Have drug allergies?

Family History
Ask about the prevalence of substance use disorders and psychiatric and medical conditions within the patient's
family.

Personal (Social) History
Chronicle the patient's life from birth and childhood to present circumstances.
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SCREENING ADOLESCENTS
Routine Screening Of Adolescent Patients For Opioid Use
Adolescents pose unique issues related to screening and
detection of opioid abuse. Despite these issues, primary
care physicians should routinely screen all adolescent
patients for substance use disorders.

The Importance Of The Interview
Establishing rapport and trust in relationships with young
patients can be challenging, but important. Following a
patient-centered approach, including an emphasis on building rapport with the adolescent patient can help.

Effective Approaches To Establishing Rapport
1. Find something of interest to the adolescent patient and meet them where they are in that area of
interest.
2. Adolescents are less likely to talk, make sure to ask open-ended questions.
3. Phrase questions so that your concern is clear.
For example, you might lead up to a question with, "In order to provide you with the best care, I am going
to ask for information in some sensitive health areas" 27.
4. Structure the interview to start with questions that the patient could perceive as least threatening 27.
5. Once you reach illicit drug use questions, ask about marijuana first, as it is most often the first illicit drug
to be used by adolescents.
6. If the patient affirms that he or she uses drugs, ask about patterns of use.
Remember, sensitive issues such as drug use should be raised with the patient only, not in the presence of his or
her parents. Explaining confidentiality and the patient's right to privacy is especially important with adolescent
patients28.
Behavioral changes—including psychosocial and academic problems—are likely to accompany problematic drug
use; therefore, ask specifically about:
•

School attendance, suspensions, or expulsions

•

Whether he or she ever has been stopped by the police or arrested 23

•

Sexual activity and sexual orientation (this can be a source of pain and confusion for some adolescents)

PRACTICE ACTIONS
Be attentive to the adolescent's nonverbal behavior; if you follow-up on nonverbal cues, your patient is likely to
divulge more information27. This kind of perceptiveness can strengthen the physician-patient relationship.

Tools for Adolescents

Screening
Several standardized screening tools have been validated for use with adolescents, including the commonly used
CRAFFT29 scale.
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CRAFFT
•

C: Car— Have you ever ridden in a car driven by someone (including yourself) who was "high" or had been
using alcohol or drugs?

•

R: Relax— Do you ever use alcohol or drugs to relax, feel better about yourself, or fit in?

•

A: Alone— Do you ever use alcohol or drugs while you are by yourself or alone?

•

F: Forget— Do you ever forget things you did while using alcohol or drugs?

•

F: Family/Friend— Do your family or friends ever tell you that you should cut down on your drinking or
drug use?

•

T: Trouble— Have you ever gotten into trouble while you were using alcohol or drugs?

Interpretation: Two or more positive items indicate the need for further assessment.
© Children’s Hospital Boston, 2009, all rights reserved. Reproduced with permission from the Center for
Adolescent Substance Abuse Research, CeASAR, Children’s Hospital Boston, 617-355-5433, info@CRAFFT.org, or
http://www.ceasar-boston.org/.

PRACTICE ACTIONS
•

Depending upon the extent of the rapport you have established with the patient, you may be able to
make gentle assumptions ("How often do you drink alcohol?") that help the patient be honest with
themselves.

•

Address positive responses to drug-related questions immediately, with further assessment, intervention,
and discussion of possible referral or treatment, if indicated, rather than postponing to later in the
appointment to capitalize on the teachable moment.

Adolescent Risk Factors
Factors conferring greater risk of substance use disorder in
adolescents include childhood ADHD30; conduct disorder23; and
sensation-seeking behavior. Homelessness in youth and running
away are associated with greater risk of injected opioid use 31.
The following are additional red flags for adolescent substance use
problems:32
•

Marked change in physical health

•

Deteriorating performance in school or job

•

Dramatic change in personality, dress, or friends

•

Involvement in serious delinquency or crimes

•

HIV high-risk activities

•

Serious psychological problems

SAMHSA recommends that any adolescent showing any of these signs be referred to a treatment specialist who
has experience with adolescents.
ADHD is associated with poorer substance use treatment outcomes 33. Adolescents with ADHD and substance use
problems have more severe substance use disorders if they also have major depression and so may warrant
more intensive treatment34.
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Video: Adolescent Interview Example
A video that illustrates the following skills being used with an adolescent who, during the interview, reveals illicit
opioid use, can be found here: https://youtu.be/OAKRz9TiJUE35

Motivational Interviewing Skills
•

Establishing rapport, being non-judgmental, but firm, asking permission to discuss drug use

•

Summarizing

•

Affirming the patient's strengths

•

Establishing the patient's stage of change

•

Developing a plan

Other Counseling Skills
•

Respecting and clarifying confidentiality

•

Screening for opioid use disorder

•

Patient education
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KEY POINTS
•

Screen all patients for misuse of prescription and illicit drugs along with your screening for other
substance use problems.

•

Build rapport with patients and adopt a non-judgmental attitude to encourage their candor in discussing
their substance use.

•

Opioid use disorder is common, and patients may not be forthcoming about opioid use or may not be
familiar with the association between their symptoms and their opioid use. Therefore, it is important to be
familiar with signs and symptoms of opioid use disorder, opioid intoxication, and opioid withdrawal.
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SUMMARY
Substance Abuse Screening
•

Remain nonjudgmental, be sensitive, listen, and convey empathy.

•

Routinely screen all patients for substance use disorder.

•

Screening instruments can detect substance use problems more
accurately than clinical judgment; e.g., CAGE-AID, can be integrated
into a patient questionnaire or interview.

Motivational Interviewing
•

The basic steps of motivational interviewing, which can be used to facilitate healthy behavior change in a
patient, are the following:

•

Engage the patient/establish rapport

•

Focus the conversation on the topic

•

Elicit from the patient thoughts and feelings about their substance use or quitting

•

Develop a plan for change with the patient

Signs And Symptoms Of Opioid Use Disorder
•

Track marks are often indicative of intravenous heroin abuse as well as psychosocial indicators.

•

Common signs and symptoms of prescription opioid misuse include: Constipation, Low blood pressure,
Respiratory depression, and Mental status changes

•

Common signs and symptoms of injection use include: pupillary constriction, sleepiness, euphoria,
constipation, nausea, suppression of the cough reflex

Further Assessment For Substance Abusers
•

Healthcare providers they are currently seeing

•

What prescription drugs they take (and why)

•

History of drug of addiction use: length of, severity of, and patterns of addiction, tolerance,
intoxication/withdrawal, abstinence/relapse, consequences of use, craving, and control

•

Treatment: medical and psychosocial

Guidelines For Assessing Adolescent Patients
•

Adolescent patients should be routinely screened for substance abuse; standardized tools are available
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RESOURCES
Assessment and Screening Instruments: This document provides a comprehensive collection of screening
instruments and withdrawal assessments.
Buprenorphine-containing transmucosal products for opioid dependence (BTOD) REMS: REMS for
buprenorphine published 2/2013 and revised 9/2013
Clinical Opioid Withdrawal Scale (COWS): This PDF Document contains the Clinical Opioid Withdrawal Scale
(COWS), a common instrument used to assess a patient's opioid withdrawal severity.
CRAFFT: Brief Screening Tool for Adolescents
and other drug abuse.

: THE CRAFFT is a screening instrument used to detect alcohol

DAST-10 : The Drug Abuse Screening Test, or DAST, is a self-administered test designed to provide a brief
screening for drug abuse, followed by further assessment by a health care professional if necessary.
Detecting Substance Abuse and Dependence: Red Flags, and Risk Factors : Lists the psychosocial and
physical indications of substance abuse in general as well as the specific physical symptoms of opioid use
(Source: Clinical Tools, Inc., 2004).
Diagnosis and Treatment of Drug Abuse in Family Practice: This article provides guidance on the treatment of
alcohol and drug abuse, and discusses various treatment plans.
Diagnostic and Statistical Manual of Mental Disorders (DSM 5): Manual for diagnosing mental health problems
with diagnostic criteria and diagnostic codes.
DSM-5 Criteria for Opioid Use Disorder
Disorder
DSM 5 Criteria for Opioid Intoxication

: The following are the DSM-5 diagnostic criteria for Opioid Use
: The following is the DSM 5 diagnostic criteria for Opioid Intoxication.

DSM 5 Diagnostic Codes Related to Substance Use Disorders : DSM-IV and DSM 5 Diagnostic Codes Related
to Substance Use Disorders (DSM 5 was released in May 2013 and includes significant changes to diagnosis.
For example, it does away with separate "dependence" and "abuse" diagnoses and combines them into
"substance use disorder.")
DSM 5 Substance-Related and Addictive Disorders: The APA's breakdown on changes to substance-related
addictive disorder diagnoses introduced by DSM-5. The document goes over substance use disorder,
addictive disorders and briefly states the APA's position on caffeine use disorder.
FSMB Model Policy for the Use of Controlled Substances for the Treatment of Pain: This document, first
published in 2004 and revised in July 2013, is a model policy for state medical boards to use in developing
their guidelines for use of opioids in treating chronic pain. These Model Guidelines provide the FSMB's
policy on proper treatment of pain and the use of opioids when necessary to manage pain. Source: Federal
State Medical Boards (FSMB)
Motivational Interviewing Overview: This web page by ATTC Network is dedicated to motivational interviewing
training. It contains links to a variety of articles, addressing all areas of MI from brief overviews to history,
philosophy, principles, working with resistance, interaction techniques, and strategies. The site has a library,
training information, and special populations information.
NIDA Quick Screen: The NIDA Quick Screen can be used in clinical practice to screen patients for substance use
disorders.
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NM ASSIST: The NM ASSIST is a screening tool that can be used in primary care to detect drug and alcohol
abuse. The full version of the tool includes step-by-step screening algorithms.
Objective Opiate Withdrawal Scale (OOWS): The Objective Opiate Withdrawal Scale (OOWS) contains 13
physically observable signs, rated present or absent, based on a timed period of observation of the patient
by a rater.
Opioid Use Disorder Diagnostic Criteria: The Diagnostic criteria for opioid use disorder
Risk and Protective Factors in Drug Abuse Prevention: This is a brief list of risk and protective factors to look for
when evaluating patients for substance abuse.
Risk Factors: How can health professionals mitigate these risks? : This is a brief list of risk factors to look for
when evaluating patients for substance abuse. There is also guidance on how health professionals can
mitigate adolescent risk for substance abuse.
Self-Administered Addiction Severity Index (ASI-Self Report): The ASI Self-Report Form asks questions about the
following topics: your background and employment, your health and family relationships, your legal
situation, and your drug and alcohol use.
Subjective Opiate Withdrawal Scale (SOWS): Annex of opioid withdrawal scales for downloading includes the
Subjective Opiate Withdrawal Scale (SOWS). The SOWS contains 16 symptoms, whose intensity the patient
rates on a scale of 0 (not at all) to 4 (extremely).
TICS : The Two-Item Conjoint Screening (TICS) scale is a brief screening tool. It screens for current substance
use or dependence in a primary care population.
TIP 35: Enhancing Motivation for Change in Substance Abuse Treatment: Guide on using motivation to effect
substance abuse treatment. Includes information on motivational interviewing, integrating motivational
approaches into treatment, and measuring patient motivation.
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Goal
To prepare providers to diagnose opioid use disorder and motivate patients to change in a variety
of presentations of opioid use disorder.

After completing this module, participants will be able to:
•

Diagnose a variety of presentations of patients with opioid use disorder using current DSM
criteria

Professional Practice Gaps
Treatment starts with proper diagnosis of opioid use disorder followed by assessment of the
appropriateness of office-based buprenorphine treatment. TIP 40, Chapter 3, is on Patient
Assessment, underscores the importance of providers being skilled in the diagnosis of opioid use
disorder1,2. The FSMB Model policy also describes 6 critical aspects of patient assessment 3.

Apply a Patient-Centered Approach
Since the experience of each patient is unique, the diagnosis component of the training is
primarily case-based to demonstrate the process. In the training, we cannot hope to cover that
enormous range of presentations you are likely to encounter and the diagnostic challenges that
await. The process should be standardized to ensure you generate a valid diagnosis before
embarking on treatment.

PATIENT-CENTERED: "Providing care that is respectful of and responsive to individual
patient preferences, needs, and values, and ensuring that patient values guide all clinical
decisions"4.
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Substance Use Disorder Characteristics
In order to recognize all patients who may have opioid use disorder, it is important to be familiar with the
diagnostic criteria. The diagnostic features of opioid-use disorder, according to the DSM 5 include the following 5:
•

Prolonged misuse

•

For pain management, prolonged use, or use in excess of what is needed to treat the pain and used not
just for the pain

•

Compulsive use

•

Obtaining it illegally or fraudulently (including exaggerations) from a medical practitioner

•

Tolerance and withdrawal

•

Conditioned response to drug-related stimuli or cues. This conditioning may continue well into
buprenorphine maintenance.
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CASE: MRS. THOMAS
Mrs. Thomas reports that she visits 2 providers on a regular basis to get her prescriptions
filled. She says that she needs a higher dose of oxycodone than either of her providers will
prescribe so that she can make sure she always has a prescription and enough pills to hold
her over. She also reports that she sees several specialists that deal with different areas of
pain and stress management on a regular basis. A prescription monitoring report obtained
for Mrs. Thomas reveals that they sometimes write her prescriptions for opioids as well.

Multiple Medications And Pharmacies
You also inquire about any other prescription medications she is taking at the moment.
Mrs. Thomas says that she has also been taking meperidine "off and on for years,"
prescribed by another provider for pain she experienced after surgery. She reports that she travels a lot and gets
her prescriptions filled wherever she can, so she does not always use the same pharmacy.

Signs And Symptoms
Mrs. Thomas self-reports daily sleepiness and nausea, which could be from intoxication. GI symptoms including
nausea may also be related to withdrawal symptoms. Insomnia from withdrawal might also produce subsequent
sleepiness. A physical exam reveals pupillary constriction, suggesting current intoxication.

Family Issues
After further questioning, she reports that her 5 children have each confronted her at different times about her
oxycodone use and that she has not spoken to her youngest son in over a month since he accused her of being
"hooked" on the pills. She also says that sometimes she has felt a bit ashamed because she needs so much
medication and that every day she considers discontinuing her use of pain pills, but she is too fearful that the
severe pain will return if she stops taking the medications.

Supporting Mrs. Thomas
Acknowledge her medical issues, explain what happened with her pain and how in some people narcotics can
lead to substance use disorder. Additionally, remember to acknowledge it as a disease.
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OPIOID USE DISORDER CRITERIA
Opioid use disorder is a pattern of using opioids that causes "clinically significant impairment or distress" and
meets at least 2 of the following criteria:
1. Taking the opioid in larger amounts and for longer than intended
2. Wanting to cut down or quit but not being able to do it
3. Spending a lot of time obtaining the opioid
4. Craving or a strong desire to use opioids
5. Repeatedly being unable to carry out major obligations at work, school, or home due to opioid use
6. Continuing use despite persistent or recurring social or interpersonal problems caused or made worse by
opioid use
7. Stopping or reducing important social, occupational, or recreational activities due to opioid use
8. Recurrently using opioids in physically hazardous situations
9. Consistently using opioids despite acknowledgment of persistent or recurrent physical or psychological
difficulties from using opioids
10.*Being tolerant for opioids as defined by either a need for markedly increased amounts to achieve
intoxication or desired effect or markedly diminished effect with continued use of the same amount.
(Does not apply for diminished effect when used appropriately under medical supervision)
11.*Withdrawal manifesting as either characteristic syndrome or the substance is used to avoid withdrawal
(Does not apply when used appropriately under medical supervision)
*This criterion is not considered to be met for those individuals taking opioids solely under appropriate medical
supervision.
The above criteria are paraphrased from the APA publication; view the original wording in the Opioid Use Disorder
Diagnostic Criteria resource on this page. A full description of this diagnosis is in the DSM 5 34.

Past Variations Of Diagnosis
The criteria for opioid use disorder in the DSM 5 are a combination of the DSM-IV TR criteria for the former
diagnoses of Opioid Abuse and Opioid Dependence. Other changes include:
•

Normal physiological dependence that everyone experiences if on chronic opioid therapy is not a criterion
in DSM 55

•

The former diagnoses of Substance Abuse and Substance Dependence, found in the DSM-IV TR, are no
longer in use

•

Cravings were added as a criterion

•

Legal problems were removed as a criterion
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QUIZ: MRS. THOMAS DIAGNOSIS
With the additional information provided by interviewing Mrs. Thomas, consider whether the diagnosis of opioid
use disorder applies.

Has Mrs. Thomas Exhibited Two Or More Of The Criteria For Opioid Use Disorder In The
Past 12 Months? Check All Criteria That She Has Currently. Some, But Not All, Of The
Following Criteria Apply To This Patient.
1. The substance is often taken in larger amounts or over a longer period of time than was intended.
2. There is a persistent desire or unsuccessful efforts to cut down or control substance use
3. A great deal of time is spent in activities necessary to obtain the substance, use it, or recover from its
effects
4. Cravings
5. Recurrent substance use resulting in a failure to fulfill major role obligations at work, school, or home.
6. Continued substance use despite having persistent or recurrent social or interpersonal problems caused
by or exacerbated by the effects of the substance.
7. Important social, occupational, or recreational activities are given up or reduced because of substance use
8. Recurrent use of opioids in physically hazardous situations
9. The substance use is continued despite the 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 a need for markedly increased amounts of the substance to achieve
desired effect or markedly diminished effect with continued use of the same amount of the substance.
11. Withdrawal, as manifested by either the characteristic withdrawal syndrome for the opioid or the same
(or closely related) substance is taken to relieve or avoid withdrawal symptoms.
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Mrs. Thomas Diagnosis Quiz Feedback

(1) The Substance Is Often Taken In Larger Amounts Or Over A Longer Period Of Time
Than Was Intended.
Correct. She has increased her dose and taken the medication for longer than she was originally expected to be
on it.

(2) There Is A Persistent Desire Or Unsuccessful Efforts To Cut Down Or Control
Substance Use
Correct. Near the end of the interview she said that she thinks about quitting every day.

(3) A Great Deal Of Time Is Spent In Activities Necessary To Obtain The Substance, Use It,
Or Recover From Its Effects
Correct. It appears that she is spending a lot of time at doctors obtaining a sufficient supply of her medication.

(4) Cravings
Criterion not evident.

(5) Recurrent Substance Use Resulting In A Failure To Fulfill Major Role Obligations At
Work, School, Or Home.
Criterion not evident.

(6) Continued Substance Use Despite Having Persistent Or Recurrent Social Or
Interpersonal Problems Caused By Or Exacerbated By The Effects Of The Substance.
Her 5 children have each confronted her about her oxycodone use, she has not spoken to her youngest son in
over a month since he accused her of being "hooked" on the pills.

(7) Important Social, Occupational, Or Recreational Activities Are Given Up Or Reduced
Because Of Substance Use
Correct. She has not spoken to her youngest son in over a month since he accused her of being "hooked" on the
pills. She was not specifically asked about her occupational or recreational activities.

(8) Recurrent Use Of Opioids In Physically Hazardous Situations
Criterion not evident. While driving or operating machinery can be dangerous when first taking opioids, most
patients are able to drive after they adjust to chronic use.

(9) The Substance Use Is Continued Despite The Knowledge Of Having A Persistent Or
Recurrent Physical Or Psychological Problem That Is Likely To Have Been Caused Or
Exacerbated By The Substance
Criterion not evident

(10) Tolerance, As Defined By Either A Need For Markedly Increased Amounts Of The
Substance To Achieve Desired Effect Or Markedly Diminished Effect With Continued Use
Of The Same Amount Of The Substance.
Correct. Mrs. Thomas described needing a higher dose than she was prescribed.
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(11) Withdrawal, As Manifested By Either The Characteristic Withdrawal Syndrome For
The Opioid Or The Same (or Closely Related) Substance Is Taken To Relieve Or Avoid
Withdrawal Symptoms.
It is not clear whether she is experiencing withdrawal. She only mentioned two possible symptoms of withdrawal.
You would need to specifically ask her more questions about withdrawal symptoms.
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MRS. THOMAS – DIAGNOSIS AND PLAN
Diagnosis
Mrs. Thomas appears to meet the definition of opioid disorder of “clinically
significant impairment or distress” if you consider her daily sleepiness and nausea,
which may be related to her opioid use, is causing distress and alienation from
family and that she thinks about quitting every day, but cannot. She currently meets
more than 2 criteria for opioid use disorder, and so this diagnosis is appropriate.
As you talk to her about the problem of her misuse of prescription opioids, be sure
to explain both the short term and the long-term dangers of her disorder.
While giving your diagnosis:
•

Avoid putting her on the defensive

•

Use motivational interviewing techniques during discussions

•

Treat her as an expert in her own feelings

•

Involve her in decisions

•

Maintain a non-judgmental attitude

•

Help her notice and resolve ambivalent feelings, etc

However, be clear and firm while discussing the gravity of her situation.

Treatment Plan
Communicating with the other physicians involved in her treatment is also important. For example, her
orthopedist and/or back specialist should be involved to confirm that Mrs. Thomas does indeed have a chronic
injury as recommended in the FSMB guidelines on prescribing chronic opioids 3, and to obtain details of her
treatment.
The day before induction complete patient education and the written, signed patient-provider treatment
agreement.

Quiz: Substance Use Disorder

Which Of The Following Are Criteria For Substance Use Disorder? (Choose All That
Apply)
1. Continued drug use despite health problems
2. Unsuccessful attempts to curtail drug use
3. Drug tolerance
4. Legal problems related to substance use
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Substance Use Disorder Quiz Feedback

(1) Continued Drug Use Despite Health Problems
Correct. Continuing to use a substance despite knowing that its use
is causing health problems is one of the criteria for substance use
disorder.

(2) Unsuccessful Attempts To Curtail Drug Use
Correct. Being unable to control substance use in spite of one's
desires or best efforts is one of the criteria for substance use
disorder.

(3) Drug Tolerance
Correct. Tolerance for a substance, as defined by either the need for increasing amounts or by a diminished
effectiveness, is one of the criteria for substance use disorder.

(4) Legal Problems Related To Substance Use
Legal problems related to substance use is no longer a diagnostic criterion for substance use disorder.
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REFINING THE DIAGNOSIS
Opioid Use Disorder Severity
Severity of opioid use disorder is determined by the number of diagnostic criteria a patient meets, as follows:
0–1 No Diagnosis
2–3 Mild
4–5 Moderate
>6 Severe
DSM 5 diagnostic codes are:
•

Opioid use disorder, Mild – 305.50

•

Opioid use disorder, Moderate or Severe – 304.0

ICD 10 diagnostic codes are:
•

Opioid use disorder, Mild – F11.10

•

Opioid use disorder, Moderate or Severe – F11.20

In ICD-10 coding, if there is opioid intoxication, opioid withdrawal, or other opioid-induced mental disorder, the
codes for these conditions are used, and the comorbid opioid use disorder is only designated with an additional
numeral. Details are available in the External Resource: Opioid Use Disorder Diagnostic Criteria.

Specifications
The following specifications can also be added to the opioid use disorder diagnosis 5:

In Early Remission:
Defined as no criteria being met for ≥ 3 months, but < 12 months, except the criterion of "craving, or a strong
desire or urge to use opioids."

In Sustained Remission:
Defined as no criteria being met for ≥ 12 months, except the criterion of "craving, or a strong desire or urge to use
opioids."

On Maintenance Therapy:
Use when patient is on medication-assisted treatment for opioid use disorder and does not meet criteria except
opioid tolerance or withdrawal. *Used with maintenance on buprenorphine, methadone, or naltrexone. The severity
of the opioid use disorder will likely change over time with treatment.

In A Controlled Environment:
Patient is in an environment with restricted access to opioids, e.g., closely monitored substance-free prison,
locked hospital unit
More than one specifier may apply.
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QUIZ: CASE: MR. LOPEZ
Name: Mr. Lopez [originally introduced in the Intro Course]
Age: 50 years old
Reason For Visit: Mr. Lopez requests a buprenorphine prescription. He has been selfmedicating with buprenorphine to reduce his use of hydrocodone and oxycodone.
Patient History: No present pain, but he takes Vicodin® and Percocet® at least once
daily, and has done so for five years; he is unable to stop taking them. Mr. Lopez
severely sprained his ankle four years ago, requiring surgical repair, and was
prescribed hydrocodone. Even though his ankle pain improved, he increased the amount he takes and even
started buying it on the street. He felt embarrassed and hated spending all that time on the phone trying to find
his next day's supply of pills. Money was never an issue because he has a pretty good job.
Treatment History: About a year ago he was fed up and decided to stop taking hydrocodone. He tried
methadone for just 2 weeks but could not make the daily clinic visit that was required and soon was back to using
up to 15 tablets of hydrocodone a day. If he went for six hours with no pills he suffered withdrawal. So he bought
15 buprenorphine tablets from an acquaintance and switched to those for a few days. The buprenorphine helped,
and he was able to buy another two weeks' worth from his friend, but after he ran out, he could barely function
due to nausea and achiness. He was able to hold on for a few more days but soon started taking hydrocodone
once again and is currently using it. He felt more clear-headed on buprenorphine so he would like to resume
taking it. This time he decided to ask to have it prescribed; hence, his visit to you.
He works as a building construction inspector, is divorced, and lives alone. The highlight of his week is taking care
of his 3-year old grandson on Saturdays. Mr. Lopez has no regular friends except the guys at the bar and at work.
Most weekdays after work, he stops at the local bar and has several drinks with his friends. When asked whether
he plans to decrease or stop drinking, he says he's not sure he really wants to stop drinking. His sisters have told
him that he drinks too much. He is careful to avoid alcohol when he is taking care of his grandson.
Mr. Lopez says he was told by one of his doctors that he was depressed and that the doctor put him on Zoloft®.
He took it as directed for six weeks, but then stopped it because it "messed up" his sex life. Sometimes he feels
dejected, but he doesn't feel suicidal and does not cry a lot. "What gets me down is this Vicodin® and Percocet®
habit. If I got rid of these drugs I wouldn't be down at all."

How Does Mr. Lopez's History Affect Your Treatment Decisions? (Choose One)
1. He is still a good candidate for buprenorphine treatment, despite the alcohol use and other history.
2. He is not a good candidate for buprenorphine treatment, due to the alcohol use and other history.
3. Not enough information
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Mr. Lopez – Quiz Feedback

(1) He Is Still A Good Candidate For Buprenorphine Treatment, Despite The Alcohol Use
And Other History.
At this point, Mr. Lopez needs further screening for alcohol use disorder with lab tests (liver enzymes) to discover
the severity of his alcohol problem, before proceeding with buprenorphine treatment.

(2) He Is Not A Good Candidate For Buprenorphine Treatment, Due To The Alcohol Use
And Other History.
At this point, Mr. Lopez needs further screening for alcohol use disorder with lab tests (liver enzymes) to discover
the severity of his alcohol problem, before proceeding with buprenorphine treatment.

(3) Not Enough Information
Correct. At this point, Mr. Lopez needs further screening for alcohol use disorder with lab tests (liver enzymes) to
discover the severity of his alcohol problem, before proceeding with buprenorphine treatment.

Quiz Feedback For All Choices
Mr. Lopez is under-aware of his potential alcohol problem.
Consider: Does he smell like alcohol? Does he have symptoms of alcohol dependence (tremors, etc.) when he
doesn't drink? Similarly, his depression evaluation needs to be updated. Depending on the severity of these
problems, consider that he has two risk factors for poor buprenorphine treatment outcomes.
Your decision to treat him in an office-based opioid treatment program should consider the severity of these
problems, his response to their treatment, and your level of expertise in handling cases with these complications.
Providers new to prescribing buprenorphine or polysubstance use might consider a referral to a more
experienced provider or a higher level of care. If you do continue with OBOT, you should review with him the
warning about CNS depressant use when taking buprenorphine and include additional treatment structure, such
as psychosocial supports and more frequent office visits.
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Quiz: Mr. Lopez – Additional Treatment Concerns
Patient History (continued): Mr. Lopez's attempt at self-detoxification from
opioids is notable and raises some concerns. He clearly seems to be trying to
keep control over his treatment. His first approach was to buy some
buprenorphine outside of medical treatment and carry out his own treatment
alone. Now he is shopping for treatment as he envisions it, as a consumer.
On the one hand, it shows toughness, determination, and taking
responsibility for his situation. On the other hand, it shows reluctance to ask
for help from others. He may not want to show weakness and may have a tendency to minimize problems.

If Mr. Lopez Was Admitted To Buprenorphine Treatment In An Office-based Opioid
Treatment Practice, What Would A Tailored, Optimal Assessment, Evaluation, And
Treatment Plan Include? (Choose All That Apply)
1. Get a more complete history
2. Conduct a physical exam
3. Conduct lab testing
4. Further evaluate his social isolation and depression
5. Further evaluate his alcohol use/abuse/addiction
6. Involve Mr. Lopez in treatment planning and decision-making
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Mr. Lopez – Additional Treatment Concerns Quiz Feedback

(1) Get A More Complete History,
(2) Conduct A Physical Exam,
(3) Conduct Lab Testing,
(4) Further Evaluate His Social Isolation And Depression,
(5) Further Evaluate His Alcohol Use/Abuse/Addiction,
(6) Involve Mr. Lopez In Treatment Planning And Decision-making
Correct. All the steps listed are important for fully evaluating and treating Mr. Lopez.
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Mr. Lopez – Summary and Plan

Summary And Treatment Plan
Given Mr. Lopez's history, you might emphasize a patient-centered approach in
which he is included in the decision-making process and is informed of all his
choices. He seems to have his own ideas about what he wants, so it is important
to understand his expectations.
For example, you could ask, "what kind of treatment do you feel would be best
for you at this time?" It is also important to clearly explain your office-based
opioid treatment program requirements so he can decide early on whether he wants to participate.
You should also review how Mr. Lopez can ask for help because of his possible reluctance to ask for help. For
example, explain how he can reach you if he has questions about his treatment, what to do if he feels like using
opioids, etc. This can be outlined in a treatment agreement that Mr. Lopez could review and sign, along with the
informed consent, which must be signed.
For patients who might hesitate to sign a treatment agreement, emphasize that the point of the agreement is to
make the program clear, including what is expected to happen in terms of how they will improve, how they will be
monitored, and the process for obtaining refills. The patient is often given a handbook or copy of the agreement.

Concepts To Discuss With Patients
It may also be useful to introduce the concept of severity of illness and let him know that additional treatment
and support is needed with more severe opioid use disorder. Many patients with opioid addiction need more
treatment than just medication, such as counseling or a support group. Some patients need long-term
maintenance on buprenorphine and at least months of stability before attempting complete detoxification,
including a taper off buprenorphine. It is important to lay the groundwork for a flexible approach depending on
what he needs.
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SPECIAL CASES
More Severe Addiction
Most candidates for office-based buprenorphine treatment will have a diagnosis of opioid use disorder. In their
guidelines for medication-assisted treatment, which includes buprenorphine, ASAM noted that treatment "may
not be appropriate for all patients along the entire opioid use disorder continuum" 6.
Treatment was originally recommended for the now retired DSM-IV diagnosis of opioid dependence, which,
according to this source, corresponds to at least moderate (4 criteria) Opioid Use Disorder using the DSM 5.
The CDC guidelines for opioid prescribing, which recommend that treatment be provided or offered to patients
having opioid use disorder, suggests tapering patients who do not meet enough diagnostic criteria for opioid use
disorder7.

Patients Without the Opioid Use Disorder
The following groups are exceptions that may not have the diagnosis of opioid used disorder, but who still might
benefit from buprenorphine treatment:
•

Some high-risk, opioid-abusing patients who do not meet diagnostic criteria may be good candidates for
buprenorphine maintenance.

•

Certain patients who are not currently abusing opioid may also qualify for office-based opioid treatment.
For example, an inmate with a good prior treatment record with buprenorphine ("institutional
abstinence") may be maintained on buprenorphine following his or her release from prison, if relapse is
likely8. However, it is important that persons released from institutions with institutional abstinence be
educated that their opioid tolerance is now relatively lower, in order to reduce their risk of overdose.

FYI
The FDA's guidelines for REMS for prescribing buprenorphine, include an "Appropriate Use Checklist" 9 that you
can use to guide your buprenorphine practice.
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KEY POINTS
•

The diagnosis of Opioid Use Disorder is a pattern of using opioids that causes "clinically significant
impairment or distress" and meets at least 2 of the diagnostic criteria.

•

Severity of opioid use disorder is determined by the number of criteria met:
◦
◦
◦
◦

0–1 No Diagnosis
2–3 Mild
4–5 Moderate
>6 Severe
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SUMMARY
Briefly, the diagnostic criteria for opioid use disorder are:
1. Taking more opioids or for longer than intended
2. Not able to quit
3. Spending a lot of time obtaining the opioid
4. Craving
5. Use negatively impacts ability to work or complete other obligations
6. Use despite social or interpersonal problems
7. Decreasing important life activities due to use
8. Use in physically hazardous situations
9. Use despite physical or psychological difficulties from use
10. *Tolerance (*Does not apply for appropriate use)
11. *Withdrawal (*Does not apply for appropriate use)
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RESOURCES
Assessment and Screening Instruments: This document provides a comprehensive collection of screening
instruments and withdrawal assessments.
Buprenorphine-containing transmucosal products for opioid dependence (BTOD) REMS: REMS for
buprenorphine published 2/2013 and revised 9/2013
Clinical Opioid Withdrawal Scale (COWS): This PDF Document contains the Clinical Opioid Withdrawal Scale
(COWS), a common instrument used to assess a patient's opioid withdrawal severity.
CRAFFT: Brief Screening Tool for Adolescents
and other drug abuse.

: THE CRAFFT is a screening instrument used to detect alcohol

DAST-10 : The Drug Abuse Screening Test, or DAST, is a self-administered test designed to provide a brief
screening for drug abuse, followed by further assessment by a health care professional if necessary.
Detecting Substance Abuse and Dependence: Red Flags, and Risk Factors : Lists the psychosocial and
physical indications of substance abuse in general as well as the specific physical symptoms of opioid use
(Source: Clinical Tools, Inc., 2004).
Diagnosis and Treatment of Drug Abuse in Family Practice: This article provides guidance on the treatment of
alcohol and drug abuse, and discusses various treatment plans.
Diagnostic and Statistical Manual of Mental Disorders (DSM 5): Manual for diagnosing mental health problems
with diagnostic criteria and diagnostic codes.
DSM-5 Criteria for Opioid Use Disorder
Disorder
DSM 5 Criteria for Opioid Intoxication

: The following are the DSM-5 diagnostic criteria for Opioid Use
: The following is the DSM 5 diagnostic criteria for Opioid Intoxication.

DSM 5 Diagnostic Codes Related to Substance Use Disorders : DSM-IV and DSM 5 Diagnostic Codes Related
to Substance Use Disorders (*Note: DSM 5 was released in May 2013 and includes significant changes to
diagnosis. For example, it does away with separate "dependence" and "abuse" diagnoses and combines
them into "substance use disorder.")
DSM 5 Substance-Related and Addictive Disorders: The APA's breakdown on changes to substance-related
addictive disorder diagnoses introduced by DSM-5. The document goes over substance use disorder,
addictive disorders and briefly states the APA's position on caffeine use disorder.
FSMB Model Policy for the Use of Controlled Substances for the Treatment of Pain: This document, first
published in 2004 and revised in July 2013, is a model policy for state medical boards to use in developing
their guidelines for use of opioids in treating chronic pain. These Model Guidelines provide the FSMB's
policy on proper treatment of pain and the use of opioids when necessary to manage pain. Source: Federal
State Medical Boards (FSMB)
Motivational Interviewing Overview: This web page by ATTC Network is dedicated to motivational interviewing
training. It contains links to a variety of articles, addressing all areas of MI from brief overviews to history,
philosophy, principles, working with resistance, interaction techniques, and strategies. The site has a library,
training information, and special populations information.
NIDA Quick Screen: The NIDA Quick Screen can be used in clinical practice to screen patients for substance use
disorders.
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NM ASSIST: The NM ASSIST is a screening tool that can be used in primary care to detect drug and alcohol
abuse. The full version of the tool includes step-by-step screening algorithms.
Objective Opiate Withdrawal Scale (OOWS): The Objective Opiate Withdrawal Scale (OOWS) contains 13
physically observable signs, rated present or absent, based on a timed period of observation of the patient
by a rater.
Opioid Use Disorder Diagnostic Criteria: The Diagnostic criteria for opioid use disorder, :
Risk and Protective Factors in Drug Abuse Prevention: This is a brief list of risk and protective factors to look for
when evaluating patients for substance abuse.
Risk Factors: How can health professionals mitigate these risks? : This is a brief list of risk factors to look for
when evaluating patients for substance abuse. There is also guidance on how health professionals can
mitigate adolescent risk for substance abuse.
Self-Administered Addiction Severity Index (ASI-Self Report): The ASI Self-Report Form asks questions about the
following topics: your background and employment, your health and family relationships, your legal
situation, and your drug and alcohol use.
Subjective Opiate Withdrawal Scale (SOWS): Annex of opioid withdrawal scales for downloading includes the
Subjective Opiate Withdrawal Scale (SOWS). The SOWS contains 16 symptoms, whose intensity the patient
rates on a scale of 0 (not at all) to 4 (extremely).
TICS : The Two-Item Conjoint Screening (TICS) scale is a brief screening tool. It screens for current substance
use or dependence in a primary care population.
TIP 35: Enhancing Motivation for Change in Substance Abuse Treatment: Guide on using motivation to effect
substance abuse treatment. Includes information on motivational interviewing, integrating motivational
approaches into treatment, and measuring patient motivation.
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ASSESSING PATIENTS FOR
BUPRENORPHINE TREATMENT
Goal
To train providers to assess whether patients having opioid use disorder meet criteria for receiving
office-based buprenorphine treatment and select patients who are suitable.

After completing this module, participants will be able to:
•

Assess whether patients having opioid use disorder are appropriate for office-based
buprenorphine treatment

•

Identify patients who are not good candidates for office-based buprenorphine treatment

•

Anticipate common medical and psychiatric problems in patients with opioid use disorder
that may complicate its treatment

•

Adjust assessment to meet needs of patient groups having specific additional
requirements, including adolescents, pregnant women, and geriatric patients

•

Develop an individualized buprenorphine treatment plan for patients

•

Determine what referral is appropriate for the treatment of opioid use disorder when
patients are not good candidates for office-based treatment

Practice Gap
Providers need to be able to assess patients with opioid use disorder for appropriateness for
office-based opioid treatment. TIP 40, Chapter 3, is on Patient Assessment, focuses on patient
assessment in the treatment of opioid use disorder 1–3. The FSMB Model policy also describes 6
critical aspects of patient assessment 4.
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QUIZ: THINK AHEAD CASE – MR. REYES
Name: Mr. Reyes
Age: 30 years old
Reason For Visit: Mr. Reyes , a schoolteacher, is having difficulty with work because he
has been calling in sick too much.
Patient History: Mr. Reyes injects heroin at least once daily and also regularly takes large
quantities of codeine pills. He has been injecting heroin on and off since he was 16 years
old. A few years ago, he was in an automobile accident that resulted in a back injury.
Following the accident, he experienced back pain for which he needed codeine. The back
pain has since resolved, but he still takes large quantities of codeine pills, from several providers, to stave off
heroin withdrawal.
Treatment History: Mr. Reyes has a history of several outpatient detoxifications and three residential drug
treatment stays without opioid pharmacotherapy. He remained heroin-free and codeine-free for about 6 months
following the last treatment, which was about a year ago. He also has been alcohol abstinent for the past two
years. His only current medical problem is that he is hepatitis C positive, and he has been so for at least 10 years.
His liver function tests are currently in the acceptable range for buprenorphine treatment.

With What You Now Know, Is Mr. Reyes A Good Candidate For Office-based
Buprenorphine Treatment At This Time? (Choose The Best Answer)
1. Yes, he may be a good candidate for office-based buprenorphine treatment at this time
2. No, intensive outpatient counseling and groups are his best option at this time
3. No, medically supervised withdrawal only is his best option at this time
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CASE – MR. REYES QUIZ FEEDBACK
(1) Yes, He May Be A Good Candidate For Office-based Buprenorphine Treatment At This
Time
Correct. Mr. Reyes may be a candidate for office-based buprenorphine treatment. Even though he failed very
intensive treatment before, opioid maintenance therapy was not offered in those treatments and could be tried.
Intensive outpatient treatment is likely to interfere with work obligations, and privacy is especially important in his
profession. Due to several unsuccessful attempts at detoxification in the past, maintenance as part of his
treatment plan will be particularly important. He will also need supportive counseling as part of his plan, which
could be offered at evening or weekend appointments. Having maintenance continue for now does not preclude
the possibility of attempting to taper the buprenorphine at some point in the future.

(2) No, Intensive Outpatient Counseling And Groups Are His Best Option At This Time
Saying "No" to office-based buprenorphine treatment is not the best answer. Intensive outpatient treatment is
likely to interfere with work obligations, and privacy is especially important in his profession.

(3) No, Medically Supervised Withdrawal Only Is His Best Option At This Time
This is not the best answer at this time, because Mr. Reyes has had several unsuccessful attempts at
detoxification in the past. Even though he failed very intensive treatment before, opioid maintenance was not
offered in those programs and could be tried. Maintenance therapy is particularly important for him as part of his
treatment plan because of the past failed attempts at detoxification.
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GUIDELINES FOR PATIENT ASSESSMENT
The Assessment Process
This part of the training assumes that you have completed the training on screening, detection, and diagnosis of
opioid use disorder. For patients that you have diagnosed opioid use disorder, evaluate their illness and
comorbidities thoroughly to determine if buprenorphine treatment is the optimal treatment for them. If so, then
determine how to tailor the treatment to meet their needs.
On rare occasions, patients who are not currently physically dependent on opioids are still candidates for officebased opioid treatment. Patients in this category include those with a history of opioid addiction and those who
have failed with other treatment modalities.
Patients who are not physically dependent on opioids and who do not have opioids in their system can proceed
directly to the induction phase on a very low dose to avoid over-medication.
The process before starting buprenorphine treatment includes 3:
1. Assessment of the diagnosed opioid use disorder
2. Assess for other substance abuse
3. Address tobacco use
4. Medical evaluation
5. Assess for comorbidities
6. Assess for pain
7. Assess common psychiatric comorbidities
8. Consider cultural factors
9. Consider other factors
10. Identify unlikely candidates and refer if necessary
11. Determining the patient's readiness to start and comply with treatment
12. Determine if office-based opioid treatment is appropriate and, if so, what level of treatment is needed
13. Finalize the treatment plan
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ASSESSMENT OF THE DIAGNOSED OPIOID USE DISORDER
It is essential to assess the extent of other drug use before starting treatment. Patients with opioid use disorders
commonly have problems with other substances as well 5.
The signs and symptoms of polysubstance abuse include some of the
same indicators for individual drug use in general.
Assessment of the patient's opioid use disorder includes obtaining the
following information3:
1. Duration, pattern, and severity of opioid misuse. Assess their
history of substance use as well as current use6. Patients who
misuse drugs, commonly use other drugs, tobacco, or alcohol 7.
Drug misuse holds true for young adolescents as well 8.
2. The opioid they typically misuse, including whether it is short or
long-acting
3. Level of tolerance (How effective is the dose?)
4. History of previous attempts to discontinue opioid use with or without agonist therapies and response to
treatment
5. History of withdrawal episodes
6. Current opioid use or withdrawal status

Questions to Ask Patients
In Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders, produced by expert panel process,
they recommended asking patients 9:
•

Whether they have any of the criteria for Opioid Use Disorder by DSM-5 Standards

•

Their psychiatric history, paying attention to medication compliance

•

Their medical history, with attention to liver and cardiac status, medications, and seizures

•

Whether they are pregnant or planning to get pregnant

•

The status of their psychosocial supports (Employment, family, housing, 12-step involvement)

•

Their substance use history with attention to current substance use

•

Their history of substance use treatment, including buprenorphine or methadone

•

Obtain a witnessed urine drug screen to assess for current opioid agonist (methadone, buprenorphine)
use or benzodiazepines

•

Their withdrawal status

•

Severity of their addiction.

•

Potential treatment needs in relation to the provider's ability to accommodate them (Intensive monitoring,
legal system interactions, employers, etc..

•

Their pain status
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Finding Good Candidates
Per the above guidelines patients who meet the following criteria are considered to be good candidates for
treatment. The guidelines stem from a strong consensus by expert review and are not an assessment protocol.
•

Currently experiencing opioid dependence

•

Currently on methadone and are unwilling or unable to receive treatment from a methadone clinic

•

Have adequate psychosocial support

•

Do not have a co-occurring mental disorder OR the disorder is stable

•

Not suicidal

•

May be pregnant

•

Expected to be reasonably compliant with treatment

•

Not dependent on CNS depressants (benzodiazepines and alcohol included)

•

Interested in treatment

bup.clinicalencounters.com
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ASSESS FOR OTHER SUBSTANCE ABUSE
Patients may or may not be dependent upon the various substances they are abusing, so it is crucial for you to
assess the entire range of a patient's substance use.

Likely Substances
A National survey data conducted by SAMHSA asked
respondents to identify any drugs they were dependent on or
had abused during the past year of 2013 7. The order from
most common to least common was:
1. Alcohol – most commonly used
2. Marijuana
3. Pain Relievers
4. Cocaine
5. Heroin
6. Stimulants
7. Tranquilizers – least commonly used among this list
Among opioid addicts, cocaine and alcohol are the most frequently abused substances 10.
The assessment should not be limited to just illicit drugs, because patients often take other prescription drugs.
Even if other drugs taken do not fall into the typical classes of drugs of abuse, they can interfere with treatment
by causing:
•

Impairment

•

Sedation

•

Increasing the opioid effect

People who are addicted to heroin have high rates of other illicit drug use; around 75% reported concurrent
heroin and cocaine use11. Ask patients about all forms of opioids used. Screening urine drug tests typically test for
morphine, opiates (means derived from opium and does not include synthetics), and oxycodone. Some opioids,
such as fentanyl, may not be detected in screening tests.

Approaches For Assessing Opioid-Dependent Patients For Other Substance Abuse
Build rapport to improve the chance that they are comfortable telling you about substance use when using
interviews and screening instruments to detect polysubstance use. Use motivational interviewing techniques to
establish open communication and build rapport with your patients.
Otherwise, patients may downplay the use of other drugs if they think it could harm their chances of acceptance
into treatment.

Clinical Assessments:
Beyond your efforts to ask patient directly, consider asking permission to ask family members as well.
A video that illustrates a provider substance-use screening during a patient interview can be found here:
https://youtu.be/L-A4Wea3SaE12
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In the video, the provider demonstrates screening for tobacco, alcohol, and drug use during a patient interview.
Specifically, he asks about:
•

Current and past use of tobacco

•

Frequency of alcohol use, amount she drinks per week, and number of times per year she binge drinks,
i.e., drinks more than four drinks at a time

•

Misuse of prescription pain medications

•

Use of illicit drugs

Physical Signs Of Possible Drug Use Include The Following:
•
•
•
•

Multiple traumas
Frequent or recurring hospitalizations
Infections – such as abscesses or cellulitis
Confusion or disorientation

Screening Instruments: MAST, DAST, CAGE-AID, AUDIT
Structured Interviews: DSM SCID (Structured Clinical Interview For DSM- Axis I Disorders)
Laboratory Tests:
•

Urine samples, preferably tested on-site or via a lab with a quick turn-around time so that you can address
results with the patient as soon as possible

•

Screening urine drug tests that have been waived by CLIA for in-office testing commonly test for the
following drugs: amphetamines, barbiturates, benzodiazepines, cocaine, ecstasy, marijuana, methadone,
methamphetamine, morphine, opiates, oxycodone, phencyclidine, propoxyphene, and tricyclic
antidepressants13.

•

Some people seeking buprenorphine treatment have already taken it, obtaining it illicitly 14. Knowing this
would affect the induction process; however, some patients may hesitate to tell their providers. The
screening for opiates does not detect buprenorphine. Therefore, consider including buprenorphine in
urine drug tests, even before prescribing it. Several multidrug testing products include buprenorphine.

Ask Patients About Self-Treatment
Be sure to ask patients about any self-treatment of symptoms related to their opioid use disorder. Increasingly
patients are presenting for buprenorphine treatment having already used it; obtaining it illicitly to control their
withdrawal symptoms, either in an attempt to quit on their own or to control withdrawal when they cannot obtain
the opioid to which they are addicted.

Case Study – Mr. Harris

Meet Your Patient
Name: Mr. Harris
Age: 28 years old
Reason For Visit: He wants "to try bup".
Patient History: Mr. Harris says he has been seeing physicians at the VA, but they are
"upset with me because I crushed my pain pills and snorted them, but I didn't use any
more in a day than they told me I could. They don't like it, but it's the only way to stop
the pain. Even then it's only for about 3 hours."
bup.clinicalencounters.com
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Mr. Harris has undergone seven reconstructive surgeries. He has a history of shrapnel injuries to legs, arms, and
face during military service 9 years ago. He says that he has a prescription for 80 mg oxycodone tablets, eight per
day, for pain control. He reports drinking no more than three drinks per day, but he does drink at least five times
a week at that rate.

Mr. Harris – Conversation

Determining If Mr. Harris Is An Appropriate Candidate For Buprenorphine Treatment
Mr. Harris is a patient with legitimate pain who also may have opioid use disorder. He has some concerning
symptoms that suggest the diagnosis, but it is not yet clear if he is appropriate for buprenorphine treatment. For
instance, he admitted to crushing and snorting his pain medication. Inappropriate administration of chronic pain
medication (crushing/inhaling, or dissolving/injecting) does not in itself mean he has opioid use disorder, but it is
a red flag. Patients with chronic pain may inappropriately change the method of administering a drug in order to
achieve better pain control. Rather than addiction, his snorting misuse could also be to experience euphoria from
opioids. Usually snorting crushed tablets would result in faster effect and shorter duration of action, making the
medication more "abusable" and increasing the likelihood of addiction.
Some questions you should ask to determine whether Mr. Harris is an appropriate candidate for buprenorphine
treatment include whether his opioid use is affecting his psychosocial circumstances and why he wants to try
buprenorphine now.
Provider: I see from your chart that you are taking oxycodone. Who is prescribing it
for you?
Mr. Harris: The doctor down at the VA gives it to me. He knows how much I
hurt and that it helps ease my pain.
Provider: What happens when you don't take your prescription?
Mr. Harris: I hurt too much. Start getting the shakes and headaches.
Provider: How about lessening your dosage? Have you ever tried that?
Mr. Harris: Not if I can help it. Sometimes I have to stretch it before I can get back and get a refill, but I can't
sleep well when I do that.
Provider: Have you ever tried other medications for your pain?
Mr. Harris: They don't do any good. The oxycodone seems to work the best for me.
Provider: But now you want to try buprenorphine treatment? Tell me, what's making you consider buprenorphine?
Mr. Harris: I know I'm not getting any better. And I'm relying on the oxycodone too much. I need to try
something else.
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ADAPTATIONS FOR POLYSUBSTANCE USE
Which Substances
Patients in the following populations may benefit from altered
treatment. These include:
•

Illicit buprenorphine users

•

Heroin users

•

Patients with other drug use disorders

•

Patients with alcohol use disorder

Adaptations for Polysubstance Use
Patients who abuse more than one substance may or may not be dependent upon all of them, so with multiple
substances being used, be sure to assess the patient's entire range of substance use before starting treatment.

Follow These Steps When Treating An Opioid-Dependent Patient Who Also Has Another
Substance Use Disorder:
1. Stabilize the patient's opioid use problem first, which may include starting buprenorphine treatment.
2. Gradually withdraw them from the other substance(s)
3. Emphasize that formal counseling and recovery group meetings are mandatory because buprenorphine
will not treat other drug problems
4. Make it clear that ongoing use of other substances will not be tolerated during buprenorphine treatment
These steps are just one approach – some clinicians require their
patients to address their other substance abuse first (stopping on
their own or going through detoxification) before starting
buprenorphine treatment. For instance, alcohol or benzodiazepine
dependence can be life-threatening and should not be overlooked
in favor of treating opioid dependence.
The VA/DoD Clinical Practice Guideline for the Management of
Substance Use Disorders recommends that patients with multiple
substance use disorders be managed according to guidelines for
each disorder15.

Additional Considerations
•

Some patients with polysubstance abuse will require the
greater structure and support of a methadone or
residential treatment program, so proceed with caution
before starting office-based buprenorphine.

•

Be aware of prescribing buprenorphine in patients who
abuse alcohol and in those who abuse sedatives, especially
benzodiazepines, because of possible fatal drug interactions between the two drugs.

•

Abrupt elimination of all substance abuse problems simultaneously is often not successful.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 10 of 58

Buprenorphine Training Activity
v5.0b [2019-04-01]

Assessing Patients for Buprenorphine Treatment

QUIZ: MR. HARRIS – DIAGNOSIS AND PLAN
Preliminary Diagnosis
•

History of pain syndrome, r/o chronic pain

•

Misuse of prescription opioids, r/o opioid use disorder

•

Alcohol use, r/o alcohol use disorder

Based On What You Know And His Preliminary Diagnoses, Is Mr. Harris A Good Candidate
For Buprenorphine Treatment? (Choose One)
1. Yes, he fits the criteria for being a good candidate for treatment now.
2. No, he is not a good candidate for treatment and further evaluation is not needed.
3. Further evaluation is needed to determine whether office-based opioid treatment with buprenorphine is a
good choice for him.
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Mr. Harris – Diagnosis and Plan Quiz Feedback

(1) Yes, He Fits The Criteria For Being A Good Candidate For Treatment Now
(2) No, He Is Not A Good Candidate For Treatment And Further Evaluation Is Not Needed.
It appears that Mr. Harris is not a good candidate for buprenorphine maintenance at this time; he requires
further evaluation. A complete evaluation for opioid use disorder and more about his history and current drug
use is warranted in order to determine his candidacy. Recommended next steps are as follows:
•
Determine the basis of his behavior in crushing his medication
•

Provide appropriate pain management and dose control for indicated pain medications

•

Give information about opioid use disorder, and risk of misusing and borrowing medications to "get high"

•

Coordinate care with all prescribers and other providers to better monitor this patient

•

Conduct ongoing evaluation to aid in full diagnosis

(3) Further Evaluation Is Needed To Determine Whether Office-based Opioid Treatment
With Buprenorphine Is A Good Choice For Him.
Correct. It appears that Mr. Harris is not a good candidate for buprenorphine maintenance at this time; he
requires further evaluation. To determine his candidacy, complete an evaluation for opioid use disorder and learn
more about his history and current drug use. Recommended next steps are as follows:
•

Determine the basis of his behavior in crushing his medication

•

Provide appropriate pain management and dose control for indicated pain medications

•

Give information about opioid use disorder, and risk of misusing and borrowing medications to "get high"

•

Coordinate care with all prescribers and other providers to better monitor this patient

•

Conduct ongoing evaluation to aid in full diagnosis
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TOBACCO USE
The prevalence of tobacco use is extremely high in patients with opioid use disorder – about three times more
prevalent than tobacco use in the general population 16.
The rate of comorbid cigarette smoking with opioid addiction is high, and the rate of smoking cessation is low.
More than 80% of patients with opioid use disorder smoke cigarettes 17.

Quitting In The Context Of Substance Use Disorder Treatment
Despite well-established health effects from tobacco use, few substance abuse treatment programs address
smoking18. Aside from harm from smoking itself, smoking a cigarette functions as a cue for drug and alcohol
craving19,20. Within buprenorphine treatment, quitting smoking is rarely encouraged, in part from an assumption
that patients do not want to quit21. Several studies found that smokers in substance abuse treatment are aware of
the harmful health effects of smoking and wish to quit 22.
Other incorrect assumptions include that quitting may worsen psychiatric symptoms 21 or quitting attempts may
negatively affect opioid abstinence23. Studies have found that quit attempts during substance abuse treatment do
not, for the most part, have the feared adverse effects on psychiatric symptoms or abstinence:
•

Significant smoking cessation rates are possible while in opioid treatment 24. Integrating smoking cessation
into substance abuse treatment can be done without threatening recovery goals 22.

•

Other studies found that patients who are smoke-free during treatment and at follow-up are almost twice
as likely to have drug-free urine specimens compared to patients who continue to smoke 25,26.

•

However, concurrent smoking cessation treatment for patients with alcohol use disorder demonstrated a
higher relapse rate when compared to patients whose smoking cessation treatment was delayed 27.

The effectiveness of smoking cessation with buprenorphine treatment needs further research.

Use A Routine Approach To Tobacco Cessation
Treatment for tobacco use disorder requires the following:
1. Screening: Ask all patients if they use tobacco or have used it in the past. Also, ask if they are exposed to
second-hand smoke.
2. Advise current tobacco users to quit
3. Assess for readiness to quit
4. Provide a combination of counseling and pharmacological support, which is more effective than either
approach alone28.
•

Telephone quit-lines (most states have their own or use a national quit-line 1 800 QUITNOW) and
online counseling have proven effective for many patients 28. Counseling can also be in person
using a motivational interviewing approach, such as has been recommended in this program for
opioid use disorder.

•

Effective pharmacological supports include varenicline (Chantix®), bupropion (Zyban®), and
nicotine replacement, keeping in mind the precautions that are well-described on current package
inserts.

5. Referral to tobacco cessation specialists may be indicated when routine treatment is not sufficient 18
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Poll: Among your patients who are opioid-addicted and use tobacco, would you
recommend tobacco cessation?
•

Yes, I would treat both the tobacco addiction and the opioid addiction

•

Yes, but I would focus on the opioid addiction first

•

No, tobacco use isn't necessary in this situation

What do you think? Take the poll yourself!
https://bup.clinicalencounters.com/assessing-patients-poll/
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ALCOHOL USE
Co-Occurring Alcohol Use Disorder And Opioid Use Disorder
Co-occurring alcohol use disorder and opioid use disorder is common: Clinical
trials show that around 38% of patients seeking treatment for problematic
opioid use have concurrent alcohol use disorder 29,30.

Screening For Alcohol Use Disorder
Patients who screen positively for alcohol use should be thoroughly assessed
for alcohol use disorder, including severity, before starting buprenorphine
treatment. The AUDIT is widely used in primary care to screen for alcohol use
disorder. Patients will generally underestimate their alcohol use, so getting an
accurate report may be difficult. However, patients with alcohol use disorder can usually be identified during the
clinical exam at the office visits that are required prior to buprenorphine induction.

Guidelines For Buprenorphine Treatment Regarding Alcohol Use
A number of considerations are important regarding treating co-occurring alcohol use and opioid use disorders:
•

It is essential to optimal patient outcomes to treat all substance use disorders when treating one 31.

•

Patients with alcohol use disorder are rarely good candidates for office-based buprenorphine treatment,
especially if it is severe. However, a person with severe alcohol use disorder may do well on
buprenorphine in an Opioid Treatment Program (OTP). At an OTP, buprenorphine dosing can be observed
at a dispensing window, with daily breath tests for alcohol, which is what is often done with methadone
treatment.

•

Patients may present at induction experiencing withdrawal from both alcohol and opioids. Buprenorphine
does not control seizures caused by withdrawal from alcohol.

•

Patients should be advised to abstain from alcohol use while taking buprenorphine.

•

Treating a patient with co-occurring alcohol and opioid use disorders depends on your comfort level and
resources available to you. These patients tend to present unique problems and may benefit from referral
to more intensive treatment.

•

Some clinicians require these patients to undergo inpatient alcohol detoxification before starting them on
buprenorphine. Benzodiazepines are often used to ease withdrawal symptoms during alcohol
detoxification, so it is best if patients are not on buprenorphine at the same time.

•

After detoxification, patients who are then inducted onto buprenorphine should be closely monitored for
resumed alcohol use. Patients with a history of alcohol use disorder may be more likely to return to
drinking once they are abstinent from opioids.

CAUTION TIP
Alcohol is a depressant and when taken with buprenorphine can cause overdose, respiratory depression, and
death32.
Patients who have substance use disorder involving sedative-hypnotics, including alcohol, are rarely appropriate
for buprenorphine treatment33.
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HEROIN USE
Heroin users and prescription opioid misusers, on the average, differ in a number of ways affecting
buprenorphine treatment. For example, comorbidities associated
with heroin use may reduce success rates with buprenorphine.
Similarly, IV drug use decreases the chances of successful treatment
in an office-based opioid treatment setting, but this does not mean it
is not possible. This information suggests that patients addicted to
heroin and especially with comorbidities and IV drug use would be
likely to benefit from additional treatment structure. A signed, written
patient-provider treatment agreement can help reinforce the
enhanced structure.
Differences that have been demonstrated include the following:
•

Prescription opioid-addicted patients were typically older and with higher levels of employment. They
were more likely to be involved in his or her psychiatric treatment and report pain than heroin using
patients according to one study34.

•

Prescription opioid-addicted patients had higher retention rate in treatment, fewer positive opioid urine
tests, and more weeks of continuous abstinence according to another study 35.

•

The prescription opioid group had higher mean incomes, used opioids for a shorter amount of time, and
were less likely to have participated in drug treatment before in another study 35.

•

Although it is not recommended treatment, when patients do taper off buprenorphine, those who were
dependent on prescription opioids are more successful than those who were dependent on heroin. More
prescription opioid patients provided an opioid-free urine sample 3 months post-taper than their heroin
counterparts in another study36.

Results from one large study (START) suggest that some of these differences may be related to severity of
addiction rather than type of opioid of abuse 37.

FYI: The Prevalence Of Heroin Use
SAMHSA national survey data has shown an almost 50% increase of heroin use in the 2002-2013 period 38. The
prevalence of heroin use remained fairly stable during 2002-2007 with fewer than 400,000 users but then
increased significantly up to 681,000 during the 2007-2013 period 38,39.

Evaluating and Treating Heroin Users

Assessment
Screen and/or examine heroin-dependent patients for these conditions:
•

HIV/AIDS

•

Hepatitis B and C

•

Other infectious diseases, e.g., tuberculosis and STDs

•

Other drug use and/or alcohol abuse

•

Tobacco dependence

•

Gingivitis and periodontal disease

•

Bacterial infections
bup.clinicalencounters.com
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•

Skin abscesses

•

Other skin/tissue infections – ulceration, cellulitis, abscesses, endocarditis, and tetanus

•

Respiratory complications – non-cardiac pulmonary edema and narcotic lung (a combination of edema
and congestion that results from heroin overdose).

•

Comorbid psychiatric disorders

Treatment
Heroin is a short-acting opioid. Patients who are dependent on heroin should abstain from use for 4-24 hours
before the first dose of buprenorphine in order to prevent precipitated withdrawal.
Patients who are dependent on heroin (especially intravenous heroin users) often have other associated health
issues.

Poll: How comfortable are you with providing office-based opioid treatment to patients
who report other substance use?
•

Very comfortable

•

Somewhat comfortable

•

Somewhat uncomfortable

•

Very uncomfortable

Let us know what you think!
https://bup.clinicalencounters.com/methadone-poll/
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MEDICAL EVALUATION
Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders, produced by expert panel
process, recommends the following be assessed6:

Medical History And Physical
Pay attention paid to liver and cardiac status, medications, and seizures. Ask women of childbearing age if they
anticipate pregnancy or are currently pregnant.

Medications:
Verification of patient list of medications and cross check with buprenorphine including benzodiazepines,
gabapentin, other opioids, and drugs metabolized by the CYP 3A4 System.

Laboratory Tests33:
•

Screening for use of illicit drugs, misuse of prescription
drugs, and alcohol use

•

Liver function tests – patients with elevated liver
function 3 to 5 times above normal should not be
considered for buprenorphine

•

Urine toxicology – Screen for naturally occurring opioids
(heroin is detected as morphine), synthetic and
semisynthetic opioids (methadone, oxycodone), and
other commonly abused drugs such as cocaine, amphetamines, and benzodiazepines

•

Pregnancy test

•

HIV and viral hepatitis serologies

Liver Function: Elevated liver enzymes are not a contraindication to treatment, but they should be assessed and
monitored frequently especially with a history of injection of opioids, because of the associated risk of viral
hepatitis.
Cardiac status: Similarly, assess and monitor cardiac status due to a higher risk of arrhythmia, cardiomyopathy,
heart murmur, endocarditis, pericarditis, thrombophlebitis, mycotic aneurysm with opioid use disorder, especially
illicit, injection use.
Seizures: Use buprenorphine with caution in patients with seizures due to drug interactions with antiseizure
medications. Interactions with sedative-hypnotics, such as phenobarbital and clonazepam, should also be
considered.

Self Treatment Of Opioid-Induced Constipation
Patients sometimes take loperamide (Immodium®), the over-the-counter antidiarrheal medication, which is a μ
receptor agonist, at doses far beyond therapeutic doses, to control withdrawal symptoms from opioids 40. Selfadministered, dangerously high doses of 30 to 200 mg, sometimes augmented by taking a P-glycoprotein
inhibitor (e.g., verapamil), have clinical manifestations of opioid toxicity, including miosis, CNS depression, and
respiratory depression as well as cardiac dysrhythmias. Overdoses can result in death. Ask patients presenting
with unexplained syncope or unexplained prolongation of the QRS or QTc intervals about whether they have
taken loperamide. In two reported cases of death associated with taking loperamide, the patients were
concurrently on buprenorphine and previously on buprenorphine respectively 40.
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ASSESSING FOR COMORBIDITIES
Comorbidities To Assess
In addition to assessing opioid use disorder, other dimensions of patient health affect the course and setting of
treatment:
•

Medical comorbidities including chronic pain

•

Psychiatric comorbidities

•

Other substance use

Although it would benefit the patient to integrate treatment for comorbidities in one setting, this might prove too
complicated for primary care. A more intensive treatment setting may be appropriate.

THINK AHEAD
Keeping in mind that up to 60% of patients with opioid use disorder also have other substance use disorders,
what special considerations does this population need?

Common Medical Comorbidities of Opioid Use
Infectious and sexually transmitted diseases, as well as liver and nutritional problems, are all common among
patients with opioid use disorder, but any body system can be affected.
Medical comorbidities often associated with opioid use disorder, especially from illicit drug use include 41:
•

Hepatitis B and C

•

HIV or AIDS

•

Sexually transmitted diseases

•

Liver diseases

•

Nutritional problems

•

Chronic pain

A physical exam can focus on evaluating 4:
•

Neurocognitive function

•

Effects of chronic opioid misuse

•

Hepatic function

Organized by system, the following complications are common among opioid abusers:
Skin: Track marks, cellulitis
Infectious Diseases: Tuberculosis, HIV, hepatitis (A, B, C, D), syphilis, pelvic inflammatory disease, other sexually
transmitted diseases
Obstetric-Gynecological: Amenorrhea, pregnancy, birth complications, spontaneous abortion
Cardiovascular: Arrhythmia, cardiomyopathy, heart murmur, endocarditis, pericarditis, thrombophlebitis,
mycotic aneurysm
Gastrointestinal: Hepatitis, cirrhosis
Hematological: Anemia, thrombocytopenia
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Pulmonary: Pulmonary edema, chronic obstructive pulmonary disease, chronic cough, pneumonia
Immune Function: Lymphadenopathy, lymphocytosis
Musculoskeletal: Fractures, osteomyelitis, septic arthritis, aseptic necrosis
Neurological: Brain, epidural, or subdural abscess; fungal meningitis; stroke; neuropathy; head injury
Nutritional: Vitamin/mineral deficiency, malnutrition
Trauma: Motor vehicle accident, pedestrian accident, falls, head injury

Quiz: Case Study – Mr. Santos
Name: Mr. Santos
Age: 58 years old
Reason For Visit: Mr. Santos came to your office with his wife to request buprenorphine
treatment.
Patient History: He recently started using heroin again at present, he uses about "three to
four grams a day." He is also being treated for HIV. He says that his "inpatient detox worked
with buprenorphine, but now I started using heroin again, and I'm afraid it will mess up my
HIV treatment." Mr. Santos has been using heroin since age 25. He was diagnosed as having
PTSD after witnessing the death of his parents as a young adult but received extensive
treatment for this. His wife, Linda, says he still has occasional nightmares. She keeps track of his HIV medications
and makes him take them every day, but now that he has relapsed she is threatening to leave. She says, "I just
can't be around him when he's using drugs every day."
Treatment History: Mr. Santos mentions that he has previously used buprenorphine during an inpatient detox.

With What You Now Know, Is Mr. Santos A Good Candidate For Buprenorphine Treatment
In Primary Care? (Choose One)
1. Yes, because it is likely he has opioid use disorder and seems to be interested in treatment.
2. Yes, because he has had success in the past with detoxification using buprenorphine.
3. No, because his HIV will complicate treatment too much.
4. No, because PTSD complicates treatment too much.
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CASE STUDY – MR. SANTOS QUIZ FEEDBACK
(1) Yes, Because It Is Likely He Has Opioid Use Disorder And Seems To Be Interested In
Treatment.
Possibly. With the facts that you have so far, Mr. Santos seems like he may be an appropriate candidate for
buprenorphine treatment. You will have to explore his history of use and treatment attempts further and learn
more about his medical and psychiatric problems before proceeding, however. Given the known history
regarding past PTSD and current relationship problems, concurrent counseling is indicated.

(2) Yes, Because He Has Had Success In The Past With Detoxification Using
Buprenorphine.
That is not the best answer. Taking buprenorphine in the past for detoxification should not factor into your
current evaluation. You will have to explore further his history of use and treatment attempts and learn more
about his medical and psychiatric problems before proceeding. If there are no major problems, Mr. Santos would
be an appropriate candidate for buprenorphine treatment. Given the known history regarding past PTSD and
current relationship problems, concurrent counseling is indicated.

(3) No, Because His HIV Will Complicate Treatment Too Much.
That is not the best answer. His HIV is well-controlled and can be treated concurrently with opioid dependence.
You will have to explore his history of use and treatment attempts futher and learn more about his medical and
psychiatric problems before proceeding, however. If there are no major problems, Mr. Santos would be an
appropriate candidate for buprenorphine treatment. Given the known history regarding past PTSD and current
relationship problems, concurrent counseling is indicated.

(4) No, Because PTSD Complicates Treatment Too Much.
Possibly incorrect. Severe psychiatric problems are a contraindication to buprenorphine treatment in the office.
However, it is not clear that his PTSD is currently a severe problem. Evaluating this will be important. His HIV is
well-controlled and can be treated concurrently with opioid dependence. You will have to explore his history of
use and treatment attempts further and learn more about his medical and psychiatric problems before
proceeding. Mr. Santos may be an appropriate candidate for buprenorphine treatment. Given the known history
regarding past PTSD and current relationship problems, concurrent counseling is indicated.
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EVALUATING PAIN
Many patients with opioid use disorder have chronic pain which complicates treatment. An ASAM Consensus
Panel on buprenorphine treatment determined that there is insufficient data to recommend the use of
buprenorphine for the treatment of acute or chronic pain in patients with a history of opioid use disorder 33. A
panel of experienced prescribers noted that patients having both chronic pain and opioid use disorder can be
more challenging to treat in office-based opioid treatment 42.

Assessment Tools
Screen buprenorphine treatment candidates for chronic pain as it could complicate treatment. Assess patients
who have chronic pain further to understand and meet their need for pain management, especially if they have
had opioids prescribed for pain management.
Pain assessment tools allow the patient a medium in which to express critical facts about the pain intensity, part
of the body where it originates, type of pain, and how it impacts the quality of life. The Resources section at the
end of this module lists several pain assessment tools.

PEG Scale:
A simple, 3 point questionnaire that can be used to evaluate chronic pain severity (P), interference with enjoyment
of life (E), and interference with general activity or functioning (G). With only 3 questions, it is well-suited for a
quick assessment.

Pain Assessment PQRSTU Acronym: Part 1: P, Q, R, And S Steps
The acronym PQRSTU can help clinicians remember all the factors to assess regarding pain:
Provocation/Palliation/Past:
•

Provocation: What elicits pain or aggravates it/makes it worse?

•

Palliation:

•

◦

What makes it better? What has the patient tried? Include both pharmacological (over the counter and
prescription) and non-pharmacological (e.g., ice/heat, massage, acupuncture, guided imagery, physical
therapy, meditation)?

◦

Response to treatment: How well did each treatment work? Any adverse effects?

◦

What dosages of medications have other providers or the patient tried?

Past: The same questions applied to the past. Also, what is the past history of this problem?

Quality of Pain
•

For example, is the pain sharp or dull, throbbing? The McGill Pain Questionnaire includes a
comprehensive list of pain descriptions9.

Region of Pain/Radiation
•

Region/Location of pain

•

Radiation of pain, whether it moves to other areas, for example, the
visceral pain of a myocardial infarction may radiate to an arm or the jaw;
sciatic nerve pain may radiate down the leg.

•

Draw both "Rs," on a diagram (McGill Pain Questionnaire)

Severity of Pain
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•

Patients may have difficulty expressing the nature and intensity of their pain. Because pain is subjective,
there is no completely objective way to detect it. Scales can help patients rate their pain severity, for
example

•

Numeric pain intensity scale: Asks the patient to rate their pain intensity on a scale of 0 to 10 with 0
equaling no pain and 10 equaling the worst pain possible

•

Visual analog rating scales: Example – the Pain Thermometer, in which higher temperatures correspond to
higher pain intensity. For children and those with cognitive impairment, the Faces Pain Rating Scale is a
valid measurement that depicts a range from a very happy face to a very sad face 10.

Pain Assessment Acronym: Steps T And U
Pain thermometer used with permission of Keela Herr, Ph.D., R.N., The University of Iowa

PRACTICE TIP
The patient self-report is often the most reliable indicator of pain.
Sleep is another factor affecting and affected by chronic pain. Ask patients how well they are
sleeping and ask about daytime sleepiness for two reasons:
Evaluate patients for sleep apnea before prescribing opioids because of the increased risk for
potentially life-threatening respiratory depression. Also evaluate patients, who are already on
chronic opioids, for sleep apnea because chronic opioids can induce this and other sleep
irregularities43.
Supporting adequate sleep is an essential part of pain management. Chronic pain disrupts sleep both from the
pain itself and from sleep irregularities caused by chronic opioids 43. Support adequate sleep through patient
education regarding sleep hygiene rather than by using benzodiazepines, due to the risk of overdose.

Follow-up With Further Pain History Questions After the PQRSTU
After listening and providing empathy for patient responses to the above questions, which cover a significant part
of the chronic pain history, ask the patient for any further information needed about the following three basic
areas of functioning44:
•

Psychological Functioning/Mood: Does the pain affect your mood?

•

Daily Activities: Does your pain keep you from doing daily activities, such as sleeping, walking, cleaning,
shopping, work, play, or hobbies.

•

Social Functioning: Does the pain affect your relationships?

The Brief Pain Inventory in the Resources section of this module is an example of pain assessment questionnaire
that is reliable, valid, and may even be able to detect the origin of pain 45.

Physical Dependence in Pain Treatment
Patients treated for pain with chronic opioid therapy often become physically dependent on their prescribed
opioid analgesics. While they may be physically dependent, only a small percentage of these patients develop
opioid use disorder. Only around 1.5% experience abuse, addiction, or aberrant drug-related behavior if they
have no history of substance abuse46.
Those who do show signs of opioid use disorder will require treatment.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 23 of 58

Buprenorphine Training Activity
v5.0b [2019-04-01]

Assessing Patients for Buprenorphine Treatment

For patients whose pain is not well-managed on continuous short-acting opioids, consider referral to a provider
who has training in treating pain and addiction. Patients who experience cravings while maintained on continuous
short-acting opioids might also be considered for such referral. The complex nature of treating a patient for
addiction who continues to need opioids for chronic pain makes referral to a pain treatment center the ideal
treatment. An addiction specialist who also specializes in pain treatment is another possibility for referral.
Note: Buprenorphine has also been approved as a treatment for chronic pain in a different formulation, a skin
patch.

FYI
Treating both addiction and pain simultaneously and effectively is challenging. Non-opioids should be the first
course of treatment for pain among patients already maintained on buprenorphine.

Physical Dependence vs. Opioid Use Disorder
Patients on chronic opioid pain therapy often present differently when they are addicted to opioids than when
they are not. It is essential to distinguish between the needs of these two patient types:
Clinical Feature: Compulsive drug use
•

Patients With Pain: Rare

•

Patients Who Are Addicted to Opioids: Common

Clinical Feature: Crave drug (when not in pain)
•

Patients With Pain: Less likely if they take their medication on schedule, but physical dependence does
typically develop in chronic opioid therapy

•

Patients Who Are Addicted to Opioids: Common

Clinical Feature: Obtain or purchase drugs from non-medical sources
•

Patients With Pain: Rare

•

Patients Who Are Addicted to Opioids: Common

Clinical Feature: Procure drugs through illegal activities
•

Patients With Pain: Absent

•

Patients Who Are Addicted to Opioids: Common

Clinical Feature: Escalate opioid dose without medical instruction
•

Patients With Pain: Rare, but may occur with an episode of breakthrough pain, despite warnings

•

Patients Who Are Addicted to Opioids: Common

Clinical Feature: Supplement with other opioid drugs
•

Patients With Pain: Unusual, if pain is adequately managed

•

Patients Who Are Addicted to Opioids: Frequent

Clinical Feature: Demand specific opioid agent
•

Patients With Pain: Not as common

•

Patients Who Are Addicted to Opioids: Common

Clinical Feature: Can stop use when effective alternative treatments are available
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•

Patients With Pain: Usually, with appropriate discontinuation protocol that considers any physical
dependency that developed

•

Patients Who Are Addicted to Opioids: Usually not

Clinical Feature: Prefer specific routes of administration
•

Patients With Pain: No

•

Patients Who Are Addicted to Opioids: Yes

Clinical Feature: Can regulate use according to supply
•

Patients With Pain: Yes, if pain is adequately managed

•

Patients Who Are Addicted to Opioids: No

Quiz: Pain Inquiry – Mrs. Davis
Name: Mrs. Davis
Age: 46 years old
Reason For Visit: Followup for a shoulder injury
Patient History: Mrs. Davis has abused prescription opioids sporadically for several years. She
recently injured her shoulder and had been using opioids more frequently to manage her pain
Review the following dialogue and determine whether it is a complete pain history:
Provider: How long have you had this pain?
Mrs. Davis: Around a week. It seems to be getting worse instead of better.
Provider: I’m sorry to hear that. Is it limiting what you can do or affecting your sleep?
Mrs. Davis: Getting dressed is difficult. Sometimes I roll on it in my sleep, and it wakes me up.
Provider: Can you use your other arm and show me where the pain is located?
Mrs. Davis: Here. [Points to the back of her right shoulder].
Provider: I see. What seems to trigger the pain or make it worse?
Mrs. Davis: Reaching behind me is the worst.
Provider: What is the pain intensity on a scale of 0-10?
Mrs. Davis: It’s a 10 for a second and lingers at an 8 for a while. I take an opioid and it settles down.
Of course, the provider would follow-up on Mrs. Davis’ self-medication with opioids. But focusing on just the pain
history, try using the acronym PQRSTU to help you remember all the questions to ask in a complete pain history,
answer the following question:

Of The Choices Below, Which Question Category Has NOT Yet Been Asked Of Mrs. Davis?
(Choose One)
1. "Where is the pain located?"
2. "Does it hurt?"
3. "Is the pain dull, sharp, or throbbing?"
4. "How badly does it hurt?"
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Case Pain Inquiry Quiz Feedback

(1) "Where Is The Pain Located?"
This exact question was asked already.

(2) "Does It Hurt?"
The answer to this question is already clearly yes.

(3) "Is The Pain Dull, Sharp, Or Throbbing?"
Correct. This question assesses the Q of the PQRSTU acronym and stands for pain quality, which is a question
that has not been asked yet.

(4) "How Badly Does It Hurt?"
This question assesses the severity of the pain which was already asked by asking about pain intensity.
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Quiz: Mrs. Davis Treatment Selection
Name: Mrs. Davis
Age: 46 years old
Reason For Visit: Followup for a shoulder injury
Review History: Mrs. Davis has been assessed to have opioid use disorder. She has been using
opioids more frequently to manage her pain and takes paroxetine (Paxil®) for depression and
anxiety.

With What You Now Know, Is Mrs. Davis A Good Candidate For Office-based
Buprenorphine Treatment At This Time? (Choose The Best Answer)
1. No, she has been abusing prescription opioids off and on for several years and seems to have some
control of her use; therefore, she does not need maintenance treatment.
2. No, because she has a psychiatric disorder.
3. Yes, because you can safely taper her off of the paroxetine and then start buprenorphine treatment.
4. Yes, because stabilized patients can typically take selective serotonin reuptake inhibitors (SSRIs) and
buprenorphine simultaneously.
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Quick Case – Mrs. Davis Quiz Feedback

(1) No, She Has Been Abusing Prescription Opioids Off And On For Several Years And
Seems To Have Some Control Of Her Use; Therefore, She Does Not Need Maintenance
Treatment.
Not the best choice. Although her history of use is also significant, you should not assume that she has control
over her use and can stop abusing prescription opioids if she chooses to do so. Because she meets the DSM
criteria for opioid use disorder, she may be an appropriate candidate for buprenorphine treatment. However, you
will need to further evaluate her suitability as a candidate and explore all options before making a final decision.

(2) No, Because She Has A Psychiatric Disorder.
Incorrect. Mrs. Davis’ psychiatric disorders (depression and generalized anxiety disorder) appear to be well
controlled. She appears to be psychiatrically stable.

(3) Yes, Because You Can Safely Taper Her Off Of The Paroxetine And Then Start
Buprenorphine Treatment.
Not the best choice. There is no need to taper Mrs. Davis off of paroxetine before starting buprenorphine.
Patients who are psychiatrically stable can take SSRIs and buprenorphine simultaneously, monitoring for possible
additive sedative effects, especially at first. However, you will need to further evaluate her suitability as a
candidate and explore all options before making a final decision.

(4) Yes, Because Stabilized Patients Can Typically Take Selective Serotonin Reuptake
Inhibitors (SSRIs) And Buprenorphine Simultaneously.
Possibly. Patients who are psychiatrically stable can take SSRIs and buprenorphine simultaneously, monitoring for
possible additive sedative effects, especially at first. However, you will need to further evaluate her suitability as a
candidate and explore all options before making a final decision.
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COMMON PSYCHIATRIC COMORBIDITIES
Patients who have psychiatric comorbidities can usually be treated safely and effectively with buprenorphine 47.
Psychiatric comorbidities occur in individuals with opioid use disorder and
may affect your decision to treat a patient with buprenorphine in the office.
Patients with psychiatric comorbidities are at greater risk to relapse back to
substance use, so additional monitoring is required. More frequent clinic
appointments should be required, especially during the first few months of
buprenorphine maintenance.
The psychiatric problems that most commonly co-occur with substance use
disorders include the following5:
•

Depression

•

Anxiety disorders

•

Bipolar

•

Personality disorders

Patient stability is a consideration in determining whether to treat a patient in a primary care or more structured
setting. Some psychiatric comorbidities, such as active psychosis, suicidal or homicidal ideation, are
contraindications to treatment with buprenorphine in a primary care setting. Asking about the patient's
compliance with their medications is one potential indicator of stability to check.
It is also important to screen for suicidal ideation. Refer for counseling and limit supplies of medications, if
positive.
In support of screening all buprenorphine patients for depression, the USPSTF guidelines recommend screening
all adults for depression. This recommendation emphasizes that pregnant and postpartum women, as well as
those who do not indicate, even without prior evidence of depression 48.

Guidelines for Patients with Psychiatric Comorbidities
In Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders, produced by expert panel process,
the guidelines recommended most often on providing proper assessment and treatment for psychiatric
comorbidities are the following9:
Provide proper assessment and treatment for patients with comorbid depression or anxiety.
•

Perform screening for depression and anxiety.

•

Collect history of mental disorders and treatments, focus on the relationship of symptoms to substance
use and responses to past treatments.

•

Gather information about the type, quantity, frequency, and time of last illicit substance use or last use of
prescribed psychotropic medication.

•

Ask about family history of mental disorders.

•

Assess the severity of the patient's depression or anxiety.

•

Regularly reassess symptoms of depression and anxiety.

•

The use of benzodiazepines for self-medication or prescribed should be discouraged. If a patient is on
benzodiazepines at the outset of treatment, they should be tapered off slowly.
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A group of providers based on over 10 years of prescribing buprenorphine caution that, in their experience,
individuals with the following conditions are high risk if treated in an office-based opioid treatment setting 42:
•

Personality disorders, such as antisocial and borderline

•

Bipolar disorder

•

Actively psychotic

•

Actively addicted to cocaine or alcohol

Depression Screening Guidelines
Psychiatric problems, in particular depression, are common among patients with opioid use disorders.
The AHRQ guidelines for depression recommend screening all adult patients based on Grade B evidence 48. The
recommendation is to implement screening as long as there are adequate systems in place for "accurate
diagnosis, effective treatment, and appropriate follow-up" 48. Screening tools mentioned in this recommendation
include "Patient Health Questionnaire," the "Hospital Anxiety and Depression Scales" in adults, the "Geriatric
Depression Scale" in older adults, and the "Edinburgh Postnatal Depression Scale" in postpartum and pregnant
women.

Opioid-Induced vs. Opioid-Independent Psychiatric Disorders
Distinguishing between opioid-induced and opioid-independent psychiatric disorders can be important, because
different treatment may be indicated for each situation. However, it is often difficult to determine which came
first; in most cases, patients benefit from having both addressed.

Opioid-Induced Psychiatric Disorders
With opioid-induced mental disorders (particularly depression), psychiatric symptoms often resolve once opioid
use stops49,50. In these cases, addiction treatment stability is the first therapeutic step 33. Psychiatric treatment for
the disorder is necessary only in severely affected patients, such as those who are suicidal.

Opioid-Independent Psychiatric Disorders
Patients whose psychiatric disorders are contributing to opioid use disorder or in whom the connection is less
clear may benefit more from the reverse treatment sequence. In these patients, stabilization of the psychiatric
illness should be considered prior to buprenorphine treatment 33.

Psychoactive Substance Metabolism
Buprenorphine is metabolized by the CYP 3A4 pathway, as are many common medications including some
antidepressants. This may have an impact on the buprenorphine maintenance dose (the dose may be slightly
higher or lower than expected) for patients who are also taking these medications. Otherwise, buprenorphine is
safe to use with most psychiatric medications 50.

Illicit or Prescribed Benzodiazepines

Benzodiazepines Should Be Avoided During Opioid Treatment.
If benzodiazepines and buprenorphine are prescribed simultaneously, it should be with caution and close
monitoring, due to reports of adverse effects in extreme situations (i.e. overdose deaths among patients injecting
high doses of buprenorphine while taking high-dose benzodiazepines). In almost all cases patients should not be
simultaneously treated with benzodiazepines and opioid medications.
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Poll: Studies show that almost 70% of patients will use the internet to gain further insight
into conditions if told to by their provider. Will you suggest websites about buprenorphine
to your patients?
•

Yes, I will recommend that my patients look for patient websites on buprenorphine.

•

Yes, I will recommend specific patient website(s) on buprenorphine to my patients.

•

No, I plan to provide all the information the patient needs via my own website.

•

No, I plan to use only paper to provide patient education on buprenorphine.

•

Does not apply to me or none of the above

How about you? If you haven’t taken the polls yet, follow the link below:
https://bup.clinicalencounters.com/assessing-patients-poll/
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CONSIDER CULTURAL FACTORS
Overview
Different populations may need their interventions for
substance abuse and treatment individualized. Base the
customization on their individual needs and experiences, for
example, mistrust, acculturation, discrimination, and family
structure. Applying standard approaches in such
circumstances can make diagnosis and treatment more
difficult, and conversely, accommodating such circumstances
can improve outcomes 5.

Racial And Ethnic Groups
Members of certain racial and ethnic groups have a relatively
higher proportion of individuals who benefit from a particular form of therapy. For example, in comparison to
standard therapy, Alaskan Native and American Indian populations, on average, responded well to Dialectical
Behavior Therapy (DBT) in combination with mindfulness and tribal and spiritual practices from their culture 5.
Another difference encountered more frequently in a number of cultures is a preference for an authoritarian
provider. For example, some Asians may prefer less participation in decision-making.

LGBT Populations
LGBT populations (lesbian, gay, bisexual, and transgender) may be at higher risk for substance use problems and
may delay entering treatment until their issues are severe 5. Experiences with social isolation,
homophobia/transphobia, family dynamics, or violence may make LGBT populations more susceptible to
substance use and more hesitant to seek out help when needed 5. Treatment approaches should acknowledge
these factors and tailor the treatment toward dealing with them alongside the substance use. CBT, social support
therapy, contingency management, and motivational interviewing have all shown positive benefits when initiating
addiction treatment with some LGBT populations 5.

Veterans
Substance use disorder affects a high percentage of veterans; 7.1% meet the criteria 5. Veterans have a high rate
of PTSD, which is a risk factor for substance misuse. PTSD and substance misuse contribute to each other and
both need to be addressed for successful treatment. Acknowledging and treating both substance misuse and
PTSD within treatment results in patient improvement in both areas 5.

In Custody
Individuals within the criminal justice system are at increased risk for substance use issues. About half of the
prison population in the United States has a substance use disorder 5. Compounding the issue is that fact that
these populations undergo enforced abstinence while in prison, which often leads to untreated withdrawal. Being
in custody also lowers tolerance for addictive substances and thus increases the risk of overdose when released 5.
In summary, this at-risk group needs specialized care to ensure they receive appropriate treatment while
incarcerated as well as have a good base of recovery when released.
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Case Study – Ms. Taylor
Name: Ms. Taylor
Age: 29 years old
Reason For Visit: She heard, "There is a drug to take if you are addicted to heroin."
Present History: She has been without treatment for three months, using heroin daily during
this time.
Treatment History: A year ago, Ms. Taylor spent a month in jail after being arrested on drug
possession charges. She was arrested when she was 6 months pregnant.
Ms. Taylor was started on methadone in jail and was maintained on a dose of 40 mg when she transferred to a
residential facility affiliated with a local methadone clinic. She requested to come off of methadone because she
"didn't want the baby to be born addicted." The taper was unsuccessful, and so she continued maintenance
therapy, taking 40 mg throughout her pregnancy.

Quiz: Ms. Taylor – History
Medical: She requested a methadone dose reduction for her baby.
She stated that methadone was harming her and made her feel sick, that she "did not really need it anyway." She
claimed that she was constantly exhausted, although staff observed that she was quite active.
Psychosocial: She seemed well-adjusted and was compliant when she left the facility for other appointments,
however, she did not tolerate the structure of residential treatment well. She had some interpersonal problems,
was very dramatic, and was disruptive within the treatment facility:
•

She often complained to the other patients and staff.

•

She told others that the providers were putting her baby at risk.

•

She interrupted groups with these issues and avoided participation in-house activities.

Follow-up: Ms. Taylor had a baby girl while in treatment and elected to have her tubes tied to avoid the potential
of putting another baby through withdrawal. After her baby was born, Ms. Taylor left the program and dropped
out of both methadone and residential treatment. Soon after that, she relapsed back to heroin injection. Ms.
Taylor stopped breastfeeding, and her mother took over care of the baby. That was three months ago. Ms. Taylor
now has come to your practice seeking treatment. She says she is highly motivated to get her baby back.

Given Her History, Should You Consider Ms. Taylor As A Potential Patient For
Buprenorphine Treatment In Your Practice? (Choose One)
1. Yes, only if she agrees to psychosocial counseling.
2. Yes, only if she agrees to residential treatment.
3. No, she should be put back on methadone first since that somewhat worked in the past.
4. No, her history makes her a poor candidate for buprenorphine treatment.
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Ms. Taylor – History Quiz Feedback

(1) Yes, Only If She Agrees To Psychosocial Counseling.
Correct. Office-based buprenorphine treatment may be effective because it may provide her with the comfort
and support she needs to be successful and she seems motivated by her baby. Ms. Taylor may be appropriate for
buprenorphine treatment, but only if she agrees to participate in psychosocial counseling. You should be aware
that Ms. Taylor may be a problematic patient and plan accordingly. For instance, recall that Ms. Taylor was
disruptive in a residential setting and did not like being on methadone while she was pregnant. She may be at a
different 'readiness to change' phase at this point because she comes in seeking treatment and seems motivated
by her baby.
Some patients who don't tolerate methadone well feel 'normal' when taking buprenorphine and are entirely
compliant. However, doing poorly at a higher level of care (e.g., residential) is often a red flag for potential
problems.

(2) Yes, Only If She Agrees To Residential Treatment.
Residential treatment is not the best option. Ms. Taylor is a potential candidate for buprenorphine treatment, but
residential treatment may not be the best approach, because she did not tolerate the structure of residential
treatment and disturbed her fellow residents at her previous treatment facility.

(3) No, She Should Be Put Back On Methadone First Since That Worked Somewhat In The
Past.
Methadone is not the best option. Though methadone may have worked somewhat in the past, Ms. Taylor did not
receive or react to methadone treatment well while in residential treatment, because she did not tolerate the
structure of residential treatment and disturbed her fellow residents at her previous treatment facility.

(4) No, Her History Makes Her A Poor Candidate For Buprenorphine Treatment.
Buprenorphine should be considered. It is true that doing poorly at a higher level of care should be a red flag for
potential problems. However, Ms. Taylor may be at a different point now regarding her willingness to change and
to participate in structured treatment, because she did not tolerate the structure of residential treatment and
disturbed her fellow residents at her previous treatment facility.
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Ms. Taylor – Treatment Plan

The Importance Of A Structured Plan
A very structured treatment plan needs to be in place before Ms. Taylor begins
buprenorphine treatment. Working together with Ms. Taylor on patient
agreements and practice rules and guidelines is a must. If Ms. Taylor had not had a
tubal ligation, it would also be essential to determine if Ms. Taylor plans to get
pregnant again in the near future – buprenorphine is not the treatment of choice
during pregnancy, as is discussed in the module on special populations.
Questions to ask Ms. Taylor include what she thinks she can handle right now regarding treatment, and if she
would participate in groups, 12-step programs, or individual counseling. Because patients who have attended
methadone clinics have experienced daily observed doses, she may be able to comply with structure up to a
point.

Discussing Treatment With Ms. Taylor
Provider: Ms. Taylor, I think buprenorphine treatment would help you, but I am concerned because you had trouble
with other treatment programs. Our program includes some components that you had trouble with before. I need you
to go to counseling every week, see me every week, and attend at least one Narcotics Anonymous meeting each week. If
you cannot stick to these parts of the program, then we cannot prescribe the buprenorphine treatment.
Ms. Taylor: Cool, I can do that. Hey, it's still easier than going to the methadone clinic every day.
Provider: Yes, one of the advantages of buprenorphine is that you can take it at home, instead of going to the clinic
every day to get it from a nurse. It is still a big commitment, however. You still have to participate in urine drug tests and
go to counseling and keep all of your appointments. Agreed?
Ms. Taylor: Yup, I can do that, doc. (signs the patient-provider treatment agreement).

Ms. Taylor – Follow Up

Following Up With Ms. Taylor
Six weeks ago, Ms. Taylor went through buprenorphine induction with no problems. The dose of generic
buprenorphine/naloxone at which she was stable was 16 mg. Since then, she has attended her weekly counseling
sessions and clinic visits. You have since done two urine tests, both of which were clean. She has also actively
participated in Narcotics Anonymous (NA), carrying the Basic Text around with her, which is a guidebook for NA.
She reports she is working on the fifth step and wants to be a better person for her daughter.
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OTHER ISSUES TO CONSIDER
Literacy And Psychosocial Issues
Several other issues of importance in patient selection for buprenorphine treatment include the following:
•

Patient understanding of buprenorphine educational materials and anticipated adherence to protocol

•

The patient's psychiatric state and likelihood that the patient will adhere to safety procedures (including
abstinence from illicit drugs and non-prescribed medications)

•

The quality of the patient's psychosocial supports: employment, family, housing, 12-step involvement 6

•

Whether the office has the necessary and supporting resources to be accessible to all populations

51

Assess these issues for each patient and determine whether the benefits of treatment outweigh the risks before
starting office-based treatment.
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IDENTIFY UNLIKELY CANDIDATES
Circumstances and issues that can make a patient a less-than-ideal candidate for office-based buprenorphine
treatment, including the following:
•

No response to buprenorphine during past attempts

•

High level of physical dependence and the resulting risk for severe withdrawal

•

Dependence on high doses of benzodiazepines or central nervous system depressants

•

Dependence on alcohol

•

Significant psychiatric comorbidity

•

Suicidal ideation or history of past attempts

•

Seizure disorder or other complicated medical conditions

•

Inadequate support network

•

Need for extensive additional resources

Having one or more of these factors does not mean that a patient should not receive office-based buprenorphine
treatment. For example, consider how available and accessible other treatment sources are.
If the final evaluation of a patient determines that office-based buprenorphine treatment is not the best choice,
consider making a referral to a more appropriate treatment source. Treatment success can be achieved even for
the most complicated cases.

PRACTICE GUIDE
Patients with substance use disorders or misuse of sedative hypnotics, alcohol, or both can only be considered
for buprenorphine treatment if all of the following apply:
•

Clinical indication

•

Willingness to discontinue sedative hypnotics, alcohol, or both by undergoing medically supervised
withdrawal

•

Success in discontinuing hypnotics, alcohol, or both

In addition, patients with liver functions tests 3 to 5 times greater than normal should not be considered for
treatment with buprenorphine 33.
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REFERRAL
Whom To Refer
In some instances, referral to a specialist or another
treatment program is the best solution for the patient.
Consider referring patients to an addiction specialist
whenever:
•

The patient has a complicated medical, psychiatric,
social, or substance abuse history and requires more
intensive or structured treatment than you can
provide in the office setting.

•

The patient has already participated in office-based buprenorphine treatment, unsuccessfully. An
unsuccessful treatment episode should not equal the end of treatment attempts; substance use disorder
is a chronic condition that often requires long-term (or lifetime) treatment.

•

The patient requests a referral to a substance abuse treatment center or opioid treatment program.

•

The patient lacks motivation or commitment needed for office-based opioid treatment to be effective.

•

The patient is non-compliant with your office policies or treatment protocol.

Discussing Referral
Some patients will resist discussing their opioid abuse or misuse. However, if referral to addiction treatment is
warranted, then you must discuss the issues with the patient. Explain to patients and their significant others that
addiction is a treatable chronic disease and a specialist can provide the best possible care.
Other tips for discussing referral include the following:
•

Skillful, empathetic interviewing is key. When discussing substance abuse with patients, use sensitive
approaches that reduce resistance.

•

Provide as much information as possible about the provider/clinic where you are referring the patient. If
you speak with confidence and knowledge about the treatment center, patients are more likely to respond
more positively.

•

Maintain the patient's privacy—conduct the interview in private and do not bring up the substance abuse
or referral around other staff members, family, or friends without the patient's permission.

Where To Refer

After Making The Decision To Refer
Deciding to refer a patient is merely the first step in the
referral process. If you do not already have a working
knowledge of area addiction specialists, treatment
programs, and self-help groups, consider working to build
such a knowledge base.
If, however, you do not immediately know of a place or a
person to which to refer a patient, there are many ways to
gather the information. A few approaches include the
following:
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•

Tap local colleagues' knowledge or ask them for recommendations.

•

Consult with a hospital or an addiction treatment professional.

•

Refer to a list of substance abuse treatment programs from a local, state, or federal agency or database.

As affordability or insurance might be a problematic issue for some patients, consider familiarizing yourself with
publicly funded programs.
SAMHSA has several treatment locator tools available, including a nationwide opioid treatment program (OTP)
locator. Before starting office-based opioid treatment (OBOT), it is helpful to generate a list of local OTPs and
addiction specialists to have on hand when needed.

What To Ask Referrers
When contacting treatment providers regarding a possible referral, it is helpful to discuss:
•

What services the treatment provider offers

•

The philosophy toward treatment

•

Whether the provider offers methadone or buprenorphine treatment (or both) or drug-free treatment
only

Including The Patient In The Referral Process
You might suggest the referral to the patient as you would when suggesting that a patient visit any other medical
specialist. This will often increase the likelihood of follow-through with outside treatment.
You can make the initial call for the patient in the patient's presence. A referral letter sent to the specialist should
precede the patient's first visit. If requested, communicate with the treating party after the patient's assessment
or if the patient misses the appointment.
If possible, consider collaborating with the specialist in the patient's treatment. The patient must sign a consent
form if he or she agrees to this sharing of information.

Patient Not Appropriate For OBOT
For the patient for whom office-based treatment is not viable or appropriate, there are several options:
•

Make the patient aware of community-based treatment resources, including free, anonymous groups
such as Narcotics Anonymous.

•

You could also provide the patient with paper-based information and online resources about addiction
and treatment. Include information on addiction and the benefits of treatment.

Patients who refuse a referral might also benefit from these resources.

FYI
Clinics and hospitals should maintain a list of local treatment providers where they can refer patients for an
identified or suspected substance use problem.
If you use the same local referral resource repeatedly, you will develop a positive working relationship, enhancing
communication. You can visit the treatment source, personalizing the experience. This will also improve the
likelihood of your patient coming back to your practice after treatment.
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REVIEW TREATMENT OPTIONS
What Are The Treatment Options?
Risks and benefits of office-based treatment and buprenorphine
treatment should be balanced against those of no treatment or
treatment without medication. The options include 4:
•

Detoxification

•

Detoxification followed by antagonist therapy

•

Counseling alone

•

Referral to outpatient, methadone, or residential
treatment

•

Office-based buprenorphine or buprenorphine/naloxone treatment

A Brief Overview Of ASAM Criteria For Determining The Best Treatment Option For Each
Patient
ASAM Criteria can be used to help determine if office-based opioid treatment is appropriate and to complete
comprehensive treatment matching and planning 52. Briefly, there are six dimensions of the multidimensional
assessment in the ASAM Criteria:
•

Acute Intoxication and Withdrawal Potential

•

Biomedical Conditions and Complications

•

Emotional, Behavioral, or Cognitive Conditions and Complications

•

Readiness to Change

•

Relapse, Continued Use, or Continued Problem Potential

•

Recovery/Living Environment

Positive Response To Treatment
The following are among the factors associated with a positive response to
buprenorphine treatment53,54:
• Patient knowledge and interest
•

Practice resources

•

Supportive psychosocial circumstances

•

Absence of interacting prescriptions

•

A diagnosis of opioid use disorder

•

Psychiatric stability

•

Relatively mild opioid use disorder or psychiatric symptoms

•

Employment, or ability to provide for oneself financially

•

A high level of patient contemplation* of quitting

*The Stages of Change Model can be used to assess the patient's readiness to change his or her addictive behavior
and to accept treatment. Contemplation is the first change a person makes in the direction of change.
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PATIENT PLACEMENT CRITERIA
According to the ASAM Patient Placement Criteria, the following 6 patient dimensions should be considered
when formulating a treatment plan 55:
1. Acute Intoxication and Withdrawal Potential: Assess whether the patient is currently intoxicated, is at
risk of precipitated withdrawal, or is currently in withdrawal.
2. Biomedical Conditions and Complications: Consider the patient's existing medical conditions and how
they might affect treatment.
3. Emotional, Behavioral, or Cognitive Conditions and Complications: Assess the patient's psychiatric
illnesses and psychological, behavioral, emotional, or cognitive problems, and determine if they are
related to or are independent of the substance use disorder.
4. Readiness to Change: Assess the patient's readiness to change, and determine how willing he/she is to
begin treatment.
5. Relapse, Continued Use, or Continued Problem Potential: Try to ascertain what the outcome will be if
treatment is not successful, and consider if the patient can combat cravings and cues that might lead to
relapse.
6. Recovery/Living Environment: Determine if the patient's home and work environments contribute to or
detract from treatment efforts and what family and social support is available.

Office-Based Opioid Treatment Vs. Opioid Treatment Programs
The following criteria from the VA/DoD Clinical Practice Guideline for the Management of Substance Use
Disorders provide guidance for whether office-based treatment in your clinic or a referral to the more structured
treatment of an opioid treatment program is appropriate 56:
Criteria

OBOT

OTP

Can OBOT provide the resources the patient needs?

Yes

No

Psychosocial supports

Good

Poor

Failed treatments with medication-assisted treatment

None/few Many

Access

Yes

No

Chronic pain requiring short-acting opioids

No

Yes
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ADJUST FOR SUBPOPULATIONS
Subpopulations Having Unique Challenges
Specific populations may present unique challenges when being
treated with buprenorphine, requiring altered dosing protocols
or the addition of specialty psychosocial treatment. Other
patients may need an alternative to buprenorphine treatment.
Subpopulations are covered in greater detail in the Methadone
Patients and Other Subpopulations module.

The Homeless
Homeless patients with opioid use disorder generally have:
•

Fewer social supports

•

More comorbidities

•

More chronic drug use

Despite these challenges, office-based buprenorphine treatment can be effective in homeless patients.

Assessing Pregnant Women
Patients may be pregnant and be treated with buprenorphine, with special precautions observed 6. Methadone
maintenance treatment had traditionally been the treatment of choice for pregnant women with opioid use
disorder due to existing research on its safety. However, the Maternal Opioid Treatment: Human Experimental
Research (MOTHER) study concluded that buprenorphine may be as safe as methadone for this population 57.
Both are category C, however, and there is more experience with methadone.
Patients already maintained on buprenorphine who become pregnant have been maintained successfully and
safely on buprenorphine after becoming pregnant. Most guidelines recommend switching to monotherapy in
these cases because of potential effects of naloxone on the fetus.
•

Ideally, patients in office-based opioid treatment should not have medical or psychiatric comorbidities and
should have good social support and a stable family situation.

•

Determine whether there is a regular prenatal provider and obtain permission and talk with them; if there
is none, make an immediate referral.

Older and Younger Patients

Assessing Adolescents
Adolescents who meet all of the following criteria may be appropriate candidates for buprenorphine treatment:
•

Over age 16

•

Established history of opioid use disorder (previously called opioid dependence or abuse) (>1 year)

•

One or more past treatment attempt

Buprenorphine is not appropriate for patients who are experimenting with opioids or who are occasional users 58.
A less intensive treatment, such as drug counseling, is appropriate for these users 59.

Assessing Geriatrics
Buprenorphine maintenance may not have been investigated specifically in the elderly. However, geriatric
patients respond well to substance use disorder treatments designed for younger adults.
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Physical and psychiatric disorders are common in the elderly and can mimic substance use disorders,
complicating detection and diagnosis of addiction in geriatric patients. Also, the diagnostic criterion involving
social norms is often less relevant in this age group. Cognitive problems, if present, may make screening difficult;
a collateral interview, such as with their life partner, may be needed. SAMHSA's Tip 26 on Substance Abuse
Among Older Adults describes screening tools designed for the geriatric population.
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APPROPRIATENESS FOR OFFICE-BASED TREATMENT
Issues To Consider For Office-Based Treatment With Buprenorphine
Issues to consider to help determine whether or not a patient is an appropriate candidate for buprenorphine
include the following:
Does the patient have a diagnosis of opioid use disorder?
•

If they do, determine the severity according to DSM 5.

Is the patient interested in office-based treatment?
•

Don't just assume that this is the case.

Is the patient using high dose benzodiazepines, naltrexone for alcohol treatment, or CNS depressants?
•

These medications can have dangerous interactions with buprenorphine.

Is the patient pregnant or planning to get pregnant?
•

In this case, the clinician must decide if they are comfortable treating pregnant patients before starting
treatment.

Does the patient understand the risks and benefits of buprenorphine?
•

Understanding risks and benefits is part of informed consent.

Has the patient had past treatment attempts, including buprenorphine or methadone?
•

Many addicts have multiple treatment attempts in their lifetimes; this is not a reason to deny
buprenorphine treatment. However, it is helpful to know the history and outcome of each attempt.

Is the patient able to be reasonably compliant and follow safety procedures?
•

The clinician must make this judgment call, based on knowledge of the patient.

Is the patient mentally stable enough to be treated in the office setting?
•

Psychiatric comorbidities can be treated simultaneously, in many cases.

Is the patient's psychosocial situation both stable and supportive?
•

Presence of family, friends, employment, housing, or other supports, such as 12-step programs, is
beneficial.

Can your office provide needed psychosocial resources for the patient, either on or off-site?
•

No matter how well-suited for in-office buprenorphine treatment a patient might seem, the patient's
treatment may not be successful without the appropriate supportive resources.

PRACTICE ACTIONS
For your first buprenorphine cases: Look for simple cases typically more newly addicted to prescription pain
medications, although the outcomes for the success of treatment in patients with longer-term addiction are
similar42

Shared Decision Making and Engagement

Shared Decision Making
Shared decision-making, recommended for all patient care, is especially crucial for patients with substance use
disorder56. It includes deciding what treatment patients obtain for their opioid use disorder. Patients must have all
information they need to make the decision in language they understand. Shared decision making also involves
learning and respecting their priorities and involving them in setting goals.
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Using a patient-centered approach, review outcomes of the patient's attempts to change their substance use
previously including reasons they may have abandoned other treatments. Ask about their willingness to engage
in treatment or a referral.

Engagement Strategies
Patients often express ambivalence or resistance to treatment at first and may continue to resist a referral 56.
Several principles are helpful in facilitating the patient being open to engaging in treatment:
•

Emphasize that treatment is effective, more effective than no treatment.

•

Consider previous treatment experience.

•

Motivational interviewing is often an effective approach for patients expressing the full range of readiness
to engage in treatment. This approach to counseling patients includes an emphasis on:
•

Building self-efficacy that they can change

•

Develop a therapeutic alliance

•

Strengthen coping skills

•

Use reinforcement

•

Build social support

•

Emphasize that participation in treatment and community support are reliable predictors of outcome.

•

Promote active participation in mutual-help groups (e.g., Alcoholics Anonymous (AA), Narcotics
Anonymous (NA)

•

Recommend coordinated treatment of substance use problems with interventions for biopsychosocial
problems. (Consider patient priorities in this.)

•

Recommend the least restrictive setting possible for access, safety, and effectiveness.

•

Make efforts to re-engage patients who drop out of treatment.

•

Maintain use of Motivational Interviewing even if the patient is unwilling to engage in treatment, offering
medical and psychiatric treatment as needed while looking for opportunities to facilitate further
engagement of the patient in substance use treatment.

VA/DoD Guidelines
The VA/Department of Defense has created a comprehensive guideline for treating substance use disorders, from
screening through treatment options. Excellent clinician pocket guides that summarize much of what has been
presented here on this subject and many further details are available free-of-charge in the Provider Summary,
Screening and Treatment, and Stabilization pocket guides available in the Resources section.

Mr. Santos – Further Evaluation

Asking More Questions
You must ask some more questions of Mr. Santos before you can decide about officebased opioid treatment.
Provider: Do you use any other drugs or alcohol?
Mr. Santos: Alcohol isn't a problem now, but in the past, I drank heavily.
And...well, I do smoke crack sometimes, but it's not my main problem. I can take it
or leave it. If I control my heroin problem, I'll be fine. [He also denies use of
sedatives or benzodiazepines.]
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Provider: I'd like to talk about your history of addiction treatment, including your most recent detoxification experience.
Mr. Santos: I was in methadone maintenance treatment for five years, but I tapered off and was drug-free for
three years before I relapsed. I was in an in-patient detox program two months ago. [He brought his records
with him to show the use of monotherapy buprenorphine in treatment and a two-week taper from 32 mg down
to 0 mg. He was discharged on citalopram (Celexa®) for depression.]
Provider: You said you had PTSD. Do those symptoms ever come back?
Mr. Santos: Well, I used to have a lot of nightmares about my parents' deaths. It was hard on me, but it got
better with lots of therapy and with time and finding Linda.
Provider: How is your mood? Do you have depression or suicidal thoughts?
Mr. Santos: I did get down about having HIV, and that's when I started using. I'm not suicidal or anything. Plus,
Linda and I have a lot to live for. The doctors say that my HIV can be controlled. If I can just stop using heroin,
I'll be OK.
Provider: Yes, that is important. What kind of treatment have you had for your HIV? Do you know your t-cell count or
viral load?
Mr. Santos: I've been on the HAART regimen for four months. I got checked out about six weeks ago, and I think
the doctor said I was doing good. He said he couldn't detect the virus, but I can't remember what my t-cell count
looked like. [His records show that his CD4 count was 375] I'm really glad my viral load isn't an issue, and I want
to keep it that way. That's why I went to the detox program, and that's why I'm here today.

Considering Mr. Santos' Case
There are pros and cons associated with starting induction now. Considerations FOR Starting Induction Now
•

He is familiar with the medication and has recently been as high as 32 mg buprenorphine. Linda could
monitor his first dose at home if you chose a home induction.

•

He is HIV positive and using heroin with needles, which puts him at risk for other diseases contracted
from shared needles, making treatment urgent.

•

He has home support and is agreeable to rekindle his group attendance.

•

He has agreed to all your office structure conditions for buprenorphine treatment.

Considerations AGAINST Starting Induction Now
•

You may want to talk to the previous group therapist to see what happened when he was discharged.

•

You may want to observe his first dose yourself. You could give him a prescription for two, 8 mg generic
combination buprenorphine/naloxone tablets for induction purposes to bring back to the office tomorrow
or use at some future date.

It is important to weigh all of these options before starting Mr. Santos on buprenorphine.

Poll: Based on the information provided, are you inclined to prescribe buprenorphine to
Mr. Santos?
•

Yes

•

No

How about you? If you haven’t taken the polls yet, follow the link below:
https://bup.clinicalencounters.com/assessing-patients-poll/
bup.clinicalencounters.com
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Mr. Santos – Treatment Plan

Deciding Mr. Santos If Is Appropriate For Office-based Opioid
Treatment (OBOT)
You are satisfied with Mr. Santos' responses and feel he is a good candidate for OBOT.
You recommend that he participate in therapy to support his treatment and he agrees to
this stipulation. He is pleased and ready to begin right away.
In fact, Mr. Santos MAY be ready for induction right now. You examine him and find that he has dilated pupils, a
slight tremor, elevated blood pressure, and a pulse of 96, with some piloerection. He has been sniffling
throughout the interview. He has some swelling on his left arm at injection sites, but no cellulitis or abscess. He
has new and old 'tracks' on both arms and both legs. His liver is not enlarged or tender. His on-site dipstick urine
test is positive for morphine and cocaine.
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FINALIZING TREATMENT PLAN
The Buprenorphine Treatment Plan
After determining that a patient is a good candidate for office-based
buprenorphine treatment, the next step is to create a treatment plan.
Complete treatment planning on a case-by-case basis. A separate
appointment should be scheduled to 60:
•

Outline treatment plan with the patient

•

Establish the rules of treatment

•

Begin induction

Further Treatment
Consider:
•

Addressing psychiatric and medical comorbidities

•

Considering psychosocial and other non-pharmacological interventions

The ability to provide psychosocial supports or make an appropriate referral is a requirement for buprenorphine
prescribing4,61.

PRACTICE TIP
Creating the treatment plan with input from the patient, empowers and engages the patient so that they may pay
better attention to following instructions carefully.

Choosing A Buprenorphine Formulation
Once buprenorphine is selected as an appropriate treatment, choose whether to use:
1. Buprenorphine in combination with naloxone, which is the best form for most patients, vs.
2. Buprenorphine alone, which is rarely used except for treating pregnant women 4
You will also need to select the form of the medication. Currently, buprenorphine comes in the form of tablets or
a film that dissolves under the tongue. Variations include cost, taste, and time it takes to dissolve.
Heeding patient preferences will improve patient adherence and retention, thus promoting treatment success.
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BRIEF INTERVENTIONS IN PRIMARY CARE
Conducting brief interventions in primary care is essential to getting substance abuse patients started down the
path to treatment.
Brief intervention is effective in decreasing illicit drug use 62. Here are the basic steps in a brief intervention:
1. Confirm that the patient's screening answers indicate a concern
2. Ask about the patient's view of the situation – Includes identifying barriers to quitting and risk factors for
relapse
3. Discuss the patient's responsibility, health effects and other consequences of substance misuse
4. Provide the patient with non-judgmental advice and describe the benefits of quitting
5. Mention treatment options and gauge patient's reaction
6. Encourage and support the patient – Includes soliciting patient commitment to a clear goal
7. Provide patient education and resources

Reducing the Dose of Patients on High Doses of Opioids
A study in a chronic pain practice found that, given a choice, 40% of patients on high-dose chronic opioid therapy
(for an average of 7 years) were willing to taper down or off opioids if given other means of coping with their
pain14. The results at 16 weeks were (n=34):
•

≥50% cut their dose by more than 50%

•

30% cut their dose by 75 to 100%

•

75% reduced their dose by at least 25%

Pain often did not increase and in some instances decreased. Anxiety about pain episodes also decreased.
Results did not correlate with dose or length of time on chronic opioid therapy.

PRACTICE ACTION
Consider carefully whether the patient with chronic pain has an unnecessarily high dose of opioids and whether
dose reduction in their treatment plan is appropriate in their case.

Video: Assessing Chronic Pain
A video that illustrates a provider assessing a patient's pain using an acronym (PQRSTU) can be found here:
https://youtu.be/cKR27q9g-_o.15
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KEY POINTS
Assess The Aspects Of The Patient’s Opioid Use:
•

Duration, pattern, and severity of opioid misuse

•

The opioid typically misused

•

Level of tolerance

•

Previous attempts to discontinue opioid use

•

History of withdrawal episodes

•

Current opioid use or withdrawal

Assess Patients For Conditions That Will Affect Buprenorphine Treatment:
•

Chronic pain

•

Certain medical conditions including liver or heart disease and seizures

•

Pregnancy status and plans

•

Psychiatric problems

•

Polysubstance users
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SUMMARY
Assessing Patient Physical Health And Mental Health
•

Assess for medical and psychiatric comorbidities as they could
dramatically affect the treatment plan

•

Common among patients with opioid use disorder:
•

Infectious and sexually transmitted diseases, liver and
nutritional problems

•

Depression, anxiety disorders, and personality disorders

Brief interventions, provided by primary care providers, can improve
patient outcomes regarding substance use disorders.
The basic steps include:
1. Confirm that the patient's screening answers indicate a concern.
2. Ask about the patient's view of the situation — Includes identifying barriers to quitting and risk factors for
relapse.
3. Discuss the patient's responsibility, health effects and other consequences of substance misuse.
4. Provide the patient with non-judgmental advice and describe the benefits of quitting.
5. Mention treatment options and gauge patient's reaction.
6. Encourage and support the patient — Includes soliciting patient commitment to a clear goal
7. Provide patient education and resources

Polysubstance Use
•

Assessing for polysubstance use before starting buprenorphine is important due to potentially harmful or
even fatal interactions with some licit and illicit drugs

•

Polysubstance use screening can be conducted using screening forms, patient examination and interview,
and urine drug tests.

Determining Appropriateness For Buprenorphine Treatment
Factors associated with a positive response to buprenorphine treatment:
•

Patient knowledge and interest

•

Practice resources

•

Supportive psychosocial circumstances

•

Absence of interacting prescriptions

•

Opioid use disorder

•

Psychiatric stability including compliance with medications

Patients who resist quitting drug use may benefit from motivational interviewing techniques that increase the
patient's readiness for change through a series of basic steps:
•

Introduce the topic

•

Assess motivation
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•

Evaluate ambivalence

•

Plan for change

•

Do not discount a patient as a candidate just because one of the contraindicated factors is present. Weigh
these factors against positive indications.

•

Create a treatment plan with input from the patient.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 52 of 58

Buprenorphine Training Activity
v5.0b [2019-04-01]

Assessing Patients for Buprenorphine Treatment

RESOURCES
ASAM Patient Placement Criteria : The ASAM Patient Placement Criteria for the Treatment of SubstanceRelated Disorders, Second Edition-Revised52 lists the 5 basic levels of care available for adult substance
users. These levels of care range from Early Intervention (for at-risk individuals) to Medically Managed
Intensive Inpatient Treatment (for patients with severe disorders who require around-the-clock care). The
Patient Placement Criteria classifies opioid maintenance therapy as a Level I treatment since it is most often
conducted in outpatient settings.
AUDIT Questionnaire: The Alcohol Use Disorders Identification Test, or AUDIT, is comprised by ten questions
that ask about the frequency and amount of alcohol consumption, the ramifications of the patient's
drinking, and the concern of others for the patient's behavior. Patients are to be presented the form so that
they can circle answers for each question. The AUDIT takes about 3 minutes to administer and score.
Buprenorphine: Considerations for Pain Management: This article reviews the role of buprenorphine in
treating patients with pain.
CAGE-AID

: Screening test for alcohol and drugs.

Drug Abuse Screening Test (DAST) : Concerned about your use — or abuse — of drugs? With 20 questions, this
simple self-test may help you identify aspects of your drug use which could be problematic. This test
specifically does not include alcohol use.
DSM SCID: The Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I) is a semi-structured interview
for making the major DSM-IV Axis I diagnoses. The SCID-II is a semi-structured interview for making DSM-IV
Axis II: Personality Disorder diagnoses. In addition to the important distinction between the SCID-I and
SCID-II, there are several different versions and editions of the SCID.
FDA Approves 7-Day Buprenorphine Pain Patch (available upon free sign in): This medical news article talks
about the FDA approval of Butrans and provides a summary of clinical study findings, drug administration,
and warnings and adverse events.
McGill Pain Questionnaire: Printable verbal pain assessment questionnaire.
Medication Guide: Butrans™ CIII (buprenorphine) Transdermal System: This Medication Guide provides basic
information about Butrans, the prescription medicine used for the management of moderate to severe
chronic pain in patients requiring an around-the-clock opioid analgesic for a long period of time.
Michigan Alcohol Screening Test (MAST), Revised: Drinking too much? Test yourself and your own use or abuse
of alcohol with this 22-question quiz. Focusing specifically on alcohol use, this self-test does not address the
use of other drugs.
Patient Assessment Checklist
: Before starting office-based buprenorphine treatment, the following Patient
Assessment Questions should be answered for each patient. Topics addressed in these questions include:
Diagnosis, Medications, Drugs/Alcohol, Psychiatric and Medical Comorbidities, Psychosocial Issues,
Treatment, Patient Management, and Resources. If multiple issues are identified, consider whether they can
be managed in your practice or if the patient requires a higher level of case, i.e., an Opioid Treatment
Program or higher level.
PCSS-MAT Guidance: Treatment of Acute Pain in Patients Receiving Buprenorphine / Naloxone: This article
provides guidance on the management and treatment of acute pain in patients receiving
buprenorphine/naloxone.
PEG: A Three-Item Scale Assessing Pain Intensity and Interference: See title
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Referral and consultation communication between primary care and specialist physicians: finding common
ground: This study found that specialists and PCPs perceive the quality of their communications with each
other differently regarding referral and consultations. Physicians who did not receive timely
communications regarding referrals or consultation reported that it impacted their ability to provide highquality care. This highlights the importance of effective referral as a clinical skill, and the need to improve
inter-profession communication between primary care physicians and specialists.
SAMHSA's Buprenorphine Physician and Treatment Program Locator: A directory of treatment programs and
physicians authorized to treat patients with buprenorphine.
Stages of Change Model : The Stages of Change Model can be used to assess the patient's readiness to
change his/her addictive behavior; this should be determined before addiction treatment begins.
Substance Abuse Treatment for Persons With Co-Occurring Disorders Treatment Improvement Protocol (TIP)
Series, No. 42: This TIP, Substance Abuse Treatment for Persons With Co-Occurring Disorders, revises TIP 9,
Assessment and Treatment of Patients With Coexisting Mental Illness and Alcohol and Other Drug Abuse.
The revised TIP provides information about new developments in the rapidly growing field of co-occurring
substance use and mental disorders and captures the state-of-the-art in the treatment of people with cooccurring disorders. The TIP focuses on what the substance abuse treatment clinician needs to know and
provides that information in an accessible manner. The TIP synthesizes knowledge and grounds it in the
practical realities of clinical cases and real situations, so the reader will come away with increased
knowledge, encouragement, and resourcefulness in working with clients with co-occurring disorders.
The ASAM Criteria: Described on the ASAM website as, "the most widely used and comprehensive set of
guidelines for placement, continued stay and transfer/discharge of patients with addiction and co-occurring
conditions.
TIP 26: Substance Abuse Among Older Adults: Guideline document designed to aid treatment providers deliver
better services to elderly patients with substance use disorders.
TIP 35: Enhancing Motivation for Change in Substance Abuse Treatment: Guide on using motivation to effect
substance abuse treatment. Includes information on motivational interviewing, integrating motivational
approaches into treatment, and measuring patient motivation.
TIP 54: Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders: Practical tools and
guidance for treating chronic pain in adults who have a history of substance use disorders. Topics include
chronic pain management, treatment with opioids, substance abuse assessments and referrals.
Tobacco Use Assessment Form: Tobacco Use Assessment Form
Treating Tobacco Use and Dependence: A clinical guideline that explains the steps, including the 5 A's, for
tobacco cessation.
VA/DoD Clinical Practice Guideline for the Management of Opioid Therapy for Chronic Pain: The guideline
provides recommendations for practice interventions and evaluations when using opioid therapy to treat
chronic non-cancer pain. It is entirely evidence-based and uses clinical algorithms to optimize the use of
opioid therapy.
VA/DoD Clinical Practice Guideline for the Management of Substance Use Disorders: 2015 version. 169 pages.
VA/DoD Clinical Practice Guideline for the Management of Substance Use Disorders Stabilization Pocket Card:
A reference tool used to provide clinicians with stabilization resources for substance use disorder within
active duty and veteran populations, including resources on pharmacological treatment and substance
titration.
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Goal
To prepare the learner to apply an understanding of the biology and pharmacology of opioids and
in particular, buprenorphine, when treating patients with opioid use disorder.

After completing this module, participants will be able to:
•

Relate the functions of opioid receptors to the clinical effects and treatment of opioid use
disorder

•

Compare the pharmacology of opioid agonists, partial agonists, and antagonists

•

Relate pharmacological properties of buprenorphine and naloxone to physiological effects
in patients

•

Apply concepts relevant to addiction, including overdose, tolerance, and withdrawal, to
opioid use and buprenorphine treatment

Professional Practice Gap
Providers need to understand the pharmacology of opioids and buprenorphine so they can safely
and effectively treat their patients with opioid use disorder. TIP 40 1 devoted an entire chapter to
the pharmacology of opioids and specifically buprenorphine, including its safety and effectiveness
for the treatment of opioid use disorder, demonstrating the importance of this topic for providers
planning to prescribe buprenorphine 2. The FSMB Model Policy for DATA 2000 described specific
requirements for prescriptions and that the provider educate the patient adequately 3.
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WHAT ARE OPIOIDS?
Knowledge of the pharmacology of opioids is important in order to understand both opioid use disorder and
buprenorphine treatment. After presenting a foundation of the relevant pharmacology, this module will discuss
concepts relevant to opioid addiction and its treatment: overdose, tolerance, and withdrawal
Because buprenorphine is itself an opioid, and is used to treat addiction to opioids, this module first reviews the
pharmacology of opioids.

Opioids Include:
1. Chemicals produced naturally by plants (morphine)
2. Synthetic or semisynthetic drugs (methadone and
heroin)
In humans, opioids act as analogs for neurotransmitters, such
as endorphins, enkephalins, and dynorphins, with a variety of
effects:
•

Pain modulation

•

Regulation of gastrointestinal tract motility

•

Immune function4

Opioids Are Used Clinically For:
•

Analgesia

•

Treating diarrhea

•

Cough suppressant
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OPIOID CATEGORIES
Sources Of Opioids
An opioid is any chemical that interacts with opioid receptors in
the body. In humans, many different peptides are produced that
act as endogenous ligands for opioid receptors, including
neurotransmitters such as endorphins, enkephalins, and
dynorphins. Some opioids, such as morphine, are produced
naturally by plants, while other opioids, such as methadone and
heroin, are synthetic or semisynthetic drugs4.

Naturally Occurring Opioid Alkaloids
These opioid alkaloids occur naturally in plants. They can be
used on their own or used to create semi-synthetic opioids.
These alkaloids include codeine, morphine, and thebaine.

Semi-Synthetic Opioids
These opioids are derivatives of the naturally-occurring opioids. They include heroin (derived from morphine) and
buprenorphine (derived from thebaine).

Synthetic Opioids
These opioids are synthesized artificially, using no plant-based precursors. They include fentanyl and methadone.

Endogenous Opioids
These opioid peptides are produced by the body, and are key in
the regulation of pain, immune function, and the GI tract. They
include endorphins, dynorphins, enkephalins, and endomorphins.

Clinical Applications
These neurotransmitters are involved in a wide range of biological
processes, including pain modulation, regulation of
gastrointestinal tract motility and immune function 4. Opioids are
used in the clinical setting primarily as analgesics. They can also
be used to treat diarrhea or coughing, though these uses are less
prevalent. Most clinically relevant opioids also have properties
which make them highly reinforcing, and therefore have a high
potential for abuse and addiction. They are also important
because of the risk for overdose.

Opioid Receptors
An understanding of opioid receptors is relevant to treatment of
opioid use disorder because blocking these receptors figures in how medication treatments opioid addiction
work.

Review Of Opioid Receptor Types
Opioids exert their effect by interacting with receptors on the surface or interior of cells and altering cell function.
Opioids interact with 3 types of receptors:
•

mu (μ) – activation produces reinforcement and dependence
bup.clinicalencounters.com
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•

kappa (κ) – activation induces dysphoria and drug intake from stress

•

delta (δ) – mechanisms are less well understood

Opioid Medications

Opioids may act at one or more receptor. Buprenorphine blocks kappa receptors, but also has partial agonism
with mu receptors and can produce mild reinforcement and dependence.

Mu Receptors
Physiological responses to activation of the mu receptor are varied; some important effects are 5:
•

Analgesia

•

Sleepiness

•

Reduced awareness

•

Respiratory depression – this is key in overdose

•

Gastrointestinal depression

•

Pupillary constriction

•

Euphoria

Mu receptor activation is also:
•

Highly reinforcing psychologically

•

Highly dependence inducing

Opioids used to treat pain and to treat addiction all work at the mu receptor. The clinically significant opioids have
strong mu action; that is, rewarding, analgesic, and respiratory depressant.

Kappa Receptors
As with the mu receptor, activation of kappa receptors produces:
•

Analgesia

However, unlike the mu receptor, kappa activation is associated with 4,6:
•

Dysphoria rather than euphoria

•

Aversion rather than reinforcement

Kappa agonist examples include:
•

Pentazocine

•

Menthol

•

Oxycodone

Delta Receptors
Delta receptors have not been studied as extensively as mu or kappa receptors, but appear to have some role in
analgesia.
Which receptors are most relevant to overdose?
•

Mu opioid receptors produce respiratory depression, which is relevant for overdose as it can be fatal,
along with analgesia, sleepiness, reduced awareness, gastrointestinal depression, pupillary constriction,
and euphoria.

•

Delta opioid receptors appear to mediate the emotional aspects of opioid addiction.
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Kappa opioid receptors do not produce respiratory depression.

Action: Agonists, Partial Agonists, and Antagonists
“Agonists” combine with their corresponding receptors to produce a response, such as analgesia or euphoria;
antagonists block agonists from this happening.

Classification Of Opioids And Related Medications
•

(Full) agonists

•

Partial agonists

•

Antagonists

The “Receptor Activation” graph from SAMHSA (2001)
shows the dose/response profiles in terms of
receptor activation, for the different classifications of
drugs.

Agonist Drugs
1. Bind to and activate receptors in a dosedependent manner until all opioid receptors
are occupied.
2. At this point, the maximum possible
response has been reached, and increased
doses of agonist lead to respiratory
depression and overdose.
3. Most abused opioids, as well as some drugs
used to treat opioid use disorder, have an
agonist effect at mu receptors.
Examples: heroin, methadone, and morphine.

Partial Agonist Drugs
1. Bind to the same receptors as agonists
•

At low doses, partial agonists also exhibit dose-dependent binding.

2. At higher doses, receptor activation does not increase proportionally with dose and a plateau effect is
seen:
•

The response curve for a partial agonist flattens far more quickly than a full agonist

•

Reaches maximal activation at a much lower dose

3. Have a ceiling effect
4. Partial agonists may still bind to all available receptors
Example: Buprenorphine is a partial agonist with respect to respiratory depression effects. Its ceiling may not
apply to its analgesic properties7.

Antagonist Drugs
1. Bind to the same receptors as full and partial agonists but do NOT cause activity at the receptor.
2. Antagonists block agonists and partial agonists from binding, preventing receptor activation altogether.
bup.clinicalencounters.com
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Examples: naloxone, naltrexone, and nalmefene
•

Naloxone is the antagonist used in combination with buprenorphine in the most common form of
buprenorphine therapy.

•

Opioids are usually referenced by the receptors with which they interact and how they interact with those
receptors. For example, heroin and many other opioids that are abused are mu agonists.

•

Some opioids have different effects at different receptors—for example, buprenorphine is a mu partial
agonist and a kappa antagonist.

PRACTICE ACTION
If possible, prepare your practice to provide an antagonist naloxone injection to reverse an opioid overdose,
should it happen in your office.
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EXAMPLE PATIENT ENCOUNTER
Overview
Patient: Mr. Samuels
Mr. Samuels is a new patient to your clinic. He has come in complaining of flulike symptoms, experienced over the past two days. Upon filling out the intake
form, he states that he had a back injury six months ago, but no other medical
issues to report.

Patient Interview
Mr. Samuels: I'm feeling really bad. I've had a fever and muscle
aches for two days now. And I've been throwing up, too. Last night I
having a hard time concentrating today. Do you think I've got the flu?

couldn't sleep either, and I'm

Provider: That's a possibility. Have you been around anyone who has had the flu recently?
Mr. Samuels: Nobody that I know of. I started feeling bad right after I ran out of my oxycodone.
Provider: I see that you had a back injury six months ago. Are you taking oxycodone for that?
Mr. Samuels: Yes, but my prescription ran out. Then I got sick and I haven't had a chance to get a refill.
Provider: And you've been on it for the entire six months?
Mr. Samuels: Right. The pain was pretty bad for a while. It's better now, but I still have a little pain a couple of
times a week. And I just don’t feel right if I don’t take it – I have low energy and get moody. That's why I keep
getting it refilled.
Provider: I think your body might be going through withdrawal from the oxycodone. Your system's become accustomed
to the drug being in your system, so the sudden cessation has caused you to experience very common withdrawal
symptoms such as fever, vomiting, muscle aches, and insomnia.
Mr. Samuels: Can you give me a refill then? I'm feeling really bad.
Provider: Let’s do some further evaluation to determine what the best course of treatment is at this time.
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OPIOID TOLERANCE
Repeated administration of opioid agonists and partial agonists leads to the neurological adaptation of tolerance
for opioids.
TOLERANCE is a state of physiologic adaptation in which exposure to a drug induces changes that result in a
diminution of one or more of the drug’s effects over time 3.
Physiologically, this means that the opioid user requires increasingly larger opioid doses to get the same drug
effects8.
A consequence of this neurological adaptation is that habitual use of opioids, both illicit and licit, leads to physical
dependence on opioids. The adapted neurological system is unable to function "normally" if there is a drop in
levels of opioids, such as might occur if the dependent individual stops taking an opioid agonist or the actions of
the opioid agonist are blocked by an opioid antagonist 9.

Mr. Samuels’ Opioid Dose Trajectory
Provider: What dose do you usually take?
Mr. Samuels: 20 mg. I started at 10 mg, but now I need more to feel right.
Provider: It sounds like you’re building up tolerance, which means that your body needs a higher
dose to get the same effect. I actually recommend we try to taper that down, especially since
you’re no longer in pain.

Quiz: Opioid Tolerance

Which Of The Following Is NOT A Feature Of Opioid Tolerance? (Choose All That Apply)
1. Must increase the dose of opioid taken to maintain level of opioid effect
2. Intense craving for opioids
3. Decrease in opioid receptor sensitivity
4. Can be brought on by repeated use of illicit or licit opioids
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OPIOID TOLERANCE QUIZ FEEDBACK
(1) Must Increase The Dose Of Opioid Taken To Maintain Level Of Opioid Effect
This IS a feature of opioid tolerance.

(2) Intense Craving For Opioids
Correct. This IS NOT a feature of opioid tolerance.

(3) Decrease In Opioid Receptor Sensitivity
This IS a feature of opioid tolerance.

(4) Can Be Brought On By Repeated Use Of Illicit Or Licit Opioids
This IS a feature of opioid tolerance.
Craving for opioids is a hallmark of addiction, which is a related but distinct phenomenon from tolerance.
Cravings and tolerance are among the criteria for the diagnosis of opioid use disorder.

PRACTICE ACTION
Explain to patients that they will not develop tolerance to buprenorphine, as they may have experienced with
opioids. Patients tend to be able to stay at a stable dose of buprenorphine for a long time.
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OPIOID WITHDRAWAL
Withdrawal
It is critical to be very familiar with the symptoms of opioid withdrawal and their timing in order discern them
from symptoms affiliated with other causes, such as the flu, overdose, and depression. With a good
understanding of withdrawal symptoms and their timing, you can also help your patients make the discernment
as well.
Dependent patients who experience a drop in opioid levels go into a dysphoric state of withdrawal. Withdrawal
from opioids is uncomfortable and has been compared with having a severe case of influenza,10 but is not lifethreatening in most cases.
The first criterion for opioid withdrawal in the DSM 58 is that it occurs after either cessation or reduction of opioid
use that was substantial and protracted OR after the administration of an opioid antagonist following a period of
opioid use. The second criterion for opioid withdrawal in
the DSM 58 requires at least three of the following
symptoms:
•

Dysphoric mood

•

Nausea or vomiting

•

Muscle aches

•

Lacrimation or rhinorrhea

•

Pupillary dilation, piloerection, or sweating

•

Diarrhea

•

Yawning

•

Fever

•

Insomnia

The third and fourth criteria refer to the above symptoms causing impaired functioning and not being explained
by some other condition, respectively.
The duration and severity of opioid withdrawal are dependent on the individual's drug of abuse and degree of
dependence.

Buprenorphine Withdrawal
Buprenorphine has a long therapeutic half-life. Its withdrawal syndrome is somewhat milder than heroin, but is
still prolonged and severe, even after a taper. Therefore, it is typically recommended that treatment be continued
long-term1.

Non-opioid Medication Approved For Short-Term Withdrawal Treatment
Lofexidine HCL: The FDA approved a non-opioid drug in May 2018 (available for patients in August 2018) for
treatment of the physical symptoms of withdrawal in adults, lofexidine hydrochloride (Lucemyra) 11,12. Mood
symptoms of withdrawal are not impacted. Its mechanism of action is to inhibit the release of norepinephrine in
the brain and elsewhere in the nervous system. Lofexidine is supplied as an oral tablet and can be used for up to
14 days. The medication can be used to reduce symptoms of withdrawal and thus help people who are stopping
opioids adhere to their treatment or detoxification. One use for the medication is expected to be to help patients
detoxify before starting treatment with naltrexone.
bup.clinicalencounters.com
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The types of withdrawal associated with mu opioid agonist dependence are:
•

Spontaneous Withdrawal

•

Precipitated Withdrawal
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TYPES OF WITHDRAWAL
Spontaneous Withdrawal
Spontaneous withdrawal (usually simply called withdrawal) occurs when a physically dependent individual
suddenly stops or significantly decreases opioid usage. The time frame for withdrawal is heavily dependent on
the half-life of the drug being taken regularly. Examples:

Heroin Withdrawal
•

Withdrawal from heroin has a relatively short half-life and is fairly quick:
◦

Begins 6-12 hours after the last dose

◦

Peaks between 36-72 hours

◦

Lasts around 5 days

•

Is very intense

•

It may be several months before the patient feels completely "normal" again

Withdrawal From Drugs With Longer Half-lives (e.g., Methadone, Buprenorphine)
•

Has a later onset

•

Lasts longer

Precipitated Withdrawal
Precipitated withdrawal is similar to regular withdrawal, but is more intense and has a much faster onset.
Precipitated withdrawal occurs when a full agonist, such as heroin, is displaced from opioid receptors by an
antagonist, such as naloxone. The naloxone in buprenorphine/naloxone sublingual medication is not significantly
bio-available sublingually or orally, so it is basically inactive UNLESS it is injected 13. The naloxone is there as a
deterrent to injecting it.
A partial agonist such as buprenorphine can precipitate withdrawal in someone who is dependent on a full
agonist. Buprenorphine is more likely to precipitate withdrawal if:
•

The patient has a high level of physical dependence.

•

There has been a short time interval between the last dose of the full agonist and the first dose of
buprenorphine.

•

A high dose of buprenorphine is used.

•

The full agonist has a long half-life, as is the case with methadone.

Protracted Withdrawal
Withdrawal or other symptoms from stopping opioid use often continue past the time expected for acute
withdrawal, sometimes lasting months or even years, which has been called protracted withdrawal 14. These
symptoms are often improved with buprenorphine treatment. Thus, protracted withdrawal is a reason for longterm maintenance therapy with buprenorphine.
Although it is not a DSM 5 diagnosis, SAMHSA issued an advisory regarding protracted withdrawal. For opioids,
the following symptoms may be experienced weeks to months following acute withdrawal:
•

Anxiety

•

Depression
bup.clinicalencounters.com
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•

Sleep disturbances

•

Fatigue

•

Dysphoria

•

Irritability

Opioid Medications

Medically Supervised Withdrawal
Medically supervised withdrawal through tapering is covered in the module on Maintenance and Discontinuation.

Mr. Samuels Withdrawal Evaluation
Recall Mr. Samuels, who presented with flu-like symptoms, experienced for two
days. The symptoms started after he stopped taking oxycodone, which he had
been taking for 6 months. His symptoms included:
•

*Fever

•

*Muscle aches

•

*Vomiting

•

*Insomnia

•

Difficulty concentrating

•

Low energy

•

*Depressed mood

The symptoms marked with an “*” are on the list of symptoms required for a diagnosis of withdrawal, so he
meets more than the required three criteria needed.
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BUPRENORPHINE
Buprenorphine is a partial opioid agonist used in the treatment of opioid use disorder from prescription opioids
or heroin. Although it has less potential for abuse than Schedule I and II drugs, it may lead to moderate or low
physical dependence or high psychological dependence if abused 15.

Indications for Buprenorphine and Efficacy
Buprenorphine is used for withdrawal and maintenance treatment for opioid use disorder. Buprenorphine is
primarily prescribed to patients who currently meet the DSM 5 criteria for opioid use disorder, but may be used
for patients who are at risk of relapsing to opioid use disorder.

Contraindications
Buprenorphine should NOT be prescribed to:
•

Patients who have suffered a head injury or have intracranial
lesions

•

Patients with a history of hypersensitivity to buprenorphine

•

Patients with elevated liver function testing 3-5 times greater
than normal

•

Patients with moderate to severe hepatic impairment

•

Patients who indicate benzodiazepine abuse

•

Patients with at-risk alcohol use or alcohol use disorder

Buprenorphine with naloxone should NOT be prescribed to16–20:
•

Pregnant women (monotherapy tablets may be used)

•

Patients who have had hypersensitivity/allergic reaction to naloxone (monotherapy tablets may be used)

•

Patients with hypersensitivity/allergic reaction to buprenorphine

CAUTION TIP
•

Buprenorphine can cause fatal respiratory depression in children accidentally exposed to it. Be sure to
keep buprenorphine-containing medications out of reach of children.

•

Buprenorphine may impair mental or physical abilities required to operate a motor vehicle or machinery,
especially during the induction, and dose adjustment stages. Use caution when operating such equipment
during treatment.

Adverse Events

Severe Adverse Events
When taken as directed, severe adverse events from buprenorphine are exceedingly rare. An evaluation of waiver
programs found that only 0.4% inducted onto buprenorphine ever experienced severe adverse reactions 21. The
specific reactions reported were21:
•

Withdrawal (n=103)

•

Allergic reactions (12)

•

Respiratory depression (9)
bup.clinicalencounters.com
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•

Drug interactions (9)

•

Liver problems (2)

•

Renal insufficiency or aggravation of it (2)

•

Unspecified (80)

Opioid Medications

Allergic Reaction
Rarely, patients may develop allergic reactions to either buprenorphine or other components in the tablets,
resulting in itchy hives and/or a rash 17. Pruritus can be a side effect of opioid use instead of a sign of an allergic
reaction.

Characteristics
Buprenorphine is a derivative of thebaine, an alkaloid found in opium poppies (Papaver somniferum).
Buprenorphine also has the following characteristics:
•

Classified as a partial mu agonist, kappa antagonist, nociceptin agonist 22. As a partial agonist, its effects
increase only to a certain point with increased dose, and level off at moderate doses, thus contributing to
its being abused less than full agonists2.

•

A potent analgesic, used in low doses to avoid side effects 22. Formulations include intravenous or
intramuscular (Buprenex) and transdermal (Butrans®).

•

Mildly reinforcing, which improves treatment adherence and, therefore, clinical effectiveness compared
with antagonist treatment22.

•

Limit on the maximum effect that can be achieved22. However, the ceiling effect may not apply to the
analgesic effect7.

Metabolism and Excretion
Buprenorphine is primarily metabolized in the gastrointestinal tract and the liver, using the CYP 3A4 system 23.
(Interactions with CYP3A4 inducers and inhibitors are described later in this module with drug interactions.)
Most buprenorphine metabolites are excreted fecally rather than through renal excretion 24. As a result,
buprenorphine is relatively safe for patients with renal insufficiency.
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PRECAUTIONS
Abuse Potential
Buprenorphine is somewhat less prone to abuse than most mu agonists – including opioid replacement drugs
such as methadone25; however, it is abused. Factors that help decrease abuse include that when taken
sublingually:
•

It does not cause the rush sought by many opioid misusers 26.

•

Abuse potential is reduced by the slow speed it reaches the brain.

Nevertheless, buprenorphine can be misused, especially if injected; intravenous buprenorphine can cause a rush.
Reports from the National Drug Intelligence Center indicate that Suboxone® is used intranasally with success by
abusers13.
Factors that contribute to buprenorphine's abuse potential include:
•

Taken intravenously or intranasally, it does have addiction potential

•

It is highly lipophilic and quickly crosses the blood-brain barrier, increasing the possibility for abuse

•

Withdrawal from buprenorphine is mild, making it desirable as a drug of abuse

Because buprenorphine is a partial agonist, it potentially can precipitate withdrawal in individuals highly
dependent on a full agonist opioid with lower affinity. These individuals are consequently less likely to abuse
buprenorphine16.
In contrast, individuals who are relatively inexperienced with opioids will experience a more powerful agonist
effect from buprenorphine. Opioid-naive individuals who try buprenorphine for the euphoria are therefore more
likely to continue to abuse it 16.

Overdose Risk
Buprenorphine has a ceiling effect, meaning that its effect and respiratory depression increases with increased
dose, but this increase levels out at moderate doses 27. Due to its ceiling effect and poor bioavailability, the risk of
overdose from buprenorphine, either accidentally or intentionally, is
relatively low28,29.
However, the opioid agonist effect of buprenorphine renders overdose
and abuse possible.

Drug Combinations That Enhance Overdose Risk
The risk of overdose is particularly high when combining buprenorphine
with sedative-hypnotics, especially benzodiazepines. Taking
buprenorphine in conjunction with other drugs, including other opioids,
benzodiazepines, alcohol, sedatives, and the drugs described in this
module that interact with buprenorphine increases the risk of overdose 2.

Overdose: Treatment
Buprenorphine overdose is treated with an opioid antagonist, such as naloxone, to displace the buprenorphine.
The treatment protocol is described in detail in another section.

PRACTICE ACTION:
Prepare your patients who take chronic opioids with naloxone kits. This includes buprenorpine.
bup.clinicalencounters.com
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Special Precautions
•

Because buprenorphine is metabolized using the CYP 3A4 pathway, use caution when prescribing
medications metabolized similarly.

•

Because hepatic impairment reduces buprenorphine clearance and even more so, naloxone clearance,
the following adjustments should be made in patients with existing hepatic insufficiency along with careful
monitoring.
Also, consider that the additional naloxone may interfere with the efficacy of buprenorphine 31.

•

Advise patients to abstain from alcohol while taking buprenorphine.

•

Monitor patients who are simultaneously prescribed buprenorphine and benzodiazepines closely. Also,
counsel them regarding the danger of abusing benzodiazepines while taking buprenorphine.

•

Monitor patients taking sedating medications simultaneously, until the effect on the patient is understood.

•

For patients with compromised respiratory function (COPD, decreased respiratory reserve, hypoxia,
hypercapnia, preexisting respiratory depression) prescribe with caution and monitor closely 2. Warn about
risks of using benzodiazepines and other depressants along with buprenorphine.

•

Use buprenorphine with caution in patients being treated for seizures for several reasons 1,2,17:
•

The metabolism of both buprenorphine and antiseizure medications may be altered by their
combination, so therapeutic plasma levels may need to be monitored.

•

Buprenorphine can interact with sedative-hypnotics.

Quiz: Naloxone

With Respect To Treating Overdose, How Does Naloxone Treatment Of Buprenorphine (a
Partial Opioid Agonist) Overdose Compare To Naloxone Treatment Of Full Agonist Opioid
Overdose (Choose One)
1. Faster
2. About the same
3. Slower
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NALOXONE QUIZ FEEDBACK
(1) Faster, (2) About The Same
As compared to other opioid antagonists, the effects of utilizing naloxone for buprenorphine overdose is slower.

(3) Slower
Correct. As compared to other opioid antagonists, the effects of utilizing naloxone for buprenorphine overdose is
slower.
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ACTION: AFFINITY AND DISSOCIATION
Mixed Agonist-Antagonist Opioid
Buprenorphine is a mu (μ) partial agonist and a kappa (κ) antagonist and therefore often described as a mixed
agonist-antagonist opioid. The mixed nature means that it can bind to both kappa and mu opioid receptors.

Agonist Mu-Receptor Binding
Buprenorphine has a very high affinity for and slow
dissociation from mu receptors when compared to most
commonly-abused mu agonists. As a consequence, when both
buprenorphine and a mu agonist are present, the
buprenorphine preferentially binds to the mu receptors,
effectively inhibiting the effects of the mu agonist.
In other words, buprenorphine partially or totally blocks the
effects of abusable opioids, such as heroin and oxycodone 16,33.
Buprenorphine may even precipitate withdrawal if the
individual has also taken a mu agonist, such as heroin.
High affinity and low dissociation also contribute to
buprenorphine's:
•

Relatively long therapeutic half-life (37 hr average, 2073 hr range)22

•

Relatively mild withdrawal syndrome

•

Low risk of overdose28

Antagonist Kappa-Receptor Binding
Buprenorphine also has a high affinity for kappa receptors. However, as a kappa antagonist, it causes no activity
when bound to the kappa receptor 16.
This differing action of buprenorphine may be related to the different action at the two receptors. As the dose of
buprenorphine increases, the effects increase, to a maximum, but then the effect decreases as the dose
continues to increase. At high doses, the kappa antagonist effects apparently predominate, resulting in the
decreasing side of the dose-response curve 16.

Quiz: Buprenorphine Pharma

Which Of The Following Best Describes The Action Of Buprenorphine On Opioid
Receptors? (Choose The Best Answer)
1. Partial mu antagonist, kappa agonist
2. Mu antagonist, kappa agonist
3. Partial mu agonist, kappa antagonist
4. None of the above
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BUPRENORPHINE PHARMA QUIZ FEEDBACK
(1) Partial Mu Antagonist, Kappa Agonist,
(2) Mu Antagonist, Kappa Agonist,
(4) None Of The Above
Buprenorphine is classified as a partial mu agonist, kappa antagonist, and nociceptin (kappa-type 3 opioid)
receptor agonist.

(3) Partial Mu Agonist, Kappa Antagonist
Correct. Buprenorphine is classified as a partial mu agonist, kappa antagonist, and nociceptin (kappa-type 3
opioid) receptor agonist.
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EFFECTIVENESS FOR OPIOID USE DISORDER
Buprenorphine is the most commonly prescribed form for treatment of opioid use disorder. It is as effective as
methadone treatment for reducing opioid use in addicted individuals 34 and effective at markedly reducing relapse
rate when taken long-term.
Physicians reported that 68 to 81% of patients were “very satisfied” with buprenorphine treatment 35.
Buprenorphine (16 mg/day of sublingual tablets or equivalent) has been shown in multiple research studies to be
effective in suppressing misuse of opioids2. Many studies have shown that, in addition to being effective in opioid
treatment programs, buprenorphine is effective when used in a qualified practitioner's office 36–38 Subsequent
formulations showed similar efficacy before being FDA approved. 39,40
Implant and injectable formulations for treating opioid use disorder have also been shown to be effective 39,40.
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BUPRENORPHINE SIDE EFFECTS
Commonly Reported Side Effects
Buprenorphine is a safe medication when used as indicated. Side effects are rare, usually minor, and similar to
side effects of other opioids. Some of the most commonly reported side effects of Suboxone® include 41:
•

Headaches

•

Withdrawal syndrome (Consider whether withdrawal may have been precipitated)

•

Pain

•

Nausea and vomiting

•

Constipation

•

Insomnia

•

Sweating

•

Numb mouth and painful tongue

Less Common Side Effects Of Opioids
Other less common side effects seen in opioids are also seen
with buprenorphine. For example, sleep disordered breathing. A
study found that, even at routine therapeutic doses,
buprenorphine may induce notable breathing alterations during
sleep42. The FDA also included buprenorphine in several safety
warnings for all opioids, including warning of risk for serotonin
syndrome, adrenal insufficiency, and decreased sex hormone
levels with chronic use39. These side effects tend to be less common with buprenorphine compared to other full
agonist opioids.

Other Side Effects

Other Possible Side Effects
Independent clinical trials of buprenorphine have reported many of these same side effects and others 43:
•

Taste perversion (to tablet or film)

•

Anxiety (more common in patients transferring from methadone)

•

Drowsiness

•

Mood disturbances

Buprenorphine Analgesia
Buprenorphine may cause some analgesia in patients being treated for opioid use disorder. However, the
analgesia is less profound and shorter in duration than what is obtained in a patient taking the buprenorphine
formulation that is specifically for pain18.

Treating Side Effects
Side effects that cause discomfort to the patient should be treated symptomatically in the short-term. In longterm cases, side effects are treated by the following:
•

Lowering the dose of buprenorphine
bup.clinicalencounters.com
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•

Giving the patient time to become slightly tolerant to the medication

•

Making lifestyle changes

•

Constipation can be treated with dietary adjustments, increased fiber consumption, stool softeners, and
increased fluids

CAUTION TIP
Sedating Effects
Patients should be warned of the potential for sedation or impairment of psychomotor function during early
stages of therapy (induction and titration)
Patients should be advised to avoid other sedating medication, both over the counter and prescribed, as well as
alcohol. The addition of benzodiazepines has been associated with overdose death 3.

Buprenorphine Physical Dependence
Many patients who inquire about buprenorphine treatment do not
understand the fact that buprenorphine treatment maintains
physical dependence, so this needs to be explained. Sometimes they
think that because buprenorphine 'blocks' opioids of abuse, that
they no longer are physically dependent.
Tolerance and physical dependence develop more slowly to
buprenorphine than to mu agonists. Individuals who are physically
dependent on buprenorphine can be abstinent for longer than
individuals dependent on full agonists before withdrawal sets in, but they do still experience withdrawal.
Withdrawal from buprenorphine maintenance is:
•

Somewhat less severe than withdrawal from a full agonist26. However, withdrawal from buprenorphine
still can be severe and prolonged even with a taper.

•

Withdrawal from buprenorphine may be more tolerable than from full agonists 25. However, relapse rates
after tapering from buprenorphine are very high 44–46.

Quiz: Diagnosing Symptoms
Mrs. Murphy has come to your office complaining of nausea and sweating. She
recently started buprenorphine treatment after ceasing use of opioids. Mrs. Murphy
reports that the symptoms have come on within the past two days and she is having
a hard time sleeping at night as well.

Based On Her Symptoms, What Is Mrs. Murphy Experiencing?
(Choose One)
1. Opioid withdrawal
2. Side effects from buprenorphine
3. Unable to determine based on symptoms
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CASE: DIAGNOSING SYMPTOMS QUIZ FEEDBACK
(1) Opioid Withdrawal,
(2) Side Effects From Buprenorphine
These are side effects of buprenorphine, but they are also present as a result of opioid withdrawal.

(3) Unable To Determine Based On Symptoms
Correct. These symptoms are present both during opioid withdrawal and as a result of buprenorphine side
effects.
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DRUG INTERACTIONS
General
Being familiar with drug interactions of buprenorphine is important; some are potentially fatal. The following
section describes the most significant drug interactions with buprenorphine and the combination of
buprenorphine/naloxone. Consult drug information for the most recent and complete description. Consider also,
that drug interactions not documented are possible 2. Also, consider that studies often focus on the interaction
between two drugs, but many patients are on multiple drugs.
Known interactions with buprenorphine or buprenorphine/naloxone combination include the following drug
classes:
•

Benzodiazepines

•

CNS Depressants CYP3A4 inducers and inhibitors

•

Nonbenzodiazepine muscle relaxants

•

Anticholinergics

•

Psychostimulants

CAUTION TIPs
Due to an increased risk for CNS depression:
•

Patients who indicate benzodiazepine abuse are likely not good candidates for office-based opioid
treatment. Patients with a history of benzodiazepine addiction or abuse should be closely monitored.18

•

Similar problems occur with sedative-hypnotics, e.g., phenobarbital and clonazepam.

•

When a potentially serious drug interaction is likely, such as CNS depressants, CYP3A4 inhibitors,
atazanavir) patients should be monitored daily.2

•

Timing of when symptoms develop varies and depends on a number of factors.

•

Dose adjustments needed vary with the patient.2

Benzodiazepines

Benzodiazepines And Opioids
The interaction between buprenorphine and benzodiazepines can be particularly serious.
Overdosing on both benzodiazepines and opioids, including buprenorphine, at the same time may cause fatal
respiratory depression.
The ceiling effect that results in buprenorphine having less risk of respiratory depression when taken by itself
than full mu agonists, is reduced by benzodiazepines 2.
Opioid prescription-related deaths have increased in recent history, and often, more than one type of drug is
involved: Benzodiazepines are the most frequently reported other medication in these deaths 47. The increase in opioidrelated deaths corresponds in time to an increase in the co-prescribing of benzodiazepines with opioids 47.
•

•

In 81% of the 123,000 emergency room Xanax® (alprazolam) related cases, patients used the drug with
another prescription drug. Of these cases, more than one-third used alprazolam with a prescription
painkiller, such as oxycodone.
Coma and death are possible when these two drugs are combined, particularly if buprenorphine is
injected2.
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The most commonly misused benzodiazepines among lifetime misusers are: diazepam (Valium®), alprazolam
(Xanax®), (Ativan®), and clonazepam (Klonopin®) 48.

Symptoms Of Concurrent Use Of Benzodiazepines And Opioids
Among 250 opioid-dependent subjects with previous buprenorphine prescriptions, Nielsen (2007) reported the
following symptoms when also taking benzodiazepines:
•

Extreme drowsiness 24%

•

Unconsciousness 3%

•

Overdose 1%

Clinical Guidelines For Use Of Benzodiazepines With Buprenorphine
Be wary of simultaneously prescribing both buprenorphine and benzodiazepines, using a high level of caution.
Closely monitor your patients who are taking both.
Consider a dose reduction of prescribed benzodiazepine, buprenorphine, or both 2.
Counsel patients about the danger of abusing benzodiazepines when taking buprenorphine.
"The use of benzodiazepines and other sedative-hypnotics [outside of medical supervision] may be a
reason to suspend agonist treatment because of safety concerns related to respiratory depression." 49
Consider whether a patient with anxiety might be better managed with alternative medications. For example,
SSRIs can be very effective for reducing anxiety 50. Prazosin, which reduces nightmares, improves total and REM
sleep, PTSD, and lowers blood pressure has been described as an alternative 51. Note: Doxazosin has similar
abilities to prazocin52 and may be preferred due to longer halflife.
Patients who have been historically and consistently maintained on low dose benzodiazepines (e.g., 1 mg of
Ativan, 2-3 times a day) can safely start buprenorphine induction. Monitor closely and try to decrease
benzodiazepine use over time if possible53.

Case: Drug Interaction
Patient: Mr. Dexter

Mr. Dexter, who is taking buprenorphine for opioid use disorder
maintenance treatment, was recently taken to the ER with severe
drowsiness and dizziness after mixing the benzodiazepine alprazolam
and buprenorphine.
Provider: I see that you recently had a visit to the ER after taking a Xanax®.
Mr. Dexter: Yes, I thought I was having a stroke or something. I was dizzy and drowsy. They said it was from
mixing Xanax with buprenorphine.
Provider: You didn't tell us that you take Xanax. It is one of the drugs we discussed being important to for me to know
about. Did someone prescribe that for you recently?
Mr. Dexter: Well, it's my wife's, actually. And I don't take it regularly, just when I need it. That's why I didn't
mention it.
Provider: You should not take Xanax or other benzodiazepines while taking buprenorphine because it can cause
serious, potentially fatal effects. It's very important that I know any drugs or medications that you take, even if you do
so only occasionally. I want to be sure there won't be any more dangerous interactions with buprenorphine.
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Alcohol and Sedating Medications

Alcohol
Alcohol is a depressant and when taken with buprenorphine can
increase risk for overdose, respiratory depression, and death 2. Deaths
have been reported in association with concomitant use of
buprenorphine with alcohol54. Patients should limit and ideally abstain
from alcohol use while taking buprenorphine, because of the combined
depressant effects2. Because of the risk of combining alcohol with
buprenorphine, patients having alcohol use disorder should be
considered for referral to an opioid treatment program rather than
office-based treatment or approached with a high level of caution 49.
It is important to screen for alcohol use during the evaluation before starting buprenorphine. If a positive screen
occurs, assess further to determine if there is at-risk drinking (Recommended limits per day for women 3 drinks,
for men 4 drinks55), determine the level of intervention needed, from brief intervention, brief treatment with
pharmacotherapy, or detoxification and more intense treatment.
Prescribing office-based treatment with active at-risk alcohol use or alcohol use disorder is not recommended,
due to known interactions.

Other CNS Depressants
Buprenorphine and some sedative-hypnotics have an additive effect when taken together, which is potentially
fatal. CNS depressants, including sedatives, hypnotics, general anesthetics, tranquilizers, and other opioids)
should be used together with buprenorphine only with caution and monitoring, because they increase the risk of
respiratory depression, over-sedation, hypotension, coma, and death 2.

Mildly Sedating Medications
Other medications having milder sedating effects that might be additive, should be used with caution, especially
at first, until you understand how the medication affects the patient. For example, SSRI antidepressants may
increase drowsiness in interaction with buprenorphine, especially initially 56.

Muscle Relaxants
Nonbenzodiazepine muscle relaxants, such as carisoprodol and cyclobenzaprine, also may increase respiratory
depression when taken with buprenorphine 2.

CAUTION TIPS
•

Use caution when prescribing buprenorphine to patients who take (or abuse) other CNS depressants,
including alcohol. Patients with active alcohol use disorder rarely make good candidates for office-based
opioid treatment19.

Interactions With Other Drugs

Other Opioids
Buprenorphine should be used carefully, if at all, in conjunction with other drugs that act on mu opioid receptors.
Such drugs include the following:
•

Opioid agonists, such as many analgesics used for pain management (e.g., hydrocodone, oxycodone), as
well as drugs of abuse (e.g., heroin)

•

Opioid antagonists, such as the anti-abuse drug naltrexone
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Because of buprenorphine's high affinity for and slow dissociation from opioid receptors, the medication may
block the effects of other opioids. In patients who are physically dependent on opioid agonists, adding
buprenorphine to their system may precipitate withdrawal.

Cocaine And Marijuana
According to ASAM practice guidelines, "use of marijuana, stimulants, or other addictive drugs should not be a
reason to discontinue buprenorphine treatment" 49. Rates of marijuana and cocaine use were higher in individuals
taking buprenorphine than in the general population 57,58. However, further research is needed on drug
interactions between buprenorphine and these two drugs 59.
•

Marijuana: According to expert opinion at a 2015 update on buprenorphine, there was no evidence that
marijuana use affects buprenorphine treatment outcome and so they concluded its use by itself does not
justify discharge from treatment34.

•

Cocaine: Used with buprenorphine, cocaine may increase metabolism and diminish buprenorphine
plasma concentrations2. Experts have noted that patients who are actively addicted to cocaine tend to be
high risk for office-based treatment34.

Gabapentin
Cases of gabapentin being used while on buprenorphine in order to enhance its effects potentially resulting in
psychotic-like symptoms has been described in a personal communication 18. Like any CNS depressant in
combination with buprenorphine, the potential for serious side effects should be considered.

Anticholinergics
Anticholinergics, including inhaler medications (e.g., ipratropium bromide, oxitropium bromide, tiotropium) and
certain medications for gastrointestinal and urinary tract disorders increase the risk of urinary retention and/or
severe constipation and potentially, paralytic ileus 2.
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MEDICATIONS AFFECTING CYP 3A4 SYSTEM
How Buprenorphine Is Affected By Drugs That Affect
The CYP 3A4 System
Buprenorphine is metabolized in the liver via the cytochrome P450
3A4 (CYP 3A4) pathway23.
•

Medications that inhibit CYP 3A4 may increase plasma
concentration of buprenorphine and potentially call for a
lower daily dose of buprenorphine
Includes: azole antifungals, e.g., ketoconazole; macrolide
antibiotics, e.g., erythromycin; HIV protease inhibitors, e.g.,
Saquinavir, Ritonavir, and Indinavir; antidepressants, e.g.,
fluoxetine, fluvoxamine, and amitriptyline2

•

Medications that induce CYP 3A4 activity can decrease buprenorphine's plasma concentration and
potentially require a higher daily dose of buprenorphine1
Includes: phenobarbital, carbamazepine, phenytoin, rifampicin 2

Buprenorphine can, in turn, also affect plasma concentration and dose of other medications metabolized via CYP
3A4.

CAUTION TIP
Be cautious when prescribing buprenorphine with any other CYP 3A4 medication, inducers, or inhibitors. Monitor
the patient carefully for over or underdosing, especially at the start or end of these medications and be prepared
to adjust medication dosage if necessary.
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PATIENTS WITH HIV/AIDS
Buprenorphine is metabolized via the CYP 3A4 pathway, so there may be possible interactions with drugs such as
protease inhibitors19. Generally speaking, clinically significant drug interactions between combined ART and
buprenorphine are rare. Methadone, however, does have clinically significant ART interactions that require
methadone dosage adjustment.

Patients On Retrovirals
Buprenorphine treatment can be effective among patients with HIV/AIDS already taking combined antiretroviral
therapy (ART).
•

It is convenient and preferred by many patients to receive both HIV and buprenorphine treatment from
the same provider. This is not possible with methadone maintenance treatment.

•

Assess patients to ensure that they are well suited for buprenorphine treatment.

•

Monitor patients for adverse reactions, such as opioid intoxication and withdrawal, because the use of
certain ART medications may affect buprenorphine concentration.

Patients Not On Retrovirals But On Buprenorphine
For HIV/AIDS patients who are maintained on buprenorphine and need to begin antiretroviral therapy (ART):
•

Maintain the patient's current dose of buprenorphine when starting ART.

•

Educate patients about the signs of opioid intoxication and withdrawal and have them report any
adverse events.

•

See patients more frequently during this transition period. Make sure they have a contact number for
someone they can turn to in case of complications or potential relapse.

Antiretroviral Agents

Importance Of Opioid Addiction Treatment For Adherence To HIV Treatment
When a patient has both opioid use disorder and HIV infection, treatment of the opioid addiction is necessary for
successful HIV treatment. Without treatment for the opioid addiction, patient adherence to complex antiretroviral
therapies greatly diminishes60.

Drug Interactions Between Buprenorphine And Antiretroviral Drugs
Antiretroviral medications have drug interactions with opioid addiction medications that should be considered in
the treatment of both the addiction and HIV. Buprenorphine appears to have fewer interactions with
antiretrovirals than methadone61.
Single agents are better studied than the more common combination medications. Details on specific
antiretroviral interactions with buprenorphine are complex and research is ongoing. The latest drug information
should be reviewed when prescribing these medications in combination.
Antiretrovirals may alter buprenorphine levels, but most antiretrovirals that have been tested do not cause
buprenorphine withdrawal or toxicity 61.
Although most antiretrovirals do not alter buprenorphine levels enough to produce withdrawal or toxicity,
atazanavir/ritonavir is an exception. It has produced significant increases in buprenorphine levels as well as
some cases of sedation and mental status changes. Buprenorphine metabolite plasma concentrations were
significantly increased after a five-day administration of atazanavir with buprenorphine 62. Atazanavir/ritonavir
produced an even larger increase in concentrations.
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The effects of two of the main classes of antiretrovirals, protease inhibitors, and nonnucleoside reverse
transcriptase inhibitors, is as follows:
•

Protease inhibitors and nonnucleoside reverse transcriptase inhibitors (NNRTIs) are metabolized by
CYP450 enzymes, especially CYP3A4, which may impact buprenorphine plasma levels.

•

Some protease inhibitors (Indinavir, nelfinavir, ritonavir, and saquinavir) are inhibitors of CYP450 3A
enzyme activity in vitro60,62, which would increase buprenorphine plasma levels

•

NNRTIs (nevirapine, delavirdine, and efavirenz) have also shown interactions with opioid treatment, both
methadone and buprenorphine60,62.

Specific Potential Interactions
Protease Inhibitors (PI)2
•

Atazanavir – Buprenorphine concentration increased. Cognitive impairment or oversedation in some
patients. Use slow titration and/or dose reduction as needed.

•

Darunavir-ritonavir – Some pharmacokinetic effect, need for dose adjustment unlikely, but monitor

•

Ritonavir and Tipranavir – Some pharmacokinetic effect, no dose adjustment

Nonnucleoside reverse transcriptase inhibitors (NNRTI) 2
•

Delavirdine – Non-significant increase in buprenorphine concentration, need for dose adjustment unlikely,
but monitor

•

Efavirenz – Some pharmacokinetic effect, need for dose adjustment unlikely

•

Nevirapine – Some pharmacokinetic effect, no dose adjustment

•

Integrase inhibitor – Some pharmacokinetic effect, no dose adjustment 2

PRACTICE ACTIONS:
For critical patient instructions, such as avoiding potentially fatal drug interactions, try delivering the instruction
verbally and then having the patient repeat back to you their understanding of it, to help create a more concrete
memory of the instruction for them and to verify it has been communicated accurately.

Quiz: Drug Interactions

Which Of The Following Drugs That Interact With Buprenorphine Is Most Likely To Have A
Relatively Severe Interaction With Buprenorphine? (Choose One)
1. Antiretroviral agents
2. Cocaine
3. Benzodiazepines
4. SSRI antidepressants
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DRUG INTERACTIONS QUIZ FEEDBACK
(1) Antiretroviral Agents
Many antiretroviral agents have interactions with opioid treatment, but they are not as likely to be life-threatening
as interactions with benzodiazepines or alcohol.

(2) Cocaine
Drug interactions between buprenorphine and cocaine are not clear; severe interactions have not been reported
commonly. The interaction between buprenorphine and benzodiazepines can be particularly serious. Overdosing
on both of these drugs at the same time may cause fatal respiratory depression. Alcohol and other CNS
depressants also can cause overdose, respiratory depression, and death when taken with buprenorphine.

(3) Benzodiazepines
Correct. The interaction between buprenorphine and benzodiazepines can be particularly serious. Overdosing on
both of these drugs at the same time may cause fatal respiratory depression. Alcohol and other CNS depressants
also can cause overdose, respiratory depression, and death when taken with buprenorphine.

(4) SSRI Antidepressants
May increase drowsiness a little in combination with buprenorphine especially initially. Depressants, such as
benzodiazepines, alcohol, sedatives, hypnotics, general anesthetics, tranquilizers, and other opioids, are more
dangerous in combination with buprenorphine.
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HEPATIC CONCERNS
Hepatotoxicity
Elevated liver enzymes were reported in the early years of buprenorphine treatment, particularly with a history of
hepatitis or high dose or injected buprenorphine 63.
Only a small percentage of patients (2.1%) had elevation of transaminases sufficient to require medical attention
(in a 24-week prospective study of patients with high risk for liver disease and taking a median dose 24 mg
buprenorphine)63. Patients who had extreme elevations of transaminases were more likely to have seroconverted
to hepatitis during the study and use illicit drugs in the first 8 weeks of treatment. These results suggest other
factors might be involved in their hepatotoxicity.
Research on the relationship between sublingual buprenorphine use and acute hepatitis in patients with chronic
HCV led to the conclusion that buprenorphine-induced hepatitis is uncommon. However, it may still occur in
patients who are not misusing the drug64.

Guidelines For Hepatic Safety
•

Liver function tests including transaminases, bilirubin, prothrombin time/INR, and albumin should be run
at baseline and periodically during treatment for all patients. Tests should be run semi-annually or more
often with other risk factors.63

•

Hepatitis B and C panels should be obtained at baseline in patients with unknown serostatus and risk. 63

•

Describe signs and symptoms of hepatotoxicity for patients and have them contact their provider
immediately if they develop (e.g., fever, malaise, nausea, vomiting, abdominal distress, dark urine, claycolored stools, or icterus)63

•

With clinical or laboratory evidence of hepatotoxicity63
•

Evaluate all possible causes of liver injury.

•

Consider gastroenterology or hepatology consult.

•

Consider lowering or discontinuing buprenorphine.

•

Follow these patients clinically and with laboratory testing serially until evidence of hepatotoxicity
is resolved

Patients with elevated liver function test 3-5 times greater than normal should not be put on buprenorphine
treatment19. One buprenorphine/naloxone formulation package insert also states that buprenorphine is not
appropriate for patients with severe hepatic impairment and may not be appropriate with moderate
impairment20. Buprenorphine and naloxone pharmacokinetic parameters differed significantly in this group of
patients relative to healthy subjects. However, they did not find a need for dosing adjustment due to Hepatitis C
infection without hepatic impairment.
Patients who have a history of IV drug use should be encouraged to receive immunization for hepatitis A and B 19.
Hepatic monitoring of patients who have other risk factors for liver problems is recommended 64.

PRACTICE TIP
Buprenorphine should be used cautiously in patients with hepatic insufficiency 17; however, mildly elevated liver
enzymes do not contraindicate buprenorphine treatment 19.
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PATIENTS WITH HEPATITIS
The rate of hepatitis, especially hepatitis B and C virus (HBV and HCV), among injection drug users is extremely
high, with HCV affecting 60 to 90% of injection drug users 19.
There is some evidence that buprenorphine may elevate serum aminotransferase levels among people with HCV.
Thus, you should maintain these patients on the lowest effective dose of buprenorphine and monitor them
closely for liver-related problems.
No significant interactions have been identified between buprenorphine and most HCV medications 2.

Guidelines
•

Obtain baseline liver function tests (LFTs) prior to buprenorphine induction.

•

Continue to run LFTs periodically during buprenorphine treatment (there is no guideline for how often –
up to the clinician's judgment).
•

Testing should be done more frequently in patients with baseline elevations or advanced HCV.

•

Educate patients about the symptoms of hepatotoxicity and overdose and have them contact you or go to
the ER immediately if they experience these symptoms.

•

Caution patients that they must never inject buprenorphine since this can lead to severe cytolytic hepatitis
in some cases.

•

In patients with abnormal LFTs or evidence of hepatotoxicity, follow LFTs more closely. If the elevation is
related to the buprenorphine, decreasing the dose will often also decrease the LFTs.

•

Patients with elevated liver function test 3-5 times greater than normal should not be put on
buprenorphine treatment19.

Modifications To Buprenorphine Treatment By Severity Of Hepatic Impairment
Because hepatic impairment reduces buprenorphine clearance and even more so, naloxone clearance, the
following adjustments should be made in patients with existing hepatic insufficiency along with careful
monitoring:
•

Mild impairment (Child-Pugh score of 5-6) - dose adjustment not needed 30

•

Moderate impairment (Child-Pugh score of 7-9) - Combination buprenorphine/naloxone is not
recommended for induction, because it could precipitate withdrawal 30. The combination formula may be
used for maintenance after induction on buprenorphine monotherapy in these patients 31. Monitor for
toxicity or overdose.

•

Severe impairment (Child-Pugh score of 10-15) - Combination buprenorphine/naloxone should not be
used30,31. Half doses of monotherapy can be titrated carefully with monitoring for toxicity and overdose 32.

Also, consider that the additional naloxone may interfere with the efficacy of buprenorphine 31.

PRACTICE TIPS
Prior to starting buprenorphine, run Hepatitis B and C panels in patients whose disease status is unknown or who
are at risk. A panel of experts on buprenorphine treatment recommended considering vaccinating all patients
with HCV for Hepatitis A and B19.
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METHADONE
An Understanding Of The Typical Issues Involved In Methadone Treatment For Opioid Use Disorder Is
Relevant To Providers Prescribing Buprenorphine In Office-based Treatment Because:
1. Patients seeking buprenorphine treatment may have previously been treated successfully or
unsuccessfully with methadone.
2. The patient may seek buprenorphine treatment because they have no interest in methadone treatment.
3. The provider may decide buprenorphine is the better choice for a patient.

History
Methadone has been used to treat opioid dependence successfully in the U.S. since the 1960s 49,65. For the
treatment of opioid use disorder, it can only be prescribed in special clinics where it is taken daily. This
medication is still widely used as a safe and effective treatment for opioid dependence, and has been shown to
provide longer-term treatment program retention among patients when taken in higher doses as well 66. It is also
sometimes used in pain management, alleviating pain symptoms for 4-8 hours 14 Using methadone to treat opioid
use disorder outside of a special clinic is outside of the acceptable scope of practice, however.

Efficacy
Methadone (60 mg/day) is about as effective as buprenorphine (16 mg/day) at maintaining opioid abstinence 67.
Long-term maintenance appears to be necessary for success, as relapse rates are high among patients who drop
out of treatment. However, misperception of long-term methadone treatment as simply "replacing one addictive
drug with another" has led to some opposition to its use and discrimination against patients using it.

Treatment Settings
Currently, methadone maintenance treatment for opioid dependence can be administered only by a federal and
state licensed opioid treatment program (OTP) by a licensed physician 49. Office-based administration of
methadone is not permitted by law, unlike office-based buprenorphine treatment.

Pharmacology

Biological Mechanisms And Pharmacokinetics
When taken daily, methadone (a synthetic analgesic) achieves its therapeutic effects by attaching itself to
neuronal mu receptor sites in the brain 68. Although methadone-maintained patients will develop physical
dependence, the mechanisms by which methadone achieves its therapeutic effects are different from those of
heroin and other illicit opioids as it is slower acting. It is also a full agonist, unlike buprenorphine which is a partial
agonist, and it is, therefore, more likely to cause physiological dependence 49. At therapeutic doses, methadone
does not produce the heroin-like rush or sedation, and its slow onset and long duration of action prevent
withdrawal symptoms and drug cravings. With a half-life of 22 to 24 hours, methadone stays in the system longer
than heroin and other opioids and produces an extended period of physiologic homeostasis without withdrawal.

Dosing
Methadone must be taken daily and is traditionally distributed to patients one dose at a time in a methadone
clinic. However, federal regulations allow methadone programs to prescribe take-home doses for well-stabilized
patients with low risk for diversion49. Effective daily maintenance doses vary, but the typical effective dose, one
that reduces both withdrawal and cravings, is usually between 60 and 120 mg/day. At an adequate dose,
methadone prevents withdrawal symptoms, drug craving, and reduces relapse to opioid misuse. Because of the
long half-life, and the risk for overdose, it is important to avoid rapid increases in dose.
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Side Effects
Daily, long-term methadone use is safe, with infrequent side effects. However, some side effects are potentially
serious and warrant emergency treatment 66:
•

Breathing difficulties or shallow breathing

•

Feeling faint or light-headed

•

Hives, rash, swelling of face, mouth, or throat

•

Chest pain

•

Rapid or pounding heartbeat

•

Hallucinations, confusion

Complications
There are potential interactions with other drugs (especially sedating drugs, hypnotics, or anxiolytics) and alcohol,
which can cause life-threatening respiratory depression 49. Chronic, heavy alcohol use can either inhibit or
accelerate the rate of methadone metabolism, depending on alcohol blood levels and resulting effects on liver
enzymes5. Some prescription medications (including tricyclic antidepressants) can also affect the speed at which
methadone is metabolized, and dosing must be adjusted accordingly.

Precautions
Patients having opioid use disorder often have co-occurring alcohol use disorder or other substance use disorder,
and so they would be at risk for potentially dangerous interactions 49. Clinicians should observe patients for signs
of intoxication and withdrawal.
There is also a risk for prolongation of the QTc interval and other arrhythmias; the risk increases as the
methadone dose increases49.

Comparison To Buprenorphine
In research settings, buprenorphine maintenance (16 mg/day, sublingual tablets) is described as being as
effective as methadone treatment (60 mg/day) for reducing opioid use in addicted persons 67. However, research
shows methadone (or perhaps the clinic structure) has better patient retention 2. Furthermore, individual patients
may respond better to one medication or the other.
•

Like methadone, buprenorphine suppresses cravings for opioids and prevents withdrawal.

•

Unlike methadone, which can only be prescribed by specially accredited opioid treatment programs,
buprenorphine can be prescribed by physicians and qualifying physician assistants and nurse
practitioners in their practices. Essentially, any physician addiction specialist or any physician, nurse
practitioner, or physician assistant with a DEA license to prescribe and a DATA 2000 waiver is permitted to
prescribe buprenorphine.

•

Some patients may do better with office-based treatment, for example, if they had trouble getting to the
clinic every day to pick up their methadone dose. Other patients may need the structure and high doses
provided by a methadone program and may do poorly in less regimented, office-based buprenorphine
treatment.
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NALTREXONE
Naltrexone (Vivitrol®) is given as an injection for the treatment of opioid use disorder and other addictions, most
often to prevent relapse. It is sometimes used after detoxification, as an alternative to methadone or
buprenorphine maintenance, although there must first be a period without buprenorphine or other opioids. For
example, a large study of naltrexone use after enforced abstinence while in prison found that released former
prisoners had better success rates with naltrexone plus counseling and community treatment programs than
controls having only counseling and community programs 69. At long-term follow-up, abstinence rates were similar
to the other FDA-approved medication-assisted treatments for opioid use disorder, buprenorphine, and
methadone.
Naltrexone costs $12,000 to $14,400 per year compared to $4 to 5,000 per year for daily buprenorphine, which
makes it more cost prohibitive to many patients. As with buprenorphine and methadone, most states cover this
treatment under Medicaid.

Similarities With Buprenorphine Include:
•

Like buprenorphine, naltrexone can be administered through an office setting.

•

Like buprenorphine, naltrexone blocks use of illicit opioids.

Advantages Over Buprenorphine Include:
•

Naltrexone injections are given only once per month. However, long-acting forms of buprenorphine are
available and appropriate for some patients.

•

Naltrexone does not cause a physical dependence as does buprenorphine.

•

Naltrexone can be prescribed by any clinician who can prescribe medications and does not require a
waiver to prescribe49.

Challenges And Risks Of Naltrexone Include:
•

Warning about transfer from buprenorphine to naltrexone: To reduce the patient's dependence on
buprenorphine and avoid triggering precipitated withdrawal, patients should be tapered to discontinue
buprenorphine and then abstain from buprenorphine 7–14 days, before starting naltrexone49. The
medication, lofexidine, a non-opioid medication that is FDA approved to treat physical symptoms of opioid
withdrawal and was made available around August 2018, may be employed to help reduce symptoms
during opioid detoxification before starting naltrexone11.

•

Greater risk for overdose if opioids are used, especially near the time for a new dose of naltrexone and
after being on naltrexone for a while. Patients should be educated that they will have lost any tolerance
they built up for higher dose opioids and relapsing and using their old dose could be dangerous.

•

Side effects are experienced by some patients, for example, nausea, dizziness, and injection site
complications. Patients often feel poorly in the first month of treatment.

•

Patients taking naltrexone will require non-opioid pain management for chronic pain. They should wear
bracelets or carry wallet information about their medication so that an anesthesiologist can adjust
analgesia when in hospital.

•

Poor medication adherence is fairly common with naltrexone, and so it is primarily used when adherence
can be enforced49. Using the extended-release injectable formulation helps to some extent with
medication adherence.

•

Naltrexone is not as effective as buprenorphine or methadone at decreasing opioid cravings. 49,70
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Dosing: Oral dosing can be daily or every three days49. Injections of extended-release naltrexone are deep IM in
the dorsogluteal muscle every 4 weeks71. Patients must be cleared of buprenorphine or any opioid for 7 to 14
days before starting naltrexone in order to avoid precipitated withdrawal. Adjunctive medications (clonidine,
clonazepam, trazodone) can be given to manage opioid withdrawal symptoms if needed during the interim
period. The starting protocol involves use of the COWS to assess withdrawal symptoms and test dose(s), as
described in the step-by-step clinical guide for XR Naltrexone 71 available in the resources section of this module.

FYI
Naltrexone may also be used to treat alcohol use disorder72. It does help diminish alcohol cravings to some
extent72.
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DETERMINING WHICH MEDICATION-ASSISTED TREATMENT IS BEST
SAMHSA offers a decision support tool called Decisions in Recovery: Treatment for Opioid Use Disorder that patients
and providers can download to help in choosing the best treatment to meet individual needs. 73 They highlight the
following differences between these medications:

Buprenorphine
•

Who? Consider for people who are best treated in a doctors office including motivation to adhere to a
plan.

•

Risk of overdose? Moderate risk of overdose when used with other drugs especially benzodiazepines and
other sedative hypnotics. Risk is increased with alcohol and other sedative hypnotics.

•

Withdrawal: Unpleasant withdrawal if stopped.

•

Office visits: After starting, typical office visits are monthly.

Methadone
•

Who? Consider for people who benefit from relatively greater structure, have severe or undermanaged
pain.

•

Risk of overdose? High risk of overdose when used with other drugs because it stays in the system fairly
long.

•

Withdrawal: More severe withdrawal symptoms if stopped.

•

Office visits: May have to go to a clinic for daily dose, although there may be some home dosing if the
patient is doing well.

Naltrexone
•

Who? Consider for people who can stop opioid use for the 7 to 10 days needed before starting it. It may
be a good choice for patients who also have alcohol use problems as it is also used as a treatment for
alcohol use disorder.

•

Risk of overdose? Overdose is a concern if opioid use is resumed wile taking it, because some individuals
take high doses to overcome the blocking effect.

•

Withdrawal: Withdrawal is experienced if naltrexone is started too soon after stopping opioid use.

•

Office visits: Injections last around 30 days.

Long-term treatment is recommended for all three medications.

PRACTICE ACTION
Determine if you are going to treat patients with just buprenorphine or whether you will include the option of
naltrexone in your practice. Find and develop a connection with potential referral locations for opioid use
disorder treatments that you do not supply so that you can make a warm referral.
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KEY POINTS
•

Buprenorphine works by blocking the receptors where opioids act.

•

Buprenorphine attaches to opioid receptors thus reducing withdrawal symptoms. However, it does not
produce the same level of euphoria and other addictive effects as opioids because it is only a partial
agonist.

•

Buprenorphine has a ceiling effect which means the risk of overdose is lower than with other opioids.
However, there is still a risk of overdose that is increased when combined with sedative-hypnotics
(especially benzodiazepines), injected, or taken by someone who is opioid naive.

•

Buprenorphine and some sedative-hypnotics have an additive effect when taken together, which may
potentially be fatal. The interaction with benzodiazepines is particularly dangerous.

•

Buprenorphine does have some addictive properties and is sometimes abused. So, the precautions taken
for any addictive substance to avoid abuse and diversion apply.
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SUMMARY
Opioid Classification
•

Opioids are neurotransmitter analogs and have analgesic and addictive qualities, among other effects.

•

Opioids that affect mu receptors are the most important in addiction.

The Neurology of Tolerance, Withdrawal, and Physical Dependence
•

Tolerance is a neurological adaptation in which sensitivity of opioid receptors decreases, requiring
increasingly larger doses for the same drug effects.

•

Opioid withdrawal is a severe flu-like state, with duration and severity depending on drug of abuse and
degree of physical dependence.

•

Dependent individuals who stop or decrease opioid use may go into spontaneous withdrawal.

•

Dependent individuals who take an opioid antagonist may go into precipitated withdrawal.

Pharmacology of Buprenorphine
•

Buprenorphine is a partial opioid agonist. It can be used in the treatment of opioid addiction.

•

As a Schedule III drug, buprenorphine has the potential for abuse, so a thorough understanding of how to
prescribe it effectively and safely is essential.

Buprenorphine Properties:
•

Partial mu agonist and a kappa antagonist

•

Mildly reinforcing, which contributes to effectiveness

•

Long therapeutic half-life

Buprenorphine Pharmacokinetics:
•

Rapidly absorbed through oral mucosa

•

No first-pass metabolism; metabolized primarily in the gastrointestinal tract and liver

•

Partially or totally blocks the effects of abusable opioids, e.g., heroin and oxycodone

•

May precipitate withdrawal if given to a person with mu agonist (e.g., heroin) in his or her system

Side Effects:
•

Generally uncommon when taken as directed

•

Mild and can be managed by lowering the dose or waiting for tolerance to develop

•

Constipation is common; managed with diet changes and medication

•

Implants and subcutaneous injections may be irritated after placement and are palpable and visible and.

Special Precautions, Contraindications, Interactions, Adverse Events
•

Low risk of overdose due to poor bioavailability and ceiling effect; risk increased by injection

•

Combination with CNS depressants, including alcohol, increases overdose risk

•

Drug interactions with benzodiazepines, sedative hypnotics, cytochrome P450 3A4 drugs, antiretroviral
agents, antiseizure medications, and other opioids - interactions include increased risk of overdose and
need for dose adjustment in either direction. Consult current prescribing information.
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•

Special precautions are also indicated with hepatic impairment, compromised respiratory function.

•

Contraindications include head injury or intracranial lesions, hypersensitivity, elevated liver enzymes 3-5X/
severe hepatic impairment, benzodiazepine abuse, alcohol use disorder or high risk, pregnancy (no
combined formulation)

•

Tolerance and dependence develop more slowly to buprenorphine than to full mu agonists.
Buprenorphine's withdrawal syndrome is also less severe.

Abuse Potential
•

Risk for misuse, even in combination with naloxone.

•

Risk of abuse is less than full mu agonists.

•

Still abusable, especially by injection. Combination with naloxone reduces potential for this route of
misuse.

•

As a partial agonist, buprenorphine can precipitate withdrawal in individuals with a highly physical
dependence on opioids or when buprenorphine is mixed with opioid agonists; reducing the risk of
buprenorphine abuse somewhat.
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RESOURCES
42 CFR Part 8 – Medication Assisted Treatment for Opioid Use Disorders
AATOD Guidelines for Using Naltrexone (Vivitrol) in OTPs: Describes alternative treatment for opioid
dependence, Vivitrol (long-acting naltrexone).
Buprenorphine Product Formulations Comparison: Describes the different formulations of buprenorphine for
treatment of opioid use disorder. Includes Brand Names, How Supplied, Dosage, Maintenance Target Dose,
and Instructions for Use.
Common Side Effects of Buprenorphine

: Patient Handout

Drug Interactions: Cytochrome P450 Drug Interaction Table: This table is designed as a hypothesis testing,
teaching and reference tool for physicians and researchers interested in drug interactions that are the
result of competition for, or effects on the human cytochrome P450 system. Clinicians and health care
providers may find an abbreviated clinical table designed for practical use during prescribing more useful.
The table contains lists of drugs metabolized at least in part via specific cytochrome P450 isoforms. It may
not necessarily have large effects on the pharmacokinetics of the drug.
Drug Interactions Between Methadone or Buprenorphine and other Medications: Table of drug Interactions
between methadone or buprenorphine and other medications from a review by McCance-Katz, Sullivan,
and Nallani (2010).
Drug Interactions Checker: This website provides a "Drug Interactions Checker" that explains drug interactions.
Furthermore, the significance level of the drug interaction is classified as major, moderate, or minor drug
interactions. You can also check for food/lifestyle and disease interactions.
DSM 5 Criteria for Opioid Withdrawal: Lists the clinical criteria for opioid withdrawal.
Monitoring of liver function tests and hepatitis in patients receiving buprenorphine/ naloxone: This web page
provides brief recommendations for monitoring patients undergoing buprenorphine treatment using liver
function tests, and the proper actions to take if a patient develops hepatitis.
Opioid Overdose Prevention Toolkit: Includes several resources: Facts for Community Members; Essentials for
First Responders; Safety Advice for Patients; Information for Prescribers; and Resources for Overdose
Survivors and Family Members
PCSS-MAT Guidance: Clinically Relevant Drug Interactions of Buprenorphine or Methadone with Other
Frequently Prescribed Drugs: Guideline document discussing interactions between buprenorphine and HIV
medication.
PCSS-MAT Guidance: Management of Psychiatric Medications in Patients Receiving Buprenorphine/ Naloxone:
This document describes how to manage medications for co-occurring psychiatric disorders in a patient
receiving buprenorphine.
Schedule of Opioids : A table showing the schedule of opioids.
Side Effect Management

: A table describing the management of side effects.

Sublocade: Highlights of Prescribing Information
Suboxone Prescribing Information: This provides prescribing information for Suboxone sublingual film and
includes information on indications, dosing, contraindications, adverse reactions, drug interactions and use
in specific populations.
Suboxone Prescription Guide: Medication guide for Suboxone
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XR-Naltrexone: A Step-by-Step Guide: This step-by-step guide provides medical professionals a clear clinical
plan from patient history intake to follow-up visit after administering XR-Naltrexone injections.
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Goal
To prepare the learner to select the formulation of buprenorphine that is best for each individual
and provide relevant patient education when treating patients with opioid use disorder.

After completing this module, participants will be able to:
•

Explain how buprenorphine works to patients including effects on craving physical
dependence.

•

Distinguish the clinical uses of the different forms of buprenorphine, including which can
be used to initiate treatment and which offer extended release of the medication.

•

Consider variations in dosage for the different forms of buprenorphine when establishing
a patient’s dose.

•

Describe for patients other characteristics of the different formulations of buprenorphine
that might affect their preference of which one to take.

Professional Practice Gap
Providers need to understand the pharmacology of opioids and buprenorphine so they can safely
and effectively treat their patients with opioid use disorder. TIP 40 1 devoted an entire chapter to
the pharmacology of opioids and specifically buprenorphine, including its safety and effectiveness
for the treatment of opioid use disorder, demonstrating the importance of this topic for providers
planning to prescribe buprenorphine 2. The FSMB Model Policy for DATA 2000 described specific
requirements for prescriptions and that the provider educate the patient adequately 3.
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CASE PRESENTATION
Mr. Samuels: Recommending Buprenorphine Treatment
Mr. Samuels is dependent on oxycodone that he started taking for a back injury
that’s now completely healed. He has returned to your office with withdrawal
symptoms. After assessing him to have opioid use disorder, you bring up the
possibility of buprenorphine treatment to address his physical dependence.

Patient Interview
Provider: There is a medication, called buprenorphine, that will allow you to stop
taking oxycodone without experiencing the side effects.
Mr. Samuels: How is that better than if I just keep taking oxycodone?
Provider: Buprenorphine is actually an opioid, too, but it only works partially like the opioid you are trying to quit. So, it
will prevent you from experiencing withdrawal symptoms even though you stop taking other opioids. It doesn’t have
most of the negative effects of being addicted to opioids.
Mr. Samuels: I sure would like to get to the point that I don’t need oxycodone. But would I need to keep
increasing the dose to avoid withdrawal, like I did for oxycontin?
Provider: You wouldn’t need increasing doses. Most people stay on the same dose indefinitely.
Mr. Samuels: Indefinitely? So I’d have to stay on it? Would I have withdrawal symptoms if I stopped?
Provider: Yes, you would experience withdrawal if you stopped it. Not as severe as with oxycodone, but significant. Most
people do better if they continue to take it.
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FORMULATIONS
How Buprenorphine Is Supplied
Buprenorphine is manufactured in formulations containing only buprenorphine or combined with naloxone. The
following formulations are available for treating opioid addiction:
•

Buprenorphine/naloxone combination for treatment of opioid use disorder

•

Monotherapy buprenorphine for treatment of opioid use disorder, including long-acting subdermal
implant and subcutaneous injectable forms

Other formulations of buprenorphine are available for treating pain.
FSMB guidelines for buprenorphine treatment recommend that patients receive and understand the Medication
Guide for the formulation of buprenorphine that they are prescribed 3.
SAMHSA recommends basing the selection of a buprenorphine formulation for the individual patient on what is
more cost-effective and most appropriate for them 2.

Oral-via Sublingual Or Buccal
Buprenorphine/naloxone tablets or film are the formulations have been the most widely used to treat opioid use
disorder.
Patients dissolve it alongside naloxone sublingually or through the buccal mucosa, depending upon the product
used. It is rapidly metabolized and has low bio-availability if swallowed, decreasing potential for diversion 4.
Sublingual combination therapy films or tablets (using the former Suboxone® formula) produced a peak
concentration of 82% of the solution after 7 days. Sublingual buprenorphine/naloxone serum concentrations are
~3.37 ng/mL.5,6

Subdermal Implants
A buprenorphine subcutaneous implant is available for moderate to low dose maintenance (8 mg or lower).

Subcutaneous Injection.
A monthly injectable form is available for patients having been stabilized for at least 7 days on submucosal
buprenorphine. Injectable buprenorphine concentrations for the 300 mg dose was 6.54 ng/mL, and for 100 mg it
was 3.21 ng/mL7.

Monotherapy, Buprenorphine Without Naloxone
"A reasonable and recommended alternative to methadone for pregnant women" 37. Evidence for the use of
combination buprenorphine-naloxone in pregnancy was considered "insufficient.” However, many pregnant
women have been treated successfully with buprenorphine. Sublingual monotherapy tablets produce peak
concentrations of 62% of the solution after 7 days 8.
The value of 62% vs. 82% above for the combination form suggests that naloxone increases the availability of
buprenorphine in the body, which supports the use of combination buprenorphine/naloxone in office-based
opioid treatment. The combination formulation is now used with nearly all patients, with few exceptions
(pregnant patients and those with naloxone allergies).
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BUPRENORPHINE/NALOXONE COMBINATION
Naloxone, an opioid antagonist, is added to reduce abuse by injection. It has little effect on the action and efficacy
of buprenorphine when taken as intended 4. Injecting this buprenorphine formulation reduces effects and may
precipitate acute withdrawal in dependent individuals 9.
The combined buprenorphine/naloxone formulation is 4 parts buprenorphine and 1 part naloxone (a mu opioid
antagonist)10.
Buprenorphine/naloxone is available in several forms (tablet, film). Formulations taken by mouth also vary by
where they are placed in the mouth (sublingual vs. buccal), dosage (small differences), time to dissolve and be
absorbed through oral mucosa, and flavor.
•

The buprenorphine/naloxone combination is preferred over buprenorphine monotherapy when taken via
the mouth in almost all situations (except pregnancy and lactation).

The combination formulation has been the standard of care in the U.S. because, by containing naloxone, it is
thought to be less likely to be abused 11. However, much of this research involved IV heroin users and fewer
people with prescription opioid use disorder, which is more prevalent today. The combination form is still abused.
•

Available in brands sublingual Zubsolv® tablets, Suboxone® sublingual film, buccal Bunavail™, generics

Abuse Deterrent

Decrease In Injection Misuse Potential
Both buprenorphine monotherapy and combination buprenorphine/naloxone are misused and diverted.
However, the combination formulation is less often misused via injection than the monotherapy formulation 12.
Naloxone has excellent bio-availability when injected and blocks the euphoric and rewarding effects of
buprenorphine when injected. However, naloxone has very poor bioavailability when taken sublingually or orally,
so film and tablet formulas are still abused. Furthermore, naloxone's aversive effects last only about 20 to 30
minutes, after which buprenorphine's reinforcing effects would be felt, and so the combination formulations are
sometimes injected.
A survey of 543 opioid substitution clients in the New England area over an 8 year period 12 found that:
•

Reports of weekly or more injection of prescribed medication by combination film
buprenorphine/naloxone clients were fewer than by monotherapy clients (3% vs. 11%, 95% CI).

•

Injecting buprenorphine/naloxone film and tablets were reported at similar rates, but the proportion of
film doses injected was lower.

•

Among clients who were injection drug users, buprenorphine monotherapy injection levels were higher.

Consequences Of Injecting The Combination Film Or Tablet
Consequences of injecting the combination film or tablet vary depending on
the severity of the patient's physical dependence on opioids:

People Who Are:
•

Dependent on illicit opioids or on most medically used opioid agonists are very likely to go into opioid
withdrawal

•

Maintained on buprenorphine/naloxone are unlikely to go into withdrawal. Buprenorphine has a very high
affinity for mu opioid receptors and is unlikely to be displaced by naloxone. However, the partial agonist
effects of buprenorphine are attenuated by naloxone, which should decrease the desirability of injecting.
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Not physically dependent on opioids will not be affected by naloxone, although the agonist effects of
buprenorphine will be attenuated. This group is the most likely to abuse buprenorphine/naloxone
combination tablets8. Presumably, this applies to the newer buprenorphine film formulation as well.

CAUTION TIPS
•

Tell patients to call 911 for exposure to buprenorphine tablets or film in anyone who is opioid naive.
Respiratory distress may develop later.

•

The packaging for some formulations of buprenorphine may not include child safety measures. Patients
can transfer their medication to containers with safety cap bottles. This issue may be a consideration for
some patients.

Generic Tablets
The 4:1 combination of buprenorphine HCl with naloxone HCl dihydrate was the most widely used form for
opioid addiction for many years 11.
Tablets The generic combination buprenorphine/naloxone tablet is dissolved sublingually, as of March 2013.
•

These tablets are available in 2 mg and 8 mg strengths.

•

Clinicians and patients have found that they can easily cut the tablets. With precision and care, a 2 mg
tablet can yield 0.5 mg doses; the 8 mg tablet can be cut to yield 2 mg doses for precise dosing.

•

Target dosing: The usual maintenance doses in the U.S. for sublingual buprenorphine average 10-16 mg,
but should be individualized. Need for doses over 24 mg should be documented since this approaches the
ceiling and diversion is an issue.

Other Formulations
Buprenorphine/naloxone sublingual tablet (Zubsolv®) has several differences in comparison with other
formulations of combination buprenorphine/naloxone, including that they dissolve more rapidly and have greater
bioavailability which requires lower doses. For example, a 5.7 mg tablet of this formulation is the equivalent to an
8 mg tablet of Suboxone13. Consult the product information.
If a patient is induced on buprenorphine monotherapy, a slight shift to the equivalent dose in switching to other
formulations may be needed. Consult product for conversion information.
We do not advocate any specific form of buprenorphine; the clinician should use their judgment based on the
specific patient.
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COMBINATION FILM
Sublingual Film
•

Suboxone® is a combination of buprenorphine and naloxone in the
form of a thin film.

•

The "film" is dissolved under the tongue and absorbed sublingually.

•

The film:
◦

Is between the size of a nickel and a quarter

◦

Comes in 2 mg, 4 mg, 8 mg, and 12 mg doses

◦

Should not be cut, according to the medication guide

Possible oral side effects associated with the film include: oral hypoesthesia, glossodynia, and oral mucosal
erythema14.

Buccal Film
A buccal buprenorphine/naloxone combination film formulation,
(Bunavail™), is approved by the FDA15. It is described as providing
around twice the bioavailability of other available buprenorphine
combination formulations, which may allow for lower doses. For
example, a 4.2 mg film is equivalent to an 8 mg tablet of
Suboxone15. Product descriptions include a claim that fewer
patients experience the side effect of constipation.

Switching Between Tablets And Film
The sublingual film is clinically interchangeable with buprenorphine plus naloxone sublingual tablets. However, a
slight adjustment in dosage may be needed by some patients. Patients being switched from a combination tablet
to the film, which is also combination, do NOT have to undergo an induction to change formulations.
However, the newer sublingual tablet (Zubsolv®) and buccal film (Bunavail™) 15 do require dosage changes. Product
information should be consulted about switching to these formulations from other formulations.

Unique Diversion Of Sublingual Film
Buprenorphine, in the form of film or crushed tablets, has been smuggled into prisons. For example, it has been
dissolved into children's artwork, placed under postage stamps, and painted on paper including pages in Bibles.
Prisoners tear out the coated paper and chew it in order to absorb the buprenorphine 16.
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EXPLAINING BUPRENORPHINE TO PATIENTS
Example Dialogue
Provider: The buprenorphine/naloxone formulation that your insurance covers is a thin
film that you place under your tongue. It needs to be absorbed directly through the lining
of your mouth, rather than your stomach, so it is important to let it slowly dissolve under
your tongue and try not to swallow.
Mr. Samuels: That's different. I just swallowed the opioids whole.
Provider: Yes, it is different. You will be physically dependent on buprenorphine, but you
will not experience the need for increasing doses as happened with opioids. I want to make sure you understand how it
works because it will help you succeed in this treatment. What questions do you have so far?
Mr. Samuels: How long do I have to take it?
Provider: You will most likely need to take it a long time, possibly even indefinitely. You will be better able to live a
normal life on a stable dose while taking it, instead of the disrupted life you experienced from opioid use disorder.
Mr. Samuels: Indefinitely? So there’s no way to get off it?
Provider: A small minority of people are able to taper off it after a while without returning to opioid use. Because of a
high rate of relapse, I recommend it be done with a lot of long-term support. But that’s far down the road and we can
talk about it more later if it looks like an option for you.
Mr. Samuels: Sounds good.

PRACTICE TIP
FSMB guidelines for buprenorphine treatment recommend that patients receive and understand the Medication
Guide for the formulation of buprenorphine that they are prescribed 3.
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BUPRENORPHINE MONOTHERAPY
Monotherapy Tablets
The buprenorphine monotherapy and buprenorphine/naloxone
formulations have nearly identical effects when used as directed. The
naloxone component is minimally active unless injected.
Recommendations for the clinical use of one are also valid for the
other unless specifically noted otherwise.
Almost all patients should be prescribed the buprenorphine/naloxone
combination if not being maintained on the implant or receiving
injections.
Use of the monotherapy tablets has been discouraged due to
concerns about abuse and diversion; however, combination tablets
are also diverted. Combination tablets should NOT by prescribed to patients who:
•

Are pregnant

•

Have had an allergic reaction to naloxone (rare)11

•

Are being treated in supervised inpatient settings

Patients who meet one of these requirements may be prescribed monotherapy tablets if:
•

They have demonstrated that they can remain substance free

•

Have no evidence of buprenorphine diversion

•

Are stable psychosocially or if they are willing to take buprenorphine only under direct supervision

If these conditions cannot be met, consider whether observed dosing 3 times per week would be sufficient.
Otherwise, an alternative therapy, such as methadone maintenance, may be more appropriate.
Monotherapy, buprenorphine without naloxone is "a reasonable and recommended alternative to methadone a
for pregnant women" 17. Evidence for the use of combination buprenorphine/naloxone in pregnancy was
considered "insufficient." Although there is not much research available, monotherapy is also sometimes used
during lactation.
Note that the implant formulation which is for stable patients in the maintenance phase of treatment who are on
moderate dose, is monotherapy.

Generic Buprenorphine Without Naloxone Abuse and Diversion vs. Decreased Cost
Although generic buprenorphine monotherapy may be less expensive than combination therapy, it appears to
have a higher rate of abuse and diversion. Injecting buprenorphine monotherapy does not cause withdrawal in
users dependent on illicit opioids, because there is no naloxone. A study looking at untreated injection users'
abuse of buprenorphine alone in comparison to buprenorphine in combination with naloxone found that
injection users had a strong preference for the monotherapy version (without naloxone) 18. A large majority of
these users indicated that injecting buprenorphine in combination with naloxone caused a "bad" experience 19.
Additionally, RADARS® found that buprenorphine alone is abused at a much higher rate than the buprenorphine/
naloxone combination products and fetches a higher street price 18.
Weigh the risks vs benefits when deciding which formulation to prescribe to each patient.
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Quiz: Buprenorphine/Naloxone

Which Of The Following Is True Of Buprenorphine/naloxone Combination Tablet Or Film?
(Choose One)
1. Tolerance to combination buprenorphine/naloxone tablets or film develops as quickly as tolerance to full
mu agonists.
2. Withdrawal from combination buprenorphine/naloxone tablets or film is as intense as withdrawal from
full mu agonists.
3. Using combination buprenorphine/naloxone tablets or film does not cause a big "rush."
4. Injecting or inhaling the tablet or film will not cause a high.
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BUPRENORPHINE/NALOXONE QUIZ FEEDBACK
(1) Tolerance To Combination Buprenorphine/naloxone Tablets Or Film Develops As
Quickly As Tolerance To Full Mu Agonists.
Tolerance to buprenorphine is generally milder than for full mu agonists.

(2) Withdrawal From Combination Buprenorphine/naloxone Tablets Or Film Is As Intense
As Withdrawal From Full Mu Agonists.
Withdrawal from combination buprenorphine/naloxone tablet or film is generally milder than for full mu
agonists.

(3) Using Combination Buprenorphine/naloxone Tablets Or Film Does Not Cause A Big
"rush."
Correct. Unlike heroin or methadone, combination buprenorphine/naloxone tablets or film does not cause a big
rush; it is believed that this should reduce buprenorphine's abuse liability.

(4) Injecting Or Inhaling The Tablet Or Film Will Not Cause A High.
Users can get high (albeit mildly) by injecting or inhaling the combination tablet or film. The correct answer is that
combination buprenorphine/naloxone tablets or film do not cause a big rush, unlike heroin or methadone. It is
believed that this should reduce buprenorphine's abuse liability.
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EXTENDED RELEASE IMPLANTS AND INJECTABLES
Advantages of extended-release buprenorphine of implants and injectables include 10,20,21:
•

Ensures long-term compliance with taking medication.

•

Provides steady-state levels of medication in the blood

•

Ensures a consistent dose, whereas absorption through oral mucosa is somewhat dependent on patient
technique

•

Decreases loss of medication, theft, and diversion

•

Advantageous for patients who might have difficulty obtaining their buprenorphine, such as those who
are incarcerated or travel extensively

•

Advantageous for patients who cannot use transmucosal buprenorphine – for example, due to an oral
mucosal condition or lack of dexterity

Disadvantages:
•

These formulations cost more than transmucosal buprenorphine, especially the generic formulation.
Some pharma companies have offered various help to defray costs initially.

•

Specific side effects for each formulation are discussed below.

Buprenorphine Implants

Implants
A subdermal buprenorphine implant, Probuphine®, was
approved by the FDA in May, 201620. It releases a constant,
low dose of buprenorphine into the bloodstream "for
maintenance treatment of opioid dependence."

Implants: Basic Clinical Information20:
•

The implant only is appropriate for selected patients
and in the maintenance phase only: Stable patients
requiring 8 mg per day or less. Clinical trials were
in patients with ≥ 3 months of stability21.

•

The implants consist of small, inch long, solid rods made of a combination of ethylene-vinyl acetate and
buprenorphine.

•

Typically 4 implant rods are placed subdermally in a simple procedure by a physician, usually on the inside
of the upper arm.

•

Placed surgically only by a healthcare provider who has completed the Probuphine Risk Evaluation and
Mitigation Strategy (REMS) live training and certification, which includes specific training to learn how to
insert and remove the implant.

•

Monitoring includes the first week after implantation and no less than once monthly.

•

Each implant placement is effective for 6 months and then must be replaced.

•

For use as "part of a complete treatment program that includes counseling and psychosocial support" 20.
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Implants: Efficacy And Safety Evidence For Implants
Efficacy and safety of implants have been demonstrated in several clinical trials including a 24-week, placebocontrolled study with 163 patients reported in JAMA 10. In a double-blind, double-dummy study, the implant met
the primary endpoint of non-inferiority to sublingual buprenorphine; the responder rate was 96.4% vs. 87.6%
(p=0.034), remaining free from illicit use of opioids was also superior (85.7% vs. 71.9%). 21
One study of patients who were stable on an appropriately low dose of sublingual buprenorphine found that a
group switched to the implant had a lower relapse rate than the randomized control group that continued on
sublingual buprenorphine22. Over 6 months 85.7% in the active implant/sublingual placebo group and 71.9% in
the control, active sublingual buprenorphine/placebo implant group maintained opioid abstinence (hazard ratio,
13.8; 95% CI, 0.018-0.258; P =0.03).
Concerns regarding buprenorphine implants include:
•

Some patients end up needing to supplement their dose from the implant with sublingual buprenorphine.
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BUPRENORPHINE INJECTABLE EXTENDED RELEASE
A subcutaneous injectable form of buprenorphine (Sublocade™) was approved by the FDA in late 2017 and
became available for use in 2018. It is administered subcutaneously by a health care provider as a once-monthly
injection in patients who have been stabilized at an effective dose for at least one week on trans-mucosal
buprenorphine23. The injected medication forms a depot subcutaneously from which the medication is slowly
released over time. Injection by patients is not approved and is, in fact, dangerous because of the risk of
intravenous injection.
Advantages of injectable over implants:
•

Are available in higher doses than is available via implants

•

Do not require a surgical procedure

Disadvantage of injectable over implant:
•

Require monthly appointments

Patient Status Requirements
•

Stabilized dose of a transmucosal buprenorphine for at least 7 days. 24

Dose
•

300 mg is injected one per month for the first 2 months.

•

100 mg are injected each month thereafter for maintenance; this may be increased to 300 mg for some
patients not having enough therapeutic benefit from the lower dose.

•

Everyone gets the same dose, whether they had been on 8 or 16 mg.

•

Obtaining the dose: You may either prescribe it for the individual patient from a certified pharmacy or
become REMS certified yourself and order a supply.

•

Storage: store at 2-8 degrees Celsius (35.6-46.4 degrees Fahrenheit). May be stored in original package up
to 7 days at room temperature prior to administration.

•

Missed doses: Administer as soon as possible with the following dose no less than 26 days later 25,26.

Injectable Side Effects
•

Some patients have reported withdrawal in week 2 or 3 of a monthly injection.

•

Some patients have reported feeling like they are on too much medication.

•

A visible lump is present under the skin of the abdomen and it is larger earlier in the month. It has been
compared to the size of a silver dollar.

Injectable Risk:
Aside from the risks for any buprenorphine formulations:
•

There is risk of an occlusion from an intravenous injection and therefore it should only be injected
subcutaneously and by a qualified health professional.

•

If there are adverse reactions requiring the medication be stopped before the end of the month, the
depot must be surgically removed.

•

Avoid use in patients with QT syndrome26.
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Reduced Risk Of Accidental Exposure And Diversion For Implants And Injections
The buprenorphine implant and the injectable formulations reduce risk of accidental exposure of others to the
patient’s medication supply. It may also help reduce diversion of the medication for recreational purposes by
reducing the supply of single doses available for theft.

Warning
The injectable formulation should only be injected by a qualified healthcare professional. Intravenous injection
could result in serious harm23, as is discussed further under the detailed discussion of this formulation.

Discussing Buprenorphine Formulations With Patient
Name: Mr. Lopez
Age: 50 years old
Reason For Visit: Mr. Lopez requests a buprenorphine prescription. He has been selfmedicating with buprenorphine to reduce his use of hydrocodone and oxycodone.
Patient History: No present pain, but he takes hydrocodone plus acetaminophen at
least once daily, and has done so for five years. He is unable to stop taking them.
Treatment History: About a year ago he was fed up and decided to stop taking hydrocodone. He tried
methadone for just 2 weeks but could not make the daily clinic visit that was required and soon was back to using
up to 15 tablets of hydrocodone a day. He has tried generic buprenorphine sublingual tablets and found that they
worked for him. He’d now like a prescription.
Mr. Lopez: I really like that I don’t have to come to a clinic every day to get buprenorphine like they made me do
at the methadone clinic. You had to prove to them that you could take it on your own and I just didn’t have time
for that. But I’d rather not have to take something every day.
Provider: Once you are stabilized on daily doses of either sublingual or buccal buprenorphine, we could switch you to a
once-monthly injection or an implant in your skin that lasts for months. I took some training which permits me to give
the injections, so you could come here once a month to get it.
Mr. Lopez: The injection sounds better than the implant. I don’t want something under my skin all the time. The
injection sounds better.
Provider: You should know that the injection does produce a small lump under the skin that slowly dissolves over time
releasing the medication.
Mr. Lopez: That sounds okay. Where does it go?
Provider: In the skin of your abdomen.
Mr. Lopez: Oh. I’m not so sure about that. Can you go over all the formulations again?
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BUPRENORPHINE FORMULATIONS COMPARISON
Products:
Suboxone® (Sublingual Film, Reckitt Benckiser)
•

•

•

•

How Supplied (Buprenorphine / Naloxone mg)
◦

2 mg bup./0.5 mg nal.

◦

4 mg bup./1 mg nal.

◦

8 mg bup./2 mg nal.

◦

12 mg bup./3 mg nal.

Induction Dosage Increments (until opioid withdrawal signs and symptoms are suppressed)
◦

Increments/decrements of 2 mg bup./0.5 mg nal. or 4 mg bup./1 mg nal. up to 8 mg bup./ 2 mg nal.
day 1 (in divided doses at around 2 hour intervals)

◦

Day 2, administer up to 16 mg bup./4 mg nal. of sublingual film single daily dose.

Recommended Target Dose for Maintenance
◦

Target Dose: 16 mg bup./4 mg nal. single daily dose

◦

(Range: 4 mg bup./1 mg nal. to 24 mg bup./6 mg nal. per day)

Instructions for Use
◦

Place film under the tongue, close to the base on the left or right side. Must be kept under tongue
until completely dissolved.

Zubsolv® (Sublingual Tablet, Orexo)
•

•

How Supplied (Buprenorphine / Naloxone mg)
◦

1.4 mg bup./0.36 mg nal.

◦

5.7 mg bup./1.4 mg nal.

◦

Dissolves more rapidly, menthol flavor, and smaller tablet.

Induction Dosage Increments (until opioid withdrawal signs and symptoms are suppressed)
◦

•

•

Increments/decrements of 1.4 mg bup./0.36 mg nal. or 2.8 mg bup./0.72 mg nal.

Recommended Target Dose for Maintenance
◦

Target Dose: 11.4 mg bup./2.8 mg nal. single daily dose

◦

(Range: 2.8 mg bup./0.72 mg nal. to 17.1 mg bup./4.2 mg nal. per day)

◦

Conversion Information: One ZUBSOLV 5.7 mg bup./1.4 mg nal. sublingual tablet equivalent to one
SUBOXONE 8 mg bup./2 mg nal. sublingual tablet

Instructions for Use
◦

Tablet should be placed under the tongue until dissolved.

◦

Do not cut, chew, or swallow tablets.
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Bunavail™ (Buccal Film, BioDelivery Sciences International)
•

•

How Supplied (Buprenorphine / Naloxone mg)
◦

2.1 mg bup./ 0.3 mg nal.

◦

4.2 mg bup./ 0.7 mg nal.

◦

6.3 mg bup./ 1 mg nal.

◦

Half a normal dose can achieve the same result as other products, due to twice the bioavailability .

Induction Dosage Increments (until opioid withdrawal signs and symptoms are suppressed)
◦

•

•

Increments/decrements of 2.1 mg bup./0.3 mg nal.

Recommended Target Dose for Maintenance
◦

Target Dose: 8.4 mg bup./1.4 mg nal. per day single daily dose

◦

(Range: 2.1 mg bup./0.3 mg nal. to 12.6 mg bup./2.1 mg nal. per day).

◦

Conversion information: BUNAVAIL 4.2 mg bup./0.7 mg nal.
buccal film equivalent to a SUBOXONE 8 mg bup./2 mg nal. sublingual tablet

Instructions for Use
◦

Wet the inside of the cheek. Hold the film with the text (BN2, BN4, or BN6) facing up and place that
side with the text against the inside of the cheek. Press and hold the film in place for 5 seconds.

Generic Buprenorphine HCl & Naloxone HCl Dihydrate (Sublingual Tablets, Actavis Elizabeth LLC)
•

•

How Supplied (Buprenorphine / Naloxone mg)
◦

2 mg bup./0.5 mg nal.

◦

8 mg bup./2 mg nal.

Induction Dosage Increments (until opioid withdrawal signs and symptoms are suppressed)
◦

•

•

Increments/decrements of 2 mg bup./0.5 mg nal. or 4 mg bup./1 mg nal.

Recommended Target Dose for Maintenance
◦

Target Dose: 16 mg bup./4 mg nal. single daily dose

◦

(Range: 4 mg bup./1 mg nal. to 24 mg bup./6 mg nal. per day).

Instructions for Use
◦

Tablet should be placed under the tongue until it is dissolved.

Buprenorphine Without Naloxone (HCI, Sublingual Tablet, Roxane Laboratories, Inc)
•

•

How Supplied (Buprenorphine / Naloxone mg)
◦

2 mg bup.

◦

8 mg bup.

Induction Dosage Increments (until opioid withdrawal signs and symptoms are suppressed)
◦

Increment/decrements of 2 mg or 4 mg bup.
bup.clinicalencounters.com
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◦
•

•

Buprenorphine Formulations

Up to 8 mg bup. on Day 1 and 16 mg bup. on Day 2.

Recommended Target Dose for Maintenance
◦

Target Dose: 16 mg bup. single daily dose

◦

(Range: 4 mg bup. to 24 mg bup. per day).

Instructions for Use
◦

Put the tablet(s) under your tongue. Let them dissolve completely. While the tablets are dissolving, do
not chew or swallow the tablet. Talking while the tablet is dissolving can also affect absorption.

Probuphine® (Subdermal Implant, Titan Pharmaceuticals, Braeburn Pharmaceuticals)
•

How Supplied (Buprenorphine / Naloxone mg)
◦

•

Induction Dosage Increments (until opioid withdrawal signs and symptoms are suppressed)
◦

•

For use in patients already stable on a low to moderate dose of 8 mg buprenorphine or less per day.
Placed surgically. Replaced at 6 months.

Recommended Target Dose for Maintenance
◦

•

One inch long rods containing buprenorphine

Target dose is 8 mg or less per day

Instructions for Use
◦

Implant is typically placed inside the upper arm, under the skin, for 6 months. Requires specific REMS
training and certification for the physician to insert and remove.

Sublocade™ (Injectable, Invidior)
•

How Supplied (Buprenorphine / Naloxone mg)
◦

•

Induction Dosage Increments (until opioid withdrawal signs and symptoms are suppressed)
◦

•

Not used for induction. For use after patient is stabilized for at least one week on transmucosal
buprenorphine.

Recommended Target Dose for Maintenance
◦

•

Comes pre-filled syringes with a 19 gauge 5/8-inch needle. In 100mg and 300 mg doses. Prescribe for
individual patient and have it sent from a certified pharmacy or become a REMS-certified clinic. Not
dispensed to the patient.

Target Dose: 300 mg monthly for two months, then 100 mg monthly but may be increased up to 300
mg if needed. See product information for details.

Instructions for Use
◦

Once monthly subcutaneous injection by a qualified health care provider after dose stabilized at least
one week on submocosal buprenorphine. Forms visible depot under the skin from which medication
is slowly released over time.
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BUPRENORPHINE FOR PAIN
The transdermal patch (Butrans®), injection (Buprenex®), and a newer buccal film (BELBUCA™) are the
buprenorphine formulations that are FDA-approved for chronic pain control, but NOT opioid use disorder. A
sublingual formula for pain is available in some other countries.
These formulations of buprenorphine are used to manage moderate to severe pain 27–29. They are used for roundthe-clock, long-term pain management rather than as-needed. They are used when alternative pain management
options, such as non-opioid analgesics or immediate-release opioids, are inadequate.
Conversely, use of buprenorphine formulations for treating opioid use disorder to treat pain is considered offlabel use. The formulation specifically for treating pain should be used to treat pain 30.
Like the formulations for treating opioid addiction, the formulations of buprenorphine for treating pain
have the potential for physical dependence, drug interactions, abuse, and diversion. See the specific
product information of each formulation for details.
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KEY POINTS
•

Patient education regarding buprenorphine should include an understanding that they will be physically
dependent on it, should not stop taking it abruptly, and will probably need to take it for a long time
(years).

•

Buprenorphine comes in a number of formulations that vary in route of delivery (absorption through the
oral mucosa, implant, or injection) and, for oral delivery, rate of absorption.

•

Selection of the best formulation for a patient is based on such factors as patient preference, cost and
insurance coverage, availability at the pharmacy, dexterity, and ability to understand and follow
instructions.
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SUMMARY OF BUPRENORPHINE FORMULATIONS
Buprenorphine/naloxone tablets or film are the formulations have been the most widely used to treat opioid use
disorder. A buprenorphine subcutaneous implant is available for moderate to low dose maintenance (8 mg or
lower). A monthly injectable form is available for patients having been stabilized for at least 7 days on submucosal
buprenorphine. Monotherapy, buprenorphine without naloxone is "a reasonable and recommended alternative
to methadone for pregnant women"17. Evidence for the use of combination buprenorphine-naloxone in
pregnancy was considered "insufficient.” However, many pregnant women have been treated successfully with
buprenorphine.

Abuse Potential
•

Buprenorphine has a risk for misuse, even in combination with naloxone.

•

Buprenorphine should be kept in a locked cabinet to avoid risk of accidental poisoning, especially of
children.

•

Buprenorphine does have some addictive properties and is abused and so the precautions taken for any
addictive substance to avoid abuse and diversion apply.

•

Implants and injectable formulations may result in less diversion.

Drugs Characteristics and Additional Comments
Buprenorphine/naloxone combination
•

Preferred formulation for most patients

•

Buprenorphine/naloxone combination is the formulation preferred for most patients to treat opioid use
disorder.

Buprenorphine tablet (swallowed)
•

Formulation not available

•

A swallowed formulation of buprenorphine is NOT available. Instead, it is allowed to dissolve slowly in the
mouth and absorbed through the oral mucosa or slow release versions are implanted or injected.

Naloxone
•

Abuse deterrent

•

Naloxone is combined with buprenorphine as an abuse deterrent.

Buprenorphine monotherapy
•

Formulation used in pregnancy

•

In pregnancy, buprenorphine monotherapy without naloxone is recommended.

Buccal film
•

Greater bioavailability than original buprenorphine formulas

•

The buccal film has greater bioavailability than the original formula and some of the other formulations,
so typically, a lower dose may be needed. Dosages vary by formula and so product information needs to
be consulted.

Buprenorphine implant
•

Reduces diversion and accidental exposure
bup.clinicalencounters.com
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The buprenorphine implant is diversion resistant and reduces risk of accidental exposure.

Injectable buprenorphine
•

Not used for induction

•

Patients should be stabilized on submucosal buprenorphine for 7 days prior to being transferred to longacting injectable buprenorphine.

Buprenorphine for Pain Control
•

Patch

•

Not to be used for the treatment of opioid addiction.
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RESOURCES
Buprenorphine Product Formulations Comparison: Describes the different formulations of buprenorphine for
treatment of opioid use disorder. Includes Brand Names, How Supplied, Dosage, Maintenance Target Dose,
and Instructions for Use.
Common Side Effects of Buprenorphine

: Patient Handout

Drug Interactions: Cytochrome P450 Drug Interaction Table: This table is designed as a hypothesis testing,
teaching and reference tool for physicians and researchers interested in drug interactions that are the
result of competition for, or effects on the human cytochrome P450 system. Clinicians and health care
providers may find an abbreviated clinical table designed for practical use during prescribing more useful.
The table contains lists of drugs metabolized at least in part via specific cytochrome P450 isoforms. It may
not necessarily have large effects on the pharmacokinetics of the drug.
Drug Interactions Between Methadone or Buprenorphine and other Medications: Table of drug Interactions
between methadone or buprenorphine and other medications from a review by McCance-Katz, Sullivan,
and Nallani (2010).
Drug Interactions Checker: This website provides a "Drug Interactions Checker" that explains drug interactions.
Furthermore, the significance level of the drug interaction is classified as major, moderate, or minor drug
interactions. You can also check for food/lifestyle and disease interactions.
DSM 5 Criteria for Opioid Withdrawal: Lists the clinical criteria for opioid withdrawal.
FDA approves first buprenorphine implant for treatment of opioid dependence: News release regarding
buprenorphine implant for treatment of opioid use disorder.
FDA approves first once-monthly buprenorphine injection, a medication-assisted treatment option for opioid
use disorder: FDA news release announcing approval of once-monthly injection treatment for opioid use
disorder, Sublocade.
FDA approves the first non-opioid treatment for management of opioid withdrawal symptoms in adults:
FDA Drug Safety Information for Providers and Patients: Buprenorphine tablets: Buprenorphine tablets are
approved for the treatment of opiate dependence. Buprenorphine treats opiate addiction by preventing
symptoms of withdrawal from heroin and other opiates.
Medication Guide: Suboxone Sublingual Film (CIII): Patient information sheet on buprenorphine plus naloxone
sublingual film
Medication Guide: Sublocade Injection for subcutaneous use.
Medication Guide: Probuphine implant.
Medication Guide: Zubsolv
Medication Guide: Bunavail
Medication Guides: Other Formulations
Monitoring of liver function tests and hepatitis in patients receiving buprenorphine/ naloxone: This web page
provides brief recommendations for monitoring patients undergoing buprenorphine treatment using liver
function tests, and the proper actions to take if a patient develops hepatitis.
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Opioid Overdose Prevention Toolkit: Includes several resources: Facts for Community Members; Essentials for
First Responders; Safety Advice for Patients; Information for Prescribers; and Resources for Overdose
Survivors and Family Members
PCSS-MAT Guidance: Clinically Relevant Drug Interactions of Buprenorphine or Methadone with Other
Frequently Prescribed Drugs: Guideline document discussing interactions between buprenorphine and HIV
medication.
PCSS-MAT Guidance: Management of Psychiatric Medications in Patients Receiving Buprenorphine/ Naloxone:
This document describes how to manage medications for co-occurring psychiatric disorders in a patient
receiving buprenorphine.
Side Effect Management

: A table describing the management of side effects.

Sublocade: Highlights of Prescribing Information
Suboxone Prescribing Information: This provides prescribing information for Suboxone sublingual film and
includes information on indications, dosing, contraindications, adverse reactions, drug interactions and use
in specific populations.
Suboxone Prescription Guide: Medication guide for Suboxone
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INDUCTION – INITIATING
BUPRENORPHINE TREATMENT
Goal
To train providers to initiate patients on buprenorphine safely and effectively (induction) through
appropriate preparation of the patient for induction, dosing principles, and responding to
complications that may present during induction.

After completing this module, participants will be able to:
•

Prepare patients to get ready to start taking buprenorphine successfully

•

Demonstrate a thorough understanding of dosing guidelines to start patients on
buprenorphine treatment

•

Titrate buprenorphine dose to address the individual patient's needs

•

Recognize, anticipate, and treat complications of buprenorphine use in your patients
during induction

Professional Practice Gaps
Providers need to be able to prepare patients to start buprenorphine therapy, titrate the dose,
and establish a final dose. Chapter 4 of TIP 40 1, later guidelines2, and the FSMB Model policy3
describe this process in detail.
The FDA has produced an Appropriate Use checklist to follow for each patient that helps you make
sure you follow the REMS guidelines for the medication with each patient. Items in the checklist
pertaining to induction are explained in this training.
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INDUCTION STAGE OVERVIEW
During induction, buprenorphine is started. Many providers conduct induction in-office because it requires a
higher degree of attention and monitoring than later treatment.

Goal Of Induction:
Start buprenorphine treatment when the patient is in an appropriate state of withdrawal and to find your
patient's ideal daily dose of buprenorphine
The patient should be in withdrawal as they take the first dose. This will avoid triggering severe withdrawal and
also allow the titration of dose to an effective level for abstinence. The ideal daily dose minimizes both side effects
and drug craving.
For most of your patients with opioid use disorder:
•

The daily dose is 12 to 16 mg* buprenorphine/day

•

Use the combination naloxone plus buprenorphine film or tablet

•

Induction usually takes 2 to 4 days to complete

*Doses were established with the original Suboxone® sublingual tablets. Adjust dosage for the formulation you
are prescribing.
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SCHEDULING OFFICE VISITS
Induction Day 1
It is helpful to allow a 2-4 hour window on the first day of
induction. After the initial dose of buprenorphine, you should
monitor the patient for 1-2 hours and give an additional dose if
withdrawal symptoms return. Consider follow-up with a phone call
after the patient goes home. As you get more comfortable with the
medication, the observation period will become more abbreviated.

Induction Day 2
On the second day, many patients will need a higher dose and will wake up in withdrawal, which is a reason to
plan for a 2nd day induction phone call or visit dosing first thing in the morning. The second day of induction may
take several hours as you increase the dose again and wait to see if withdrawal symptoms appear. Updated
PCSS_MAT guidelines say that day two monitoring and advising may happen by phone 4. However, consider
that some patients may benefit from in-person structure and guidance.

Stabilization
Ideally, there would be another appointment in 3-4 days 4.

Maintenance
After a maintenance dose is established, you should see patients weekly during the first month of treatment to
monitor their toleration of the medication, their medication adherence, psychosocial stability, drug use, and
adherence to counseling or recovery group involvement. Consider seeing them more frequently at first if they are
high risk for relapse (many episodes of previous relapse, poor social support, mental health problems, etc.), have
cognitive problems, have an atypical response, or have a particularly strong physical dependence. You should
emphasize that treatment for opioid dependence involves more than just taking a pill.

PRACTICE ACTION
While conducting the pre-induction interview, it can be useful to have the patient describe their withdrawal
symptoms in the order of typical appearance to use for comparison during induction. This information can be
used later, on the day of induction, to predict when the patient will be ready, that is, insufficient withdrawal, to
receive their first dose of buprenorphine.
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PREPARE FOR INDUCTION
Prior Assessment
Elsewhere in the training, the following should have been completed:
•

Screening and Detection of Opioid Use

•

Diagnosis of Opioid Use Disorder

•

Individualized Assessment of the Patient – including opioid use, medical status, other substance use,
comorbidities and other key elements related to proper treatment with buprenorphine

•

Physical and Laboratory assessment

Patient Interaction Steps Before Induction
1. Consent forms and treatment agreements
2. Determine when and where to start induction (clinic vs. home induction)
3. Provide patient education about the induction, stabilization, and maintenance processes
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Case Study – Mr. Rossman Office Visit Prior to Induction
Name: Mr. Rossman
Age: 35 years old
Reason For Visit: Mr. Rossman began taking immediate-release oxycodone 20 mg for
his back and developed moderate opioid use disorder.
For the past year he has been taking 30 mg extended-release oxycodone, but 6 months
ago, his provider tapered the dose and stopped prescribing it. His back has not been a
problem for over a year, but he continues to take oxycodone ER daily getting it wherever
he can. When he considered using heroin because of the difficulty maintaining a supply
of oxycodone, he got scared of becoming a heroin addict and decided it was time to
seek treatment. He came to you for help and together you have determined that he will start buprenorphine
treatment. He is here for his pre-induction appointment and ready for patient education.
Mr. Rossman: So, how does this work?
Provider: You need to stop taking the extended-release oxycodone the day before. I’ll give you a prescription to fill
ahead of time, and I’d like you to bring it with you that day.
Mr. Rossman: I see. So, I just come here and take a pill and go?
Provider: It’s pretty simple, but more involved than that. There are instructions to follow so that you absorb enough of
the medication. You hold it in your mouth while it is absorbed rather than swallow it. We’ll be monitoring your
symptoms and use them to determine the right dose for you. If everything goes well, we’ll probably just have you report
your symptoms by phone the next day and we’ll make a recommendation on how to adjust your dose. Often that is all
that is needed. Then we just see you around a week later to make sure you’re doing okay.
Mr. Rossman: Sounds good.
Provider: Next, I want to talk with you about safe storage and disposal of your medication.
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SAFE MEDICATION STORAGE AND DISPOSAL
A guideline by the AMA (2017) recommends that providers:
•

Talk to their patients about opioid misuse, letting them know that 70% of misused opioids come from
family and friends

Proper storage of medications should start from the beginning and be revisited periodically throughout the
course of treatment. This is to safeguard against potentially
dangerous use by others.
•

Any visitor can steal from a medicine cabinet and so it is
not a good storage place.

•

Individuals not tolerant of opioids can overdose on a
relatively low dose.

•

Risks to children should be emphasized; "Even very brief
exposure to buprenorphine formulations can result in sedation, respiratory depression, cerebral anoxia,
and death"2. Following exposure of even a few seconds, children should receive immediate medical
attention and observation for 24 hours.

•

Proper disposal of medications should also be part of patient education.

•

Document these discussions in the patient record.

Quiz: Informed Consent
An informed consent document discussed with and signed by the patient is a good way to reinforce practice
policies and establish ground rules. Obtaining your patient's informed consent includes the following key steps:
1. Providing sufficient information
2. Your patient being able to process the information
3. Your patient's consent being freely granted

What Are Some Areas Of Informed Consent That Are Unique To Buprenorphine? (Choose
All That Apply)
1. The success rates with weaning off the medication at a future date
2. The anticipated duration of treatment
3. The withdrawal that will be experienced if the medication is discontinued
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INFORMED CONSENT QUIZ FEEDBACK
(1) The Success Rates With Weaning Off The Medication At A Future Date
Correct. It is important to inform patients that success rates of weaning off buprenorphine at a later date are low.

(2) The Anticipated Duration Of Treatment
Correct. The anticipated duration of treatment is a component of informed consent, and the typically indefinite
duration for buprenorphine maintenance is unique to buprenorphine treatment.

(3) The Withdrawal That Will Be Experienced If The Medication Is Discontinued
Correct. Patients will experience withdrawal symptoms if they discontinue buprenorphine treatment and the
sharing of this information is a component of informed consent in this instance. They must understand that they
will be physically dependent on buprenorphine.
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Informed Consent
Written and reviewed informed consent, signed by the provider and patient, should include the following
elements:

Treatment
•

Purpose of the treatment

•

Alternative treatment options, including other medication-assisted treatment (e.g., methadone,
naltrexone) and no medication assistance, and their relative risk for relapse

•

Anticipated duration of treatment

•

The success rates of buprenorphine maintenance and of weaning off buprenorphine at a future date

•

The importance of seeking support from counseling and of a social support system

Medication
•

Name of medication and what it does

•

The mechanism by which buprenorphine treats opioid addiction: That one opioid dependence and
addiction is basically being replaced by another dependence, buprenorphine, but not addiction. As part of
explaining this topic, many of your patients will need an explanation of the difference between addiction,
dependence, and the diagnosis of opioid use disorder.

•

Risks and benefits:

•

•

Dependence on buprenorphine that will develop and withdrawal that would be experienced if it is
stopped

•

The likelihood of relapse if treatment is discontinued

Contraindications, warnings, adverse reactions, side effects, and drug interactions

Confidentiality
•

Your patient's wishes regarding privacy (i.e., who can be told about treatment)

2,3

PRACTICE ACTIONS
1. Document the informed consent in the patient's medical record.
2. Recommend that the patient be accompanied by someone who can help them recall instructions. This is a lot
of information for patients to remember.
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WITHDRAWAL AT INDUCTION
Objectively Assessing Withdrawal
Patient education prior to induction includes describing the target state of withdrawal that is needed before
taking the first dose of buprenorphine. The target level of withdrawal is mild to moderate.
Immediately before induction, use an objective measure – like the Clinical Opioid Withdrawal Scale (COWS) – to
evaluate your patient's withdrawal symptoms. An objective measure is important, for example, because patients
may exaggerate their symptoms to avoid discomfort. When patients have a mild to moderate COWS score of 12
to 16 4, they are ready for the first dose. Some providers go as low as 5 or as high as 24 on the COWS scale, but
ideally > 10. Other withdrawal scales, such as the Subjective Opiate Withdrawal Scale (SOWS) and the Objective
Opiate Withdrawal Scale (OOWS), may also be used.

Scale Components
The COWS measures withdrawal symptoms with observations of the following:
•

Resting Pulse Rate

•

Sweating

•

Restlessness

•

Pupil Size

•

Bone or Joint Aches

•

Running Nose or Tearing

•

GI Upset

•

Tremors

•

Yawning

•

Anxiety or Irritability

•

Goose-flesh Skin

PRACTICE ACTION
Look for objective signs of withdrawal to help confirm reports of subjective symptoms.

Effect Of Opioid Type On Induction
Before induction day, determine the formulation your
patient has been taking, short-acting vs.
long-acting/extended release, because it can affect
induction in several ways. Some opioids, including
fentanyl, oxycodone, and morphine are available in
both formulations. Warn patients that there will be a
limited period of some discomfort from withdrawal
that they will need to tolerate.

Short-Acting Opioids
•

Buprenorphine treatment of dependence on
short-acting opioids differs from treatment of dependence on long-acting opioids in a few ways. Most
patients who present for buprenorphine treatment are dependent on short-acting opioids. Heroin and
bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 9 of 63

Buprenorphine Training Activity
v5.0b [2019-04-01]

Induction – Initiating Buprenorphine Treatment

many abused prescription narcotics are short-acting opioids. Specific formulation prescribing instructions
may differ, for example, SuboxoneTM prescribing instructions recommend only "not less than 6 hours"
since last short-acting opioid use, but recommend moderate withdrawal 5.
•

Abstinence timing for short-acting is 12-16 hours4

Intermediate-Acting
For intermediate-acting opioids 17-24 hours of abstinence is needed 4.

Long-Acting Opioids
•

Due to their longer action, patients on long-acting opioids must start abstaining from their medication for
longer before their induction appointment to evoke withdrawal.

•

Patients may need more "comfort" medicine (e.g., non-opioid analgesics, anxiolytic used sparingly and
very carefully, antidiarrheal agents, antiemetics, antispasmodics) to help with remaining withdrawal after
the first day until a stable daily dose is established.

•

Differences in the activity of these two types of opioids at the mu opioid receptors make precipitated
withdrawal much more likely for long-acting opioids than for short-acting opioids, so treat induction for
long-acting opioids with care.

•

Methadone is a long-acting opioid. Transferring from methadone requires some additional details and will
be covered separately in another module in the section on special patients in this training activity.

•

Abstinence timing for methadone is 30-48 hours 4.

Dosage Guideline
An expert panel developed the following consensus guidelines regarding dosage during induction:
•

Make sure the patient is experiencing objective signs of
withdrawal. Guidelines suggest that withdrawal symptoms
are the more important indicator than a specific number of
hours of abstinence4.

•

The maximum dose for day two, based on this consensus
meeting was described as being between 8-16 mg. Other
guidelines put 16 mg as the maximum dose for day 14 and
suggest that going beyond 24 mg on day two and beyond
gains little clinical effectiveness2.
Should be managed by experienced physicians.

•
•

For patients previously on methadone: Monitor for withdrawal symptoms. If none are present within 24+
hours of last methadone treatment, wait prior to initiation.
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INDUCTION: DAY 1
Before Starting Buprenorphine
When presenting for their first dose, your patients should be in mild/moderate withdrawal, which is a COWS score
(12-16)4.
Confirming and documenting that your patient is in mild/moderate withdrawal before beginning induction will
minimize the risk of precipitated withdrawal. Be honest with your patients about these withdrawal symptoms.
Explain that this is an important step in the induction process and encourage them to wait it out. Having prepared
the patient by going over the symptoms of mild to moderate withdrawal during the induction appointment,
minimizes problems at this step.

PRACTICE ACTION
Have patients being inducted in the office stop at the pharmacy on the way to the appointment to pick up the first
day's doses.

FYI
Remember: Formulations vary. Unless otherwise stated, dosages in this activity refer to the dosages and
pharmacodynamics of generic buprenorphine or buprenorphine/naloxone combinations.

First Doses

Giving The First Dose
Start with a first dose of 4 mg* of the combination film or tablet. You may also start induction using the
monotherapy tablets and then switch to the combination film or tablets after a few days. A lower starting dose of
2 mg* may be used if the patient is not currently physically dependent or uses methadone.
*Doses described were established for the original Suboxone or generic sublingual tablets; use equivalent doses
for other formulations

After The First Dose
The recommendation for observation is to:
•

Keep your patients in the office after the first dose

•

Re-dose in 1-2 hour intervals (Gunderson 1+, Individior 2) with another 2 or 4 mg* buprenorphine if
withdrawal symptoms persist or recur 5,6.

[An earlier recommendation required a half-day of observation.]
After giving the second 4 mg dose, you can:
1. Observe your patients in the office for another 1+ hour and then re-dose if necessary
2. Have patients call in from home an hour later to report withdrawal symptoms
3. Allow patients to use their judgment to determine if they need an additional 4 mg buprenorphine
Maximum first day dose is now 16 mg 4/ previously it was 8 mg1. Some patients do well on a lower dose and
some formulations will require a lower dose, so individualized treatment is important. You should not exceed 16
mg buprenorphine on day one.
*Doses described were established for the original Suboxone or generic sublingual tablets; use equivalent doses
for other formulations
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FYI
Remember: Formulations vary. Unless otherwise stated, dosages in this program refer to the buprenorphine or
buprenorphine/naloxone formulation in Suboxone.

Quiz: Case Study – Mr. Rossman Prior to Induction
Name: Mr. Rossman
Age: 35 years old
Review Of Case: Mr. Rossman is here for a pre-induction visit to treat his opioid use
disorder. He is dependent on 30 mg oxycodone ER/day.
NEXT STEP
During his pre-induction office visit, you describe the level of withdrawal you would want
him to be in at his induction visit.

Which Of The Following Is True Regarding Mr. Rossman's Preparation
For Induction? (Choose All That Apply)
1. He will need to take his last extended-release oxycodone at least an hour before induction so that his
opioid blood levels are high enough at the time of induction.
2. A medical evaluation should include a history and physical; verification of his medications, alcohol use,
and use of illicit drugs; a brief psychosocial assessment; and laboratory testing if there is a history of liver
disease, alcohol, or illicit substance use.
3. Prior to induction, Mr. Rossman should be given a written medication guide for the formulation of
buprenorphine that he will be prescribed.
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CASE STUDY – MR. ROSSMAN PRIOR TO INDUCTION QUIZ FEEDBACK
(1) He Will Need To Take His Last Extended-release Oxycodone At Least An Hour Before
Induction So That His Opioid Blood Levels Are High Enough At The Time Of Induction.
This choice is inappropriate. Opioids should be cleared from his blood, not "high enough." To start buprenorphine
treatment, i.e., induction, the patient needs to be in a state of moderate withdrawal. This will avoid triggering
severe withdrawal and also allow the titration of dose to an effective level for abstinence. Because Mr. Rossman is
taking an extended-release opioid, he must start abstaining from his medication for longer before his induction
appointment to evoke withdrawal, in comparison to a patient who is taking an immediate-release opioid. One
hour will not be sufficient. The time needed for opioid abstinence before induction is likely to be around 24 hours
or more.

(2) A Medical Evaluation Should Include A History And Physical; Verification Of His
Medications, Alcohol Use, And Use Of Illicit Drugs; A Brief Psychosocial Assessment;
And Laboratory Testing If There Is A History Of Liver Disease, Alcohol, Or Illicit Substance
Use.
While the first items in this list are all a part of medical evaluation prior to induction, laboratory testing should be
completed for all patients starting buprenorphine. Lab tests for all patient should include liver function tests,
urine toxicology, pregnancy test for women, and viral serologies for HIV and viral hepatitis.

(3) Prior To Induction, Mr. Rossman Should Be Given A Written Medication Guide For The
Formulation Of Buprenorphine That He Will Be Prescribed.
Correct. Mr. Rossman should be given a written medication guide that is specific for the formulation of
buprenorphine that he will be prescribed, as part of his education prior to induction. Patient education prior to
induction also includes the importance of being in withdrawal at induction, warning about sedating effects and
recommending that he have someone with him to drive him home if induction will be in the clinic, all the usual
components of informed consent including an understanding of the phases of treatment, alternative treatments,
and anticipated duration of treatment, and ideally a written doctor-patient treatment agreement.
Medical evaluations are important for all buprenorphine patients, including, history and physical; verification of
his medications, alcohol use, and use of illicit drugs; a brief psychosocial assessment and laboratory testing are all
a part of medical evaluation prior to induction. Laboratory testing should include liver function tests, urine
toxicology, pregnancy test, and viral serologies for HIV and viral hepatitis.

Quiz: Dose Day 1
Buprenorphine induction should be gradual. The patient's dose should be increased slowly over the course of a
few days.

What Is The Recommended First-day Total Dose (Suboxone Or Generic – Day 1 Of
Induction)? (Choose One)
1. 2 mg/day
2. 4 mg/day
3. 8 mg/day
4. 16 mg/day
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DOSE DAY 1 QUIZ FEEDBACK
(1) 2 Mg/day
The recommended FIRST DAY TOTAL dose is 8 mg buprenorphine (Generic or Suboxone, a little lower for other
formulations) but many providers prescribe up to 12 mg total on the first day. And some patients may do well on
2, 4, or 6 mg.

(2) 4 Mg/day
4 mg is the recommended INITIAL dose (Suboxone or generic, a little lower for other formulations). The
recommended first day TOTAL dose is 8 mg buprenorphine, but many providers prescribe up to 12 mg total on
the first day. And some patients may do well on 2, 4, or 6 mg.

(3) 8 Mg/day
Correct. The recommended FIRST DAY TOTAL dose is 8 mg buprenorphine (Generic or Suboxone, a little lower for
other formulations), but many providers prescribe up to 12 mg total on the first day. And some patients may do
well on 2, 4, or 6 mg.

(4) 16 Mg/day
16 mg (generic or Suboxone, a little lower for other formulations) is the recommended total daily dose of
buprenorphine AT THE END OF INDUCTION, not day 1. The recommended FIRST-DAY TOTAL dose is 8 mg
buprenorphine. Many providers prescribe up to 12 mg total on the first day. And some patients may do well on 2,
4, or 6 mg.
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Evaluating Dosing
When the patient is not exhibiting withdrawal symptoms and does not feel cravings for opioids, you may have
established the daily dose – let your patient go overnight without additional doses. The next day, evaluate
whether your patient was over-medicated, under-medicated, or medicated appropriately. Examination prior to
the daily dose is important to identify medication status. According to updated PCSS-MAT guidelines
recommended by SAMHSA (2016), this next day evaluation can happen via phone and the next in-office visit is
recommended in 3-4 days4.
•

When your patients are under-medicated, they will experience craving or withdrawal between doses.

•

When your patients are over-medicated, they will experience buprenorphine side effects.

•

When your patients are properly medicated, they will have neither side effects nor craving or withdrawal
between doses.

Waiting Between Doses and Before Going Home
Buprenorphine induction is often uncomfortable for patients because they have to enter into withdrawal before
taking their first dose.
When patients come into the office and are in withdrawal, assess them right away and provide a dose of
buprenorphine so as to keep them from being uncomfortable any longer than necessary. You may also want to
have them get their initial buprenorphine doses from the pharmacy before the induction appointment so there is
no wait time for the medication.

Conducting Induction In Your Office
•

Symptom relief generally occurs in a little over an hour to two hours 4

•

Keep patients in a private room between doses if possible

•

You can provide books, magazines, videos, patient education materials, etc. to help them pass the time

If a separate room is not possible, patients can wait in the general waiting room and should be told to inform staff
immediately if their withdrawal symptoms worsen or return.
Monitor patients for 1+ hours to assess their response to treatment before sending them home 4. Some
programs dismiss the patient when the COWS score goes below 4. Consider following with a phone call later.

Combining Office And Home Induction
Another option for induction is to have your patients come to the office for evaluation of withdrawal symptoms
and to take the initial buprenorphine dose. Then they can leave the office and return home where they can have
some privacy and comfort. You can then ask the patient to come back to the office 1-2 hours later for reevaluation of withdrawal symptoms and another dose of medication. Trustworthy patients could be instructed to
remain home and call into the office if withdrawal symptoms return. If needed, the additional dose can be
approved over the phone.

PRACTICE TIP
The "Appropriate Use" checklist published by the FDA includes "Provided induction doses under appropriate
supervision8." If you do home induction, be sure to consider the patient and the circumstances to assure that this
guideline is fulfilled.
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Quiz: Case – Ms. Sanchez

Meet Your Patient
Name: Andrea Sanchez
Age: 32 years old
Reason For Visit: Ms. Sanchez is having trouble getting off Vicodin®. She saw your name on the
SAMHSA locator list of providers who prescribe buprenorphine in her area.
Present History: Currently takes Vicodin daily. She had surgery for an ovarian cyst three years
ago, and had trouble controlling pain in the weeks after the surgery. She ended up using 10 to 12
Vicodin tablets per day, always ran out too soon, and started looking forward to taking them. She
is a schoolteacher and mother of two.

What Additional Information Would Help You Decide Whether Buprenorphine Treatment Is
Indicated For Ms. Sanchez? (Choose All That Apply)
1. More information about signs of her physical dependence on opioids
2. More information about any current pain
3. Her state of mind
4. What she expects from buprenorphine treatment
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CASE – MS. SANCHEZ QUIZ FEEDBACK
(1) More Information About Signs Of Her Physical Dependence On Opioids
(2) More Information About Any Current Pain
(3) Her State Of Mind
(4) What She Expects From Buprenorphine Treatment
Correct. These items and more are among the information to obtain prior to initiating buprenorphine treatment
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Ms. Sanchez – Further Evaluation

About: Opioid Use Disorder
To discover if she meets criteria for opioid use disorder, you ask Ms. Sanchez whether she has experienced any
withdrawal symptoms and if she feels she is giving up significant work or family time to use or to obtain
hydrocodone/acetaminophen.
Ms. Sanchez: I'm not a junkie, I don't get sick if I stop taking Vicodin®. I do notice that I'm crabby and I'm
sluggish at work if I don't take it. I just can't stand how I feel, so I take one. Then I take more to keep going. My
husband is very supportive and puts up with a lot while I was cutting my dose down, but I haven't told him I'm
still using.

About: Pain
To learn more information about her pain, you ask Ms. Sanchez whether her pain recurs when she reduces her
dosage, if her pain interferes with her work or family activities, or if she has chronic intractable pain.
Ms. Sanchez: I don't have pain anymore, although my hips ache a little after my morning run. I do some
stretches and the achiness goes away.

About: State Of Mind
To screen for depression, you ask Ms. Sanchez whether she has been or is currently depressed, if she has
experienced loss of energy, or has feelings of hopelessness. You also ask what it means when she says she can't
get through the day.
Ms. Sanchez: I just love my family and my life. I was in therapy for years, but I don't need therapy. Of course, I
get tired since I have kids and a busy job. Yes, I do notice that when I take Vicodin® I feel more energy and I'm
nicer. Don't worry, I'm not depressed, and I'm certainly not suicidal or anything.

About: Treatment Expectations
To learn what she expects from buprenorphine treatment, you ask Ms. Sanchez if she would be able to
participate in the counseling and monitoring necessary to treat addiction. It is crucial to determine whether her
request for buprenorphine is actually for treatment of her opioid use disorder, or whether it is really part of drugseeking behavior (i.e., just another way to get a prescription for an opioid), whether she expects that
buprenorphine will magically dissolve her addiction.
Ms. Sanchez: I just want to get rid of this addiction. When I was drinking, I just decided to stop, and I did. I've
been in AA ever since. I thought quitting Vicodin would be like that, but it wasn't as simple. I heard that
buprenorphine will help you get off opiates. I don't need any more therapy since I was in therapy for years. Do I
really need a urine test? I'm not a junkie. I told you what I'm taking.

Ms. Sanchez – Additional Concerns
Ms. Sanchez seems to meet the criteria for buprenorphine treatment. However, her
case should be examined a bit more closely first.
Before prescribing buprenorphine, it is important to examine the reasons why Ms.
Sanchez may be having trouble stopping her use of hydrocodone/acetaminophen. Also,
it is important to examine her motivation and pre-conceptions about addiction
treatment. On the surface she appears to be addiction-savvy, having gone to AA.
However, on closer inspection, she is resisting counseling and testing. She has
superficial expectations about buprenorphine, considering it a way to simply eliminate
her opioid use problem.
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She does not have chronic pain currently and does meet DSM 5 criteria for opioid use disorder*. She may or may
not have underlying depression. It would certainly be something to evaluate further if she continues to use
hydrocodone/acetaminophen or other opioid even when the addiction is properly addressed.
In spite of flowery statements about family and work, she is not finding her husband fully supportive at this point.
These "wonderful" parts of her life may actually be stressful and triggers to use. It could be helpful to have her
name individuals who will be her support system when she stops using.
*Review of the diagnosis, opioid use disorder: The DSM 5 diagnosis, opioid use disorder, requires a minimum of
two criteria for a diagnosis9. A patient who meets 2-3 criteria has a mild case, 4-5 moderate, and 6-7 severe.

Quiz: Ms. Sanchez – Induction Dose
Preparing for Induction
You review the treatment options with Ms. Sanchez, including psychosocial components of addiction treatment.
You explain that at such a low dose of hydrocodone/acetaminophen, she may be able to discontinue opioids with
few physical problems, but she needs some support to carry this out. You discuss the requirements of your officebased buprenorphine treatment with Ms. Sanchez, which includes at least one counseling session with a
physician assistant. Together you decide to try to first stabilize her medically on buprenorphine, so she can stop
her Vicodin® use. She reluctantly agrees to the counseling session and a urine drug screen.
You go over patient education with Ms. Sanchez and review the patient-provider treatment agreement for her to
sign.
You perform a urine drug test and upon receiving the results instruct her on correct usage of the Suboxone® film
(e.g., holding the edges).
Ms. Sanchez will start home induction the next day.

What Should Be Ms. Sanchez's Initial Buprenorphine Dose, Considering That She Is
Dependent On A Relatively Low Dose Of Opioids? (Choose All That Apply)
1. 2 mg
2. 4 mg
3. 8 mg
4. See if she can get through Day 1 without buprenorphine; she may not really need it
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MS. SANCHEZ – INDUCTION DOSE QUIZ FEEDBACK
(1) 2 Mg
This is one possible option. Most prescribers start with a 4 mg dose on Day 1; however a low level of physical
dependence is an indication for starting with 2 mg. If started with 4 mg, Ms. Sanchez may not need another dose
increase on Day 2.

(2) 4 Mg
Correct. This is the usual recommended first dose for Day 1. Ms. Sanchez may not need another dose increase
on Day 2.

(3) 8 Mg
This is not the best answer. Start with a 4 mg dose on Day 1. 2 mg also may work as an initial dose with
increments of 2 mg. With 4 mg starting dose, she may or may not need a dose increase on Day 2.

(4) See If She Can Get Through Day 1 Without Buprenorphine; She May Not Really Need It
This is not the best option. She shows signs of being physically dependent and has struggled in past attempts to
cut back without buprenorphine. For home induction, she could wait for her subjective (psychological) withdrawal
symptoms to appear (craving, vague irritability, fatigue) before self-administering the first dose. It isn't clear
whether 2 mg or 4 mg dose increments are best
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PATIENT INSTRUCTION
Patient Education About Induction and Ongoing Treatment
Review patient education in detail before induction day and repeat the key points on induction day. Follow a
checklist to assure that all patient education points are reviewed with all of your patients. (See: Appropriate Use
Checklist, under Resources)
The following patient education points are important to emphasize before induction and again on induction day:
1. Be in withdrawal at induction: Advise your patients not to use opioids for the appropriate amount of
time to be in withdrawal at induction in order to prevent precipitated withdrawal. This may be 12 to 24
hours for many opioids and potentially longer for long-acting opioids. Patients often know the timing from
experiences with running out of the drug they take.
2. Come with a driver: Recommend your patient get a friend/family member to drive them home when
doing clinic-based induction.
3. Review medication guide: Provide your patients with a written Medication Guide that is specific for the
buprenorphine formulation you will prescribe.

Patient Instruction On How To Take Buprenorphine

Review Key Patient Education Points
Remind patients of key points relevant to successful induction covered the day of induction. These include:
•

The possibility of taking recommended comfort medications for residual withdrawal symptoms or
requesting additional comfort medications as needed

•

Taking doses as directed; not taking a dose on their own unless this has been carefully explained and
authorized by you

•

Reminders of the importance to abstain from the opioid they were using and other substances

Tips For Taking Buprenorphine Sublingually
There is a specific approach to sublingual administration that will
improve absorption of buprenorphine.
Below are some tips you can provide to your patients when taking
sublingual buprenorphine. Advise patients that:
•

Each buprenorphine tablet or film will take some time to dissolve
under their tongues, but the film dissolves more quickly than
generic tablets.
•

The mean time for generic tablets is 7 to 12.4 minutes; the mean time for Suboxone®* film is 5 to
6.6 minutes; the relatively newer, smaller, sublingual tablet, Zubsolv® and the buccal film,
Bunavail™, dissolve faster.

•

With the buccal film formulation, two films can be applied in their mouths simultaneously, one
inside each cheek.

•

They should grasp the film by the edges and place under their tongues at the base, just to the side of the
center.

•

While the medication is dissolving, they should not talk, drink, or swallow.
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•

While the tablet is dissolving, they will salivate a lot, so they will need to tilt their heads forward to avoid
swallowing the saliva.

•

Suggest rinsing their mouths or eating a mint prior to taking buprenorphine to help with the taste.

•

Patients with higher buprenorphine doses might find it more comfortable to take their medication
sequentially rather than all at once.
•

A film can be placed on the left and right base of tongue; if a third film is needed, it should be
taken after the first two films have dissolved.

•

Your patients should not try to take more than two tablets at one time.

*We are using brand names since there is a difference in the product that is not reflected in the generic name. We
are not advocating one brand or the other.

Sedating Effects
Sedation effects are most obvious in early stages of treatment (induction, titration of dose). 2
•

Use caution with psychomotor activities (e.g., driving a car).

•

Instructions to avoid other sedating medications and alcohol are particularly important in this phase.

PRACTICE TIP
Some patients crush the tablets and pour them under their tongue to speed absorption. This approach is not
listed as a method of administering buprenorphine, but it has become popular in inpatient settings due to easier
monitoring and assuring that patients take their medication 10.

Quiz: Mr. Rossman Induction: Day 1
Mr. Rossman
Age: 35 years old
Summary To Date: Mr. Rossman presents for day 1 of buprenorphine induction. He has
moderate opioid use disorder and is dependent on extended-release oxycodone. He
presented for his induction appointment with mild withdrawal and when symptoms were
mild to moderate, was given an initial dose of buprenorphine.
Next Step
Mr. Rossman has been given an initial dose of 4 mg and remained the in office. After one hour, you re-evaluate
him and he feels better, but is still experiencing some withdrawal symptoms.

What Is The Correct Next Dose (still On Day 1 Of Induction) To Give Mr. Rossman In Order
To Reduce His Withdrawal Symptoms? (Choose One)
1. 2 mg
2. 4 mg
3. 6 mg
4. 8 mg
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Mr. Rossman Induction: Day 1 Quiz Feedback

(1) 2 Mg
This is a little low. While gradual increase is advisable, subsequent doses of buprenorphine should be increased
by 4mg until withdrawal symptoms are reduced or maximum dosage is met.

(2) 4 Mg
Correct. The dosage should be increased by 4mg until withdrawal symptoms are reduced or maximum dosage is
met.

(3) 6 Mg
This is a little high. Gradual increase is advisable; subsequent doses of buprenorphine should be increased by
4mg until withdrawal symptoms are reduced or maximum dosage is met.

(4) 8 Mg
Gradual increase is advisable. Subsequent doses of buprenorphine should be increased by 4mg until withdrawal
symptoms are reduced or maximum dosage is met.
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Medical Management of Remaining Withdrawal Symptoms
After day 1 dosing, a single dose of buprenorphine can be sent home
with the patient for remaining spontaneous withdrawal (withdrawal
from stopping the opioid of dependence) symptoms. Remaining
symptoms can also be managed medically with non-opioid medications.
However, most of the time it is not necessary. Sometimes called
"comfort meds", they are most often needed by patients transferring
from long-acting opioids and include:
•

Anxiolytics (use very carefully and in limited quantities)

•

Non-opioid pain relievers (NSAIDs or acetaminophen)

•

Antidiarrheal agents

•

Antiemetics

•

Antispasmodics
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INDUCTION: DAY 2+
Evaluating your Patient on Day 2
On the second day, evaluate your patient's response to the first day's dose.
•

If your patient was over-medicated at the end of the first day, decrease
the dose.

•

If your patient experienced withdrawal symptoms or opioid cravings
after leaving the office on the first day, increase the dose.

In most cases, you can do patient monitoring over the phone on day 2 4. When your patient leaves the office at the
end of day 1, schedule a time to talk to your patient first thing the following morning.
Then ask a series of questions to gauge how your patient is feeling and to determine if the dose needs to be
adjusted6:
•

How are you feeling now?

•

How do you feel physically?

•

What did you have for dinner last night? (having a good dinner is indicative of how they felt all day)

•

How did you sleep?

•

Did you eat breakfast yet? If not, why not? (if patient has upset stomach, then patient may be going back
to withdrawal – in which case may need dose increase)

•

Have you had any cravings?

Dosing On Day 2
If your patient reports feeling unwell, then evaluate for withdrawal again and increase the dose by another 4 mg.
So, a patient who took a total of 8 mg (two 4 mg doses) on day 1 and who requires a dose increase would start
day 2 with a 12 mg dose. If symptoms persist after an hour, you can increase the dose by another 4 mg
buprenorphine.
The maintenance dose for most patients is generally in the range of 4 mg to 24 mg buprenorphine 2. Clinical
advantage has "not been demonstrated" for doses higher than 24 mg 2. The required dosage varies. Patients who
were dependent on higher doses of opioids may require a higher daily dose.
Next few days: Many of your patients will be stabilized by day 2, and almost all will be stabilized by day 3.

PRACTICE ACTION
On day 2 be sure to emphasize that, although you are not requiring an office visit, your patients should not adjust
the dose on their own.

Day 3 And Beyond
Repeat the same protocol for dosing on day 3.
•

Start the day with a phone appointment

•

Evaluate cravings and withdrawal

•

Determine if a dose increase is needed
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You can safely prescribe up to 32 mg/day, but there is a ceiling effect around 16 mg and higher doses will do little
to decrease cravings. Patients who insist on a high dose should be re-evaluated at the time of induction and/or
monitored throughout treatment for diversion.
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Ms. Sanchez – Stabilization
Patient: Ms. Sanchez
Recall Ms. Sanchez who completed home induction for opioid use disorder related to dependence on
a low dose of Vicodin.
Most likely Ms. Sanchez will be maintained on at least 8 mg. Because she is dependent on such a low
dose of hydrocodone/acetaminophen, her physical withdrawal symptoms may be minimal. Instead,
she could wait for her subjective (psychological) withdrawal symptoms to appear (craving, vague irritability,
fatigue) before self-administering the first dose.
Ms. Sanchez took two 4 mg doses on day 1, as guided, and did not experience any physical or psychological
cravings in subsequent days. On day 2, she continued to do well at the same total dose of 8 mg, so she was
stabilized on an 8 mg dose.
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CASE EXAMPLE – MR. ALLEN
Patient: Mr. Allen
You are preparing to treat Mr. Allen for dependence on heroin (a short-acting opioid).

Prior To Induction Day
After consultation, you decided that Mr. Allen is a suitable candidate for
buprenorphine treatment. You meet with him the day before you plan to begin
induction. You impress upon him that he needs to be in mild/moderate opioid
withdrawal before beginning buprenorphine treatment (COWS score of around
12 to 16) and, therefore, should abstain from heroin for around 12 to 16 hours
before beginning treatment. You also explain that there is a risk of greater
discomfort and the treatment not working properly if he comes to the first
induction appointment and is not in withdrawal.

Induction, Day 1
Mr. Allen shows up on time for his appointment the following day. He affirms that he has not taken heroin in 12
hours. Your patient's behavior and physical signs are consistent with someone in mild/moderate opioid
withdrawal (COWS = 12).
•

You go ahead and give Mr. Allen his first 4 mg dose of medication, sublingual Suboxone® film. You advise
him not to talk or swallow until the medication is all gone. You check under his tongue to make sure it is
completely gone and ask him to remain in the office for monitoring for an hour or so.

•

After 30 minutes, Mr. Allen reports that he is beginning to feel relief from withdrawal, but he still reports
(and shows signs of) being under-medicated. His COWS is reduced to 9.

•

After 60 minutes, it is clear that while Mr. Allen has responded further to the buprenorphine, he is still
under-medicated. He continues to show signs of withdrawal (a little flushing and slightly elevated pulse).
Upon questioning, he confirms that he feels calmer but still feels some mild flu-like pain and stomach
cramps of withdrawal (COWS=5). Accordingly, you give him an additional 4 mg dose. Following this dose,
Mr. Allen leaves the office.

•

Mr. Allen calls an hour later and reports that all symptoms are resolved except some mild generalized
pain (COWS=1) so you do not recommend an additional 1st-day dose. You recommend he take
acetaminophen (500 mg) if needed and call your office in the morning.

Quiz: Mr. Allen Induction Day 2
After induction on Day 1 with a dose of 8 mg, Mr. Allen calls the office for dosing at the scheduled time on the
morning of Day 2. His withdrawal symptoms have increased a little from the previous evening. The physician
assistant confirmed that Mr. Allen did not take any heroin and other opioids overnight and reminded him of the
importance of being candid. Your evaluation confirms he still has some minor withdrawal symptoms (COWS is 34).

What Dose Changes, If Any, Would You Make At This Time? (Choose One)
1. No additional buprenorphine needed. Have him take his day 1 dose of 8 mg and call in 1-2 hours.
2. Add 4 mg for a total dose of 12 mg and ask him to call back in 1-2 hours.
3. Add 8 mg for a total dose of 16 mg and ask him to call back in 1-2 hours.
4. Add 12 mg for a total dose of 20 mg and ask him to call back in 1-2 hours.
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Mr. Allen Induction Day 2 Quiz Feedback

(1) No Additional Buprenorphine Needed. Have Him Take His Day 1 Dose Of 8 Mg And Call
In 1-2 Hours.
Mr. Allen needs additional buprenorphine from his day 1 dose of 8 mg. Leaving the patient with withdrawal
symptoms is likely to lead to relapse.

(2) Add 4 Mg For A Total Dose Of 12 Mg And Ask Him To Call Back In 1-2 Hours
Correct. Because of his continued withdrawal symptoms, Mr. Allen needs additional buprenorphine. Increments
of 4 mg are recommended.

(3) Add 8 Mg For A Total Dose Of 16 Mg And Ask Him To Call Back In 1-2 Hours
Because of his continued withdrawal symptoms, Mr. Allen needs additional buprenorphine from his day 1 dose of
8 mg. The goal is to titrate him to the lowest dose needed to prevent symptoms and return to opioid use.

(3) Add 12 Mg For A Total Dose Of 20 Mg And Ask Him To Call Back In 1-2 Hours
Because of his continued withdrawal symptoms, Mr. Allen needs additional buprenorphine. However, increments
of 4 mg are recommended. The goal is to titrate him to the lowest dose needed to prevent symptoms and return
to opioid use.
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Mr. Allen – Days 2 and 3

Induction, Day 2 (continued)
As described in the previous quiz, on Day 2, Mr. Allen called the office
with some increase in withdrawal symptoms, from the previous night, a
COWS score of 3-4. He had not had any other opioids since before
starting induction. After evaluating him and confirming some withdrawal
symptoms, you prescribed Mr. Allen a 12 mg dose (8 mg dose
established on Day 1, plus an increase of 4 mg) and ask him to call in
around an hour.
A short time later, Mr. Allen felt much calmer and most signs of withdrawal appeared to have abated or
disappeared. Mr. Allen called after an hour saying he does not feel like he's about to go into withdrawal anymore.
It appears that you may have found Mr. Allen's daily dose. You tell him to call again after two hours to report how
he is doing, which he does and reports no problems.

Induction, Day 3
The next morning (induction day 3) you re-evaluate Mr. Allen via phone. He reports no problems with withdrawal
symptoms and that he is not aware of drug craving. He says that he "feels good". He also reports that he went to
a support group the night before and that it went "really well." It appears that you have found a therapeutic daily
dose for him. You prescribe him a week's worth of buprenorphine at a 12 mg/day dose. He makes an
appointment to meet with you again in 3-4 days for his first follow-up appointment.
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QUIZ: CASE – MS. COLLIER
Name: Yolanda Collier
Age: 47 years old
Reason For Visit: Now that she has grandchildren, Ms. Collier would like to "stop using illegal
drugs." She would like to try buprenorphine.
Medical History: She is currently heroin-dependent. Ms. Collier has a 20-year history of opioid
(heroin) dependence. She also has a history of asymptomatic hepatitis C; her liver function tests
from a year ago showed only mild abnormalities.
Treatment History: She had tried methadone treatment for almost a year, five years ago, but could not maintain
it due to her work and family commitments.
Next Step
During her visit, you learn that Ms. Collier is mentally stable and complete blood tests and learn that her liver
function is unchanged. Otherwise, she is apparently healthy and has a good understanding of buprenorphine
treatment and its benefits. The day before induction, you complete patient education and the written, signed
patient-provider treatment agreement.

What Is The Best Next Step For Ms. Collier? (Choose One)
1. Refer her to a hepatologist for a thorough hepatitis C evaluation
2. Refer her to an opioid treatment program since she has had a period of success with methadone
maintenance in the past.
3. Induct her onto buprenorphine
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CASE – MS. COLLIER QUIZ FEEDBACK
(1) Refer Her To A Hepatologist For A Thorough Hepatitis C Evaluation
This is not the best answer. Ms. Collier's hepatic function test is unchanged. It is a good idea, however, to get Ms.
Collier's consent to allow you to discuss her opioid treatment with her hepatologist.

(2) Refer Her To An Opioid Treatment Program Since She Has Had A Period Of Success
With Methadone Maintenance In The Past.
This is not the best answer. Ms. Collier was maintained on methadone successfully for a while, but ultimately this
treatment approach failed, for a variety of reasons. In some cases, a patient's treatment history makes them an
unlikely candidate for success with buprenorphine treatment, but this does not appear to be the situation in Ms.
Collier's case.

(3) Induct Her Onto Buprenorphine
Correct. If her blood and urine results come back as expected, Ms. Collier seems to be an appropriate candidate
for buprenorphine induction.

Quiz: Ms. Collier – Induction
Prior to Induction: Ms. Collier wants to try buprenorphine and agrees to the terms of your treatment agreement.
She seems committed to getting clean and has a better support system around her than she has in past years.
Together, you decide to induct her onto buprenorphine.
Ms. Collier expresses concern about going into withdrawal; she says she always gets severely nauseated. To treat
this, you prescribe an antiemetic, dolasetron (commonly used, serotonin (5-HT3) antagonist), to start taking an
hour before she anticipates withdrawal symptoms would start.
Induction Day: On induction day, Ms. Collier arrives at your office at 9:00 am. She reports that her last heroin use
was 14 hours ago. She reports chills, nasal stuffiness, and having some difficulty sitting still, although she appears
able to do so. She denies pain or gastrointestinal complaints. She says she is anxious, slightly irritable, and feels a
tremor in her hands, although it is not visible to others. Her vitals are stable (BP 120/70, P 77), pupils are normal,
and she is without diaphoresis, flushing, yawning, rhinorrhea, lacrimation, or piloerection.

How Would You Characterize Her Degree Of Withdrawal? What Is Her Score On The
Clinical Opioid Withdrawal Scale? (Choose One)
1. COWS 2 points: Little to no withdrawal
2. COWS 5 points: Mild withdrawal
3. COWS 14 points: Moderate withdrawal
4. COWS 28 points: Moderately severe withdrawal
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Ms. Collier – Induction Quiz Feedback

(1) COWS 2 Points: Little To No Withdrawal,
(3) COWS 14 Points: Moderate Withdrawal,
(4) COWS 28 Points: Moderately Severe Withdrawal
In scoring the COWS, one point would be added for each of the mild symptoms she has: subjective chills,
restlessness, nasal stuffiness, subjective tremor, and anxiety/mild irritability. This equals a total of five points
which corresponds to Mild Withdrawal (5 to 12 points). She does not have any of the moderate or severe
symptoms that score more points in the COWS, such as piloerection, which is 3 points.

(2) COWS 5 Points: Mild Withdrawal
Correct. In scoring the COWS, one point would be added for each of the mild symptoms she has: subjective chills,
restlessness, nasal stuffiness, subjective tremor, and anxiety/mild irritability. This equals a total of five points
which corresponds to Mild Withdrawal (5 to 12 points). She does not have any of the moderate or severe
symptoms that score more points in the COWS, such as piloerection, which is 3 points.
Discussion: Mild/moderate withdrawal or a COWS score of 12 to 16 is recommended before starting induction
(PCSS-MAT guidelines -4). Ms. Collier should be in at least this level of withdrawal in order to prevent precipitated
withdrawal. Also, it would be better to observe some objective evidence of withdrawal (e.g., diaphoresis, dilated
pupils), rather than rely on subjective symptoms as reported by the patient.
Case: At this point, you express concern to Ms. Collier that her degree of withdrawal is not sufficient and explain
the risk of precipitated withdrawal. You offer her a quiet room in which to wait, but she says she has things to do.
You ask her to return to your office in a couple of hours for induction.
When she returns 2 hours later, Ms. Collier is still experiencing chills, nasal congestion, and mild tremor and now
reports escalating restlessness and anxiety. She also is having mild, diffuse pain and is nauseated. On exam, she
appears more anxious but does not appear to be fidgety. Her pulse is 90, and she is flushed. Her pupils are
moderately dilated. Her exam and symptoms are otherwise unchanged.

Quiz: Ms. Collier

Would You Start Buprenorphine Induction Now? (Choose One)
1. Yes, her withdrawal is adequate to begin the induction.
2. No, withdrawal is not adequate to begin induction.
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Ms. Collier Quiz Feedback

(1) Yes, Her Withdrawal Is Adequate To Begin The Induction.
This is the best option. Currently, Ms. Collier appears in adequate withdrawal to initiate induction. Her score on
the COWS would be a 13, indicating mild to moderate withdrawal:
•

Pulse: 90 (1)

•

Sweating: flushed (2)

•

Restlessness: subjective restlessness but still (1)

•

Pupils: moderately dilated (2)

•

Bone/Joint Aches (1)

•

Runny nose or tearing (1)

•

GI Upset: nausea (2)

•

Tremor: still mild, subjective tremor (1)

•

Yawning: none

•

Anxiety: observable (2)

•

Gooseflesh: none
TOTAL: 13 Mild/moderate withdrawal

(2) No, Withdrawal Is Not Adequate To Begin Induction.
No, this is not the best option. Currently, Ms. Collier appears in adequate withdrawal to initiate induction. Her
score on the COWS would be a 13, indicating mild to moderate withdrawal.
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Ms. Collier – Continue Induction

Initiating Treatment And Assessing Via Phone
Day One
•

You initiate treatment with a 2.8 mg dose of the Zubsolv® formulation of
buprenorphine/naloxone (two 1.4 mg tablets). You chose Zubsolve because
you are concerned about her ability to be patient enough for a more slowly
dissolving formulation. This is similar to starting her with 4 mg of
Suboxone.

•

One hour later, Ms. Collier reports that she no longer is nauseated or
having chills. She is much less anxious and her pain is almost gone. Her
vitals are BP 116/78, P 76, and she is no longer flushed. Her cravings have decreased, but are still present
slightly.

•

You give her an additional 2.8 mg dose prior to leaving the clinic (equivalent to adding 4 mg Suboxone).

•

Later in the afternoon, you speak on the phone, and Ms. Collier reports that she is feeling well, without
withdrawal or cravings. Her total first-day dose was 5.7 mg Zubsolv, the equivalent to 8 mg Suboxone.

Day Two
The next morning you assess Ms. Collier via phone. She is having some cravings and slight withdrawal symptoms.
You increase her dose of buprenorphine to 8.5 mg (equivalent to 12 mg Suboxone). She reports feeling good for
the rest of the day. She does not need another dose increase.
Day Three
She awakes on Day 3 feeling good. She calls the office reporting no cravings or withdrawal symptoms, so you
have established her daily dose of buprenorphine (Zubsolv® formulation) at 8.5 mg. Medication information
states that the typical target dose is 11.4 mg and range is 2.8 to 17.1 mg) 11
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HOME INDUCTION
Many clinicians now complete induction for a substantial portion of their
buprenorphine patients at home. At-home buprenorphine induction is a safe and
convenient option for some patients. Several studies found at-home induction to be
as effective as office-based induction12,13. Patients who have been on buprenorphine
previously may be comfortable with home re-induction. However, in an expert
consensus opinion, ASAM recommends home induction be offered only by a
provider who is experienced with buprenorphine treatment 14.
The "Appropriate Use" checklist published by the FDA states that the following should be completed for each
patient starting buprenorphine induction: "Provided induction doses under appropriate supervision"8. Providers
should consider their availability to provide "appropriate supervision" as needed for a patient (for example, by
talking to them on the phone).

Preparing for At-Home Induction
Before deciding upon at-home induction, your patients must come into the office for an initial consultation,
assessment, physical exam, lab work, etc. In other words, the process leading up to induction is the same. You
should provide patients who are going to be inducted at home with thorough patient education about the
process. Here are some more specific guidelines:
•

Confirm that your patients do not have any complicating medical or psychiatric problems

•

Verify that your patients have support from family and friends and that someone can be at home with
them on induction day

•

Review instructions with the patient, asking them questions to confirm their understanding and giving
them the opportunity to ask questions
◦

Educate your patients on how to recognize signs and symptoms of withdrawal and how to rate it so
that they have sufficient withdrawal

◦

Educate your patients about precipitated withdrawal

◦

Educate your patients about correct administration of buprenorphine formulation prescribed

◦

Send instructional materials home with your patients and ensure that they understand procedures

•

Prescribe only a limited supply of buprenorphine to start until the dose is established

•

Put dose amount and timing in writing

Protocol for Home Dosing

Assuring Adequate Withdrawal In Home Induction
With at-home dosing, your patients are responsible for:
•

Assessing their own symptoms

•

Taking their first dose when they are in mild/moderate withdrawal

You can refer them to the COWS scale if needed to objectively assess their withdrawal symptoms.
Recommend that your patients have a friend or relative assist them, because withdrawal is uncomfortable, and
your patients might be tempted to take their first dose prematurely.
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Dosing Guidelines For At Home Induction
Dosing protocols for at-home induction follow a similar protocol as office induction:
•

Start with a 4 mg* (sublingual tablets or equivalent of other formulations) buprenorphine dose.

After the first dose, patients should continue to monitor their withdrawal symptoms and take 1 or 2 more 4 mg
doses as needed on Day 1.
•

Check on process via phone and document in patient record.

•

Maximum dose of 8 mg day one; allow up to 16 mg total dose first day if approved by phone 4.

Follow the same dosing protocols as would be used for patients who are inducted in the office.
•

Day 2: Maximum of 16 mg, but allow up to 24 mg if approved by phone.

•

Day 3: Same as for in-office induction.

Schedule a follow-up office visit for 3-7 days 4.

Monitoring And Follow-up For At Home Induction
Your comfort level and that of your patient will determine how much monitoring is likely to be most effective
during the at-home induction process. If you are a newer prescriber, you might want to have your patient call-in
to the office and have their withdrawal symptoms assessed over the phone before taking the first dose or
subsequent doses. Or, patients who are concerned about precipitated withdrawal may feel more comfortable
checking in with a nurse before taking the first dose. Each clinician should set practice guidelines accordingly.
•

Follow-up visit is recommended; between 3 and 7 days has been recommended 4.

PRACTICE TIP
Having another individual, who reviews the guidelines, observe the home induction process, may improve the
outcome4.

Poll: After reading about home vs. office-visit inductions, do you plan to do any home
inductions?
•

Yes

•

No

•

Unsure

•

Later, after I have more experience

•

Does not apply to me

How about you? Take the poll yourself!
https://bup.clinicalencounters.com/induction-poll/
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COMPLICATIONS DURING INDUCTION
Having A Mentor To Consult
Before starting your buprenorphine practice, you may want to establish
a relationship with another buprenorphine provider in your area as a
mentor. Alternatively, you could choose a Physician Clinical Support
System-Medication Assisted Treatment (PCSS-MAT) mentor (see
sidebar) to consult if questions or problems arise.

Patients Presenting Without Withdrawal
One of the most common problems in buprenorphine inductions is that
patients present for their first dose without being in withdrawal 6. Many addicted patients have a fear of going into
withdrawal.
In this situation, you must decide if your patient is going to be in withdrawal soon or if the induction needs to be
rescheduled.
It is also appropriate to question your patient further about their:
•

Commitment to seeking treatment

•

Recent opioid use – Some patients may not know what medications are included in opioids. Patients
sometimes do not understand that you meant for them to stop all opioids, even those in combination with
other medications, like Vicodin®.

Managing Precipitated Withdrawal
Precipitated withdrawal occurs from not having gone long enough without the opioid of dependence before
starting buprenorphine. Patients should be warned in advance about the possibility of precipitated withdrawal if
they take an opioid while going into withdrawal for induction.
If withdrawal symptoms get worse instead of better after you give the first dose, it is possible that precipitated
withdrawal has occurred. You may be able to determine if it is precipitated withdrawal from the severity of
symptoms or by re-asking your patient about their abstinence schedule, reassuring them you just need the
information to help them. Taking a problem-solving approach, try to identify if the patient inadvertently
swallowed the buprenorphine rather than letting it be slowly absorbed. Another possibility is that they may have
taken an opioid, intentionally or not, while they were trying to abstain.
Even if you proceed slowly with induction, precipitated withdrawal may still occur, but infrequently.
Precipitated withdrawal can be managed in two ways 7:
1. Continue induction with additional doses of buprenorphine until withdrawal abates, up to the
recommended target dose of the formulation but with the minimal dose needed to manage withdrawal,
using the COWS scale sequentially as a guide. Precipitated withdrawal will not get worse by continuing and
the withdrawal symptoms may be alleviated by additional buprenorphine. There is no formal clinical
guideline, but expert consensus supports continuing induction 6. Further, your patient will have fewer
opioid receptors available for illicit opioids. This will present less of a risk for overdose from selfmedicating with drugs to treat withdrawal symptoms 6.
2. Stop induction and treat withdrawal symptomatically (especially clonidine, antidiarrheals, antiemetics,
nonsteroidal anti-inflammatory drugs 1,15). Have your patient continue abstinence from the opioid of
dependence and re-induce on buprenorphine the next day.
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Dealing With Other Adverse Reactions
Headache and sweating are commonly experienced.
Severe adverse reactions to buprenorphine during induction are exceedingly rare. Complications can arise when
patients are taking medications that interact with buprenorphine. Take a thorough history and conduct urinalysis
prior to induction to reduce the likelihood of such problems occurring.

Key Point
Precipitated withdrawal can be treated by lowering the buprenorphine dose and with several other supportive
therapies.
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METHADONE TRANSFER TO BUPRENORPHINE
Case: Mr. Frank – Methadone Transfer to Buprenorphine
Reason for visit: Mr. Frank comes in seeking buprenorphine treatment instead of his
current methadone treatment.
History: He has been maintained on a moderate dose of methadone (75 mg) for 6
months.
Mr. Frank is adamant about wanting to transfer to buprenorphine. He wants a new
provider closer to home and says he is tired of driving 20 miles to and from the opioid
treatment program (OTP) every day.
Is Mr. Frank a good candidate for buprenorphine induction?

Evaluating Patients for Transfer from Methadone
Reasons patients may choose to switch from methadone to
buprenorphine include:
•

Potential convenience of being treated in primary care
rather than at a drug clinic that may be farther away or
carry perceived stigma

•

To reduce hypogonadism they experience with chronic use
of methadone16

Patients who are seeking a transfer from methadone to
buprenorphine should be carefully evaluated:
•

Encourage patients who are stable on methadone to stay on methadone, if possible, especially on higher
doses

•

Suitable candidates should have no complicating medical or psychiatric issues

•

Work closely with the patient's opioid treatment program (OTP) before starting buprenorphine induction

The induction protocol differs in slight but important ways for patients who are dependent on long-acting opioids,
including methadone, in comparison to short-acting opioids.
Feasibility of outpatient transfer from low to moderate doses of methadone to buprenorphine has been
demonstrated in a number of clinical trials 17. For patients switching from methadone, because the process is
somewhat complicated, providers would ideally have:
•

Experience working with methadone maintenance patients

•

Good understanding of the pharmacokinetics of methadone

PRACTICE ACTIONS
Because patients switching from methadone to office-based buprenorphine treatment are going from a program
having a higher level of structure to a lower level of structure, be sure that there are adequate psychosocial
supports in place to minimize a potential relapse.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 40 of 63

Buprenorphine Training Activity
v5.0b [2019-04-01]

Induction – Initiating Buprenorphine Treatment

METHADONE TAPER BEFORE THE TRANSFER
Case: Mr. Frank
Mr. Frank and his wife come to the office in the morning for buprenorphine induction. He
took his last methadone 35 mg dose 48 hours ago.
Mr. Frank says that he "feels terrible" and is having cravings.
Physical exam confirms that he is in moderate withdrawal (COWS: 14).
Based on his current status, is Mr. Frank ready for induction?

Precipitated Withdrawal.
One concern in methadone-to-buprenorphine transfer is the potential for precipitated withdrawal 7. In order to
minimize this risk, you should taper your patients who are maintained on high doses of methadone 17. Taper them
down to a 30 mg methadone daily dose (ideally) prior to transfer and maintain them on this dose for a week.
Patients at doses lower than 30 mg have less discomfort in the transfer.
•

Conduct the methadone taper, in conjunction with the opioid treatment program (OTP), over several days
or weeks. The long taper is because of tissue stores of methadone built up over time.

•

Prepare your patient for some discomfort and withdrawal symptoms during this time.

•

Adjunctive medications are often needed to address withdrawal symptoms during the tapering period.

•

Many patients will feel anxiety about withdrawal during this time.

Patients on high doses of methadone (60+ mg) may experience significant pain or discomfort during the tapering
period, which puts them at risk for relapse. It will also take these patients longer to be able to tolerate
buprenorphine without withdrawal symptoms. Carefully monitor these patients and resume methadone
maintenance if needed – a transfer may not be appropriate 18.

Induction – Methadone Transfer to Buprenorphine

Timing
Because of tissue stores of methadone built up over time, patients
need a relatively longer wait after stopping opioids. Patients coming
off a methadone taper need to abstain from opioids for 36 to 72
hours before taking their first buprenorphine dose 7. They should be
in mild to moderate withdrawal before taking their first dose, as determined by the COWS.
Timing of the first dose can be a challenge with methadone transfer patients:
•

Patients who have never missed a methadone dose will be unaware of how long it takes them to start to
experience withdrawal symptoms.

•

Methadone is stored in the body longer and metabolized more slowly, so it is more difficult to predict how
quickly withdrawal symptoms will start after the last dose of methadone.

•

Each person metabolizes methadone differently, so there is no "absolute."

Induction Process
In order to minimize the risk of precipitated withdrawal during buprenorphine induction, Mr. Frank's daily dose of
methadone should be tapered down to 30 mg. Buprenorphine rarely precipitates withdrawal in patients taking 30
mg/day or less of methadone. You discuss the plan with the director of his Opioid Treatment Program, and Mr.
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Frank is able to taper down to 35 mg over a period of 3 weeks. Guidelines say to keep him at the lowered dose for
a week prior to inductions. However, his withdrawal and cravings symptoms are more severe below a 35 mg dose
per day.
After 3 days at the 35 mg daily dose of methadone, Mr. Frank is ready for induction. Because he is experiencing
more severe withdrawal symptoms at this lower dose, you agree to expedite the buprenorphine transfer.
After the patient is in withdrawal, the induction process is the same as for short-acting opioids:
1. Patients should be inducted starting with 4 mg of buprenorphine initial dose. Lower starting doses of
around 0.8 mg buprenorphine have been associated with less withdrawal discomfort; however, higher
doses of around 32 mg buprenorphine have resulted in shorter duration of symptoms 17. The 4 mg initial
dose is chosen as a balance between these two benefits.
2. Then given additional 4 mg doses when withdrawal symptoms reappear.

Induction Dosing Schedule
The buprenorphine dosing guidelines are the same for long-acting and short-acting opioids. As a refresher, here
is the dosing schedule for the induction period (Doses described were established for Suboxone or generic
sublingual tablets; use equivalent doses for other formulations):
•

Day 1 total dose: 8-16 mg (should not be within 24 hrs of last methadone dose 17. Less withdrawal
discomfort has been reported when starting with lower doses, however shorter duration of symptoms
was associated with higher doses17

•

Day 2 total dose: 12-24 mg (dependent on first-day dose)

•

Day 3+ total dose: up to 32 mg

•

Maximum daily increase: 8 mg

•

Target daily dose: 12-16 mg

•

Maximum daily dose: 32 mg

Patients withdrawing from long-time methadone maintenance seem to take longer to get comfortable. They often
require higher doses of buprenorphine (more than 16 mg) on day 1 to treat withdrawal symptoms 10. These
patients should be titrated down to a lower dose after a few days.

PRACTICE TIP
Some clinicians induce methadone transfer patients with a smaller first dose, as low as 2 mg, to decrease the
chances of precipitated withdrawal, and to minimize its effects should it occur. If there is no precipitated
withdrawal, then it is safe to increase the dose soon thereafter 10.
Remember that patients can be placed back on methadone if they do not tolerate buprenorphine, as long as their
methadone clinic permits this.
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PREPARING FOR INDUCTION – METHADONE TRANSFER TO
BUPRENORPHINE
Quiz: Case Study – Mr. Cole
Name: Mr. Cole
Age: 50 years old
Reason For Visit: He wants to try buprenorphine maintenance instead of methadone.
Medical History: Mr. Cole developed opioid use disorder almost a decade ago after taking
prescription opioids for several months following a workplace injury to his back and groin.
When he was unable to get prescription opioids, he started buying heroin, which he uses
intranasally along with oxycodone, if he can obtain it. Currently, he has mild to moderate,
intermittent pain.
Treatment History: Mr. Cole has been off and on methadone maintenance 3 times during
the past 8 years. Twice Mr. Cole was tapered off of methadone successfully at his own
request and then later relapsed after 3 months to a year and a half; and once he started using heroin while still
being maintained on methadone.
When he was not working Mr. Cole did not feel like going all the way to the methadone maintenance treatment
(MMT) clinic every day, so he decided to "manage" his treatment himself. He said that he can buy methadone on
the street or from a friend who shares his daily methadone dose with him; they each take 25 mg/day. He wants to
switch to buprenorphine.
Provider: What is making you want to switch from methadone to buprenorphine?
Mr. Cole: It feels like I get judged for being on it. Plus, the daily methadone clinic visits are a hassle, and I don't
want to risk getting in trouble for how I've been getting my methadone, you know. I thought I could try switching
to buprenorphine instead.

From What You Know So Far, Are You Inclined To Think That Mr. Cole Is A Good
Candidate For Buprenorphine Treatment? (Choose One)
1. Definitely Yes
2. Definitely No
3. Possibly, but this is not enough information
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CASE STUDY – MR. COLE QUIZ FEEDBACK
(1) Definitely Yes,
(2) Definitely No
At this time you do not have enough information to assess fully whether or not Mr. Cole is a suitable candidate
for buprenorphine treatment, but you should not rule it out. Gather more information to get a clearer picture and
make a well-informed clinical judgment.

(3) Possibly, But This Is Not Enough Information
Correct. At this time you do not have enough information to assess fully whether or not Mr. Cole is a suitable
candidate for buprenorphine treatment, but you should not rule it out. Gather more information to get a clearer
picture and make a well-informed clinical judgment.
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Patient Education In Transfer From Methadone To Buprenorphine
Advise patients transferring from methadone to buprenorphine about what to expect during the induction and
maintenance periods:
•

The risks and benefits of transferring

•

Information on how the maintenance therapies differ

•

You might wish to include an additional consent form detailing the methadone-to-buprenorphine transfer
process

Mr. Cole – Additional History

Further Treatment History
During the clinical interview, you further explore Mr. Cole's history and current situation.
Mr. Cole: All of my relapses were directly related to stressful events in my life: losing my job, an arrest for
assault that I didn't even do, and the death of my brother. Even though I had the relapses, I did pretty well on
methadone. Other than those 3 times, I’ve always had negative urine test results.
Provider: Have you had any counseling or participated in a support group?
Mr. Cole: Yes. I have attended Narcotics Anonymous group meetings, and I saw a counselor at the clinic a few
times.
Psychiatric History: Mr. Cole was treated for depression with SSRIs for 6 months after his brother died. He does
not think that they helped and that over time he just started to "move on."
Social and Work History: Mr. Cole recently was married for the second time to his longtime girlfriend. She is very
supportive of him seeking buprenorphine treatment. He recently reunited with his large extended family as well,
most of whom live in the same town as Mr. Cole.
Mr. Cole has two children from his first marriage and two with his current wife. He is currently on seasonal
unemployment from his job as a carpenter, a job which offers him health insurance with medication coverage.
Physical Exam Findings: Physical exam is unremarkable.

Quiz: Mr. Cole – Induction Issues
Mr. Cole and his wife are relieved that, after a thorough evaluation, you agreed to
induct Mr. Cole onto buprenorphine using combination generic sublingual tablets. He
says he is committed to stopping drug use for the last time.
His case is somewhat complicated by the fact that he has been abusing both shortacting (heroin, oxycodone) and long-acting (methadone) opioids simultaneously.

How Should Mr. Cole Prepare For Induction? (Choose One)
1. Abstain from heroin and oxycodone for 12 hours or more
2. Abstain from methadone for at least 48 hours
3. Abstain from ALL opioids for at least 48 hours
4. Abstain from heroin and oxycodone for 12 hours or more AND abstain from methadone for at least 48
hours
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MR. COLE – INDUCTION ISSUES QUIZ FEEDBACK
(1) Abstain From Heroin And Oxycodone For 12 Hours Or More
This is not the best option. Guidelines do recommend abstaining from short-acting opioids for at least 12 hours or
more as tolerated to ensure that the patient is in adequate withdrawal prior to buprenorphine induction.
However, Mr. Cole also has been using methadone daily, and guidelines recommend that patients should abstain
from these longer-acting opioids for at least 48 hours in order to avoid precipitated withdrawal. Mr. Cole says that
he is taking 25 mg of methadone per day, so tapering down his methadone dose will not be necessary prior to
induction.

(2) Abstain From Methadone For At Least 48 Hours
This is not the best option. It is correct that Mr. Cole should stop using methadone at least 48 hours prior to
induction in order to avoid precipitated withdrawal. Mr. Cole says that he is taking 25 mg of methadone per day,
so tapering down his methadone dose will not be necessary. However, guidelines ALSO recommend abstaining
from short-acting opioids for at least 12 hours or more as tolerated. Abstaining from them for 48 hours will
probably lead to severe withdrawal, so 12-24 hours is probably a more realistic time frame.

(3) Abstain From ALL Opioids For At Least 48 Hours
This is not the best option. Guidelines recommend abstaining from short-acting opioids for at least 12 hours or
more as tolerated, but abstaining from them for 48 hours will probably lead to severe withdrawal. However, Mr.
Cole should stop using methadone at least 48 hours prior to induction in order to avoid precipitated withdrawal.
Mr. Cole says that he is taking 25 mg of methadone per day, so tapering down his methadone dose will not be
necessary.

(4) Abstain From Heroin And Oxycodone For 12 Hours Or More AND Abstain From
Methadone For At Least 48 Hours
This is the best option. Guidelines recommend abstaining from short-acting opioids for at least 12 hours or
more as tolerated to ensure that the patient is in adequate withdrawal prior to buprenorphine induction.
Regarding methadone, guidelines recommend that patients abstain from these longer-acting opioids for at least
48 hours before induction, in order to avoid precipitated withdrawal. Mr. Cole says that he is already only taking
25 mg of methadone per day, so tapering down his methadone dose will not be necessary prior to induction. So,
he can simply stop taking methadone 48 hours before induction, without tapering first. Then he would stop using
short-acting opioids 12 to 24 hours prior to induction.
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Continuing Treatment – Methadone Transfer To Buprenorphine

Induction, Day 2
On Day 2, you assess Mr. Frank via phone. He says that he awoke with significant cravings and feeling nauseated.
After his initial dose (12 mg) and some ondansetron for nausea, he started to feel better. He required two more 4
mg doses of buprenorphine on Day 2.

Induction, Day 3
On Day 3, Mr. Frank felt better in the morning. He said that he felt good the night before, too, and finally had a
good dinner and good night's sleep.
On Day 3, he started with an initial dose of 20 mg and said that he felt pretty good throughout the day; he did not
require another buprenorphine dose increase. The next day, he again took 20 mg in the morning and felt good all
day. His maintenance dose was then set at 20 mg/day.

FYI: Buprenorphine To Methadone Transfer
When switching in the opposite direction, that is, going from buprenorphine to methadone, there is no need for a
time delay. Adding methadone, which is a full mu-opioid agonist to buprenorphine, which is a partial agonist,
typically does not produce an adverse reaction 14.

Poll: When you are waivered, are you willing to transfer your patients from methadone to
buprenorphine?
•

Yes, I am willing to transfer my patients to buprenorphine at this time

•

I might be willing to transfer my patients to buprenorphine, with additional training and information

•

No, I am not willing to transfer my patients to buprenorphine

What do you think? Take the poll yourself!
https://bup.clinicalencounters.com/methadone-poll/

Mr. Cole – Proceeding With Induction

Talking With Mr. Cole
Mr. Cole follows your instructions about abstaining but goes about it in his own way. His wife brings him into the
clinic for induction.
Mr. Cole: I decreased my methadone and then stopped taking it completely a week ago, but I doubled my
oxycodone and heroin at the same time. I took my last heroin two days ago and last dose of oxycodone 24
hours ago.
Provider: Are you experiencing any withdrawal?
Mr. Cole: Definitely!
You test and find that he is in moderate withdrawal (COWS: 12).
Additional information sources may be a good idea in his case as well. Consider talking with his wife, with
permission. Keep in mind that occasionally a partner's "support" may be to get the medication for themselves.

Proceed Slowly
Proceeding slowly with Mr. Cole's induction, using smaller doses with more time between doses, seems prudent
given his recent substance use history. He may not have been completely honest about the time of last use, for
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example. Adjunctive medications can be used to ease any withdrawal during induction and increase Mr. Cole's
chances of success during the stabilization period.
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ILLICIT BUPRENORPHINE USERS
Prevalence Of Illicit Buprenorphine Use
Many of your patients starting buprenorphine are already taking buprenorphine illicitly.
The number of people taking buprenorphine illicitly is increasing 19. In one study of around 250 people using
diverted buprenorphine20:
•

9.6% were using it daily

•

50.6% used it infrequently (1-2 uses over a 6-month period)

People taking buprenorphine illicitly often use other drugs as well. Urine drug testing of over 1,000 persons on
parole or probation in Maryland found that of the 9.2% who tested positive for buprenorphine, 45% contained 2
or more other drugs – most often morphine (45%), cocaine (27%), and benzodiazepines (19%) 21.

Obtain A Detailed History Of Illicit Buprenorphine Use
Ask all patients whether they are already taking buprenorphine, even illicit use, before induction. For those
already using buprenorphine, determine if they have a regular, established dose of buprenorphine that might
affect how treatment is started.
Possible reasons for illicit buprenorphine use include:
•

Not able to purchase their usual opioid of abuse due to a supply not being available

•

Became dependent during pain management, and not able to obtain a legitimate prescription for various
reasons

•

Curious whether buprenorphine might help them quit

•

Lower cost than the drug to which they are addicted

•

For the high (unlikely for heroin users, as the high does not compare)

•

Ask your patients starting buprenorphine treatment if they use unprescribed buprenorphine and
establish whether it is:

•

◦

Regular or occasional use

◦

What dose is being used

Determine whether buprenorphine is the only drug your patients are taking or whether they are taking
other opioids as well; the latter is typically the case20.

Up to 1-2 mg of buprenorphine may be taken recreationally without developing tolerance, especially when used
intermittently, although individual response varies.

Patients Already Using Buprenorphine Illicitly
If a new patient is already taking buprenorphine regularly, buprenorphine can simply be continued if the
following conditions are met:
•

The dose is in the therapeutic range.

•

The patient is not on any other drugs, verified by drug test.

The picture becomes more complicated when:
•

Other opioids are being taken at the same time as illicit buprenorphine.

•

The dose of buprenorphine is not in the therapeutic range.
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Buprenorphine is abused intermittently.

The buprenorphine dose will need to be titrated during the induction. The dose at which the titration is started
might be modified if there is already some regular use of buprenorphine. Consultation with a more experienced
buprenorphine prescriber can be helpful in determining the most appropriate approach to induction in a
particular case. More experienced prescribers can be found through the PCSS-MAT mentor program.

Take Steps To Prevent Additional Diversion
Treatment structure is especially important with patients in this category, in order to minimize the risk for
buprenorphine diversion. Treatment structure may include urine drug tests, frequent follow-up visits, limited
supply, and written treatment agreements.
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MEDICALLY SUPERVISED WITHDRAWAL
Requesting Medically Supervised Withdrawal (Detoxification)
Detoxification, or medically supervised withdrawal (MSW), involves using a medication such as buprenorphine to
take a patient from an opioid-dependent to an opioid-free medication-free and drug-free state. Patients who
want to stop using opioids, but do not want to be maintained on buprenorphine, may request MSW.
Research has shown buprenorphine to be an effective medication in helping patients detoxify from other opioids,
superior to clonidine alone, and relatively equal to methadone in relieving withdrawal symptoms 22–24.
Buprenorphine is relatively equal to methadone in relieving signs and symptoms of withdrawal.

Risks Of Medically Supervised Withdrawal
Relapse is a significant concern when conducting MSW. It is extremely common and, in some cases, can lead to
overdose. The implications of relapse and possible risk of overdose should be carefully explained to patients who
are requesting MSW. Also, the benefits of maintenance therapy should be discussed. Detoxification-based
treatments have a low likelihood of long-term success as compared to medication maintenance treatments 25,
which is not surprising given our understanding of addiction as a chronic relapsing disease.

Inpatient Detoxification With Office-Based Maintenance
Hospitals, typically do not admit a person specifically to transfer them from methadone to buprenorphine.
However, some patients who already are hospitalized for other reasons might be able to do so. Advantages
include that they can be monitored and treated symptomatically in a safe and secure setting 10. Patients can be
inducted at an inpatient detox center and then, upon discharge, can make a seamless transfer to the outpatient
setting, if they were evaluated prior to admission.

Detoxification Protocol

Patients Should Be Closely Monitored For Medically
Supervised Withdrawal
If patients in detoxification become unstable, they should be:
•

Carefully monitored

•

Offered appropriate psychosocial support

•

Offered medication maintenance treatment, such as
buprenorphine

Detoxification is often conducted in an inpatient setting.

Clinical Guidelines
There is no absolute standard for how fast or slowly to detoxify a patient using buprenorphine. The general
guideline is to detoxify as gradually as possible to minimize symptoms of withdrawal.
Conducting medically supervised withdrawal involves inducting the patient onto buprenorphine and then
tapering the patient back off of buprenorphine. The buprenorphine/naloxone combination formulation should be
used in most cases.

Dosing Schedule For Medically Supervised Withdrawal
In some instances the medically supervised withdrawal process can be completed in a week:
1. Induction on days 1 to 3
2. Tapering on days 4 to 7
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In all instances, you should work closely with your patient to determine a realistic time frame for conducting
medically supervised withdrawal.

Further Guidance
Detailed information about rapid detoxification is beyond the scope of this module. However, should you wish to
learn more about protocols or how to implement such programs in your practice, you may wish to seek advice
from a more experienced buprenorphine provider. You can find a waivered mentor through the Physician Clinical
Support System-MAT.
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STABILIZATION
The stabilization period is the next few weeks after induction during which patients should be maintained at their
established dose. and continues until your patient is no longer experiencing withdrawal symptoms or intense
cravings. This typically occurs at about 6-8 weeks following induction. Side effects should be minimal or none.
Continue monitoring patients to see how treatment is incorporated into their lives and whether use of other
opioids is controlled.

Goal Of Stabilization:
Eliminate opioid use other than the partial agonist buprenorphine, as noted by patient reports and confirmed by
urine drug testing
Key elements of the stabilization phase include:
•

Regular and frequent clinic visits until the patient stabilizes medically and psychosocially.

•

Monitor patients weekly, or more frequently for the first month, adjusting for the patient's behavior:

•

Adjust dosing if needed

•

Recommend starting psychosocial therapies along with medication assisted therapy
•

Adherence to the treatment plan

•

Being responsible with their medication supply

•

No high-risk behaviors/diversion risks

•

Patient education about and starting psychosocial treatment

•

Limit medication supply until the next appointment time with no early prescriptions

•

Require that patients attend clinic visits to get next prescription

Following stabilization, visits can be less often,
usually monthly, and larger supplies of
medication can be provided.

Dosage Guideline
Most of your patients will have already stabilized
at a dose of between 8 and 24 mg per day 7. Rarely,
a dose of 32 mg may be needed for high opioid
tolerance. Further dose adjustments are
considered minor 'tweaks,' but usually are not a
big part of stabilization.
Guidelines for dose adjustments in the uncommon case that it needs adjusting 3:
•

Adjust the dose in no more than 2-4 mg per week in increments of no more than 2 mg at a time.

•

Allow 5 days between adjustments, due to long plasma half-life and longer duration of action

•

Daily dose is established when patient is no longer using illicit opioids, withdrawal symptoms are not
present, and the patient is not experiencing cravings and has the best possible functional status.

Source: Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders 26
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PRACTICE ACTIONS
1. Your patients who are maintained on high doses of buprenorphine can take their doses sequentially,
taking no more than 16 mg at one time.
2. During stabilization, observe your patients for possible complications of buprenorphine use and counsel
patients to be aware of potential complications.

FYI
Remember: Formulations vary. Unless otherwise stated, dosages in this program refer to film or generic tablet
formulations.
Long-term effects from opioid addiction, even after treatment, may include problems with executive control
functions and ability to focus on a task. These symptoms underscore the benefit of long-term follow-up in the
treatment of opioid addiction.

Follow-Up Timetable
The following timetable can be used as a guideline, assuming
adherence to treatment, no treatment complications, and no opioid
use27:
•

Weekly follow-up or more often if needed, for around the first 4
to 6 weeks post-induction

•

Every other week follow-up for around the next 6 to 8 weeks

•

Monthly follow-up indefinitely

•

Quarterly follow-up for very stable, long-term patients

One possible guide for when to change from weekly to monthly visits is to change when the patient has three
negative random urine drug tests in a row. If the patient de-stabilizes, resume weekly visits.

Protocol At Follow Ups
During follow-up sessions, you should:
•

Assess any medical complaints your patient may have

•

Adjust your patient's daily dose if he or she appears to be over- or undermedicated

•

Direct your patient toward psychosocial services and thereafter assess whether the patient is using these
services

•

Monitor for signs of buprenorphine misuse or diversion

•

Conduct random urine drug screens (weekly during the first 2 months) to monitor for continued abuse of
other opioids and other drugs and for proper use of buprenorphine (if concerned)

PRACTICE TIP
Some providers, rather than seeing the patient weekly themselves, have the patient go to counseling weekly. The
provider checks with the psychosocial provider regularly, but sees the patient in person less often.
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LOOKING AHEAD – MAINTENANCE PHASE
Ms. Sanchez continued at 8 mg for three months with no side effects and no cravings.

Quiz: Looking Ahead To Maintenance

Which Of The Following Are Recommendations For Providers During The Maintenance
Phase Of Buprenorphine Therapy? (Choose All That Apply)
1. Adjust patients' daily dose if they are either over- or undermedicated
2. Assess patients for readiness to discontinue buprenorphine use, and discontinue most patients
3. Remain vigilant for signs of resumed opioid abuse
4. Assess the patients' medical complaints
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LOOKING AHEAD TO MAINTENANCE QUIZ FEEDBACK
An expert panel developed the following consensus guidelines regarding dosage during maintenance: 16 mg or
greater or the equivalent is effective at suppressing illicit opioid use 2. The dose range for effectiveness is usually 4
to 24 mg buprenorphine. Source: Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders 26

(1) Adjust Patients' Daily Dose If They Are Either Over- Or Undermedicated
Correct. Providers are encouraged to adjust patients' buprenorphine doses as appropriate.

(2) Assess Patients For Readiness To Discontinue Buprenorphine Use, And Discontinue
Most Patients
Most patients should be encouraged to continue buprenorphine use indefinitely, given the very high relapse rate
for patients who discontinue pharmacotherapy.

(3) Remain Vigilant For Signs Of Resumed Opioid Abuse
Correct. Providers are encouraged to monitor for resumed opioid abuse.

(4) Assess The Patients' Medical Complaints
Correct. Providers are encouraged to assess patients' medical complaints.
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KEY POINTS
•

Induction or starting of buprenorphine can be completed at home or in the office, as determined by
patient characteristics (including ability to follow instructions).

•

The patient should stop their opioid use around a half day prior to induction and be in a state of mild to
moderate withdrawal when taking their first dose.

•

The first day or two is typically used to titrate the dose upward from an initial dose of around 2 to 4 mg in
order to determine an optimal dose that controls withdrawal symptoms.

•

A common maintenance dose is 12 to 16 mg.
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SUMMARY
Buprenorphine treatment phases are: Induction, Stabilization, Maintenance

Formulations
•

Buprenorphine is available as buprenorphine/naloxone combination therapy.
The form that should be prescribed for most patients, and buprenorphine
monotherapy.

•

Sublingual film, buccal film, or sublingual tablet are available currently for induction. Other long -acting
formulations (implant, injection) are only used after a stable maintenance dose is established.

General Induction Guidelines
•

Induction can be conducted in the office or at home. Consider that the "Appropriate Use" checklist
published by the FDA includes "Provided induction doses under appropriate supervision" and that some
patients may benefit from the guidance and monitoring of an in-office visit.

•

Patients should be in mild/moderate withdrawal (COWS score of 12-16), typically achieved by 12 to 16
hours of abstinence if dependent on short-acting opioids, 17-24 hours for intermediate-acting, and 30-48
hours for methadone and other long-acting opioids4.

•

Initial dose is 2 mg to 4 mg buprenorphine, typically with the corresponding dose of naloxone.

•

Monitor the patient for around 1+ hour for response to dose should occur at induction, followed by
increments of 2 to 4 mg, followed by another 1 + monitoring.

•

Maximum dose day 1 is 16 mg.

•

Follow-up by phone that day and for each day of induction until the maintenance dose is established.

•

Recommended maintenance daily dose is 4 to 24 mg4. Most commonly, the maintenance dose is 12 to 16
mg (Suboxone, generic, or equivalent doses for Zubsolv or Bunavail), which is as effective as 60 mg of
methadone.

•

After maintenance dose is established, have an office visit in 3-4 days.

•

Dose adjustments potentially occur during all 3 phases of treatment but are far less common after
induction.

Standard Induction Protocol
•

First-day maximum dose can range from 8-16 mg (Suboxone or equivalent doses for Zubsolv or Bunavail),
given in 4 mg increments.

•

After day 1, dose can be increased a maximum of 8 mg per day, to a ceiling dose of 32 mg.

•

Daily dose is established when the patient is neither undermedicated nor overmedicated. Average daily
dose is 16 mg.

•

During induction, treat withdrawal symptomatically.

Stabilization
•

The stabilization period lasts several weeks following induction. Patients should receive a limited supply of
medication during stabilization and return for regular follow-up; weekly for the first month.
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Medically Supervised Withdrawal
Buprenorphine can be used to ease acute symptoms of withdrawal for patients who want complete detoxification
followed by taking no medication-assisted treatment or opioids. It generally has poorer success rates than
continued medication-assisted treatment.
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RESOURCES
AMA Guide: Promote safe storage and disposal of opioids and all medications: AMA Task Force to Reduce
Opioid Abuse produced a brief flier with 3 steps providers should take to promote safe storage and
disposal of opioids and all medications with links to resources for patients.
Appropriate Use Checklist: Reminder of the safe use conditions and monitoring requirements for prescribing
buprenorphine-containing transmucosal products for opioid dependence.
Buprenorphine Product Formulations Comparison: Describes the different formulations of buprenorphine for
treatment of opioid use disorder. Includes Brand Names, How Supplied, Dosage, Maintenance Target Dose,
and Instructions for Use.
Buprenorphine Product Formulations Comparison
products made by different drug companies.

: Compares the different formulations of buprenorphine

Clinical Opioid Withdrawal Scale (COWS): This PDF Document contains the Clinical Opioid Withdrawal Scale
(COWS), a common instrument used to assess a patient's opioid withdrawal severity.
Home Buprenorphine / Naloxone Induction in Primary Care: This abstract discusses a study done on the
feasibility of an unobserved buprenorphine induction protocol. The study involved 103 patients who were
heroin users and prescription opioid misusers and discusses safety and rates of complications from
induction through follow-up.
Información sobre la Buprenorfina (The Facts about Buprenorphine for Treatment of Opioid Addiction (en
Español)): Ofrece información a los pacientes sobre la buprenorfina y los tratamientos con ayuda de
medicamentos para tratar la adicción a los opioides, y también decribe la adicción y los síntomas del
síndrome de abstinencia. Además, explica cómo funciona la buprenorfina, su uso apropiado, sus efectos
secundarios y cómo se la utiliza en conjunto con la consejería en el proceso de recuperación.
Models of Buprenorphine Induction: A learning activity that includes the different clinical models of
buprenorphine induction, the associated evidence, and the pros and cons of each.
Objective Opiate Withdrawal Scale (OOWS): The Objective Opiate Withdrawal Scale (OOWS) contains 13
physically observable signs, rated present or absent, based on a timed period of observation of the patient
by a rater.
Patient Handout: The Facts about Buprenorphine for Treatment of Opioid Addiction: This patient booklet is
free to download from the Substance Abuse and Mental Health Services Administration (SAMHSA). It gives
patients information on buprenorphine and medication-assisted treatment for opioid addiction. Describes
addiction and withdrawal, how buprenorphine works, its proper use, its side effects, and how it fits with
counseling in the recovery process.
Patient Rights: Confidentiality and Consent : This is a patient handout to inform patients about their rights
when undergoing office-based buprenorphine treatment.
Physician Clinical Support System – Clinical Coaching: This website is designed to provide coaching for
providers in treating chronic pain, and substance use disorders including opioid use disorder.
Sample Consent Form : This is a sample of a consent form that can be used when initiating buprenorphine
treatment for a new patient.
Side Effect Management: This form provides a list of possible symptoms that a patient may have during
buprenorphine treatment, possible causes, and recommended management of the symptoms.
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Subjective Opiate Withdrawal Scale (SOWS): Annex of opioid withdrawal scales for downloading includes the
Subjective Opiate Withdrawal Scale (SOWS). The SOWS contains 16 symptoms whose intensity the patient
rates on a scale of 0 (not at all) to 4 (extremely).
TIP 40 Chapter 4: Treatment Protocols: Discusses protocols for office-based buprenorphine treatment,
including the administering of the drug itself, devising a treatment plan, and choosing an appropriate
frequency for visits.
Withdrawal Versus Precipitated Withdrawal : Two types of withdrawal are associated with mu opioid agonist
dependence: withdrawal and precipitated withdrawal.
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MAINTENANCE AND
DISCONTINUATION
Goal
To train providers to maintain patients on buprenorphine successfully and taper off treatment as
optimally as possible.

After completing this module, participants will be able to:
•

Provide the treatment and monitoring that is routinely required throughout the
maintenance phase of buprenorphine treatment

•

Modify buprenorphine maintenance treatment as beneficial for patients receiving pain
management or having substance use problems

•

Follow procedures for patient selection, optimal tapering of dose, minimizing symptoms,
and providing appropriate follow-up when terminating buprenorphine treatment

•

Use buprenorphine for medically-supervised detoxification of patients with opioid use
disorder

•

Advise patients how to avoid and respond to overdose.

Professional Practice Gaps
Providers need to be able to maintain patients on buprenorphine, change treatment as needed,
and know how to taper. Clinic visits should still occur during this time, but may be less frequent.
Patients should be maintained at a comfortable dose and feel minimal cravings and side effects.
Some patients can taper off of buprenorphine after a year or two. Many need to continue taking it
for years1. Because of a high relapse rate, if buprenorphine is discontinued 2, many patients need
to be maintained on buprenorphine indefinitely 3.
Chapter 4 of TIP 40 on Treatment Protocols, includes a description of this processes 4, and this has
been updated and clarified in the FSMB Model policy 5, and updated in later guidelines ASAM
(2015), and SAMHSA (2016).
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MAINTENANCE TREATMENT PHASE
Patient Name: Mr. Richards
Age: 28 years old
Reason For Visit: Mr. Richards is beginning his maintenance phase of treatment.
Patient History: Mr. Richards became dependent on intranasal heroin, prescription
opioids, and cocaine during his late teens.
Treatment History: He is currently maintained by you on buprenorphine/naloxone
sublingual film and has been for the past month. He previously was able to obtain
limited drug-free abstinence after an inpatient detoxification followed by involvement
in NA meetings but relapsed after 6 weeks.

Maintenance On Buprenorphine
Many patients would do best if maintained on their stabilized dose of buprenorphine for years, due to a high rate
of relapse when buprenorphine is discontinued 2. Buprenorphine can be discontinued safely although there are
clear risks and benefits of discontinuation. Determine the typical treatment and schedule after patients are
stabilized on a buprenorphine dose that works well for them?

Maintenance Schedule
During the maintenance phase, patients should be seen in the office once weekly (or more frequently if risk is
involved) for the first month.
Thereafter, if the patient is stable and assessment results are favorable, schedule maintenance once a month.
Clinic visits can be decreased during maintenance, but you still need to see your patients regularly. Monitor
cravings for opioids and adherence to psychosocial therapies and conduct periodic lab testing.

Typical Maintenance Period
For many patients, the length of the maintenance period is indefinite in order to prevent relapse 2. Patients can be
maintained at a 12-16 mg daily dose (generic sublingual tablets or the equivalent of other formulations)
indefinitely, as long as they are comfortable and happy with treatment 6. Research shows that 16 mg or greater or
the equivalent is effective at suppressing illicit opioid use 3. Some patients may require slight adjustments. The
optimum maintenance period is unclear, but may be long-term or indefinite 7 for the majority of patients4.
Longstanding changes to the brain caused by chronic opioid use that produce cravings for opioids and
compulsions contribute to this effect8.
Routine discontinuation of buprenorphine-assisted treatment is not supported by the available evidence 5.
Research comparing maintenance with a taper after detoxification has shown that long-term maintenance is
superior to tapering in terms of retention and rate of relapse to opioid use 9. In fact, tapering is associated with a
high relapse rate, for example, in one study, only 8.6% were still abstinent at 8 weeks post taper 10. A minority of
patients can be weaned off buprenorphine successfully 4. Patients who had a longer history of substance abuse
are at greater risk of relapse when discontinuing treatment.

PRACTICE TIP
A reduction in the frequency of visits (and thus reduced cost) can feel like a reward to patients for positive
changes they make.
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GENERAL MAINTENANCE GUIDELINES
Maintaining vigilance throughout the maintenance phase is important in order to prevent relapse. Patients
maintained on the buprenorphine implant still benefit from monitoring, for self-efficacy, compliance with the
remainder of the treatment, and signs of relapse even though their implant lasts 6 months 11. Follow-up should be
1 week after implantation and no less than monthly. Some patients may require a supplemental dose taken
through the oral mucosa.
Assess your patient's progress toward his or her treatment goals at each visit. For the following assessments,
problematic results need to be addressed. For many patients, more treatment structure is beneficial, such as
more frequent appointments or participation in counseling. When severe problems are identified, a higher level
of care than office-based treatment may be indicated. When evaluating results, consider whether the patient is
doing functionally well, or at least better than at intake.
The following are part of maintenance period assessment.

Behavioral Assessment
Assess the psychosocial status of the patient regularly and increase supports as needed, because stability is
important for continued abstinence.
•

Are they keeping appointments and other engagement in treatment?

•

Do they adhere to the treatment agreement?

•

Assess for changes in psychosocial stability and support systems.

•

Assess participation in recommended professional counseling and support services.

•

Assess the strength of your alliance with the patient – Ask if there are any problems or concerns.

Medication should not be stopped, however, because of non-adherence to counseling. Checking in with the
provider or trained staff may also be an effective way to support maintenance.

Abstinence From Opioids Or Relapse, Use Of Other Drugs And Alcohol
•

Conduct urine toxicology screen weekly for first 2 months (most likely time they are going to relapse) and
then randomly, nearly monthly.

•

Utilize the patient self-report substance screening tool, such as the NIDA Quick Screen.

•

Use the Prescription Drug Monitoring program—check regularly and address positive results.

•

Decide if you are going to use pill count/dose reconciliation and adjust treatment protocol structure as
would benefit the patient. Develop a policy for what you will do if the pill counts are off, such as reducing
the supply prescribed at one time. Some clinics find pill counts useful; others say it is ineffective. It may
depend upon factors, such as the severity of a patient's opioid use disorder or their respect for authority.

•

ASAM's guidelines for medication-assisted treatment recommend follow-up visits for pill/supply counts, in
order to reduce diversion12. If someone sells a whole supply of medication early in the month, they will not
have the correct amount left at the counting appointment.

•

Physical consequences of drug use—address as would benefit the patient.
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Medical Evaluation
•

Conduct initial pregnancy tests for all women of childbearing age. Each month thereafter, ask if the patient
thinks they may be pregnant or test the patient as seems indicated. Request to be notified if they think
they are pregnant.

•

Conduct liver function tests at 6 months, if the initial test was abnormal, or with liver disease.

•

Review side effects from buprenorphine.

Relapse Prevention
Encourage patients to develop a plan to deal with the following common factors that lead to relapse 7.

Factors That Contributed To Relapse
•

Inability to manage stress or negative emotional states (most common)

•

Interpersonal conflicts with family or others

•

Poor adherence to the treatment regimen

•

Negative thinking

•

Insufficient motivation to change

Mr. Richards: Discussing Relapse Prevention
Provider: I'd like to talk to you a little bit about your treatment history. You had inpatient detoxification a couple years
ago, correct?
Mr. Richards: Yes, and then when I got out I was going to NA meetings.
But then I stopped going and started using again.
Provider: It's important to identify and understand situations that may prompt
relapse. What do you believe prompted that one?
Mr. Richards: I was having some issues at work and had a lot of stress.
Everything seemed to be coming down on me at once and I just needed it,
you know?
Provider: Sounds like a rough time. Maybe some extra support around then might have helped. NA can often be a
resource in this way if you fully engage in the program. How involved were you?
Mr. Richards: I have to admit I didn't take it seriously enough.
Provider: That can be an important resource. I encourage you to give it another try. But, like they say, it works if you
work it. Tell me what else you tried to deal with the pressures.
Mr. Richards: I got things under better control at work. I talked to my boss and we got my assignments worked
out. I also scaled back on some other stuff I was doing so I'd have more time to decompress. That helped, but
by then, I was hooked again. Now, things are okay at work.
Provider: Good to hear. Any ideas what you could do, instead of using, if things got tense like that at work again?
Mr. Richards: I will give NA another try. It might help me get ready for the next stressful time at work.
Provider: That's good to hear.
Steps to support your patient from the beginning of maintenance 5:
•

Together with your patients, identify environmental stressors and their cues to relapse.
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•

Help them learn skills in coping with negative emotional states or refer them for learning coping skills (for
example, to cognitive behavioral therapy).

•

Advocate for a balanced lifestyle.

•

Work with your patient to understand how to manage temptations to use and to report cravings which
may mean they are under-medicated.

•

Develop an emergency plan for lapses, that is episodes of using once or twice, to avoid a complete
relapse.

•

Help your patients develop or refer them for help in developing a support system, which can be families
or more formal supports, such as 12 step programs.

Mr. Richards: Discussing Concerns
Provider: You've been on buprenorphine/naloxone sublingual film for a month now.
Do you have any problems to report?
Mr. Richards: No, I'm feeling good so far. No cravings, but there have been
a few times where I have been tempted anyhow.
Provider: It's good to avoid places and people that lead to feeling tempted. How's
your support system? Do you have some friends that are drug-free or attend a more
formal support group?
Mr. Richards: I'm kind of between girlfriends right now. We actually had a fight the day I felt tempted to go back
to using. I might need to go to more NA meetings and call my sponsor.
Provider: Good thinking! Stress can certainly contribute to lapses. It sounds like a good time to double up on support.

Quiz: Maintenance Period

How Long Is The Buprenorphine Maintenance Period For Most Patients?
1. Weeks
2. Months
3. Years
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Maintenance Period Quiz Feedback

(1) Weeks,
(2) Months
Patients can, and many should be maintained on buprenorphine indefinitely. Most patients take buprenorphine
for years3,4. Relapse is very common among addicts who discontinue treatment 2.

(3) Years
Correct. Patients can, and many should be maintained on buprenorphine indefinitely. Most patients take
buprenorphine for years3,4. Relapse is very common among addicts who discontinue treatment 2.
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MAINTENANCE DOSE
Combination formulations of buprenorphine plus naloxone should be used
during maintenance unless contraindicated or implants or injectable
formulations are used. The stabilization dose will be set during induction
and rarely needs to be increased or decreased. Patients should have no
withdrawal and no cravings at their maintenance dose.
•

Daily dose during the maintenance period should be between 8-32
mg* Research supports the effectiveness of 16 mg/day dose 3.

•

Patients can be maintained at a 12-16 mg daily dose indefinitely, as
long as the patient is comfortable and happy with treatment for most formulations of buprenorphine plus
naloxone3.

•

*Doses described were established for sublingual tablets; use equivalent doses for other formulations.
Because Zubsolv®* and Bunavail™* have different dosages from generic tablets and Suboxone® film,
their target maintenance dosage differs. If a patient is ever shifted from one formulation to another
formulation, a slight shift to the equivalent dose may be needed. A conversion table is available on the
drug information.

•

Doses for implants or injectables are determined by the product; implants are replaced at 6 months. The
long-acting injection formulation is given monthly.

•

Dosage limits: Doses above 24 mg of buprenorphine/day have not been shown to provide any greater
effectiveness3.

•

As long as patients are compliant with treatment, they can be prescribed a 30 day supply during
maintenance13.

*We are using brand names since there is a difference in the product that is not reflected in the generic name. We
are not advocating one or the other.

PRACTICE TIP
Be sure to have a pre-determined policy regarding refills during the maintenance period and for re-induction of
patients who have relapsed.

Dose Modifications

If Dosage Is Too Low
If withdrawal symptoms are experienced for a 24-hour dosing interval, the dose is probably too low and needs to
be increased. As during the Stabilization period, increase the dose in small increments (2 mg Suboxone or
equivalent in other formulations). Allow 5 days between dose adjustments 7. Withdrawal symptoms may be
experienced, and therefore the dose may need to be raised for the following reasons 5,7:
•

Other prescriptions (starting, stopping, or dose change)

•

Pregnancy

•

Menopause

•

Liver disease

•

Weight change

•

Change to a more efficiently absorbed buprenorphine formulation
bup.clinicalencounters.com
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Considerations For A High Dose
The apparent need for a higher dose should be evaluated carefully. Doses of 24 mg and up should be evaluated
for possible stockpiling or diversion; higher doses should be treated as an exception to the norm. Dosages higher
than 24 mg have not demonstrated any clinical advantage 6. Doses should be individualized with a maximum of 32
mg of Suboxone or equivalent in other formulations. The lowest dose that controls symptoms is the right dose.
Relatively high doses can be decreased gradually after 6-12 months; most patients stabilize between 12 and 16
mg daily dose6. Even large doses are typically taken only once per day on a consecutive basis using around 8 mg
at a time.

PRACTICE TIP
Buprenorphine formulated for treating opioid use disorder may not be sufficient as a pain treatment by itself, but
some patients experience better pain control on buprenorphine than they experienced with opioids. While a
single dose of buprenorphine works best to treat opioid use disorder to avoid a PRN mentality, some patients,
especially those in chronic pain, may do better on a b.i.d. or t.i.d. dosing schedule.
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COUNSELING AND PSYCHOSOCIAL SUPPORT
Counseling
Several evidence-based guidelines for medication-assisted treatment of opioid addiction recommend behavioral
treatment be concurrent with buprenorphine treatment 3,12,13. Counseling should begin early in buprenorphine
treatment12. Evidence points to improved treatment outcomes when psychosocial counseling is added to
pharmacological therapy for treating opioid addiction 3.
Counseling can help patients in medication-assisted treatment for addiction in the following ways:
•

Better engagement in treatment

•

Improved attitudes and
behaviors related to their substance use problem

•

Improved health-related life skills

•

Longer treatment retention

Forms of counseling that are considered effective with patients in buprenorphine treatment include 12:
•

Cognitive-behavioral therapy (CBT)

•

Contingency management

•

Relapse prevention

•

Motivational interviewing

Discuss The Benefits Of Psychosocial Support
For example, to introduce the topic, a provider might say:
Provider: I think you would benefit from attending counseling sessions, in addition to taking buprenorphine. I have a
list of providers that we can look at to figure out who would be the best fit for you.

Guidelines For Behavioral Support

Guidelines For Psychosocial Buprenorphine Treatment
Guidelines for medicine assisted therapy, which includes
buprenorphine, recommend concurrent psychosocial treatment while in
buprenorphine treatment12. At minimum, the recommendation is for:
•

Assessing psychosocial needs

•

Counseling – may be individual and/or group

•

Derive as much benefit as possible from family support systems
or equivalent

•

Community-based services referrals

The following guidelines from Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders13,
produced by expert panel process will help you make sure that patients on buprenorphine are receiving
psychosocial support.
•

Providers should establish connections with a variety of psychosocial support providers to whom they can
refer patients.
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•

Psychosocial counseling appointments should be included in a patient's buprenorphine treatment
agreement.

•

Early in treatment, patients should be attending psychosocial counseling appointments weekly until
stabilized.

•

If a patient is not complying with psychosocial treatment, the patient should be contacted and this
problem discussed.

•

Psychosocial therapy appointments can be less frequent for stable patients in maintenance.

•

For patients who suffer from co-occurring depression and/or anxiety:
•

Consider treating depression or anxiety with medication having low potential for abuse, such as
SSRI's or tricyclic antidepressants, if patients are still symptomatic once stabilized in terms of
buprenorphine.

•

Integrate the treatment for anxiety and/or depression with buprenorphine treatment; treat on site
if possible.

•

Make sure patients are also attending evidence-based psychosocial treatment, such as Cognitive
Behavioral Therapy, Relapse Prevention, or Contingency Management. Use of Motivational
Interviewing in your practice or by other healthcare providers can also support recovery.

•

Refer patients to Twelve-Step Programs, such as Narcotics Anonymous, Alcoholics Anonymous, or
Dual Recovery Anonymous.

•

Some groups, having a zero drug policy, may not welcome participation by people who are taking
buprenorphine.

•

Refer patients to a specialist if they do not respond to your treatment of their depression or
anxiety.

PRACTICE ACTIONS
1. If you do not yet have connections with psychosocial treatment providers, check SAMHSA’s treatment or
mental health locator for local providers.
2. See patients in maintenance on a regular basis. These office visits themselves can provide valuable
psychosocial support14.

Evidence-Based Counseling For Substance Use Disorders
It helps to have a basic understanding of the different types of counseling available to support your patients’
recovery so that you can direct patients toward the one the might be best for them and answer their questions. A
number of evidence-based treatment types have been shown to be effective for substance use disorders and can
be used to supply the recommended psychosocial support for a buprenorphine patient.

Cognitive-Behavioral Therapy
Cognitive-Behavioral Therapy (CBT) is grounded in the theory that certain patterns of behavior and thoughts can
contribute to the development and maintenance of substance use disorders 15,16. Weekly individual sessions
(usually lasting 12-24 weeks) teach patients to identify thought and behavior patterns through self-monitoring
and to cope with them as they arise in order to decrease substance use 15,16. CBT has been shown to increase the
rate of long-term treatment success and improve mental health outcomes for those with co-occurring mental
health disorders15,16.
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Contingency Management And Community Reinforcement Approach
Contingency Management centers around tangible positive reinforcement for positive behavior change 15,16.
Positive behavior, such as participation in therapy sessions or having a negative urine drug test, is rewarded with
vouchers that can be exchanged for desired objects, goods, or activities. Having a goal to work towards along with
a tangible reward has been shown to be more effective than traditional treatment approaches in terms of longer
abstinence and active engagement in treatment.
Community Reinforcement Approach (CRA) Plus Vouchers is an outpatient program that furthers the positive
reinforcement approach by combining the voucher system with group therapy 15,16. Group counseling sessions
focus on how to reduce substance use and build support systems for long-term abstinence 15,16.

Motivational Enhancement Therapy
Motivational Enhancement Therapy (MET) utilizes motivational interviewing techniques to support patients having
uncertainty about ceasing substance use15,16. Patients develop awareness of how their actions and goals are
misaligned, which often increases motivation to change their behaviors to meet their goals. MET uses empathy
and support rather than confrontational tactics in order to promote change, which leads to self-efficacy in the
patient and better long-term outcomes.

Further Evidence-Based Counseling

Family Therapies
Family Therapies can be a means to improve a patient’s
psychosocial support, which can improve patient outcomes.
These therapies engage family members and friends to help
support the patient's recovery and long-term abstinence.
Different kinds of family therapies meet a variety of patient
needs. Family Behavior Therapy (FBT) and Behavioral Couples
Therapy (BCT) are most often used by adult patients 15,16.
•

Family Behavior Therapy (FBT) looks at not only the
substance use but also surrounding family issues that may contribute, such as conflicts in the home or
mental disorders in the family15,16. FBT helps the patient set goals, develop skills, eliminate or change
factors that might prevent treatment success, and prepare both the patient and their social support
system for treatment. Therapy can last up to 20 sessions15,16.

•

Behavioral Couples Therapy (BCT) involves both patient and their spouse. It includes the patient making a
"daily sobriety contract" and the spouse supporting this commitment, giving the patient some
accountability15,16. The couple also learns effective communication and how to become involved in positive
social activities that are substance-free15,16. In some cases, a partner may support the old, addicted lifestyle
and have difficulty supporting the patient's change to sobriety. Couples and individual counseling often
have this issue; it sometimes results in relationships ending.

Twelve-Step Facilitation Therapy
Twelve-Step Facilitation Therapy (TSF) uses individual therapy sessions to support becoming involved in a 12-step
program15,16. It includes milestones of acceptance, surrender, and active involvement, similar to 12-step programs.

The Matrix Model
The Matrix Model combines multiple evidence-based practices (family and group therapy, relapse prevention,
self-help, reduction of other risky behaviors, and drug education) in a coordinated, sequential approach 15,16. The
treatment centers around group therapy (3 times a week for 16 weeks) which promotes social support, individual
bup.clinicalencounters.com
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counseling, cognitive behavior therapy, family education, and urine drug testing in order to achieve the patient's
overall goal of abstinence15,16.

Psychosocial Issues And Other Supports

Ongoing Assessment Of Psychosocial Issues
Psychosocial issues should be evaluated and assessed routinely during maintenance. Continue to address
psychosocial issues that were identified during the initial phases of treatment and identify any new issues. Family
support and structured time in prosocial activities will continue to be important.
Modify treatment structure and agreements and treatments/referrals for comorbidities as would benefit the
patient, based on these assessments. For patients who are not making progress toward treatment goals, consider
referral to more intensive forms of behavioral and/or substance use treatment. Additional counseling and social
supports often benefit patients who are dealing with employment problems, financial issues, and legal
consequences of drug use.

Other Supports When Formal Counseling Is Not An Option
If you cannot provide psychosocial services in-office, the SAMHSA treatment or mental health locator can be used
to find local providers.
Some patients may refuse counseling for various reasons, including finances, time involved, and comfort with
accepting counseling, and you will need to decide your policy in this situation. If you consider seeing these
patients, some of the following supports may benefit patients, although they are not considered a substitute for
counseling. Nurse check-ins may benefit patients who are unable to participate in counseling. Mutual help
programs, such as 12-step programs, may also benefit patients, but should not be considered a substitute for
counseling3. Primary care settings with limited on-site resources can integrate basic counseling principles, such as
relapse prevention techniques, into office visits with patients in office-based treatment.

PRACTICE ACTIONS
Be sure to recognize patient progress toward treatment goals including positive changes in their psychosocial
functioning and decreases in their addiction-related behaviors.

Technology-Supported Care

Treatment Technology
Emerging technologies have made it possible to support
patient treatment inside the office and expand the exchange
of information outside of office visits16:
•

Telehealth delivery systems, such as electronic health
records (EHR), allow for the exchange of patient
information between providers, creating a more
coordinated care approach for total health.

•

Patient portals allow for web-based delivery of
information.

•

Mobile apps that can be used for patient education
are readily available wherever the patient uses a
mobile device and can be used to provide patient education.
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Telemedicine provides remote clinical services to patients through the use of two-way, real-time
interactions, such as through video conference calling. It allows patients to receive diagnosis and care for
a number of ailments when they are unable to physically get to the medical office.

Electronic Assessments
Electronic assessments can help aid in early intervention for substance abuse, and also help your patients with
their overall addiction treatment needs. Studies show that patients are more likely to disclose substance use
within an online/digital setting rather than in face-to-face assessments 16. Studies have also shown that webbased, evidence-based assessments are effective in determining levels of substance use and identifying those
who may benefit from treatment16. These types of assessments can be utilized for early interventions, which will,
in turn, improve treatment outcomes for those who would benefit from addiction support. NIDA has developed
one such online screening tool.

Electronic Interventions
Electronic interventions can be utilized to support and extend care outside the office setting. Ongoing electronic
interventions, such as automatic motivational calls to patients with substance use issues, may help them to
decrease their substance use over time and be more encouraged to work towards continued overall abstinence 16.
To find one of the many apps available that support recovery, direct patients to search their mobile app store for
terms such as "substance abuse recovery apps" or "addiction apps."

Recovery Support Services And Mutual Support
Recovery support programs and organizations and mutual support groups are an important resource for
successful and sustained recovery. Long-term participation is important because significant risk of relapse
continues even after a couple of years of recovery 16.

Recovery Support Services
Recover support services are "the collection of community services that can provide emotional and practical
support for continuing remission as well as daily structure and rewarding alternatives to substance use" 16. These
services help individuals in recovery acquire resources that will help them stay in recovery, such as better jobs,
education, social opportunities, healthcare, and general well-being. In addition to this support, ongoing
monitoring and early re-introduction to treatment are often additional goals of these services. Recovery support
services are found in various places including schools, health care systems, housing systems, and other
community settings. Specific recovery support services include 16:
•

Recovery Coaching: Helps individuals being discharged from treatment to connect with community
services and resources as well as to overcome barriers or problems that might interfere with continued
recovery.

•

Recovery Housing: Provides a substance-free environment in which to recover as well as mutual support.
Research on at least two such programs has shown improved long-term recovery rates

•

Recovery Management: Follows a protocol to monitor individuals during recovery long term. May involve
in-person checkups or telephone case monitoring.

•

Recovery Community Centers: Often peer-led, recovery-focused. May provide any of the above recovery
support services, 12-step meetings, education, social events, and access to resources that support
recovery.
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Mutual Support
Mutual support groups, such as Narcotics Anonymous (NA), are a source of psychosocial support that many
patients find helpful. NA shares many of Alcoholics Anonymous’ (AA's) features, including a social fellowship and
an adherence to the 12 steps or actions as the basic roadmap to spiritual recovery and abstinence. Like AA, NA is
an independent, self-supporting, group-based, and member-run, with no ties to or affiliation with other existing
organizations. 12-step groups 16:
•

Have a spiritual underpinning

•

Focus on a goal of abstinence

•

Accept one's powerlessness over the addictive substance

•

Support public confession of addiction

•

Emphasize members' anonymity (first names only)

•

Are free of charge

The typical forum consists of member-run group meetings where speakers and other group members explore the
nature of addiction, the harm it has caused self and others, and the techniques for achieving and maintaining
abstinence. Daily meeting attendance is encouraged during the initial 90-day induction period. Outside the
meetings, members work through the 12 steps. NA provides group support for staying drug-free through
testimonials, role modeling at group meetings, and sponsorship, in which members with a year or more of
abstinence provide 24-hour support and encouragement to new members 17.
Secular organizations for drug-free living exist in many communities and provide self-help group alternatives for
patients who prefer an approach free of NA's spiritual features.
Research has shown that treatment programs that facilitate participation in AA groups, result in reduced relapse
rates and costs16

Poll: If patients refuse to participate in recovery support services, groups, or counseling
that you believe is indicated, what do you do (or plan to do) next?
•

I do not get such patients.

•

Tell them it is required if they want treatment in this clinic.

•

Strongly recommend. If treatment goes poorly tell them we cannot continue unless they add a support
group.

•

Fully point out the benefits but leave the decision to them.

•

Softly recommend it and move on to another topic.

•

Does not (will not) apply to me.

What do you think? Take the poll yourself!
https://bup.clinicalencounters.com/maintenance-poll/
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MONITORING ADHERENCE AND EFFECTIVENESS
Guidelines For Buprenorphine Treatment Monitoring
SAMHSA's guidelines for Sublingual and Transmucosal Buprenorphine recommend the following to monitor
treatment patient adherence and response to treatment because it improves "likelihood of positive clinical
outcomes and reduces the possibility of diversion"3:
•

Unannounced urine toxicology screening

•

Medication counts – Require the patient bring their medication to each appointment and count to assure
the correct number of tablets or films remain in the container; helps reduce diversion

•

Observed ingestion – Often used near the start of therapy and serves the dual purpose of making sure the
medication is being used and making sure it is being used properly; requires the patient bringing their
medication to each appointment and can be required later in therapy to support adherence

•

Checking Prescription Drug Monitoring Programs

The rationale and protocols for each of these precautions are described in this and other modules of the
program.
n Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders, produced by expert panel
process, the guidelines with strongest consensus on monitoring treatment adherence and effectiveness are the
following13:
•

During induction and stabilization phases, urine drug screens should be done weekly to detect alcohol and
other drugs of abuse, and also to look for evidence of the buprenorphine metabolites.

•

During maintenance phase, urine drug screens should be conducted monthly or every two weeks to
detect alcohol or other drugs of abuse and to look for the buprenorphine metabolite.
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BUPRENORPHINE IMPLANTS
An Option For Lower Dose Stable Patients
Buprenorphine implants have been approved as an option for maintenance at relatively lower doses (8 mg or
lower)11.
Patient Name: Andrea Sanchez
Age: 32 years old
Reason For Visit: Ms. Sanchez gets an injection every 3 months for birth control and she
wonders if there is something similar for buprenorphine maintenance.
Present History: Ms. Sanchez has been on buprenorphine maintenance for over 3 months
after getting off Vicodin®. She became dependent on Vicodin after surgery for an ovarian cyst
three years earlier. She would also appreciate any time saved, even not having to fill a
prescription every month, because as a schoolteacher and mother of two, her life is very busy.
Ms. Sanchez: Is there a shot or something I could get, like my birth control shot, where I wouldn't have to think
about it every day and keep picking up the prescription?
Provider: There is an injectable form available but it’s monthly. There also is an implant that goes just under the skin 11
that might address your concerns. You meet the requirements by being in the maintenance phase and stable for 3-6
months at a dose of 8 mg or lower.
Ms. Sanchez: The implant sounds interesting. Tell me more.
Provider: I would place four small rods under your skin in a simple procedure right here in the office; I've had special
training in how to do the minor surgical procedure and am certified. Once the implant is in place, it would provide you
with a steady level of the drug in your bloodstream for 6 months.
Ms. Sanchez: Four rods? How big are they?
Provider: About the size of a wooden matchstick and an inch long. It would go on the inside of your upper arm, a little
under the surface. After 6 months, the implants are removed and replaced.
Ms. Sanchez: I guess it wouldn't bother me so much there. It would be nice to go 6 months without taking
buprenorphine every day and not having to come in here. I'm very interested.
Provider: I'd still want to see you regularly – after one week and then at least monthly. The implant is just part of a
complete treatment plan. Monitoring, social support, and counseling will still be important.
Ms. Sanchez: Hmm. I'll have to think about that. It doesn't cause any problems?
Provider: Few side effects have been reported after healing from the initial placement. Most common are some
irritation or itching at the implant site and side effects similar to the sublingual formulation. There is a remote risk from
the implant itself moving or protruding or injuring a nerve. Another possible problem would be if you developed a need
for a higher dose, which does not happen often, you would have to supplement it by taking a partial dose of sublingual
buprenorphine.

PRACTICE ACTIONS
1. Remind patients who have the implant to let other healthcare providers know that they are on this
medication. Some patients may forget or not think of it as a medication they are "taking."
2. Be sure to have an excellent follow-up system in place so that the implants are replaced at 6 months.
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BUPRENORPHINE OVERDOSE RISK
Safety and efficacy of buprenorphine in the primary care setting
have been demonstrated18,19.
Researched Abuse, Diversion and Addiction-Related
Surveillance (RADARS) data shows that the risk of severe
intoxication is lower for buprenorphine than for other opioids 20,
As a result of buprenorphine’s agonist effect, overdose and
abuse are possible, SAMHSA's update for buprenorphine
therapy recommends7,
•

Patient education about the possibility of
buprenorphine overdose and opioid overdose if they
return to opioid use.

•

Consider prescribing naloxone for patients on buprenorphine to use in the event of an overdose.

When Risk Of Buprenorphine Overdose Is High:
•

When taken with certain other drugs, including other opioids, benzodiazepines, alcohol, sedatives, or
certain medications that interact with buprenorphine 3. Misusing buprenorphine and sedative-hypnotics,
particularly benzodiazepines, greatly increases the risk of overdose.

•

In opioid-naive persons, and is particularly risky in children, underscoring the need for safe storage of
buprenorphine.

•

If dissolved and injected (which should be strongly discouraged).

Prevalence Of Overdose And Abuse
•

In 2011, an estimated 21,483 emergency room visits for misuse and 3,625 cases of toxic buprenorphine
exposure were reported21.

•

SAMHSA reported 30,135 hospital emergency department visits linked to buprenorphine in 2010, with
52% involving misuse. Of the misuse-related visits:
◦

41% involved just the use of buprenorphine

◦

59% involved the use of other substances, including benzodiazepines, narcotic pain relievers,
marijuana, heroin, and cocaine 22

Accidental and non-accidental ingestion of buprenorphine in children is also increasing in proportion to an
increase in availability and clinical use: There were 2,380 overdoses in young children in 2009 23. In a review of
4879 buprenorphine exposures in identified in children under age 6, around a third had a serious medical
outcome and only one fatal outcome was reported 20. Deaths have been reported, however, with low doses of
buprenorphine in the form of sublingual tablets for analgesia in opioid naive individuals, as low as 2 mg 24, which
underscores the importance of safe, preferably locked storage.

REMS
To counteract the risk of buprenorphine diversion and abuse, the FDA requires a Risk Evaluation and Mitigation
Strategy from the manufacturers of certain buprenorphine products. The strategy includes provider education
and medication guides for patients 25.
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Overdose Recognition & Prevention

Signs And Symptoms Of Buprenorphine Overdose:
•

Cold, clammy skin

•

Weakness

•

Constricted pupils (Note: After brain damage occurs, pupils may dilate.)

•

Hypotension

•

Loss of consciousness/unresponsiveness

•

Respiratory depression

Of these, respiratory depression may be fatal if
untreated4.

PRACTICE ACTIONS:
To prevent overdose:
•
•
•
•

•
•

Advise your patients of the consequences
of buprenorphine overdose4
Warn against mixing buprenorphine and
alcohol4
Warn against mixing buprenorphine and
benzodiazepines4
Use caution when prescribing both
buprenorphine and benzodiazepines or
other sedating medications 4
Warn your patients not to inject
buprenorphine
Unless contraindicated, prescribe buprenorphine/naloxone combination tablets or film, which are less
likely to be injected than medication containing only buprenorphine 4

Overdose Special Considerations

Special Considerations For Benzodiazepines
US FDA Guidance on the risks and benefits of buprenorphine treatment in the context of benzodiazepine use has
evolved from earlier warnings 26 to a later report highlighting that benzodiazepine use should not be the cause for
discharge from buprenorphine treatment27. The report argues that the risk of opioid dependence may outweigh
the risk of benzodiazepine use. As in the rest of medicine, benefits and risks should be weighed for each
individual patient and decision is up to the provider if the patient must remain on benzodiazepines 28:
•

Start at a low dose of buprenorphine (1-2 mg) and slowly increase the dosage

•

Use shorter-acting versions. Considerations:

•

•

oxazepam has a mean elimination half-life of 8.2 hours 29

•

lorazepam’s half-life is 12 hours and 18 hours for its metabolite 30

•

diazepam has a half-life of 48 hours and up to 100 hours for metabolites 31

Avoid long-term use of benzodiazepines, if possible
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Other Special Considerations
Additional patient populations that may need a lower starting dose and slower increase 28:
•

Patients <20 years old

•

Patients >60 years old
•

•

Particularly those who are frail, have HIV, hepatitis C, cancer, or are taking other sedatives (e.g.,
lithium)

Patients taking multiple drugs

Overdose: Treatment
Buprenorphine overdose is treated with supportive care and an opioid antagonist, such as naloxone, to displace
the buprenorphine. Recommendations for treating opioid overdose, for adults, are as follows:
1. Start with 0.4 mg to 2 mg naloxone (NARCAN) intravenously (or intramuscular or subcutaneous if
intravenous is not available). If respiratory function has not improved sufficiently, repeat at 2 to 3-minute
intervals up to a total dose of 10 mg 32. Buprenorphine's affinity for opioid receptors is strong enough that
a relatively higher dose of naloxone may be needed to reverse respiratory depression; reversal effects are
gradual with buprenorphine32. Note: naloxone injection solution USP is supplied in 1mg/mL
concentration32.
2. If there has been no response, re-evaluate the diagnosis of opioid toxicity or partial opioid toxicity 32.
Respirations should be mechanically assisted and other measures for resuscitation can be used if clinically
indicated.
3. Because the duration of naloxone is relatively short, continue to monitor the patient. Additional doses
may be needed when the naloxone effect wears off. This varies with the amount of opioid taken and
whether it was long-acting/extended release32.
4. If respiratory depression is prolonged and continued boluses of naloxone are needed, continuous IV
infusion of naloxone should be considered33.

Considerations:
•

Withdrawal symptoms. Patients who are physically dependent on opioids are likely to experience
withdrawal symptoms with abrupt reversal of opioid effects by naloxone 32.

•

Caution for cardiac disease. Use caution in patients with cardiac disease or who are on medications with
potential adverse cardiovascular effects such as hypotension, ventricular tachycardia or fibrillation and
pulmonary edema32.

•

Is there also a benzodiazepine overdose? Consider whether there is a mixed overdose with
benzodiazepines that is contributing. Treatment for the benzodiazepine part of the overdose is usually
supportive including maintaining airway, respiration, and hemodynamic support until there is natural
recovery34.

PRACTICE ACTION
Warn your patients to keep medications away from where children can find them.

FYI
Naloxone taken intravenously has good bioavailability. When buprenorphine/naloxone combination is injected by
someone who is dependent on opioids, the naloxone can cause precipitated opioid withdrawal 35.
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Naloxone for Overdose

Naloxone Overdose Reversal Kit
Naloxone kits are used for the reversal of a narcotic overdose,
induced by opioids. Although rare, buprenorphine overdose can
occur. The kits can be used to counteract a buprenorphine
overdose. However, as described previously, naloxone does not
work as well for buprenorphine as it does for other abused
opioids. SAMHSA recommends considering prescribing naloxone
for patients on buprenorphine36.
The following kits have been available:
•

Single-dose hand-held, auto-injector systems (FDA
approved in 2014)

•

Muscle syringes. One syringe per 1 ml of naloxone (FDA approved)

•

Intranasal spray (Narcan®)

•

Injectable dosages for intravenous, intramuscular and subcutaneous administration include 1 mg/ml and
10 ml (multi-dose)

Candidates for naloxone kits may include patients who are:
•

Taking high doses of opioid medication for the prolonged management of chronic pain/illness

•

At risk for incomplete cross-tolerance

•

Taking extended-release opioid preparations that may pose a risk for overdose

•

At risk for overdose due to medically prescribed analgesia, combined with a suspected or confirmed
history of substance abuse, or dependence

The FDA approved a user-friendly intranasal formulation of naloxone in November 2015. The amount of
medication gets into the body and how rapidly it is effective is comparable to the injectable version 16.

PRACTICE TIP
Naloxone kits can be distributed to family members, friends, peers, employers, non-medical staff and volunteers
in addition to the at-risk patient.
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PAIN MANAGEMENT
Simultaneous Pain And Opioid Use Disorder Treatment
Simultaneously treating addiction and (effectively) treating pain is challenging. An ASAM Consensus Panel on
buprenorphine treatment determined that there is insufficient data to recommend the use of buprenorphine for
the treatment of acute or chronic pain in patients with a history of opioid use disorder 7.
•

If possible, non-opioids should be the first mode of treatment for pain among your patients who are
already maintained on buprenorphine.

•

Dividing the buprenorphine dose can help address pain somewhat. Keep in mind that its analgesic
property is around 8 hours. Using the formula approved for treating opioid use disorder to treat pain is
considered off-label use.

•

However, patients maintained on buprenorphine might require opioid therapy for their pain if they
develop acute or chronic pain that is not responsive to the buprenorphine treatment or treatment with
non-opioids.

•

If you are a new buprenorphine prescriber, you might want to consult with a more experienced provider
or pain or addiction expert in such situations.

However, clinical studies demonstrated effective analgesia utilizing the analgesic properties of divided doses of
buprenorphine and supplementing it with another opioid 37,38.

Buprenorphine for Pain Management
Buprenorphine, in different formulation, can be used to treat pain.
The formulations for pain are specifically intended for that purpose
(e.g., Buprenex, BuTrans) in contrast to the formulations specifically
intended for treating opioid addiction, e.g., Suboxone, Bunavail, etc..
According to the DATA 2000 law, buprenorphine formulations for
treating opioid use disorder are not to be used for pain
management. That said, some patients who were previously
managing pain using opioids may find the analgesia from their
buprenorphine therapy for opioid use disorder is sufficient. In one
study, patients tapered off high doses of opioids and placed on
doses of sublingual buprenorphine typical for treating opioid use disorder on average reported less pain after
making this change39.
A buprenorphine formulation specifically for pain: A 7-day buprenorphine transdermal patch (BuTrans®) is FDAapproved for use in treatment of long-term, moderate-to-severe chronic pain 40. Regarding this formulation:
•

Patches are available in 5, 10, and 20 μg/hour strengths 41.

•
•

Use is contraindicated in the management of acute or short-term, postoperative, mild, and intermittent
pain.
It is not approved for treatment of opioid use disorder 42.

•

You do not need the DATA 2000 waiver in order to prescribe buprenorphine for pain.

Reasons To Consider Buprenorphine As An Analagesic Over Full Agonist Opioids
•

Treats a broad range of pain types including cancer pain and neuropathic pain

•

Produces less constipation, cognitive impairment
bup.clinicalencounters.com
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•

Is not immunosuppressive (like morphine and fentanyl)

•

Has a ceiling effect with respect to respiratory depression

•

Does not harm HPA-axis or cause hypogonadism

•

Is not associated with QT prolongation (like methadone)

•

Is effective in older population

•

May be used in renal failure and patients on dialysis

•

Has milder withdrawal and less abuse potential than full agonists 43

Maintenance and Discontinuation

PRACTICE ACTION
Because pain—both acute and chronic—is an issue that affects a large number of patients seen within primary
care settings, you might be approached by patients requesting a buprenorphine prescription for pain
management. If you think this is warranted, be sure to use formulations specifically for treating pain.

Treating Acute Pain In Buprenorphine Patients

Treating Anticipated Acute Pain
If your patients who are on buprenorphine schedule elective surgery or
another procedure in which they are going to have acute but short-term
pain, you can plan accordingly to treat their pain safely and effectively.
For situations in which non-opioid pain relievers are inadequate, follow
these steps44,45:
•

Have your patient take buprenorphine the morning prior to the
day of procedure, then skip the buprenorphine dose the morning of the procedure.

•

Prescribe opioids to produce adequate analgesia, to be taken the morning of the procedure, titrated to
effect.

•

Continue to treat with opioids to manage opioid use disorder. For inpatients who also are having
parenteral pain management, use patient-controlled analgesia with no basal dose. If your patient does not
require parenteral pain management and/or is an outpatient, use short-acting opioids.

•

A higher dose opioid agonist may be needed due to physical tolerance on buprenorphine and
unavailability of mu receptors due to recent buprenorphine doses.

•

Opioids should be taken on schedule rather than as needed to avoid dose escalation.

•

If your patient remains an inpatient, continue to hold buprenorphine.

•

When opioids are no longer required for pain management, your patient should first experience mild to
moderate opioid withdrawal and then be re-inducted onto buprenorphine.

•

You may want to consult a more experienced buprenorphine provider or pain or addiction expert.

•

You may want to consider consultation if this is outside your area of expertise.

Treating Unanticipated Acute Pain
Pain management is slightly more complicated for your patients on buprenorphine who are hospitalized with
unanticipated acute pain (for instance, for emergency surgery). Follow these guidelines for treating unanticipated
acute pain44,46:
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•

Determine when the last dose of buprenorphine was taken and temporarily stop buprenorphine; proceed
with pain management in the manner described above.

•

Other options include providing regional anesthesia, increasing the buprenorphine dose, adding a highpotency opioid, such as fentanyl, or temporarily switching your patient to methadone.

•

When switching your patients to methadone, prescribe short-acting opioids in addition to the methadone
as needed. The methadone will be treating the physical opioid dependence and something else is needed
to treat the pain. When the pain is gone, your patient can be tapered off of methadone and re-inducted
onto buprenorphine.

•

Consult the resources section for further details. You may want to consider consultation if this is outside
your area of expertise.
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DISCONTINUING BUPRENORPHINE
Guidelines For Discontinuing Treatment
In Practice Guidance for Buprenorphine for the Treatment of Opioid Use Disorders, produced by expert panel
process, the guidelines recommended most often on discontinuing treatment were the following 13:
To discontinue treatments, it is best that these conditions are met:
•

Patients must have expressed desire to discontinue treatment.

•

Patients must have established stable living and income.

•

Patients must have adequate psychosocial support.

•

Termination of treatment and contingencies for treatment should be outlined in the treatment
agreement.

Note: These are the guidelines for which there was strong consensus by expert review and not a complete
protocol.

The Evidence For And Against Discontinuation
The optimal duration of medication-assisted treatment with buprenorphine is not clear 3, but it is clear that there
is a high risk for relapse when medication-assisted treatment is discontinued, even if maintenance has been
stable for a while3,47. NIDA's Clinical Trials Network Prescription Opioid Addiction Treatment Study found that
treating prescription opioid-dependent patients with a brief buprenorphine taper and stabilization treatment plan
(plus counseling) almost always led to relapse48. Around 88% positive urine drug tests were found at 3 months
post-taper in another study2.
If there is discontinuation of buprenorphine treatment, it often works best to involve a closely monitored, gradual
reduction or tapering of the patient's maintenance dose, usually over a period of several months 12. The VA/DOD
guidelines, based on "strong" evidence for it, recommend transitioning to extended-release injectable naltrexone
if discontinuing buprenorphine, although they recommend providers "strongly advise" patients to continue
buprenorphine maintenance long-term49.

Circumstances For Discontinuing Buprenorphine
Discontinuing buprenorphine is not required or even
recommended. Patients can continue buprenorphine therapy
indefinitely if they want to as long as they adhere to treatment
and experience no complications 3.
Opioid abuse should not be grounds for terminating
buprenorphine treatment. Alternative responses include checking
on proper use of buprenorphine and dose, increased office visits,
and making continued treatment contingent on increased
psychosocial support.
Factors that are associated with successful discontinuation of buprenorphine include the following 12:
•

Being employed or otherwise engaged in meaningful activities

•

Involvement in peer mutual self-help programs, such as 12-step programs

•

Consistent and sustained abstinence from opioids and other substances

•

Psychosocial environment that is improved and highly supportive
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Engagement in treatment before and after discontinuing buprenorphine

Discussing Discontinuing Buprenorphine With Patients
Discontinuing buprenorphine should be discussed thoroughly with patients and their significant others. Ask
patients why they want to discontinue treatment and encourage them to remain on the therapeutic dose as long
as it is beneficial. Include a discussion of potential consequences and explain the following:
1. Relapse rates are high when buprenorphine is discontinued.
2. Continuing the medication reduces risk of relapse to patients, and is similar to taking medication for a
chronic condition, such as hypertension being continued indefinitely.
3. Some patients can taper down to 2 or 4 mg (sublingual tablets or equivalent of other formulations) but
cannot get off completely without uncomfortable withdrawal symptoms.
4. If patients wish to discontinue buprenorphine use, recovery support services 50 are even more important.
Encourage patients to participate.
5. Alternative forms of pharmacotherapy may help them in remaining abstinent in the long-term.
6. Patients who discontinue buprenorphine should still be monitored and assessed for cravings and
adherence to psychosocial therapies.
7. Encourage your patients to return for maintenance treatment if cravings develop after withdrawal.
A presentation at the American Psychiatric Association 2010 Annual Meeting reported that treating prescription
opioid-dependent patients with a brief buprenorphine taper and stabilization treatment plan (plus counseling)
almost always led to relapse48. The research reported was part of NIDA's Clinical Trials Network Prescription
Opioid Addiction Treatment Study.
Abrupt cessation of buprenorphine should be avoided. If tapering to complete cessation is desired, it should be
gradual and medically supervised with plenty of psychosocial support.

Warning
Patients are at risk for relapse to opioid use and, therefore, overdose when withdrawing from buprenorphine 49.

Potential Alternatives To Buprenorphine
Three alternatives to buprenorphine treatment can be considered for patients being maintained on
buprenorphine wishing an alternative treatment for opioid use disorder:
•

Medication-assisted treatment with methadone

•

Medication-assisted treatment with naltrexone

•

Medication-free treatment

All three approaches should include psychosocial treatments as part of the treatment 3,12.

Switching To An Alternative Pharmacotherapy
Patients who wish or need to stop buprenorphine treatment can be switched to another form of
pharmacotherapy, such as methadone or naltrexone or long-acting naltrexone (Vivitrol®) maintenance. Such
discontinuation and transfer to the new medication can be accomplished simply and on a timetable that is
appropriate for the particular patient and medication.
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Considerations For Drug-Free Treatment
Alternatively, all pharmacotherapy can be stopped. For most patients, switching to an alternate pharmacotherapy
is a better option, because patients who quit pharmacotherapy altogether are unlikely to remain abstinent.
Withdrawal from buprenorphine to no drug therapy should only be considered seriously for well-stabilized,
motivated patients.

Quiz: Case Study – Mr. Richards
Name: Mr. Richards
Age: 28 years old
Reason For Visit: Mr. Richards wishes to stop taking buprenorphine.
Patient History: Mr. Richards became dependent on intranasal heroin, prescription
opioids, and cocaine during his late teens.
Treatment History: He is currently maintained by you on buprenorphine/naloxone
sublingual film and has been for the past three months. He previously was able to
obtain limited drug-free abstinence after an inpatient detoxification followed by involvement in NA meetings.
Three months ago, you inducted him onto buprenorphine without incident, and he has been doing well on a 12
mg daily dose. He has not used heroin or other drugs since the induction, his mood is good, and he is positive
about being able to get back to work.
Today's Visit: Mr. Richards reports that he felt a little tempted to use cocaine last weekend at a party when he
was with friends who were using it, but he's having no problems staying away from opioids. He is no longer active
in 12-step meetings and has cut back on visits to his therapist for relapse prevention, stating, "I don’t need it now
that I'm cured."

What Are The Main Concerns About Starting A Taper For Mr. Richards? (Choose All That
Apply)
1. Mr. Richards' overconfidence in his ability to remain abstinent
2. Mr. Richards' cut back on therapist visits in this early period of recovery
3. Mr. Richards' exposure and access to drugs through his friends
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QUIZ: CASE STUDY – MR. RICHARDS – QUIZ FEEDBACK
(1) Mr. Richards' Overconfidence In His Ability To Remain Abstinent,
(2) Mr. Richards' Cut Back On Therapist Visits In This Early Period Of Recovery,
(3) Mr. Richards' Exposure And Access To Drugs Through His Friends:
Correct. In fact, all of these issues are equally troubling. It is a concern that Mr. Richards has deviated from the
treatment plan, decreasing therapist visits without discussing this with you, and that his assertion of 'being cured'
reflects overconfidence or even denial about the chronic, relapsing nature of substance use disorders. Also, he is
allowing himself to enter into 'high-risk' situations, attending parties on the weekends where he knows that drugs
will be available. This calls into question his decision-making ability at this time.

Quiz: Discontinuing Buprenorphine Therapy

Which Of The Following Is A Valid Reason For Discontinuing Buprenorphine Therapy?
(Choose All That Apply)
1. The patient wants to stop.
2. The patient wants to transfer to methadone.
3. The patient has had an adverse reaction to the buprenorphine.
4. None of the above.
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Discontinuing Buprenorphine Therapy Quiz Feedback

(1) The Patient Wants To Stop,
(2) The Patient Wants To Transfer To Methadone,
(3) The Patient Has Had An Adverse Reaction To The Buprenorphine
Correct. All are valid reasons for discontinuing buprenorphine pharmacotherapy.

(4) None Of The Above.
All of the listed choices are valid reasons for discontinuing buprenorphine pharmacotherapy.
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TAPERING PROTOCOL FOR QUITTING BUPRENORPHINE
Tapering
If, after weighing the risks of relapse, discontinuation of buprenorphine is selected, it should be achieved through
a safe, structured protocol.
The rate of taper has more to do with percent decrease than absolute dose decrease. In other words, it is often
easier for patients to go from 14 mg to 12 mg than 6 mg to 4 mg.*
*Doses described on this page were established with the original Suboxone® sublingual tablets and should be
adjusted for the formulation you are using.

Guidelines Recommend Longer Tapering
Guidelines on medication-assisted treatment produced by ASAM recommend that tapering and stopping
buprenorphine should be achieved slowly, usually over several months, with close monitoring 12. Furthermore,
they recommend that patients remain in treatment for ongoing monitoring, even after buprenorphine is
completely discontinued. A long-period may be more favorable for patients who would be less willing or able to
seek outside support during treatment. Additionally, a more lengthy process may help decrease the severity and
occurrence of withdrawal symptoms as the patient's dose is tapered.

Shorter Tapering
However, some research found no benefit for a 28-day taper in comparison to a 7-day taper. Another study
conducted by the National Drug Abuse Treatment Clinical Trials Network, using a steady dose Suboxone®, also
compared the 7- and 28-day taper. Researchers randomized 516 opioid-dependent individuals into one of the two
treatment protocols. They found that there seems to be no benefit in prolonging the taper period to 28 days
instead of 7 days, 58% completed the 7-day taper and provided a clean urine sample, compared with 38% of the
28-day taper condition. Additionally, individuals in the 7-day taper group were almost twice as likely to complete
the taper and provide an opioid-negative urine sample compared with those in the 28-day taper group 51.
Another multi-site study sponsored by NIDA's Clinical Trials Network found similar results 2. The following table
highlights their 7-day tapering protocol.
Stabilization Dose

8 mg

16 mg

24 mg

Day 1

8

16

24

Day 2

6

12

20

Day 3

6

10

17

Day 4

4

8

12

Day 5

4

4

8

Day 6

2

2

4

Day 7

2

2

2

Reduction can also take place over a period of as short as 3 days, for those patients who have immediate and
compelling reasons to discontinue use, such as a pending health issue (surgery) or job limitations regarding
extended absences4. However, rapid tapers may increase the likelihood of withdrawal symptoms and subsequent
relapse; new prescribers should consult with an experienced buprenorphine provider in such circumstances.
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Quiz: Mr. Richards – Discuss Buprenorphine Taper
Patient History and Discussion: You discuss your concerns with Mr. Richards, and suggest that he remain on
maintenance for a while longer until the cravings have subsided, he is further along, and engaged in a program of
relapse prevention. He agrees, noting that his overall functional status has improved on buprenorphine and that
he doesn't want to jeopardize his gains.

Follow Up
Three months later, Mr. Richards returns and is still on 12 mg daily. He is seeing his therapist every other week
and attending weekly NA meetings, which have helped him become more aware of the "people, places, and
things" that put him at risk for relapse. Mr. Richards is once again interested in starting a buprenorphine taper,
despite your warnings of the risk of relapse.

How Do You Advise Him To Begin Tapering The Buprenorphine?
1. Initiate a 5-day taper of his buprenorphine similar to in-patient detoxification protocols
2. Suggest that he start tapering his buprenorphine on his own, and let you know the effects next month
3. Initiate a very gradual reduction in his dose of buprenorphine, with close monitoring by phone or more
frequent office visits
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Mr. Richards – Discuss Taper Quiz Feedback

(1) Initiate A 5-day Taper Of His Buprenorphine Similar To In-patient Detoxification
Protocols
This is not the best option. The ideal method of tapering off buprenorphine maintenance is usually longer than 5
days. While many inpatient detoxification protocols are for 5 days, there is concern that too rapid of a taper could
result in excessive withdrawal, increased cravings, and lead to increased risk of relapse. Monitoring during the
dose-tapering period is important to assess degree of withdrawal, cravings, change in affect, or other problems
that may arise. Tapering is not an exact science but the general rule of thumb is 'slower is better'.

(2) Suggest That He Start Tapering His Buprenorphine On His Own, And Let You Know
The Effects Next Month
This is not the best option. Patients who are tapering off of buprenorphine should be closely monitored to assess
degree of withdrawal, cravings, change in affect, or other problems that may arise. Tapering is not an exact
science but the general rule of thumb is 'slower is better'.

(3) Initiate A Very Gradual Reduction In His Dose Of Buprenorphine, With Close
Monitoring By Phone Or More Frequent Office Visits
Correct. The ideal method of tapering off buprenorphine maintenance is usually longer than 5 days. While many
inpatient detoxification protocols are for 5 days, there is concern that too rapid of a taper could result in
excessive withdrawal, increased cravings, and lead to increased risk of relapse. Monitoring during the dosetapering period is important to assess degree of withdrawal, cravings, change in affect, or other problems that
may arise. Tapering is not an exact science but the general rule of thumb is 'slower is better'.
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TAPERING CHALLENGES
Withdrawal During Tapering Of Buprenorphine

Monitor Patients Carefully During Tapering
Withdrawal symptoms, psychosocial status, and drug use should be monitored carefully during the tapering
phase.
If and when these symptoms arise, temporarily suspend tapering until the patient is stabilized at his/her current
dose. Patients may be prescribed non-opioid medications to manage specific withdrawal symptoms:
•

Non-opioid pain relievers (NSAIDs or acetaminophen, while considering risks vs. benefits)

•

Antidiarrheal agents

•

Antiemetics

•

Antispasmodics

Withdrawal symptoms are treated the same during tapering as they are treated during induction.

Non-Pharmacological Support
Patients being tapered off buprenorphine should be encouraged to:
•

Seek non-pharmacological support and programs, such as 12-step programs, that will help ensure that
they will remain abstinent from opioid use3.

•

Return for maintenance treatment if cravings develop after tapering.

Relapse After Buprenorphine Taper

Relapse After Taper Is Common
Relapse is common when buprenorphine is stopped,
both for patients who discontinue their treatment
under a clinician's guidance and for those who stop on
their own:
•

In one long-term, NIDA-funded study of over
500 patients who tapered off buprenorphine,
relapse rates at 3-months after both 7 and 28day tapers were 87 to 88% as measured by
positive urine drug tests2.

•

Weiss and colleagues found that treating
patients using prescription pain medications
and having opioid use disorder with a brief
buprenorphine taper after stabilization on a
buprenorphine treatment plan (plus
counseling) almost always led to relapse. Only 6.6% were abstinent at 8 weeks after a protocol of 2-week
stabilization followed by a 2-week taper10. Even a long stabilization period of 3 months with counseling
followed by a 4-week taper resulted in a high relapse rate of around 90% at 8 weeks post taper 10.

•

6 weeks of stabilization followed by a slower, 3-week taper, was also associated with a high relapse rate 9.
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Some patients, feeling that they are cured or wanting to be completely free of medications, self-taper from
buprenorphine, successfully at first, but then relapse and come back 52. They want to see if they 'are still addicted.'
The wish for a cure, rather than pharmacologically-mediated control is common among all chronic illnesses.
Patients who relapse to misuse of opioids should be returned to medication-assisted treatment 12. Patients who
are abusing opioids and have been off of buprenorphine for more than a few days will likely do best by going
through induction again.

Quiz: Mr. Richards – Adjust Dosing
Mr. Richards is adamant about tapering off of buprenorphine but consents to being closely monitored during the
taper period.
He agrees to taper over a longer period of time if it will help keep the withdrawal level low. You elect to decrease
his dose in 2 mg increments, instructing him not to drop the dose any more often than every 7 days,
approximately the amount of time needed for the buprenorphine levels in the brain to reach steady state. Keep in
mind that the rate of taper has more to do with percent decrease than absolute dose decrease. In other words, it
is often easier for patients to go from 14 mg to 12 mg than 6 mg to 4 mg.

Further Follow Up
You remain in regular contact with Mr. Richards weekly by phone or through
office visits. He has been decreasing by 2 mg every other week. He was doing
well during a check-in when he had tapered to 6 mg. About a month later, he
calls complaining of withdrawal after dropping from 6 mg to 4 mg earlier in
the month. His main complaint is difficulty sleeping, and he is a bit achy and
irritable. His cravings are intermittent but intense.

How Do You Proceed?
1. Increase his daily dose to 10 mg
2. Return to a dose slightly higher than 6 mg
3. Stay with 4 mg daily and additionally prescribe a medication to help with sleep
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Mr. Richards – Adjust Dosing Quiz Feedback

(1) Increase His Daily Dose To 10 Mg
This is not the best option. Backing up to a slightly higher dose at which the patient was definitely stable is often
helpful during tapering. Before his recent decrease in dosage, Mr. Richards seemed to be stable on 6 mg, so
returning to this dose or slightly higher is indicated. But 10 mg does not seem indicated and does not fit with his
desire to be on the lowest possible dose. Also, after re-stabilizing at the slightly higher dose, slowing down the
taper to minimize withdrawal symptoms, but continuing the taper, is consistent with the patient's wishes.

(2) Return To A Dose Slightly Higher Than 6 Mg
Correct. Backing up to a slightly higher dose at which the patient was definitely stable is often needed during
tapering. Before his recent decrease in dosage, Mr. Richards seemed to be stable on 6 mg, but soon was not
stable, so returning to this dose or slightly higher is indicated. Also, after re-stabilizing at the slightly higher dose,
slowing down the taper to minimize withdrawal symptoms, but continuing the taper, is consistent with the
patient's wishes.

(3) Stay With 4 Mg Daily And Additionally Prescribe A Medication To Help With Sleep
This is not the best option. Before his recent decrease in dosage, Mr. Richards seemed to be stable on 6 mg, so
returning to this dose or slightly higher is indicated. Given that he is having intense cravings that may put him at
risk for relapse, it would be safer not to rely on just adjunctive medication to manage withdrawal. Also, after restabilizing at the slightly higher dose, slowing down the taper to minimize withdrawal symptoms is consistent with
the patient's wishes.

Mr. Richards – Other Treatment Concerns
Following your advice, Mr. Richards returned to an 8 mg dose for six weeks and then 6 mg for six weeks. Then, he
slowed down the taper, decreasing by 2 mg every 8 weeks. A couple of days after stopping the final dose, he had
mild insomnia that he was able to work through with sleep hygiene techniques and avoiding caffeine after the
morning. He continued to see his psychotherapist, who has helped him cope with intermittent cravings that are
now briefer. He has remained abstinent so far but says that tapering off buprenorphine and avoiding relapse is
one of the hardest things he has ever done.
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LAPSES, RELAPSE, AND RETURN TO TREATMENT
Responding To Relapse
Consider the possibility of relapse if patients seem less stable 5. The causes of relapse are often complex. The
extent of the relapse can vary and should be determined in terms of dose and frequency as well as the
psychosocial impact.
Relapse does not mean that buprenorphine treatment is not effective for that particular patient. Instead, it may
mean that a higher dose or more intensive psychosocial treatment or support system or other increase in
structure, such as more frequent appointments, would be helpful.
Patients who wish to return to buprenorphine maintenance should not be turned away, in most cases. Instead,
modify the treatment agreement to be more strict, conduct urine testing and office visits more frequently, and
require more involvement in group or individual therapies. Patients should be referred to an addiction specialist if
they have issues that can not be adequately handled in primary care.

More Tips For Dealing With Relapse
•

Relapse is common, formulate a plan for what you would do in various relapse situations.

•

Identify patients who have a history of failed treatment attempts or other issues that may put them at risk
for relapse.

•

Keep the door open for re-admission if possible.

•

In some cases, re-admission means repeating induction, which can be time consuming, so it is good to
think about how to handle that.

•

With relapse, patients often benefit from increased contact. One way to emphasize this would be to
require office induction rather than home induction, shorten the time interval between prescriptions,
obtaining the medication could be an engagement strategy.
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QUIZ: CASE – MR. PATEL
Name: Mr. Patel
Age: 27 years old
Reason For Visit: Mr. Patel is experiencing a relapse in heroin use and comes in for an
appointment. He would like to get back on buprenorphine. Mr. Patel wonders if you
would call in a refill to the pharmacy where he got his prescription filled before.
History of Present Illness: He recently dropped out of buprenorphine treatment under
your care and has been starting to use heroin again. He struggles to keep his use down.
Medical and Psychosocial History: Mr. Patel had abused heroin and prescription opioids for ten years prior to
starting buprenorphine. Mr. Patel is married and works as a lab technician at his uncle's medical device company.
Treatment History: He has had various treatment episodes, including methadone maintenance, residential, and
most recently buprenorphine maintenance under your care for the past 4 months. His uncle pays for his
treatment.

What Further Questions Should You Ask Mr. Patel To Determine His Candidacy For
Buprenorphine Treatment? (Choose All That Apply)
1. What triggers led to your relapse?
2. Ask about other substance use
3. Whether he relapsed due to persistent withdrawal symptoms
4. Ask about his support system
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CASE – MR. PATEL QUIZ FEEDBACK
Meet Your Patient

(1) What Triggers Led To Your Relapse?
Correct. It is important to support the development of insight into his vulnerabilities. From there, you could
brainstorm with him ideas on how to handle these triggers differently.

(2) Ask About Other Substance Use
Correct. He may not be aware that other substance use is likely to increase risk of relapse. This should be
discussed.

(3) Whether He Relapsed Due To Persistent Withdrawal Symptoms
Correct. It is important to understand whether his dose of buprenorphine was insufficient to manage his
withdrawal symptoms, in which case you should use a higher dose this time.

(4) Ask About His Support System
Correct. A support system is one of the most critical factors in recovery from substance use.
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Mr. Patel – Interview
Provider: Before we talk about restarting your buprenorphine treatment, I would
like to get a better understanding of what triggered your relapse.
Mr. Patel: Things were getting rough at work, and I just needed to forget for
a while. But I know I'm letting myself down, and my uncle, too. He's also my
boss, so I need to get back into treatment.
Provider: And your uncle is supportive of your treatment?
Mr. Patel: Yes, both he and my wife have been very understanding. They know I hit a rough patch and they are
willing to forgive me if I get help.
Provider: When you went back on the heroin, was it because you were having withdrawal symptoms while taking
buprenorphine?
Mr. Patel: Yes, and I was taking the heroin at the same time as the buprenorphine for the first couple of days,
but then I switched over to just heroin.
Provider: And are you taking any other drugs aside from heroin or drinking alcohol?
Mr. Patel: No, just the heroin. And I don't want to be dependent on it anymore.

PRACTICE TIP
Because situations like this, where a patient relapses and wishes to re-start treatment will arise in a
buprenorphine practice, it is important to have a predetermined policy regarding refills and re-induction. Some
clinicians would never comply with Mr. Patel's request because they require the patient to be physically present
for refills of buprenorphine. Other offices do home inductions and re-inductions for most patients. Also, some
offices strongly encourage (or require) the involvement of family members in treatment decisions and
administration, such as Mr. Patel's wife or his uncle in this case.

Mr. Patel – Re-induction Considerations

Determining Location For Re-Induction: Home Vs. Office
In some cases, re-induction at home is safe and may be an appropriate choice. For instance, this may be an
option for a patient who is familiar with how to use buprenorphine, is far away or cannot come in for several
days, or has a spouse who will help monitor the patient for withdrawal symptoms. If you choose this approach,
you should give the patient some instructions over the phone.
Mr. Patel has the following factors against and in favor of home treatment:
Con: Although it is a clinical judgment, there are several reasons why you may not want Mr. Patel to repeat the
induction at home.
•

It may be difficult for him to be objective in evaluating his own withdrawal; it probably all feels severe.

•

Precipitated withdrawal is a possibility, especially with a high dose, but Mr. Patel is currently using 300 mg
of heroin, which is an average dose.

•

You could see him in your office to get a baseline urine sample for other substances and check for
physical effects of his heroin use, such as abscesses.

•

Relapse often signals problems that might benefit from more psychosocial contact and support. Requiring
a visit to obtain medication rather than home induction could be a patient engagement strategy.

Pro: Other considerations are in favor of a home induction:
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•

Mr. Patel is very familiar with taking buprenorphine by now.

•

You already know that he has been taking heroin, so an initial urine sample is not as important.

•

He sounds like he will be highly motivated if he is allowed to do a home induction.

•

He does have a strong family support system.

Discussion
Because situations like this will arise in a buprenorphine practice, it is important to have a pre-determined policy
regarding refills and re-induction. Some clinicians would never comply with Mr. Patel's request because they
require the patient to be physically present for refills of buprenorphine. Also, some offices strongly encourage (or
require) the involvement of family members, such as Mr. Patel's wife or his uncle, in treatment decisions and
administration.

Poll: Would you allow Mr. Patel to repeat the induction on his own at home?
Mr. Patel has stated that he wishes to resume buprenorphine treatment. He also implied that he would prefer to
resume treatment without any further assistance, as he simply wants you to
call in a refill for him. Based on what you know so far, would you be inclined
to allow Mr. Patel to repeat the induction on his own at home in this
situation?
•

Yes

•

No

How about you? If you haven’t taken the polls yet, follow the link below:
https://bup.clinicalencounters.com/maintenance-poll/

Mr. Patel – Before Re-Induction

Interview
A phone interview may help you determine the best setting for Mr. Patel's re-induction and check on the status of
his participation in counseling. For example:
Provider: Have you been attending your regular counseling appointments?
Mr. Patel: I missed a few because I was really busy with work.
Provider: If we start buprenorphine treatments again, you will need to start making weekly appointments until your
dose and symptoms are stable. Is this something you would be willing to do?
Mr. Patel: Yes, I just need to stop using heroin.
Provider: Great, I think you will really benefit from these counseling sessions, along with taking buprenorphine. Tell me
what leads you to request home induction.
Mr. Patel: I was a little embarrassed about failing to stick with it last time, but it's mostly that I am too busy at
work.
Provider: The important thing is that you are back on track now. It sounds like the time you'd save is important. Let me
ask a few more questions to help decide if starting again on your own at home is likely to be successful. For example,
how much heroin are you using now?
Mr. Patel: It's not that much, really, about 300 mg a day, and I've tried to cut back. But I know that any use is a
problem.
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Provider: The instructions are the same as last time you started taking buprenorphine, except you would be doing it
from home this time. So I would send them in writing, too. How confident do you feel about following them on your
own?
Mr. Patel: I can handle it, with it all written down.
Provider: You mentioned things have been "rough." Are you aware of any barriers you might face to taking your
medication and abstaining from any opioids, such as finances?
Mr. Patel: No, it should be okay.
Provider: Okay, I don't see any reason not to do a home re-induction of buprenorphine. Here's how we can to proceed..

PRACTICE ACTIONS
Tips for home induction:
•

Have the patient list his withdrawal symptoms in order of their usual appearance and tell him to postpone
his first dose until he experiences at least three symptoms.

•

Have the patient call you when he thinks he is ready. Both of you could review his symptoms on the phone
and decide the next step together.

•

Another approach might be to wait at least 24 hours for severe withdrawal and just go by the clock.

Patient Communication – Prepare Patients For Possible Relapse
Provider: It's important to have a plan in place in case you slip up and use. I'm not saying that's going to happen, but if
it does, it's not the end of your recovery. It will help to have a plan in place ahead of time to get back on track.
Mr. Patel: That makes sense. So I could still come see you?
Provider: Absolutely. In fact, I hope you would call immediately so we could talk about what to do regarding
medication, and then come see me as soon as possible afterward if that ever happens. What else might help you get
back on track if you had a slip?
Mr. Patel: I had a buddy who went to NA. He said I could call him if I needed to.
Provider: Good. Anything else? What gets you centered when you get out of balance?
Mr. Patel: Basketball. A night of basketball and I always get my head back on straight.
Provider: So, that could be part of the plan, too. Good. You have a solid plan. I encourage you to seek help from your
recovery supports early – prevention is key.
Mr. Patel: Okay.
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KEY POINTS
•

The majority of patients do best in terms of not relapsing to opioid use if they are maintained on
buprenorphine indefinitely because of a high rate of relapse in patients who stop taking buprenorphine.

•

Monitoring patients for sufficient psychosocial support, such as continuing counseling or peer support
groups, improves patient outcomes on average.

•

Adequate pain management is another important factor in improving the chances of long-term
abstinence for those patients having chronic pain conditions.

•

Random monitoring with urine drug testing, checking of the prescription drug monitoring plan, and
periodic (usually monthly) office visits also support long-term abstinence.

•

The biggest danger of overdose with buprenorphine is from combination with sedating substances,
especially benzodiazepines.

•

Buprenorphine should be kept in a locked cabinet to avoid risk of accidental poisoning, especially of
children.

•

Naloxone kits should be prescribed for patients on chronic opioid therapy, which includes buprenorphine.
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SUMMARY
Buprenorphine Maintenance Guidelines
•

Buprenorphine maintenance should continue indefinitely for most
patients; unless there is a compelling reason to stop, due to the high rate
of relapse when buprenorphine is discontinued.

•

Concurrent and psychosocial support is an important part of treatment.
Periodic psychosocial assessment is indicated throughout treatment.

•

Maintenance dose with no withdrawal and no cravings is between 12-16
mg (Suboxone® or generic, slightly less for Zubsolv® or Bunavail™) for most patients.

•

Conduct lab tests and periodic psychosocial assessments throughout the maintenance phase.

•

The buprenorphine implant is an alternative for patients who have been maintained on a stable dose of
submucosal buprenorphine of 8 mg or less for at least 3 months. It is placed under the skin in a minor
surgical procedure by a REMS-certified prescriber and replaced every 6 months.

•

The injectable form of buprenorphine is an alternative for patients who have been maintained at a stable
dose of submucosal buprenorphine for at least 7 days.

Tapering Off Of Buprenorphine
•

If patients wish to discontinue buprenorphine use, alternative forms of pharmacotherapy may be their
best chance for remaining abstinent.

•

A gradual taper, usually over a period of around 2 weeks, is used for discontinuation of buprenorphine.

•

Shorter and longer tapers are safe and can be used if needed, based on circumstance.

•

Patients should be monitored carefully for signs of withdrawal if tapered off buprenorphine.

Relapse
•

Relapse is common among addiction patients and usually should not be ground for dismissal from a
treatment program.

•

Relapse may mean that a higher dose or more intensive psychosocial treatment is needed.

Treating Pain In Patients On Buprenorphine For Opioid Use Disorder
•

Detoxification is not as effective as long-term medication maintenance treatment, with buprenorphine, for
example, in helping patients stay otherwise opioid-free over the long-term.

•

Patients in detoxification should be carefully monitored, offered appropriate psychosocial support, and
offered medication maintenance treatment, such as buprenorphine, if they become unstable.

•

Patients on buprenorphine who develop moderate to severe pain should be treated with non-opioids if
possible. If that is not possible, a careful regimen may be followed to safely treat their pain with opioids.

•

Patients with chronic pain who require opioid replacement therapy could be maintained on methadone
rather than buprenorphine.

•

Although risk of overdose with buprenorphine is lower than with other opioids, it still exists. Risk is
increased with use of certain sedating medications, particularly benzodiazepines, injections, and being
opioid-naive. Naloxone is used to reverse overdose.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 42 of 47

Buprenorphine Training Activity
v5.0b [2019-04-01]

Maintenance and Discontinuation

Avoiding Overdose
To avoid overdose risk from buprenorphine, advise patients:
•

Exercise caution when combining buprenorphine with sedating medications or substances, especially
benzodiazepines. Avoid if possible.

•

Learn to use their naloxone kit and advise those around them what it is and how to use it.

•

Never inject buprenorphine themselves.

•

Keep their medication supply locked up. Opioid naive individuals are particularly at risk for overdose.
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RESOURCES
Behavioral Health Treatment Services Locator: The behavioral health treatment services locator is an online
source of information for persons seeking treatment facilities in the United States or U.S. Territories for
substance abuse/addiction and/or mental health problems.
Buprenorphine Product Formulations Comparison: Describes the different formulations of buprenorphine for
treatment of opioid use disorder. Includes Brand Names, How Supplied, Dosage, Maintenance Target Dose,
and Instructions for Use.
Clinical Pathway for Buprenorphine: This flowchart for buprenorphine treatment displays the steps to patient
recovery, from initial patient contact or referral, through intake process, induction, day #2, stabilization,
maintenance, and tapering.
Management Guidelines - Patient Maintained on Buprenorphine Scheduled for Surgery or other Procedures:
Guidelines from Boston Medical Center designed for patient maintained on buprenorphine underdoing
invasive procedures.
Narcotics Anonymous: Find A Meeting: This page provides a search form for regional branches of Narcotics
Anonymous to locate meetings in a specific area.
NIDA Quick Screen: The NIDA Quick Screen can be used in clinical practice to screen patients for substance use
disorders.
PCSS-MAT Guidance: Treatment of Acute Pain in Patients Receiving Buprenorphine / Naloxone: This article
provides guidance on the management and treatment of acute pain in patients receiving
buprenorphine/naloxone.
Principles of Drug Addiction Treatment, A Research-Based Guide: This booklet provides a general overview of
the principles that characterize effective treatment for drug addiction, and can be used to introduce staff
and patients to this topic.
Protracted Withdrawal: Bulletin describes the phenomenon of protracted withdrawal from addictive
substances, including opioids, lasting months to years.
Relapse Prevention and the Five Rules of Recovery: Describes the main ideas in relapse prevention.
Sleep Hygiene Tips: List of sleep hygiene tips that can be used to improve sleep
TIP 54: Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders: Practical tools and
guidance for treating chronic pain in adults who have a history of substance use disorders. Topics include
chronic pain management, treatment with opioids, substance abuse assessments and referrals.
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Goal
To prepare providers to adapt a buprenorphine practice to the needs of patient subpopulations

After completing this module, participants will be able to:
•

Modify buprenorphine treatment as needed for patients who are transferring from
methadone treatment to buprenorphine

•

Recognize, anticipate, and address complications of buprenorphine treatment in patients
using multiple other substances

•

Recognize the patient subpopulations having additional requirements for treatment
modifications in office-based opioid treatment

•

Adapt buprenorphine treatment to the needs of patient subpopulations having additional
requirements

Professional Practice Gaps
TIP 40, Chapter 5, highlights the treatment of special populations 1 and is updated in later
guidelines2,3. Modifications to buprenorphine treatment and precautions are needed for the
following special populations:
•

pregnant women

•

adolescents

•

elderly patients

•

patients with limited resources in rural areas.

•

Homeless patients

•

patients transferring from methadone to buprenorphine

•

patients with coexisting substance use

•

alcohol
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•

heroin

•

buprenorphine

•

patients with mental illness

•

co-occurring medical conditions that require special management due to drug reactions, including
HIV/AIDS, hepatitis C. Content is included in the module focusing on opioid medications. Providers discuss
treatment with a pharmacist for any medication that might interact with buprenorphine prior to
treatment and refer to treatment guidelines for each condition 4.

Modifications for various groups may include:
•

Changes in the induction protocol

•

Different final dose

•

More careful monitoring

•

Use of adjunct medications

•

Contraindication
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PREGNANT WOMEN
Women who abuse opioids who become pregnant may become
motivated to seek substance abuse treatment. Also, patients who are
stabilized on buprenorphine might become pregnant. Therefore, it is
important to know how to implement buprenorphine treatment in a
pregnant patient.
•

A review of the literature concluded the relative safety and
efficacy of buprenorphine for mother, fetus, and neonate are
similar to methadone5.

•

The 2011 Consensus Panel of the American Society for Addiction
Medicine concluded that based on the data available at the time,
buprenorphine monotherapy for the treatment of pregnant
women with opioid use disorder is safe6.

FDA Category
Use of buprenorphine in pregnant women has not yet been approved by the FDA and thus the drug is classified
as within pregnancy category C. Methadone is also included in category C despite its relatively greater use over
buprenorphine among pregnant women7.

Medication Assisted Treatment Of Opioid Use Disorder In Pregnancy
Methadone maintenance treatment and buprenorphine monotherapy are both appropriate choices for pregnant
women with opioid use disorder. Methadone maintenance treatment has traditionally been the treatment of
choice for pregnant women with opioid use disorder due to existing research on its safety. However, the Maternal
Opioid Treatment: Human Experimental Research (MOTHER) study concluded that buprenorphine may be as safe
as methadone for this population 5,8. Both are category C, however, and there is more experience with
methadone.
Maintaining pregnant women with opioid use disorder on methadone does not appear to increase morbidity and
mortality in their neonates, even in high-dose methadone maintenance 9. Additional publications suggest that
buprenorphine can be equivalent to methadone in terms of safe and successful maternal and neonatal
outcomes5,8.
•

Rates of neonatal abstinence syndrome are similar among infants born to methadone- vs.
buprenorphine-maintained mothers
◦

However, symptoms were less severe for infants whose mothers were treated with buprenorphine
maintenance10.

◦

Studies suggest that mono buprenorphine may be superior in terms of need of neonatal abstinence
medications, and length of neonatal hospital stay 11.

Both buprenorphine monotherapy and methadone are reasonable choices for treating pregnant women addicted
to opioids6. However, buprenorphine monotherapy might be considered for patients for whom methadone is not
an option—whether due to:
•

Methadone being unavailable

•

Unwillingness to enter methadone maintenance treatment

•

Medical inability to take methadone
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If a woman conceives while on buprenorphine, she is typically continued on buprenorphine given the risk of
opioid use relapse if buprenorphine is stopped. Women who are already on buprenorphine, (i.e., have proven
adherence to buprenorphine treatment) should be supported in staying on their chosen treatment during
pregnancy, with a switch to the buprenorphine mono-formulated. Make efforts to prevent withdrawal during
pregnancy, in order to limit intrauterine withdrawal in the infant 11.

Assessing Motivation During Pregnancy

Buprenorphine Treatment During Pregnancy
Pregnant women often express high motivation to quit. However, sometimes the verbalized motivation is
unrealistic.
Patient: I'll quit everything! I won't even smoke or drink or use drugs. I want my baby to be born clean.
They may even express a desire to quit opioid maintenance treatment.
Patient: Maybe I should quit treatment, too. The medication might be harmful for my baby.
Ideas for responding to this patient: Reflect back to them their strong desire to do the best for the child, and
then work to give information about what might be the best choices.

Treating During Pregnancy

Buprenorphine Treatment During Pregnancy
Facts about buprenorphine treatment and pregnancy:
•

Many patients already being maintained on buprenorphine when
becoming pregnant might be able to remain on buprenorphine
during pregnancy, with no serious adverse effects 6.

•

Pregnant women should take buprenorphine monotherapy, not
buprenorphine/naloxone combination film or tablets 6. ASAM
guidelines concluded that monotherapy was an acceptable
alternative to methadone for pregnant women, but that evidence
was insufficient for combination therapy 3.

•

Patients can be switched to the monotherapy tablet when they discover that they are pregnant.

•

Ideally, patients should not have medical or psychiatric comorbidities and should have good social
support and a stable family situation.

•

◦

However, many of these women have complex, intertwining factors that caused the
initiation/continuation of opioid use (e.g., abuse, comorbid psychiatric issues, multigenerational drug
use, inadequate formal education, legal problems, poly-substance use, unstable housing, poor
relationships, food insecurity)5,8.

◦

Therefore, medications should be given as part of comprehensive care involving medical and
obstetrical case and counseling 5,8,12.

Determine whether there is a regular prenatal provider and obtain permission and talk with them. If there
is none, make an immediate referral.

Other Guidelines In Pregnancy And Buprenorphine
Other guidelines for treating pregnant women with buprenorphine include the following:
•

Have patients who are pregnant sign an additional legal consent form
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•

Inform the patient that buprenorphine is not a proven treatment during pregnancy

•

Obtain the patient's signature documenting
her refusal of methadone maintenance and understanding of buprenorphine treatment during
pregnancy

•

Increase frequency of visits

•

Decrease prescription volume (weekly prescriptions or two-week prescriptions with refills to better
manage and protect the patient from others trying to obtain medications from her)

•

Establish high-risk obstetric management

•

Offer counseling support

•

Educate on neonatal opioid abstinence syndrome.

Quiz: Quick Case #1
Name: Adelina Hernandez
Age: 25 years old
Reason For Visit: Ms. Hernandez takes opioids fairly regularly, but is trying to get pregnant and
wants to get off opioids altogether; she is willing to consider pharmacological treatment for her
opioid use disorder.
Patient History: Ms. Hernandez has had opioid use disorder, primarily using oxycodone, for two
and a half years. Her use started after a back injury 4 years ago in a motor vehicle accident. Her
back no longer is painful. Ms. Hernandez is trying to get pregnant, but is scared that her use of
oxycodone will harm her baby.
Ms. Hernandez has no experience with buprenorphine or methadone other than trying some buprenorphine,
obtained from a friend a couple of times when she could not obtain oxycodone. This buprenorphine clinic is
much more convenient for her than the methadone clinic in the closest large city, and she does not want to have
to take off work to go to the methadone clinic. She does not drink alcohol, smoke, or take other drugs.

With What You Now Know, Is Ms. Hernandez A Good Candidate For Office-Based
Buprenorphine Treatment At This Time? (Choose Best Answer)
1. No, because there is no safe pharmacological treatment for pregnant women with opioid use disorder.
2. No, because buprenorphine has not been proven safe to use during pregnancy.
3. Yes, a 2-month intensive buprenorphine treatment can be done, and she can be easily weaned off the drug
when she gets pregnant.
4. If she starts on buprenorphine and then gets pregnant, she can be maintained on buprenorphine while
pregnant, but should be switched to the monotherapy formulation.
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Quick Case #1 Quiz Feedback

(1) No, Because There Is No Safe Pharmacological Treatment For Pregnant Women With
Opioid Use Disorder,
(2) No, Because Buprenorphine Has Not Been Proven Safe To Use During Pregnancy:
Actually, methadone is a safe pharmacotherapy for women who are pregnant, want to become pregnant, or who
are breastfeeding. And there should be no hesitation to continue a woman on buprenorphine if she conceives on
buprenorphine. Women who are already on buprenorphine, (i.e., have proven adherence to buprenorphine
treatment) should be supported in staying on their chosen treatment during pregnancy, with a switch to the
mono-therapy buprenorphine11.

(3) Yes, A 2-month Intensive Buprenorphine Treatment Can Be Done, And She Can Be
Easily Weaned Off The Drug When She Gets Pregnant.
Buprenorphine works best when used for months or even years and weaning is not "easily" completed with longterm abstinence in the majority of cases. If buprenorphine is used during pregnancy and post-partum, it should
be monotherapy. Actually, methadone is a safe pharmacotherapy for women who are pregnant, want to become
pregnant, or who are breastfeeding. And there should be no hesitation to continue a woman on buprenorphine if
she conceives on buprenorphine.

(4) If She Starts On Buprenorphine And Then Gets Pregnant, She Can Be Maintained On
Buprenorphine While Pregnant But Should Be Switched To The Monotherapy
Formulation.
Correct. There should be no hesitation to continue a woman on buprenorphine if she conceives on
buprenorphine. Women who are already on buprenorphine, (i.e., have proven adherence to buprenorphine
treatment) should be supported in staying on their chosen treatment during pregnancy, with a switch to the
monotherapy buprenorphine11. Methadone, also, is a safe pharmacotherapy for women who are pregnant, want
to become pregnant, or who are breastfeeding.
However, because Ms. Hernandez is not currently pregnant, the safest approach, if she is willing to wait to get
pregnant, to recommend that she address her opioid addiction first, get on a stable maintenance therapy, and
then try to get pregnant.
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Induction And Tapering During Pregnancy

Induction Issues For Pregnant Patients
Patients can be inducted following the same dosing guidelines as other patients who are dependent on shortacting opioids. Patients who are dependent on long-acting opioids (methadone) should be strongly encouraged
to stay on methadone throughout their pregnancy.

Tapering Off Of Buprenorphine During Pregnancy
Patients who are already on buprenorphine maintenance should be encouraged to stay on buprenorphine (or
switch to methadone) during pregnancy to reduce the risk of fetal withdrawal. Tapering during this time should
be discouraged.
However, some patients will insist on a drug-free pregnancy and demand a taper. In such instances, the taper
should be performed in collaboration with an obstetrician with close fetal monitoring in order to avoid
miscarriage or premature labor. The second trimester is the safest time to conduct a medical supervised
withdrawal13. While tapering is possible during pregnancy, careful monitoring is indicated. Be especially aware of
the potential for relapse.

Postpartum Concerns

Neonatal Abstinence Syndrome
Both methadone and buprenorphine are long-acting, so the baby
is born with physical dependence to a long-acting opioid11.
•

Because of the duration of action, withdrawal may not
develop right away; it can show 3-4 days postpartum.
Therefore the baby will be observed in the nursery for
several days.

•

The required observation usually means that friends and
family may find out that the mother has opioid use
disorder.

•

Inform mothers that their baby may be 'jittery' and have trouble sucking at first, and may cry a lot. Explain
that the baby's symptoms will be measured on the Finnegan scale of Withdrawal for Babies, and that at a
certain number, opioids, such as low dose buprenorphine, will be provided to help the baby stop being
jittery and suck better11,14.

Breastfeeding
The safety of buprenorphine use during breastfeeding is promising, but not yet clearly established 6.
Buprenorphine-maintained women can consider breastfeeding, despite the package insert statement that it is not
recommended, although a small amount of buprenorphine does pass through human milk. However, this small
amount and the medication's poor oral bio-availability prevent any significant impact on the baby 1. One study
found that infants who were breastfed had less severe NAS and were less likely to require pharmacological
treatment than those not breastfed, although the findings did not reach statistical significance 15.
A review of the literature concluded that breastfeeding is compatible for buprenorphine stabilized, HIV-negative,
otherwise drug-free mothers5.
•

Package insert information for the combination sublingual film recommends advising that mothers who
breastfeed monitor their infant for drowsiness and difficulty breathing 16.
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In summary, the theorized risks of breastfeeding during treatment are low, and the benefits are well-established.
For example, the natural strengthening of the infant-maternal bond which is particularly important in this
population6. Therefore, you should weigh the above with your patient.
Although there is not much research available, monotherapy is sometimes used during lactation.

Quiz: Case Study – Mrs. Wong
Name: Mrs. Wong
Age: 34 years old
Reason For Visit: Regularly monthly visit for buprenorphine maintenance
Personal History: Mrs. Wong works as a hotel receptionist and is enrolled in
college courses after work to earn a business degree. Mrs. Wong married her
long-time boyfriend 6 months ago, and they have been discussing having a
baby. During her visit, she asks whether it's ok to get pregnant on
buprenorphine.
Medical History: Mrs. Wong mentioned that she just had her annual exam with her OB/GYN and talked to her
about stopping birth control pills and getting pregnant. However, she did not tell her OB/GYN that she is
maintained on buprenorphine, but has agreed to do so after the importance is explained.
Treatment History: Mrs. Wong is successfully maintained on 8 mg of sublingual combination buprenorphine
(Suboxone) for 2 years and wonders what to do about her buprenorphine treatment if she gets pregnant.

Which Of The Following Is An Appropriate Statement For A Discussion With Mrs. Wong At
This Point? (Choose All That Apply)
1. Buprenorphine can be continued during pregnancy.
2. Methadone maintenance treatment is acceptable during pregnancy.
3. You have the option of switching to a medication-free treatment program.
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CASE STUDY – MRS. WONG QUIZ FEEDBACK
(1) Buprenorphine Can Be Continued During Pregnancy.
Correct. Buprenorphine is not known to be toxic or harmful during pregnancy. Since the Maternal Opioid
Treatment: Human Experimental Research (MOTHER) study 17, women who are stable on buprenorphine before
pregnancy are often maintained on it during pregnancy (monotherapy), but all options are explored.

(2) Methadone Maintenance Treatment Is Acceptable During Pregnancy.
Possibly. Methadone maintenance treatment during pregnancy is well-researched and, before the MOTHER
study8, which supports maintaining pregnant women on buprenorphine, had been the first line treatment of
choice for pregnant women with opioid dependence.

(3) You Have The Option Of Switching To A Medication-free Treatment Program.
All options should be explored. However, consider that opioid withdrawal increases the risk of intrauterine fetal
death. Maintaining her on buprenorphine (monotherapy) or switching to methadone are possible; Medication
free may not be necessary.
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2nd Visit: Talking With Mrs. Wong
At Mrs. Wong's next visit one month later, she reports cutting her daily dose to 2
mg, but admits she has been having cravings and is thinking about using again.
She asks for a pregnancy test because she thinks that her period is late. Her onsite urine toxicology screen is positive for cocaine and for hydrocodone, as well as
buprenorphine. Her pregnancy test is negative. Topics to discuss with Ms. Wong
at this time include the positive test results, the effect drugs can have on a
potential pregnancy, the benefit of having a reliable birth control at this point in
her treatment, and how to proceed with treatment.
Provider: Your drug test came back positive for opioids. Is there something you'd like to discuss?
Mrs. Wong: I...I had a temporary slip and snorted some cocaine last night. It was just one hit, though. I won't do
it again.
Provider: The pregnancy test I ran came back negative. If you were trying to get pregnant, your drug use could have
negative effects on the baby, some of them permanent. It is critical that you use reliable birth control.
Mrs. Wong: I won't do it again, I promise. I knew it was wrong right after I did it.
Provider: Also, using other substances can lead to relapse to opioid use. Remember that getting back on opioids while
on buprenorphine could precipitate withdrawal. If you go into acute withdrawal during pregnancy, that could be very
dangerous to both you and your baby if you were to become pregnant.
Mrs. Wong: I don't want that.
Provider: I would recommend that you resume buprenorphine treatment or, if you'd rather, I could refer you to a
methadone maintenance program.
Mrs. Wong: Oh, I don't think it's that serious. Going back on buprenorphine should help, though.
Provider: I also recommend you use a reliable form of birth control until you have been abstinent from drugs that
could harm a baby for a long, stable period. You need to take care of yourself first. This is important.
Mrs. Wong: [Sighs] All right. You are right.
Provider: I'd also like you to come back once a week for drug testing so that we can monitor you and get you stable
again.
Mrs. Wong: Okay, I guess I can do that.

Quiz: Mrs. Wong – 3rd visit
After your discussion, Mrs. Wong agreed to increase her dose back to 8 mg per day combination buprenorphine/
naloxone (Suboxone® sublingual film) and to check in to your office weekly for 4 weeks. After that, she switched
to semi-monthly (twice per month) visits for one month, and then back to once-monthly visits.
After 6 months back at her stabilized dose, Mrs. Wong attends a regular office visit and reports excitedly that she
is pregnant. She had a prenatal appointment the day prior and everything was fine. She tells you that she wants
to keep taking buprenorphine during the pregnancy. She says that her OB/GYN thought that it should be fine, but
was going to call you to discuss this.

If Mrs. Wong Insists On Continuing With Buprenorphine Maintenance Treatment And Her
Obstetrician Is Not Waivered To Prescribe Buprenorphine, What Is The Best Option?
(Choose One)
1. Do not change anything, but monitor her closely throughout pregnancy.
bup.clinicalencounters.com
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2. Switch her to buprenorphine monotherapy and monitor her closely throughout pregnancy.
3. Ask her OB/GYN to monitor her buprenorphine treatment as part of prenatal care.
4. None of the above; she cannot safely be maintained on buprenorphine while pregnant and must stop
taking it during pregnancy.
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MRS. WONG – 3RD VISIT QUIZ FEEDBACK
(1) Do Not Change Anything, But Monitor Her Closely Throughout Pregnancy.
This is not the best answer. The combination form of buprenorphine that most patients take is typically not used
during pregnancy because it is generally best to use the least possible chemicals during pregnancy. Most
physicians in the U.S. who cautiously agree to treat pregnant patients with buprenorphine are transferring these
patients to the monotherapy form of buprenorphine (Subutex®). If Mrs. Wong wants to stay on buprenorphine
and you think it is a sound treatment decision, you should probably transfer her to monotherapy.

(2) Switch Her To Buprenorphine Monotherapy And Monitor Her Closely Throughout
Pregnancy.
Correct. This is the best answer. The combination form of buprenorphine that most patients take is typically not
used during pregnancy, because it is generally best to use the least possible chemicals during pregnancy. Most
physicians in the U.S. who cautiously agree to treat pregnant patients with buprenorphine are transferring these
patients to the monotherapy form of buprenorphine (Subutex®). If Mrs. Wong wants to stay on buprenorphine
and you think it is a sound treatment decision, you should probably transfer her to monotherapy buprenorphine.
Prior to this new treatment, be sure to discuss the risks and benefits with Mrs. Wong and have her sign a consent
that she understands the risks. She also would benefit from understanding that all opiates, including
buprenorphine, can lead to neonatal abstinence syndrome (NAS). This means that her baby would have to be in
the hospital longer than she would be. The baby would remain under observation and would possibly need
treatment for physical withdrawal from opiates.

(3) Ask Her OB/GYN To Monitor Her Buprenorphine Treatment As Part Of Prenatal Care.
This is not the best answer. You should continue to provide Mrs. Wong's treatment for opioid dependence but
may want to work closely with her OB/GYN during her pregnancy. The combination form of buprenorphine that
most patients take is typically not used during pregnancy, because it is generally best to use the least possible
chemicals during pregnancy. If Mrs. Wong wants to stay on buprenorphine and you think it is a sound treatment
decision, you should probably transfer her to monotherapy.

(4) None Of The Above; She Cannot Safely Be Maintained On Buprenorphine While
Pregnant And Must Stop Taking It During Pregnancy.
This is not the best answer. As discussed previously, scant research has been conducted on the use of
buprenorphine during pregnancy. However, buprenorphine DOES appear to be safe. Most physicians in the U.S.
who are cautiously agreeing to treat pregnant patients with buprenorphine are first transferring these patients to
the monotherapy form of buprenorphine (Subutex®). If Mrs. Wong wants to stay on buprenorphine and you
think it is a sound treatment decision, you should probably transfer her to monotherapy.
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Mrs. Wong – Maintenance During Pregnancy
Mrs. Wong switches to buprenorphine monotherapy during
pregnancy. The transfer is uneventful. She is maintained on
monotherapy during her pregnancy with no problems. However,
after 4 months, she decides that she wishes to taper off of
buprenorphine completely.

Patient's Request For A Taper
Although you explained the risks and benefits of using
buprenorphine during pregnancy to Mrs. Wong, provided some
information about methadone, and she initially chose
buprenorphine monotherapy, she eventually became motivated to quit all medications and requested a taper
from buprenorphine at 5 months.

Considerations For Tapering
Since she has been stable, you support her in her taper attempt, pending results of a consultation with her
OB/GYN, who then approves the treatment. You consider her tapering request. You continue buprenorphine
monotherapy, while she tapers. You could recommend decreasing 2 mg at a time, perhaps weekly, as tolerated.
She could use scissors to cut her currently supplied film into quarters, or you could give her next prescription in
the 2 mg size.
You should also offer to see her more frequently, because tapering could be destabilizing. Advise her to check in
with her counselor frequently. You could enlist her husband's support in helping monitor her behavior during the
taper if she consents to his involvement. Also, discuss situations when, in case of a slip or increased craving, she
should call and let you know if she needs to discontinue the taper.
In this case, after two weeks of tapering, Mrs. Wong found it too stressful and asked to be returned to
monotherapy. She completed the pregnancy and 6 months of nursing her baby on monotherapy and then
transferred back to combination therapy.
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ADOLESCENTS
Adolescents who meet all of the following criteria may be considered candidates for buprenorphine treatment
and can be treated using the same dosing and patient management guidelines as adults.

Age 16 Or Older
Buprenorphine seems to be safe and effective in adolescents 18–21. However, drop-out rates, especially long-term,
are significant. Settling into a routine of taking daily medications may be more difficult at this age. As with adults,
long-term treatment improves success rates over stopping treatment after detoxification 22. Buprenorphine is not
recommended for use in anyone under the age of 16 7.

Meet Criteria For Opioid Use Disorder
Opioid use disorder is the DSM 5, diagnosis. The old DSM-IV criteria for opioid abuse and opioid dependence
were well-validated in adolescents23.

History Of Failed Treatment Attempts Or As Part Of A Medically Supervised Tapering
Federal regulations (42CFR8.12) call for persons under age 18 to have 2 documented, failed attempts at medically
assisted withdrawal or medication-free treatment within the last year in order to have buprenorphine treatment.
It is not clear if these rules apply to office-based buprenorphine treatment, and not all clinicians adhere to this
guideline. Because buprenorphine maintenance can continue indefinitely, young patients should attempt a
medication-free treatment program before committing to buprenorphine treatment.

At Least A One-year History
Buprenorphine is, according to TIP 40 1, the treatment of choice for adolescents with a history of opioid use for 1-2
years, in the opinion of some addiction specialists.

Adolescent Buprenorphine Treatment
•

You should follow observed dosing in your office for the first several
days of induction. At-home induction is not a good option.

•

Adolescent patients can be treated using the same dosing protocols as
adults. They should be inducted using the combination formulation,
starting with a 4 mg dose. Doses were established in the original
Suboxone® sublingual tablet formulation; other formulations have
different dosages.

•

Adolescent patients who seek buprenorphine treatment should be
maintained on the medication indefinitely, just like adult patients 1.

•

Long-term maintenance is recommended due to high relapse rates.
For example, in one study of 255 individuals, approximately 87% relapsed at 3 months 24.

•

Regarding the treatment of overdose, the safety and efficacy of extended-release injectable naltrexone
has not been established in patients younger than age 18. It is not approved by FDA for use in this
population25.

•

Adolescents in treatment for opioid use disorders frequently have a number of other problems to
address. They may also have problems that require referral to supportive services for the following:
◦

Medical problems

◦

Psychiatric problems
bup.clinicalencounters.com
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Family Involvement In Treatment
Involving adolescents' families in treatment can:
•

Increase the patient's adherence to treatment

•

Address risk factors of opioid misuse, such as family
dysfunction and parental substance abuse

However, contraindications to family participation include:
•

The family is unwilling or unable to be involved

•

The patient does not want his or her family involved (this
request may complicate treatment)

Parental Consent
Federal, state, or insurance provider regulations may require parental consent or parental notification before
beginning treatment. For example, federal regulations require written consent from a parent before a minor can
enroll in an opioid treatment program. If an adolescent refuses to consent to allow disclosure of his or her
substance misuse, treatment may be deadlocked. This can lead to legal complications that are beyond the scope
of this module. Physicians who encounter this difficulty are encouraged to read the "Legal and Ethical Issues"
section of TIP 32: Treatment of Adolescents With Substance Use Disorders from SAMHSA for guidance.

Parental Involvement
The parents of adolescent patients should be closely involved in treatment whenever possible to:
•

Increase oversight at home during maintenance

•

Awareness of abuse and diversion risks

•

Allow for prompt intervention in case of a relapse26

Remember, however, that most states require adolescent consent in order to share treatment information with
anyone, including family members.

CAUTION TIP
Federal law requires that all information about adolescents' substance use be kept confidential, even from family
members27. Federal, state, or insurance provider regulations may require parental consent or parental
notification before beginning substance use disorder treatment.

Quiz: Adolescent Quiz

Which Of The Following Is Part Of The Best Practice Guideline For Adolescents Entering
Buprenorphine Treatment? (Choose All That Apply)
1. Should be at least 18
2. Should agree to parental involvement in treatment.
3. Should be opioid dependent for a year or more.
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Adolescent Quiz Feedback

(1) Should Be At Least 18
Partially Correct. The suggested youngest age is 16 for starting buprenorphine treatment. Should have one failed
attempt on methadone maintenance treatment. History of past failed treatment attempts is recommended,
though not MMT specifically. An attempt at a medication-free treatment first is advisable for adolescents.

(2) Should Agree To Parental Involvement In Treatment.
Correct. Family support during treatment will increase the odds of success. Confidentiality laws protect
adolescents who do not want parental involvement, however, confidentiality laws and even the definition of who
is a minor vary by state. Disclosure may be a condition for payment in some cases since most adolescents are
financially dependent.

(3) Should Be Opioid Dependent For A Year Or More.
Correct. Guidelines recommend that adolescents be considered for buprenorphine treatment only if they have
been opioid dependent for a year or more.
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Detox & Medication-Free Adolescent Treatment

Detoxification
Many adolescents who seek treatment for opioid use disorder undergo detoxification and then are referred to
psychosocial treatment26.
There is limited evidence about the effectiveness of this approach. It may be effective for patients with short
histories of opioid use.

Medication-Free
Medication-free/psychiatric only treatments are as effective or more effective than opioid agonist treatment at
preventing future opioid misuse for adolescents who complete them 28. However, treatment retention is lower for
these treatments than it is for opioid agonist treatment 28.
Buprenorphine is not appropriate for patients who are experimenting with opioids or who are occasional users 28.
A less intensive treatment, such as drug counseling, is appropriate for these users 27.
If the risks vs. benefits comparison is favorable for an adolescent, buprenorphine might be considered. The
following factors should be considered:
•

Severity of addiction

•

Previous treatment failure

•

Low likelihood of other treatment approaches

•

Overall risk of relapse
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GERIATRIC PATIENTS
Geriatric patients who meet the general treatment guidelines should be
considered for buprenorphine maintenance.
Opioid use disorders have historically been rare among older adults and
were largely confined to patients who began opioid use earlier in life 29.
However, rates of prescription opioid use and opioid use disorder are on
the rise among all populations30. The prevalence of older adults misusing
illicit drugs has been increasing. Illicit drug use by adults age 50 to 64
increased from 2002 to 2013 going from 2.7% to 6% 30.

Treatment Issues

Induction Protocols Vary Slightly For Geriatric Patients
Geriatric patients usually require:
•

Smaller doses of opioids

•

Lower maintenance doses of buprenorphine than the doses suggested for younger patients. However,
there is no official guidance on how much lower the dosage should be.

•

SAMHSA suggests a more gradual induction by increasing the time between doses.

•

Add an extra measure of caution by starting the dose a little lower.

Detection And Diagnosis
Physical and psychiatric disorders are common in the elderly and can mimic substance use disorders,
complicating detection and diagnosis of addiction in geriatric patients. Also, the diagnostic criterion involving
social norms is often less relevant in this age group. Cognitive problems, if present, may make screening difficult;
a collateral interview and education session (for example, with their life partner) may help.
•

A higher incidence of chronic pain among your geriatric patients often means more access to prescription
opioids and multiple prescribers.

•

Geriatric patients are very likely to be taking other prescription medications, thus increasing the possibility
of a drug interaction. Benzodiazepine use is particularly common among the elderly and should be
monitored carefully during buprenorphine maintenance, due to the high risk of overdose and falls.

•

Similarly, screen for alcohol use due to its potential to contribute to risk for overdose and falls.

•

Older patients are less likely to adhere to treatment. This is often accidental (e.g., patient
misunderstanding, trouble remembering to take medications as prescribed). Therefore, you should take
extra care in monitoring treatment adherence in older patients.

•

Elderly patients with high relapse or withdrawal potential or with severe comorbidities may benefit from
hospitalization during induction.

•

As with all other patients, psychosocial treatments are an integral part of buprenorphine maintenance for
the elderly. If possible, your older patients should be referred to treatment specialized for the elderly.

•

Side effects, such as constipation and sedation, should be carefully monitored and managed.

29,31

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 18 of 27

Buprenorphine Training Activity
v5.0b [2019-04-01]

Pregnancy, Young Adults,
Methadone Patients and Other Populations

RURAL PRACTICES
Physicians working in rural areas may have more challenges when starting a buprenorphine practice.

Problem: Rural Patients May Have To Travel Long Distances To Get To The Office And
Coming Frequently Presents An Undue Burden.
Refer patients to outpatient addiction treatment programs in their community that can verify counseling and
perform urine testing. Get releases to speak with family to corroborate patient reports about treatment progress.

Problem: Acquiring Buprenorphine May Be More Difficult At Smaller Local Pharmacies.
Before you start prescribing buprenorphine, call at least one pharmacy to verify that they will keep the drug in
stock.

Problem: Poverty Rates Are Often Higher In Rural Areas Than Larger Suburban And
Metropolitan Areas, And Patients May Be Less Likely To Have Medical Insurance.
Make sure your practice is set up to accept Medicaid patients. Consider adding a fee-for-service treatment
program.

Problem: Maintaining Confidentiality May Be More Difficult In Small Communities Than In
More Populated Areas.
Ask staff members to sign a special confidentiality agreement pertaining to buprenorphine patients. Require that
buprenorphine patients /issues are discussed only in private areas of the office.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 19 of 27

Buprenorphine Training Activity
v5.0b [2019-04-01]

Pregnancy, Young Adults,
Methadone Patients and Other Populations

THE HOMELESS
Challenges Of Homeless Patients
The homeless population is under-served in terms of medical and psychiatric support. Homeless patients with
opioid use disorder generally have:
•

Fewer social supports

•

More comorbidities

•

More chronic drug use

Despite these challenges, office-based buprenorphine treatment can
be effective in homeless patients. A study found outcomes for
homeless patients were comparable to housed patients in terms of:
•

Retention

•

Utilization of substance abuse treatment

•

Decreased drug use32

One caveat when implementing office-based treatment with homeless
patients is that they require more clinical support than housed patients, especially during the first month of
treatment.
In addition to successfully completing their treatment program, many homeless patients realize social benefits,
such as gaining access to housing and employment 32.

PRACTICE TIP
Homeless patients can be treated effectively with buprenorphine. Be sure to provide any additional clinical
support that would likely improve outcomes, especially during the first month of treatment.
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PATIENTS IN CUSTODY
Patients Entering Custody
The National Commission on Correctional Health Care (NCCHC) has issued a position statement that substance
use disorder is a "chronic, relapsing disease requiring effective treatment with a view to long-term
management."33 They also note that medication-assisted treatment and medically assisted withdrawal when it is
indicated is the "national medical standard." Therefore, they recommend screening, evaluation, and evidencebased treatment, consisting of medication-assisted treatment plus psychosocial treatment, be provided for
patients entering custody. Early recognition of physical opioid dependence that would benefit from medically
assisted withdrawal can prevent needless suffering, an increased risk of suicide, and, in the case of alcohol
withdrawal or sedative dependence, serious consequences and even death.

Patients Being Released From Custody
The NCCHC's position statement also recommends the coordination of care for substance use disorder during
pre-release from custody33. They note that the risk of overdose upon release is 10 times that of the general
population in the first two weeks. Individuals who previously had built up tolerance tend to lose that tolerance
while in custody. As a result, they may use a dose that is higher than their bodies can tolerate.
It is also important when treating a patient who has recently been released from custody, to recognize that drug
use does occur in correctional facilities 33. Therefore, it is important to screen them adequately for drug use and
not assume that they have been abstinent.
As a prescriber of buprenorphine in the community, you may be called upon to participate in pre-release
planning.
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KEY POINTS
1. Treatment protocol modifications may be needed for special populations of patients, including:
•

Methadone transfer patients

•

Users of other substances including alcohol and polysubstance users

•

Pregnant women

•

Adolescents

•

Elderly patients

•

Patients in rural areas or other otherwise having limited access to resources

•

Homeless patients

•

Mental illnesses

•

Other co-occurring medical conditions

•

Some drug interactions
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SUMMARY
Special Populations
Special considerations exist for pregnant women, adolescents, elderly patients, and other populations

Transfer Of Patients From Methadone To Buprenorphine
•

Exercise caution during tapering the methadone dose prior to transfer to avoid precipitated withdrawal.

•

Patients who are seeking a transfer from methadone to buprenorphine should be carefully evaluated and
advised about what to expect during induction and maintenance. Methadone patients should be tapered
down to a 30 mg daily dose just prior to transfer and maintained on this dose for a week.

•

Patients on high doses of methadone (60+ mg) may experience significant pain or discomfort during
tapering, which puts them at risk for relapse. Patients need to abstain from methadone for 36-72 hours
before their first dose of buprenorphine. They should be in mild to moderate withdrawal, as determined
by the COWS. Buprenorphine dosing guidelines are the same for long-acting and short-acting opioids,
although some clinicians start methadone transfers at lower doses (2 mg Suboxone®/generic or
equivalent) to decrease the risk of precipitated withdrawal.

Screen All Patients For Other Substance Use.
Polysubstance users should have a higher level of structure including more frequent monitoring.

Modifications May Include:
•

Changes in the induction protocol

•

Different final dose

•

More careful monitoring

•

Use of adjunct medications

•

Co-administration of benzodiazepines and buprenorphine should be avoided

•

Contraindication
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RESOURCES
AUDIT Questionnaire: The Alcohol Use Disorders Identification Test, or AUDIT, is comprised by ten questions
that ask about the frequency and amount of alcohol consumption, the ramifications of the patient's
drinking, and the concern of others for the patient's behavior. Patients are to be presented the form so that
they can circle answers for each question. The AUDIT takes about 3 minutes to administer and score.
Barriers to obtaining waivers to prescribe buprenorphine among HIV physicians: This survey of 375 physicians
found that confidence addressing drug problems was positively associated with having a buprenorphine
waiver.
Buprenorphine and Primary HIV Care: This report describes points of intersection between HIV and primary
care treatment, and discusses how to integrate HIV care into primary medicine.
Buprenorphine Product Formulations Comparison
products made by different drug companies.
CAGE-AID

: Compares the different formulations of buprenorphine

: Screening test for alcohol and drugs.

Common Comorbidities in Patients in Medication Assisted Treatment: This webpage is part of the SAMHSA
website section on Medication Assisted Treatment. The common comorbidities include viral hepatitis, HIV,
and certain mental health problems.
Consent Form for Buprenorphine Treatment During Pregnancy: This consent form -- reproduced with
permission from the Boston Medical Center -- can be used with your pregnant patients who want to
continue taking buprenorphine during pregnancy.
FDA Pregnancy Categories: Description of the FDA Pregnancy Categories with example drugs or substances.
National Institute on Drug Abuse Research Report on HIV/AIDS: This report by NIDA discusses the HIV/AIDS
epidemic and how treating drug abuse is effective in preventing HIV.
Neonatal Abstinence Syndrome after Methadone or Buprenorphine Exposure (NEJM article; Dec 2010) :
Presently, methadone is the recommended treatment for opioid-dependent pregnant women, but is
associated with neonatal abstinence syndrome (NAS). NAS is characterized by opioid withdrawal symptoms
in the newborn, which often requires longer hospitalization and treatment. Buprenorphine, FDA-approved
in 2002 for the treatment of opioid dependence in non-pregnant individuals, hasn't been extensively
studied during pregnancy. Yet, a new study in the New England Journal of Medicine (NEJM) found that
buprenorphine offers an alternative to methadone in the treatment of opioid-dependent pregnant women.
The study compared buprenorphine to methadone in 131 mothers and their newborns at eight
international sites.
PCCS Clinical Coaching: PCSS Clinical Coaching program is aimed at improving providers confidence in treating
substance use disorders including opioid use disorder as well as chronic pain.
PCSS-MAT Guidance: Pregnancy and Buprenorphine Treatment: Four-page document discussing treatment of
pregnant patients with buprenorphine.
PCSS-MAT Guidance: Transfer from Methadone to Buprenorphine: Document written to assist physicians in
deciding which patients receiving methadone are good candidates for transfer to buprenorphine, and how
to go about making this transition.
PCSS-MAT Guidance: Treatment of Opioid Dependent Adolescents and Young Adults Using Sublingual
Buprenorphine: This document discusses the evidence for buprenorphine treatment of opioid dependent
bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 24 of 27

Buprenorphine Training Activity
v5.0b [2019-04-01]

Pregnancy, Young Adults,
Methadone Patients and Other Populations

adolescents and young adults. It provides treatment recommendations, and highlights special issues that
should be considered when treating this special population.
Physician Clinical Support System - Clinical Coaching: This website is designed to provide coaching for
providers in treating chronic pain, and substance use disorders including opioid use disorder.
Psychosocial Aspects of Treatment in Patients Receiving Buprenorphine / Naloxone: Discussing the
psychosocial aspects of treatment in patients receiving Buprenorphine/Naloxone. See pg 35 of this
document.
Substance Use Disorder Treatment for Adults and Adolescents: Describes the National Commission on
Correctional Health Care position for how to treat substance use disorders for people in custody. It focuses
on alcohol, benzodiazepine, and opioid use disorders.
TAP 28: The National Rural Alcohol and Drug Abuse Network Awards for Excellence 2004: This publication
showcases seven papers written on issues relevant to rural substance abuse treatment and contains a list
of resources on rural substance abuse issues.
The Rural Assistance Center Substance Abuse Information Guide: RAC helps rural communities and other rural
stakeholders access the full range of available programs, funding, and research that can enable them to
provide quality health and human services to rural residents.
TIP 26: Substance Abuse Among Older Adults: Guideline document designed to aid treatment providers deliver
better services to elderly patients with substance use disorders.
TIP 32: Treatment of Adolescents with Substance Use Disorders: The TIP 32 aims to help treatment providers
design and deliver better services to adolescent clients with substance use disorders.
TIP 43. Chapter 10: Associated Medical Problems in Patients Who Are Opioid Addicted: This chapter of TIP 43 is
aimed to help treatment providers identify co-occurring medical problems in patients who are addicted to
opioids.
Transfer from Methadone Form: This form provides a list of important considerations when determining
whether a methadone patient is a candidate for transfer to buprenorphine treatment, including social,
medical, and psychiatric history.
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Goal
To prepare providers to provide collaboration and structure to support successful buprenorphine
treatment.

After completing this module, participants will be able to:
•

Deal with problematic behaviors. Most office-based opioid treatment patients are
compliant with treatment, but you need to be aware of problematic behaviors and have a
plan for dealing with them.

•

Recognize that patients who are taking buprenorphine but still abusing opioids or other
drugs may need to be referred to a higher level of care.

•

Be prepared to deal with misuse and diversion of buprenorphine by considering missed
appointments, lost prescriptions, and inaccurate pill counts as signs that buprenorphine is
being misused or diverted.

•

Enforcing consequences for negative behaviors including violations of the treatment
agreement or practice rules and placing each violation in the context of that individual's
condition.

•

Consider if more intensive treatment is required such as when serious negative behaviors
are grounds for discharge from the practice.

•

Interpreting results of urine testing in buprenorphine treatment including the assumption
that a negative test means a patient is not taking drugs and that a positive result is not
necessarily definitive.

Professional Practice Gaps
Patient-provider agreements, as well as regular patient monitoring, can help to ensure that
patients are held accountable while receiving treatment. If patients are aware of this monitoring, it
can help reduce the frequency of problematic behaviors, such as diversion or use of illicit drugs.
But even with this structure in place, problematic patient behaviors may still be encountered, in
which case the protocol described in advance in the patient-provider agreement can be followed.
Patients who misuse or divert their medication should be reevaluated and moved to a more
intensive level of treatment if needed. Injectable or implant formulations result in less supply of
the medication lying around to be diverted.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Buprenorphine Training Activity
v5.0b [2019-04-01]

Problematic Behavior

QUIZ: MRS. COPELAND – TREATMENT AGREEMENT
Mrs. Copeland schedules her buprenorphine treatment and returns the
following week for induction. She will use the buccal film combination
formulation of buprenorphine/naloxone, and is started with no problems and
stabilized on a dose of 8.4 mg buprenorphine/1.4 mg naloxone per day.
Three months pass without incident. Mrs. Copeland is compliant with treatment
and attends all of her appointments with you and counseling sessions. Then one
day you receive a phone call from another primary care physician, who says that
Mrs. Copeland came to him for a buprenorphine refill. She said that she was not
able to get in touch with you to refill her prescriptions. Your office does not have
any record of Mrs. Copeland trying to contact the office, and you are unable to
reach her by phone.

Which Of The Following Steps Is An Appropriate Response? (Choose Best Answer)
1. Discharge her from treatment since she has clearly violated her treatment agreement.
2. Give her a second chance to remain in your office-based opioid treatment program, but increase her
requirements.
3. Refer her to a methadone maintenance program.
4. Give her a chance to explain herself before making a decision.
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Mrs. Copeland – Starting Treatment Quiz Feedback

(1) Discharge Her From Treatment Since She Has Clearly Violated Her Treatment
Agreement,
(2) Give Her A Second Chance To Remain In Your Office-based Opioid Treatment Program,
But Increase Her Requirements:
These are not the best answers, but they are both a possible choice. Mrs. Copeland's treatment agreement clearly
defined rules regarding prescription refills – all prescriptions were supposed to be written by you only. It is up to
your discretion if you want to give her a second chance, or discharge and terminate her treatment at this time. If
you do terminate, you should refer her to another waivered provider or program.

(3) Refer Her To A Methadone Maintenance Program.
This is not the best answer, but it is one possible choice. Mrs. Copeland's treatment agreement clearly defined
rules regarding prescription refills – all prescriptions were supposed to be written by you only. It is up to your
discretion if you want to discharge and terminate her treatment at this time or give her another chance. If you do
terminate, you should refer her to another waivered provider or program – a methadone maintenance program
is one possible choice.

(4) Give Her A Chance To Explain Herself Before Making A Decision.
Correct. This is the best possible answer. You should first talk to Mrs. Copeland and see if she admits visiting
another doctor, and if she has an explanation for her action. Regardless, Mrs. Copeland's treatment agreement
clearly defined rules regarding prescription refills – all prescriptions were supposed to be written by you only. It is
up to your discretion if you want to discharge and terminate her treatment at this time or give her another
chance. If you do terminate, you should refer her to another waivered provider or program.
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Adjusting Treatment for Problem Behavior
Patients may have inconsistent problems with being compliant or do well with just part of the treatment
agreement. However, violation of the treatment agreement does not necessarily mean that treatment needs to
be terminated. Instead, your patient's status should be re-assessed and the structure of the treatment or
program intensified1.
•

If behavior suggests diversion: Consider referring to a more structured treatment, such as an Opioid
Treatment Program, which may offer buprenorphine along with methadone.

•

Consider consultations with a more experienced provider as needed when the best treatment is not clear.

•

Consider referral to a specialist for serious, persistent problems.

PRACTICE TIP
Some experienced providers have noted that some patients who have been kicked out of other opioid treatment
programs have done well in their practice, with appropriate treatment structure 1.
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NON-ADHERENCE WITH TREATMENT AGREEMENT
Most of your patients will comply with office-based buprenorphine
treatment programs and remain in good standing, but some might
not. Substance use, including non-prescribed drugs, illicit drugs, or
alcohol, increases the risk of both relapse and overdose 2. It is
important to be aware of related problematic behaviors and have a
plan in place for dealing with them. Common problematic behaviors
include:
•

Continued opioid use or other illicit drug use

•

Intoxication at the office

•

Diversion of medication

•

Non-adherence to treatment (e.g., missing appointments, not taking medication as directed)

Adjusting Treatment For Problem Drug Use

Modifying Treatment Agreements In Response To Problem Drug Use
Written treatment agreements are put in place at the start of
treatment to help prevent problems, such as illicit drug use. If the
patient uses drugs despite the treatment agreement, the agreement
can be modified by adding further treatment structure.
Basic treatment agreements include a description of the role of both
patient and provider, as well as the office-based opioid treatment
regulations. For example, typical agreements might 3:
•

Advise patients that urine and serum medication screenings may be requested at unannounced intervals.

•

Describe the number and frequency of prescription refills.

•

Describe the reasons for which drug therapy will be discontinued. For example, it might specify that
negative urine drug tests and appropriate pill counts are required to continue treatment.

The more risk a patient has of aberrant behaviors or other reasons for treatment failure, the greater the amount
of structure necessary in such agreements. Treatment agreements also vary with the individual practice.

PRACTICE TIP
To help avoid setting an adversarial tone in your doctor-patient relationship, be sure to acknowledge and
reinforce with praise you patients' adherence to treatment and any progress made, even if reduction in illicit
substance use is only partial4. Aside from verbal praise, other rewards for treatment progress may include
reducing the frequency of office visits and other reduction in treatment structure, such as eliminating having the
patient take their medication in front of you.
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CONTINUED DRUG USE
Despite having a treatment agreement in place, it is common for some patients to continue using illicit drugs,
such as marijuana or cocaine, during buprenorphine treatment 5. This is actually fairly common. To address it, you
can continue office-based opioid treatment with the contingency that patients increase their involvement in
psychosocial therapies. Specifically, require patients to attend groups and/or individual counseling to address
other substance use. Also, require patients to come into the office more often, e.g., weekly instead of monthly.
B careful to evaluate patients for sedative use, especially benzodiazepines. According to the FDA 6
“Health care professionals should take several actions and precautions and develop a treatment plan when
buprenorphine or methadone is used in combination with benzodiazepines or other CNS depressants. These
include:
•

Educating patients about the serious risks of combined use, including overdose and death, that can occur
with CNS depressants even when used as prescribed, as well as when used illicitly.

•

Developing strategies to manage the use of prescribed or illicit benzodiazepines or other CNS depressants
when starting MAT.

•

Tapering the benzodiazepine or CNS depressant to discontinuation, if possible.

•

Verifying the diagnosis if a patient is receiving prescribed benzodiazepines or other CNS depressants for
anxiety or insomnia, and considering other treatment options for these conditions.

•

Recognizing that patients may require MAT medications indefinitely and their use should continue for as
long as patients are benefiting and their use contributes to the intended treatment goals.

•

Coordinating care to ensure other prescribers are aware of the patient’s buprenorphine or methadone
treatment.

•

Monitoring for illicit drug use, including urine or blood screening.”

Continued Opioid Use
Some patients may also continue to misuse opioids during buprenorphine maintenance. If urine drug screens are
positive for opioids and negative for buprenorphine, assume that the patient is not taking the buprenorphine and
is using other opioids.
In most cases, this is not a reason to discontinue treatment. Continued opioid use may indicate that your patient
needs an increased dose or higher level of care.
Clinicians should first take steps to help reduce patient cravings, including the following:
•

Ensure that patients are taking their buprenorphine sublingually and are not swallowing the tablets.

•

Make sure that patients are taking only one pill at a time5.

•

Consider whether increasing daily dose of buprenorphine up to a maximum of 32 mg (Suboxone® or
equivalent in Zubsolv®, Bunavail™, or generic) is appropriate in the given circumstance.

•

Increase the intensity of the psychosocial aspects of your patient's treatment program.

•

Decrease dosage of CYP 3A4 inducers medications if possible in the given situation. As always, consult a
comprehensive source on drug interactions.

Some patients need the supportive system that methadone maintenance provides; they may struggle with the
less intense ("casual") treatment of simply having a bottle of pills and taking them as prescribed.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 6 of 32

Buprenorphine Training Activity
v5.0b [2019-04-01]

Problematic Behavior

Illicit Drug Use
Patients in opioid treatment may also abuse other illicit drugs. ASAM practice guidelines (2015) state that:
"The use of marijuana, stimulants, or other addictive drugs should not be a reason to discontinue
buprenorphine treatment. However, evidence demonstrates that patients who are actively using substances
during opioid use disorder treatment have a poorer prognosis. The use of benzodiazepines and other sedativehypnotics may be a reason to suspend agonist treatment because of safety concerns related to respiratory
depression."

Practice Tips
•

Urge your patients to disclose drug use, especially sedating drugs.

•

Remain watchful for signs of such use.

•

Patients suspected of abusing benzodiazepines require careful evaluation, due to the risk of combining
benzodiazepines and buprenorphine.

•

Psychosocial treatment may need to be intensified for patients who continue to abuse other drugs while
in buprenorphine treatment, especially if it interferes with treatment.

•

With patients under the influence of other substances, first ensure the patient's safety and then address
the issue at a later date. They may need to be referred to a higher level of care. Be sure to follow-up with
patients who have been referred to other treatment settings.
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ALCOHOL INTOXICATION
When dealing with patients who arrive at the office in a state of alcohol intoxication:
•

Determine how the patient got to the office.
•

If the patient drove to the office, he/she should not be permitted to leave while intoxicated. Keep
the patient in the office until he/she becomes sober or arrange other transportation.

•

If an intoxicated patient insists on driving, you should choose to contact the police. No information
regarding the patient's status in a treatment program may be disclosed.

•

Address the issue of alcohol abuse with the patient at a later date when the patient is no longer
intoxicated.

•

Do not administer any medication or bring up important decisions while the patient is intoxicated.

•

Scheduling morning appointments may reduce the number of intoxication issues that arise.
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MISUSE AND DIVERSION
Overview Of Misuse And Diversion
Buprenorphine misuse and diversion do occur in office-based opioid treatment practices. Remember that prior to
treatment, many of your buprenorphine patients were misusing opioids for months or years. Misuse is a common
and learned behavior and one that can be a hard habit to break. Diversion is also on the rise as the street
demand for buprenorphine rises. Continuing medical education (CME) is another approach for reducing
buprenorphine diversion and misuse7.
•

Misuse refers to the way a patient takes his/her buprenorphine – in any way different from how it was
prescribed.

•

Diversion refers to any manner in which people obtain buprenorphine other than by how it is prescribed.

Reasons For Misuse And Diversion
Common reasons a patient might misuse or divert drugs include:
•

Patient thinks he/she needs a higher dose

•

To relieve opioid craving

•

To relieve opioid withdrawal

•

To get high

Common Reasons for Diversion
•

To help addicted friends

•

Peer pressure

•

To make money

Reasons to misuse buprenorphine specifically also include a lack of sufficient funds to purchase a preferred
opioid or a trusted source of preferred opioid not being available 8.

Signs Of Misuse And Diversion
Signs of misuse and diversion by a patient may include:
•

Missed appointments

•

Claims that pills were lost, stolen, accidentally laundered, etc.

•

Asking for early refills for reasons that cannot be proven, e.g., lost prescription

•

Urine screens negative for buprenorphine, positive for opioids

•

Physical signs of injection drug use

•

Police reports of selling on the streets

•

Calls from others to report diversion

•

Claims of being allergic to or intolerant of naloxone, and requesting monotherapy 4

•

Problems with keeping appointments or making payments – may signal a relapse 4

•

Positive urine drug toxicology for illicit drugs or negative for buprenorphine 4

•

Continued relationship with drug users not in treatment 4

•

A sudden request for a dose increase after being stable 4
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Misuse and Diversion Frequency

How Frequent Are Buprenorphine Misuse/Abuse And
Diversion? What Are The Trends?
Buprenorphine abuse/misuse and diversion is increasing. Analysis of
national data involving buprenorphine abuse/misuse between 2005
and 2010 found increases in reports of:
•

Poisoning

•

Seizure of illegal supplies

•

Visits to the emergency room

Awareness among drug users entering treatment that
buprenorphine is used to get high and that it is being diverted has
also increased in this time period. Of over 8,000 physicians surveyed,
in 2009, 81% were of the opinion that it is easier to obtain
buprenorphine illegally than methadone (compare 52% in 2005) 9.

Rate Of Increase In Diversion/Abuse Is Proportional To
Increases In Prescribing.
The increase in buprenorphine misuse and diversion holds true for raw numbers and in terms of the million pills
prescribed when all forms of buprenorphine are considered 10,11. However, diversion of the combination form
(buprenorphine/naloxone) has increased proportionally to an increase in unique recipients of a prescription. Pure
buprenorphine diversion has increased faster than the increase in prescribing of the medication.
These trends underscore the need for strict adherence to buprenorphine prescribing guidelines especially careful
establishment of the right dose, prescribing only the supply needed, and following-up, as well as following the
precautions described in this module12.

Managing Misuse And Diversion
Misuse and diversion must be addressed when suspected or verified. If not
addressed, the patient's health and safety could be at risk. Additionally, the
overall "reputation" of office-based opioid treatment (OBOT) could be
damaged. Also, increase in diversion could lead to tighter DEA oversight of
buprenorphine—and the oversight is already fairly substantial.
Misuse or diversion should not mean automatic discharge from your OBOT
program. However, you should have a policy in place for how you deal with misuse and diversion. For instance,
you may want to follow these steps when diversion or misuse occur:
•

Reassess treatment plan and patient progress.

•

Make changes as needed: alter dose, intensify psychosocial support requirement.

•

Reassess the patient again after a short interval.

•

Arrange for alternative treatment if needed.

•

Injectable or implant formulations result in less supply of the medication lying around to be diverted.

PRACTICE TIP
Reevaluate patients who misuse or divert their medication and consider moving them to a more intensive level of
treatment.
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DRUG DEALING AND THEFT
Illegal behavior related to drug use by your patients, such as drug dealing and theft from the office, could harm
your practice and is also harmful to the patient, their families, and the community. It should be dealt with strictly.
Your practice's credibility and integrity are at stake when your patients engage in illegal activity related to your
practice. It is very important, though, that you not overreact to unsubstantiated claims. Direct evidence of drug
dealing should elicit severe consequences, but indirect evidence (or rumors) should be addressed more subtly,
such as by discussing the issue with the patient.

Drug Dealing
Staff, security personnel, and neighbors might report drug dealing. Red flags for possible drug dealing include the
co-occurrence of:
•

Loitering

•

Frequently lost prescriptions

Stealing From The Office
Small discrepancies in inventories should be taken seriously and responded to
with more careful storage and increased review of supplies. Items such as
needles, syringes, and prescription pads are easily and commonly stolen.
Preventing Theft:
•

Lock such items away and ensure they are not readily available to your
patients

•

Never leave patients unattended

When you suspect your patient of stealing from the office, the issue should be addressed directly and the
necessary actions taken. It is recommended not to allow such acts to pass without consequences.

PRACTICE TIP
Talk to your patients to clear up any misinformation or to confirm rumors. Be direct without making assumptions
or being judgmental, while still being firm about clinical structure agreed to in patient-provider agreements.
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PREVENTING MISUSE, DIVERSION, & ACCIDENTAL EXPOSURE
Preventing Misuse And Diversion
Simple approaches can be built into an office-based opioid treatment practice that will help prevent
buprenorphine misuse and diversion.
•

Prescribe a therapeutic dose of buprenorphine. Due to ceiling effects, there is very little clinical benefit to
taking more than 16 mg/day. Be sure to question patients who come to the office who say they need
significantly higher doses.

•

Prescribe what is needed based on careful titration of dose. Don't routinely provide an additional supply
"just in case."

•

Make sure that the treatment agreement is clear about prescription guidelines—number of doses in each
prescription, policies regarding refills, rules regarding "lost" prescriptions.

•

Require your patients to use only one pharmacy for filling all prescriptions, buprenorphine and otherwise.
Obtain consent for two-way communication with the pharmacist. If your patient doesn't consent, you have
to question why.

•

Monitor treatment through regular but random urine tests, pill/filmstrip counts in the office between
writing prescriptions (if they sold the whole supply of medication immediately, they would not have the
right count), state prescription monitoring system, feedback from family members, etc.

•

Openly discuss misuse and diversion with your patients so they know that you are aware of the issues and
have a plan to deal with these problems if they arise.

Children And Accidental Exposure And Overdose
Accidental exposure to buprenorphine by young children can cause central nervous system depression,
respiratory depression, and death13.
A study reviewed a total of 2,380 cases of unintentional exposure of buprenorphine by young children.
Researchers found that exposure to the film formulations occurred at a significantly lower rate than to the tablet
formulation. Many of the cases involved medication that was stored in sight, accessed from a bag or purse, or not
stored in the original packaging 13.
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MRS. COPELAND – TREATMENT DECISION
Getting In Touch with Mrs. Copeland
It took a week to get in touch with Mrs. Copeland. When she finally called the office, she was scheduled for the
next day. Because Mrs. Copeland has been in violation of her treatment agreement, the provider prescribes a
small supply and schedules early follow-up.
Mrs. Copeland: I'm overdue for my buprenorphine refill. You told me that I
had to come into the office to get one.
Provider: Yes, but first I would like to talk to you about a phone call we recently
received. Another clinic advised us that you asked them for a refill because you
couldn't get in touch with us. Our office doesn't have any record of you trying to
contact us.
Mrs. Copeland: Well, I was in a hurry, and I didn't think I could get an
appointment with you, so I saw a nurse practitioner who was close by.
Provider: Remember that not going to multiple providers was part of our treatment agreement, which you signed.
Mrs. Copeland: I don't think it's all that serious. Besides, I didn't get any medicine from the other provider,
which is why I'm here.
Provider: For now, I will give you enough buprenorphine for a week and then I would like to see you back in the office to
see how it is going.

Discharge
Mrs. Copeland scheduled an appointment, but she did not show up. A week later the provider sent a letter to her
house officially discharging her from the office-based opioid treatment program. It included a list of other
buprenorphine prescribers and addiction treatment centers in the local area. The provider did not hear from Mrs.
Copeland again.
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RESISTANCE
The interaction between the practitioner and the patient can produce
resistance. For example, when the practitioner assumes the patient is
more ready for change than is actually true, the patient may develop
resistance to treatment.

Avoid Building Resistance
•

Keep in mind that the patient is responsible for the decision
to change.

•

Monitor the patient's readiness for change, and do not push for change prematurely.

•

Invite patients to consider a different perspective, but never impose that perspective on them.

•

Affirm for patients that they have freedom of choice and self-direction.

Get Back On Track When A Patient Appears To Be Resistant: Deescalate Resistance
Refocus on building rapport with the patient by using the basic skills of motivational interviewing, such as
showing empathy, seeing the problem from the patient's view, affirming positive patient behavior or qualities,
and practicing reflective listening. Re-establishing rapport with the patient will help him or her be open to
engaging in a process that will move toward change. For example, a provider might say the following after getting
off track:
Provider: Let's back up a second because I'd really like to understand how you are seeing this.
This could be followed by talking about a less-threatening health behavior, for example, with a heroin user, safe
use of needles rather than quitting opioids.

Work With The Patient's Resistance
Roll with the patient's resistance; that is, agree with it, rather than trying to counter it
Example:
Patient: I just can't quit. I don't see it ever happening.
Provider: It seems to you like you'll never quit.
Patient: Well, I don't know about 'never.'
Provider: Tell me more about why it might not be 'never.' (Reframe the problem in a way that evokes less resistance
from the patient.)
Example:
Patient: I only know my sister and one or two friends who don't smoke marijuana. Everyone else I
know parties all the time.
Provider: That's great that you already know three people who you can be around and count on not being tempted by
their using marijuana in front of you.

CAUTION TIP
Keep safety in mind, as well as the patient's stability, as you work with these skills. Their use assumes a
certain degree of cognitive clarity on the part of the patient and emotional stability. If your sense is that the
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patient is not stable or capable of responding well to discourse such as the above, referral to a more structured
treatment setting is indicated.
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VIDEO: MANAGING PATIENT RESISTANCE
Motivational Interviewing – Managing Patient Resistance
A video that illustrates the use of Motivational Interviewing in response to resistant patient behavior can be found
here: https://youtu.be/4_q9WPTnO4k.14
As you watch the video, notice how the provider alternates between skills that engage and connect with the
patient and those that elicit his thoughts and feelings. She skillfully uses engaging skills, such as empathy,
reflective listening, and agreeing with the patient (rolling with the resistance) in an attempt to diffuse his
resistance. In further discussions, the provider would also need to respond to the patient's repeated requests for
Vicodin, gathering more information as to whether or not it is actually needed.
What is the patient's risk for opioids? If there is too much risk, the answer may be either alternative pain
treatment or a high level of treatment structure.
Is there moderate to severe pain that hasn't responded to first-line treatments? If not, the answer to the patient's
request may be "no."
If the patient has opioid use disorder, buprenorphine treatment may be indicated. Sorting through all this
complex information is a focus of this and other modules in this learning activity.
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PROBLEMATIC BEHAVIORS
Additional problematic behaviors that may not be common will still need rules and guidelines.

Loitering
Some of your patients might arrive significantly early for an appointment or stay after they have been seen.
Methadone treatment programs report that some patients:
•

Arrive hours before time for appointments or

•

Remain in the vicinity of the office for hours subsequent to an appointment

Dealing with loitering involves a careful assessment. These patients could be:
•

Trying to sell or purchase drugs illegally outside the treatment program or

•

Trying to cope with unstructured time and wish to remain in a stable environment

In the latter case, your strategy should be to:
1. Recognize the need of your patient to seek the comfort of a safe place
2. Discuss these feelings and other options with your patient

Aggressive Actions
Having a policy in place for aggressive behavior is important, even if it is a rare occurrence. Aggressive actions
may be grounds for discharge from the practice, based on the judgment of the individual clinician or practice.
Neither vandalism nor threats should be tolerated. These acts are indisputably violations of any reasonable code
of conduct. This should be clearly conveyed to your patient during the initial visit while discussing rules and
expectations. The consequences must be well-defined and strictly enforced.
Examples:
•

Threatening or harassing a staff member may lead to termination of office treatment.

•

Threats toward other patients and accusations of vandalism should be carefully examined before action is
taken:

•

•

If the threat or action is significant (has a high level of intent), then severe options, such as
discharge from the treatment regimen, should be seriously considered.

•

Patients who have otherwise done well in the program yet have had an isolated aggressive
incident with another office-based opioid treatment (OBOT) patient could be transferred to
another program or rescheduled to avoid overlap of OBOT patients.

Actions such as vandalism, for which there is little evidence, should be discussed with your patient. Closer
monitoring may be a proportional response.

Managing Problem Behaviors
You must not ignore violation of the rules, since ongoing problematic behavior contributes to general disrespect
for the rules and your authority. However, aberrant behaviors in many instances do not mean you should
automatically discontinue treatment4. It should at least prompt a discussion of the risks and consideration of
ways to tighten treatment structure. The goal is to form a stronger doctor-patient alliance. The range of your
responses to problematic behaviors might include the following 4:
•

Evaluate whether the dose of buprenorphine is sufficient
bup.clinicalencounters.com
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•

Increase the number of office visits per month

•

Initiate or increase the intensity (frequency/duration) of psychosocial counseling services or group therapy
or peer support programs

•

Require supervised medication administration

•

Alter the manner in which buprenorphine is provided

•

Transfer the patient to more intensive level of treatment, such as an Opioid Treatment Program or a
residential program

Evaluate deviance from accepted behaviors for each individual patient as it should not necessarily result in
discharge from treatment. For patients who break rules, consider each violation in the context of that individual's
condition.
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INTERPRETING URINALYSIS RESULTS
All test results must be interpreted cautiously.
Normal Urine Drug Testing Result
•
Explanation: The patient is taking buprenorphine as prescribed (see practice tip).
Continue routine urine drug testing.
Urine Drug Testing Negative for Prescribed Opioid
•
Explanation: Non-adherence to regular intake of buprenorphine, diversion, or false negative results.
•

Repeat the test using laboratory testing for the specific drug of interest. Increase adherence monitoring—
monitor pill counts, prescribe fewer pills, discuss future termination of buprenorphine and referral to
higher level of treatment if negative UDTs continue.
Urine Drug Testing Positive for Non-Prescribed Opioid or Benzodiazepines
•
Explanation: False positive, or the patient has acquired opioids elsewhere.
•

Repeat the test with immunoassay and confirm with the laboratory. Review the prescription drug
monitoring program or call the patient's pharmacy or other physicians. If the patient had surgery recently,
they may have received benzodiazepines as a pre-operative sedative measure.
Urine Drug Testing Positive for Illicit Drugs
•
Reiterate the treatment agreement with the patient, and the consequences of continued use (e.g.,
termination from buprenorphine treatment and referral to higher level of treatment).
•

With urine drug test results other than what was expected, a non-confrontational approach might be to say,
"We have used the best tests we have and they show that your urine has X (does not have X). That is what
we have to work with in deciding next steps. I'm concerned because (state reasons). What are your
thoughts?"
Keep in mind that false positives are possible. In cases where a patient strongly denies use of a drug for which
they test positive, gather a thorough recent drug history. This includes over-the-counter drugs and other
prescriptions. Inform the laboratory about these medications to see if they could be influencing the results.
Multiple variables affect the results of urine testing 15:
•

Cut-off selection

•

Pharmacokinetics

•

Pharmacodynamics

•

Pharmacogenetics

•

Laboratory technology

•

Subversion or adulteration of urine specimen

Key information to consider for interpretation includes the cutoff level for the test and minimum and maximum
detection time in urine. Knowing when the drug is supposed to be detectable will help you determine if the
patient's description of their drug use matches test results.

Positive Results

Acting On A Positive Test Result
When treatment plans include urine testing, they must also describe the consequences of a positive result.
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•

Office-based opioid treatment patients who have a positive urine toxicology screen are likely to be using
opioids and probably need a higher dose of buprenorphine.

•

A positive urine test later in the program suggests that more intensive nonpharmacological treatments are
needed to address the patient's overall drug abuse.

The class of drug found in the patient's urine also affects the appropriate response:
•

Drugs such as benzodiazepines present clear dangers.

•

Alcohol and stimulants may indicate necessity for appropriate nonpharmacological treatment.

For the reasons discussed above, avoid stopping treatment as a response to drug test results only. Tather, discuss
test results and make subsequent adjustments in the treatment plan with the patient.

Responding to Patients Who Deny Positive Results 16
1. Positive test results from an immunoassay should be confirmed by a laboratory test and consultation with
the lab or a provider experienced in UDTs.
2. Indicate to the patient that you called the lab and that the tests are indeed correct.
3. Tell the patient that it is his or her job to provide a suitable sample for the clinic.
4. Refer the patient to the consequences provided in the treatment agreement.

PRACTICE TIP
Do not assume a negative test result means a patient is not taking drugs. Nor should it be assumed that a positive
result means a patient is taking drugs. Contact your laboratory for help with test interpretation.

Detection: Sample Integrity Check
To detect tampering pay attention to the specimen's:
•

Temperature (hot or cold) - Within 4 minutes of voiding, with at least a volume of 30 ml, temperature
should be between 90 and 100º F

•

Volume (small amount)

•

Appearance (color) - look for dilution or concentration

pH – Range should be 4.5 to 8.017,18
While a positive drug test is considered part of the disease and may require a higher level of care, tampering with
the urine is generally considered more problematic behavior. It raises questions about diversion, and essentially
makes the test useless. You can ask the patient for a new sample, collected under supervision, and send both
samples to the lab15,19.
•

If urine sample tampering is suspected, the lab can:
•

Check the specific gravity of the sample (to ascertain if water has been added)

•

Check the pH of the sample (in case the sample was made more acidic or basic in an attempt to throw off
or invalidate the screening assays)

•

Perform a creatinine analysis – while urinary creatinine varies with hydration, values less than 20 mg/dL
are probably diluted and values of less than 5 mg/dL are not consistent with human urine 28.
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Poll: After learning about Urine drug tests, do you plan to obtain a UDT on every patient
before starting buprenorphine induction?
•

Yes

•

No

•

Unsure

•

Only some patients

•

Does not apply to me

How about you? If you haven’t taken the polls yet, follow the link below:
https://bup.clinicalencounters.com/managing-patients-poll/

Case Study Quiz – Ms. Clark
She provided a pill bottle that verifies the codeine prescription. You obtained a urine specimen,
and prescribe her next month's supply of buprenorphine.
Two days later, her urine specimen comes back positive for both codeine, which she disclosed
to you, and morphine, which she did not.

How Should You Interpret The Urinalysis Results? (Choose One)
1. Ms. Clark appropriately took codeine, and there is no cause for concern.
2. Ms. Clark used morphine or heroin, and there is cause for concern.
3. You should contact the lab and discuss the results of the specimen before making a final interpretation of
the test.
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Ms. Clark – Case Study Quiz Feedback

(1) Ms. Clark Appropriately Took Codeine, And There Is No Cause For Concern.
This is not the best option. However, this interpretation is possible. Codeine is metabolized to morphine, and both
compounds could appear in a urine specimen after ingestion of codeine. The best choice is to contact the lab and
see if they can give you the morphine-to-codeine ratio. Although the result may not be completely definitive, a
high morphine-to-codeine ratio suggests morphine or heroin use, whereas a low ratio would suggest codeine use
alone.

(2) Ms. Clark Used Morphine Or Heroin, And There Is Cause For Concern.
This is not the best option. However, this interpretation is possible. Codeine is metabolized to morphine, and both
compounds could appear in a urine specimen after ingestion of codeine. The best choice is to contact the lab and
see if they can give you the morphine-to-codeine ratio. Although the result may not be completely definitive, a
high morphine-to-codeine ratio suggests morphine or heroin use, whereas a low ratio would suggest codeine use
alone.

(3) You Should Contact The Lab And Discuss The Results Of The Specimen Before
Making A Final Interpretation Of The Test.
Correct. This is the best option. Codeine is metabolized to morphine, and both compounds could appear in a
urine specimen after ingestion of codeine. The best choice is to contact the lab and see if they can give you the
morphine-to-codeine ratio. Although the result may not be completely definitive, a high morphine-to-codeine
ratio suggests morphine or heroin use, whereas a low ratio would suggest codeine use alone.
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Ms. Clark – Discussing Urine Test Results
Provider: Your lab results show that you have a high morphine-to-codeine ratio in your
blood work. That suggests that you may have been using morphine or heroin.
Ms. Clark: I had a slip-up and got some heroin from my ex-husband when the
codeine wasn't working. But it was just when the pain was really bad. I stopped
and now I just take buprenorphine.
Provider: Okay. I just want to make sure you are not at risk for a full relapse. Have you
had any cravings since you stopped?
Ms. Clark: Yes, I still do a little. I'm afraid I might relapse.

Quiz: Ms. Clark – Treatment Decision
Ms. Clark has violated her treatment agreement by using illicit drugs while in office-based opioid treatment. She is
upset about this misstep and concerned that you are going to kick her out of treatment.

Now That You Have Heard The Facts From Ms. Clark, How Should You Proceed? (Choose
All That Apply)
1. Congratulate Ms. Clark on her insight and tell her you will re-evaluate at her next scheduled appointment.
2. Encourage Ms. Clark to increase frequency of her counseling sessions.
3. Discharge her from your office-based opioid treatment program and refer her elsewhere.
4. Consider increasing her dose of buprenorphine.
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Ms. Clark – Treatment Decision Quiz Feedback

(1) Congratulate Ms. Clark On Her Insight And Tell Her You Will Re-Evaluate At Her Next
Scheduled Appointment.
This is not the best option. This clinical situation is urgent and you should intervene immediately. You can start by
increasing the frequency of her counseling sessions as needed, which will probably help her stabilize. Also,
increasing the buprenorphine dose in this situation is almost essential, both to reduce the cravings and to occupy
more mu-opioid receptors so that the effects of heroin would be blunted if Ms. Clark uses it again. Furthermore,
her treatment agreement should be reviewed and revised as needed so that it works better to support her in her
treatment.

(2) Encourage Ms. Clark To Increase Frequency Of Her Counseling Sessions.
This is a good option. Increasing the frequency of her counseling sessions as needed will probably help her
stabilize. Also, increasing the buprenorphine dose in this situation is almost essential, both to reduce the cravings
and to occupy more mu-opioid receptors so that the effects of heroin would be blunted if she uses it again.
Furthermore, her treatment agreement should be reviewed and revised as needed so that it works better to
support her in her treatment.

(3) Discharge Her From Your Office-based Opioid Treatment Program And Refer Her
Elsewhere.
This is not the best option. Though she has violated the treatment agreement, she seems sincere about wanting
to stay on buprenorphine. There are several changes you can make. You can start by increasing the frequency of
her counseling sessions as needed, which will probably help her stabilize. Also, increasing the buprenorphine
dose in this situation is almost essential, both to reduce the cravings and to occupy more mu-opioid receptors so
that the effects of heroin would be blunted if Ms. Clark uses it again. Furthermore, her treatment agreement
should be reviewed and revised as needed so that it works better to support her in her treatment.

(4) Consider Increasing Her Dose Of Buprenorphine.
Correct. Due to the cravings she has been experiencing, she might benefit from increasing her buprenorphine
dose. Also, increasing the frequency of her counseling sessions will probably help her stabilize and should be
considered in this case.

Ms. Clark – Next Steps
Together, you decide that Ms. Clark should:
•

Increase her generic combination buprenorphine dose to 16 mg

•

Increase counseling frequency over the next several weeks in order to have the
support she needs to remain abstinent

•

Have more frequent office visits or more random urine screens during the next
few months while she gets stabilized on her new dose
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SELECTING LEVEL OF TREATMENT
Case Study – Ms. Dawson
Name: Ms. Dawson
Age: 20 years old
Reason For Visit: Needs treatment for her heroin use
Patient History: Ms. Dawson is a university student who has been smoking heroin
occasionally for 15 months and daily for the past 3 months. She uses 1½ grams per day
and requests help to quit.
Relevant History: She reports no prior history of treatment for drug use. She reports
no alcohol or other drug use and the latter was later confirmed with urine drug testing.
Remember Ms. Dawson? She is supposed to return to your office for a follow-up appointment.

Follow-Up Appointment
Mrs. Dawson signed the treatment agreement. Because her withdrawal symptoms appeared to be controlled at 8
mg, the provider prescribed a small supply of the same dose and told her to be in touch regarding symptoms. The
next appointment was scheduled in just a week because of her erratic behavior and to make sure this relatively
low dose is sufficient for her.

Four Weeks Later
Ms. Dawson fails to show up for her follow-up appointment and does not attend a relapse prevention seminar.
Without hearing from her for 4 weeks, Ms. Dawson returns during urgent care walk-in hours.
Provider: We haven't heard from you for four weeks. You were scheduled for an appointment 3 weeks ago and for a
relapse prevention seminar. Can you tell me what's going on?
Ms. Dawson: It's just been a bad time. I just stopped the bup. I'm smoking more heroin and started dancing at
a club on Parker Street so that I can afford it. I couldn't keep up with school, so I dropped out. I feel like I've hit
rock bottom.
Provider: I understand. I'd recommend getting back into treatment, but I'd need you to follow the agreement we made,
including attending the seminar. What do you think?
Ms. Dawson: I just don't have the time to go to your seminar! Can't you just give me some buprenorphine and
help me out?
Provider: If office-based treatment doesn't provide enough structure and support, then maybe it is time to consider the
outpatient opioid treatment clinic.
Ms. Dawson: No, please. I can't afford to miss work, and I need the job to pay my bills. I'll agree to do it your
way, just please help me here.

Patient Evaluation
You evaluate her mental and physical state and notice that she is in significant withdrawal. She says she last used
heroin at midnight the night before, injected into her right arm.
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Quiz: Clinical Choice

What Would You Do In Terms Of Ms. Dawson's Treatment At This Point? (Choose Best
Answer)
1. Schedule induction for next week.
2. Start buprenorphine now in your office and ask her to come in tomorrow to determine the correct dose
for her.
3. Tell her that office-based buprenorphine will not work for her, and refer her to a higher level care.
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Clinical Choice Quiz Feedback

(1) Schedule Induction For Next Week.
This is not the best answer. She is now in withdrawal so you can restart buprenorphine immediately and titrate
the dose as needed over several days. Before induction, you should require Ms. Dawson to sign a modified
treatment contract in which she agrees to modifications providing additional treatment structure. These might
include more frequent office visits, attending counseling, and attendance at 12-step meetings, in addition to the
structure provided in the original agreement. She will likely also need support and assistance to set-up counseling
appointments, finding 12 step meetings and their schedule, and appointment reminders.

(2) Start Buprenorphine Now In Your Office And Ask Her To Come In Tomorrow To
Determine The Correct Dose For Her.
Correct if you are a more experienced prescriber and feel comfortable with her level of risk. You could
start buprenorphine now and have her return the next day to titrate the dose. If you do decide to go ahead,
because she is now in withdrawal, you can restart buprenorphine immediately and titrate the dose as needed
over several days. Before induction you should require Ms. Dawson to sign a modified treatment contract in
which she agrees to modifications providing additional treatment structure. Modifications might include more
frequent office visits, attending counseling, and attendance at 12-step meetings, in addition to the structure
provided in the original agreement. She will likely also need support and assistance to set-up counseling
appointments, finding 12 step meetings and their schedule, and appointment reminders. If you are a new
prescriber, however, or not comfortable with her level of risk, or if you are, but all of these details do not work
out, it would be time for referral to the next level of care.

(3) Tell Her That Office-based Buprenorphine Will Not Work For Her, And Refer Her To A
Higher Level Care.
Correct for many providers, especially new prescribers. However, if you are a more experienced prescriber
and feel comfortable with her level of risk, you could start buprenorphine now and have her return the next day
to titrate the dose. If you do decide to go ahead, before induction you should require Ms. Dawson to sign a
modified treatment contract in which she agrees to modifications providing additional treatment structure. These
might include more frequent office visits, attending counseling, and attendance at 12-step meetings, in addition
to the structure provided in the original agreement. She will likely also need support and assistance to set-up
counseling appointments, finding 12 step meetings and their schedule, and appointment reminders.

Lessons Learned
The main teaching points from this case are the following:
1. Patients may be very motivated to take a medication, but resist engaging in counseling and groups. This
may show up as late arrival, after hours calls, etc. Splitting between front desk, counseling staff, on-call
doctors, etc. can result, and the patient receives sub-optimal care.
2. Some users may progress from smoking heroin to IV use in order to save money or to have stronger drug
effects.
3. Financial concerns and other effects of drug use may lead to quitting school, adopting a less safe lifestyle,
or taking up criminal activity.
bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 27 of 32

Buprenorphine Training Activity
v5.0b [2019-04-01]

Problematic Behavior

4. When a patient who has been non-compliant with counseling relapses, further treatment should attempt
to engage that patient in counseling.
5. Before determining that there has been a failure of buprenorphine treatment, make sure that therapeutic
doses have been tried.
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KEY POINTS
•

Use additional treatment structure to support patients having difficulty following instructions. Describe it
as additional support rather than a penalty.

•

Elements of increased treatment structure include increased frequency of office visits, drug testing,
checks of the prescription drug monitoring program, pill counts, and use of formal counseling. If these
prove to be insufficient, the patient can be referred to a higher level of care.

•

Most office-based opioid treatment patients are compliant with treatment, but you need to be aware of
problematic behaviors and have a plan for dealing with them.

•

Patients who are taking buprenorphine but still abusing opioids or other drugs may need to be referred to
a higher level of care.

•

Consider misuse and diversion of buprenorphine by watching for missed appointments, lost
prescriptions, and inaccurate pill counts.

•

Enforce consequences for negative behaviors including violations of the treatment agreement or practice
rules.

•

Consider if more intensive treatment is required such as when serious negative behaviors are grounds for
discharge from the practice.

•

Interpret results of urine testing in buprenorphine treatment carefully and challenge the assumption that
a negative test means a patient is not taking drugs. A positive result is not necessarily definitive.
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SUMMARY
Dealing With Problematic Behaviors
•

Most office-based opioid treatment patients are compliant with treatment, but be aware of problematic
behaviors and have a plan for dealing with them.

•

Patients who are taking buprenorphine, but still abusing opioids or other drugs may need to be referred
to a higher level of care.

Dealing With Misuse And Diversion Of Buprenorphine
•

Missed appointments, lost prescriptions, and inaccurate pill counts are among the signs that
buprenorphine is being misused or diverted.

•

Patients who misuse or divert their medication should be reevaluated and moved to a more intensive
level of treatment if needed.

•

Injectable or implant formulations result in less supply of the medication lying around to be diverted.

Enforcing Consequences For Negative Behaviors
•

Violations of the treatment agreement or practice rules must be addressed

•

Place each violation in the context of that individual's condition

•

Consider if more intensive treatment is required

•

Serious negative behaviors are grounds for discharge from the practice.

Urine Testing In Buprenorphine Treatment
•

Interpret results cautiously. Do not assume a negative test means a patient is not taking drugs. Likewise, a
positive result is not necessarily definitive.
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RESOURCES
A Closer Look at State Prescription Monitoring Programs (DEA FAQ's) : These FAQs address common questions
regarding prescription drug monitoring programs.
Adherence, Diversion and Misuse of Sublingual Buprenorphine: This 2010 (update 2014) Physician Clinical
Support System (PCSS) document written by Dr. Judith Martin discusses types of aberrant behavior
associated with buprenorphine and steps that can be taken to reduce the risk of abuse and diversion.
Appropriate Use Checklist: Reminder of the safe use conditions and monitoring requirements for prescribing
buprenorphine-containing transmucosal products for opioid dependence.
Behavioral Health Treatment Services Locator: The behavioral health treatment services locator is an online
source of information for persons seeking treatment facilities in the United States or U.S. Territories for
substance abuse/addiction and/or mental health problems.
Clinical Laboratory Improvement Amendments (CLIA) - Currently Waived Analytes: The following is a list of
currently waived analytes that are used in laboratory test systems. The list provides the analyte name as
well as a link to the waived test system.
Example of Office-Based Opioid Treatment Policies
Español)

: Hablando con su médico (Talking to Your Doctor (en

This patient handout sheet discusses the importance of honesty from both the patient and the doctor when
talking about drug use and treatment.
Medication Guide: Suboxone Sublingual Film (CIII): Patient information sheet on buprenorphine plus naloxone
sublingual film
Opioid Treatment Program Directory: Find Opioid Treatment Programs by state.
Prescription Drug Monitoring Program Training and Technical Assistance Center: PDMO TTAC at Brandeis
University provides support and resources for multiple stakeholders regarding PDMPs/
SAMHSA's Buprenorphine Physician and Treatment Program Locator: A directory of treatment programs and
physicians authorized to treat patients with buprenorphine.
SAMHSA TIP 43, Chapter 9: Drug Testing as a Tool: This chapter from TIP 43: Medication-Assisted Treatment for
Opioid Addiction in Opioid Treatment Programs discusses the use of drug testing as a means of monitoring
patient progress and treatment efficacy. This chapter details several methods for implementing drug
testing, their effectiveness, and their pros and cons.
Sample Treatment Agreement/Contract (TIP 40 Appendix H): Patient contract that can be used to set
expectations and guidelines before beginning buprenorphine treatment.
Talking to Your Provider : This patient handout sheet discusses the importance of honesty from both the
patient and the provider when talking about drug use and treatment.
TAP 32: Clinical Drug Testing in Primary Care: Provided by SAMHSA
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FEDERAL LAWS AND REGULATIONS
Practices starting to provide office-based opioid treatment need to make a number of office and
practice-related protocol changes. They also need to prepare staff to implement them. Minor
changes in medical records, patient confidentiality, communications with pharmacies, and
insurance billing are required.
This module communicates general information and is not intended to replace consultation with
an attorney or to be a full discussion of privacy issues related to the Health Insurance Portability
and Accountability Act (HIPAA).

Goal
To prepare providers to follow regulations, laws, and other requirements for office-based
treatment of opioid use disorder

After completing this module, participants will be able to:
•

Describe buprenorphine's status as a controlled substance and the laws governing the
prescribing of this medication

•

Prepare a practice staff team for office-based buprenorphine practice

•

Determine the pertinent confidentiality regulations (and exceptions) for treatment of
substance use disorder and specifically office-based treatment of opioid use disorder

•

Follow the requirements for medical record-keeping in office-based opioid treatment

•

Prepare an office-based opioid treatment practice to work with health insurance
companies or patients to bill for buprenorphine treatment

Professional Practice Gaps
Specific Training Gap: DATA 2000, CARA, 2016, TIP 40 1, SAMHSA (2016) and ASAM (2015) guideline
updates, and FSMB 2013 describe rules, regulations, and requirements that providers who
prescribe buprenorphine must follow.
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CASE ILLUSTRATION – MRS. OLSEN
This module describes the changes needed in a new office-based opioid treatment practice. It will prepare you
and your staff to make the required modifications. The following case study will be used to illustrate how these
issues affect patients.
Mrs. Olsen, whose family is seen in your practice, has been taking 10-12 tablets per day of hydrocodone and
oxycodone for the past 6 months. She was referred by her therapist for
buprenorphine treatment.
What communications are permitted with the therapist, regarding Mrs. Olsen?
With her family?
There are three major federal laws that, among other provisions, permit the
prescribing of buprenorphine in the office-based setting and describe the
requirements and limitations:
•

The Drug Addiction Treatment Act (DATA 2000) 2

•

The Comprehensive Addiction and Recovery Act of 2016 (CARA) 3

•

The Support for Patients and Communities Act 4
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FEDERAL LAW – DATA 2000 & FOLLOW ON LAWS
DATA 2000 An Amendment To The Controlled Substances Act
The Drug Addiction Treatment Act (DATA 2000) was an amendment to the
Controlled Substances Act signed into law in 2000. DATA made it possible for
qualified physicians to prescribe buprenorphine for opioid detoxification and
maintenance therapy. The law allowed physicians to be granted a waiver from
the special registration requirements of that act, which allows them to
prescribe, dispense, or administer buprenorphine to patients in their office,
greatly expanding the availability and accessibility of opioid addiction treatment.
It also described regulations that govern this prescribing.
The waiver applies to Schedule III, IV, or V medications approved by the FDA for
treating opioid use disorder. However, this currently only applies to buprenorphine products 5.
DATA 2000 in Nontraditional Settings: Under DATA 2000, treatment for opioid use disorder can take place in
nontraditional settings, such as primary care offices. 6–8 An advantage is that, in the past, some patients may have
avoided treatment at substance abuse clinics due to worries about stigma and confidentiality.
•

DATA described specific guidelines that physicians must follow before starting to prescribe
buprenorphine. These include an 8-hour equivalent training.

•

DATA does not include methadone—only a licensed opioid treatment program can prescribe methadone 9.

Some provisions of the DATA 2000 act were revised by CARA 2016 and SPCA 2018.

Federal Law – CARA 2016

The Comprehensive Addiction And Recovery Act Of 2016 (CARA): Law Updates
The Comprehensive Addiction and Recovery Act (CARA) was signed into law on July 22, 2016. This broad purposed
bill aims to address the opioid epidemic through prevention, expanded access to treatment, increasing use of
overdose reversal medication, expanding recovery support, and specifically targeting specific needs, such as
those of pregnant and postpartum women, or those affected most, such as those involved with the criminal
justice system and law enforcement. It also allowed for nurse practitioners and physician assistants to prescribe
buprenorphine.

Federal Law – SPCA 2018

The Support For Patients And Communities Act (SPCA, 2018): Law Updates
SPCA was signed into law on October 24, 2018 4. This law includes many provisions to address the opioid epidemic
through measures aiming to reduce over-prescribing, increase access to treatment, and increase research on
non-opioid pain management alternatives. With respect to buprenorphine treatment, it allows for prescribing of
buprenorphine by more types of healthcare providers, higher patient limits for certain prescribers, and more
providers qualifying to prescribe without formal waiver training. The most relevant details of these changes are
specified below.

CARA and SPCA Changes Relevant to Office-Based Opioid Addiction Treatment
Among the provisions of CARA and SPCA are changes that affect office-based opioid addiction treatment with
buprenorphine, including changes to who can prescribe, as well as many public health initiatives to address the
opioid epidemic3,10:
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Expansion Of Which Providers Can Prescribe Buprenorphine
Physician assistants and nurse practitioners (PAs and NPs) with DEA numbers, were granted permission to
prescribe by CARA 2016 if they can prescribe schedule III, IV, or V medications for pain to prescribe
buprenorphine within limits set by their respective states 3. The SPCA added that clinical nurse specialists, certified
registered nurse anesthetists, and certified nurse midwives are qualified to obtain a waiver as of October 1, 2018
through October 1, 2023 and made the NP and PA qualification indefinite 4. In contrast to the 8-hour training
required of physicians, a 24-hour training is required for these providers. This training is not a waiverqualifying program and should only be used as supplementary education.

Public Health Initiatives
Other provisions of CARA 2016 and SPCA 2018 aim to address the opioid epidemic by 1) expanding access to
treatment and overdose reversal medication, 2) addressing the problem within the criminal justice system and
law enforcement, and 3) reducing the flow of illegal sources of opioids. These initiatives include 3,4,10:
•

Potential for grants to state agencies and governments to make buprenorphine and other medicationassisted treatment more available in areas hardest hit by the opioid epidemic.

•

Improvement of access to overdose treatment and related education via authorization for grants to
buprenorphine prescribers and others to establish a naloxone co-prescribing program (prescribe
naloxone to reduce overdose at the same time you prescribe an opioid) which would include training for
providers, purchasing naloxone, reaching out to patients who have overdosed. Patients targeted include
those being treated for opioid use disorders. There also is a training initiative for pharmacists who will
also develop naloxone training for the public.

•

Increase in public awareness of prescription opioid misuse and provide education.

•

Authorization of a plan for safe prescribing and dispensing of drugs often abused or diverted, targeting atrisk Medicare prescription drug plan beneficiaries.

•

Improving treatment for pregnant and postpartum women by re-instituting a grant program for their
residential treatment and pilot studies for non-residential treatment.

•

Support for states to make prescription drug monitoring plans (PDMPs) inter-operable via reauthorization of the National All Schedules Prescription Electronic Reporting Act (NASPER). Requires states
to share data with at least one adjacent state.

•

Miscellaneous other grants for education for providers and providers in training, expanding the
availability of treatment, enhancing efforts to prevent overdose, and improving law enforcement and
criminal justice system efforts related to substance use disorders.

•

Many further public health initiative were signed into law with the SPCA of 2018 that include Medicaid,
Medicare, and other health provisions to address the opioid crisis; so many that it is beyond the scope of
this training. The reader is referred to the HR 6 SPCA resource at the end of this module for a summary of
these changes. Those that are specific to this training have been added to the modules where relevant.
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CONFIDENTIALITY LAW
The confidentiality law places limits on the disclosure and use of any information that will identify a patient as
someone who:
•
•
•

Has received substance abuse treatment
Is currently receiving substance abuse treatment
Has applied to a substance abuse treatment program

The substance abuse treatment confidentiality law, the Public Health Service Act, is Title 42 of the United States
Code of Federal Regulations 11. Unlike HIPAA, which governs all medical treatment, this law applies specifically to
substance abuse treatment.
Title 42 CFR prohibits releasing records without:
•
•
•
•

Patient consent
A court order
A true medical emergency
Or report of child abuse (Child abuse itself should be reported, but restrictions continue to apply to the
original patient records 12)

Goal Of The Law
The goal of the confidentiality law is to prevent the disclosure of
information identifying applicants/recipients of substance abuse
treatment13. The law was created, in part, to facilitate patients' entry
into substance abuse treatment. The underlying rationale is that people
will be more willing to access treatment if they are confident that
information about their diagnosis and treatment will remain private.

Scope Of The Law
Any type of substance abuse treatment, or referral for treatment must
comply with the confidentiality law. The scope of the confidentiality law
includes:
•

Individual practitioners who are DEA-certified

•

Substance abuse treatment programs

•

Federally assisted programs that provide diagnoses of substance use disorder. This includes:

•

Operated by the federal government

•

Certified for Medicaid reimbursement

•

Receiving federal block grant funds

•

Licensed by the federal government

•

Exempt from paying taxes

•

Health plans and health care clearinghouses

Occasionally, federal or state grant money will be given only under the condition that confidentiality laws are
obeyed. Neglecting to comply with the law could result in loss of funding. Application of confidentiality laws in
cases of substance abuse treatment is dependent on status and identification as a treatment facility.
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Confidentiality Rules For Communications
As a substance abuse treatment provider, you must follow rules restricting communications to assure patient
confidentiality. Examples of types of rules that restrict communications include internal communications,
additional rights for minors, and disclosure rules.

Restricted Communication
There are limits on how much information you can communicate about patients.
Actions regarding a patient's information that are prohibited include:
•

Giving information to family members (this is illegal unless the patient has consented in writing)

•

Disclosure of a patient's medical record

•

Use of a letterhead that identifies your office as a substance abuse treatment provider

•

Receptionist confirmation of a person's status as a patient who is receiving substance abuse services

•

More specifically, your substance abuse treatment program may not communicate the following:

•

Information regarding a patient's past, present, or future participation in substance abuse treatment

•

Information about those who have applied for treatment or have been interviewed, regardless of whether
they actually commenced treatment

•

Information about deceased patients

•

Verification of information that inquirers already possess – in other words, a program can neither confirm
nor deny that a patient was being treated there

Internal Communications
Information may be shared among staff and may be disclosed to the record keeping and billing departments.
Program staff with access to patient records may consult among themselves or otherwise share information if
necessary to complete their duties.

Other Confidentiality Law Concerns

Consequences For Violation
Violating the confidentiality law carries a criminal penalty. Guilty parties may be fined $500 for the first violation
and $5,000 for each successive violation. If the violation occurs at the program level, the program may have its
license or certification revoked. Additionally, patients may file lawsuits if their confidentiality is violated.

State Confidentiality Laws
•
•
•

State laws may differ from federal regulations.
State laws that are more restrictive than federal regulations must be obeyed.
State laws cannot decrease federal restrictions.

Check with your state governmental office or state medical association for complete information.

Additional Rights For Minors
Minors have additional rights. Under the confidentiality law, practitioners are prohibited from communicating
with a minor patient's parents unless the patient authorizes such contact on a consent form 14. Some states
require parental approval for the treatment of minors, in which case more regulations apply. If you plan to treat
minors, you should familiarize yourself with your state's laws regarding minors and consult an attorney if
confusion remains. This module is not designed to teach about the treatment of opioid use in minors.
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Disclosure Rules
•

Providers must inform patients of their rights regarding confidentiality
shortly after they enter treatment. The communication should include a
written statement of relevant regulations.

•

With a proper consent form, you may disclose some patient information
to third parties in certain instances.

•

Information may be disclosed only for the purpose(s) outlined in the
form.

•

A patient may revoke his or her consent at any time, either verbally or in writing.

•

If a patient revokes his or her consent, you have no obligation to retrieve information that was disclosed
while the consent was effective.

•

Whenever information is disclosed, you must provide a written statement informing the recipient that the
information is protected by federal law. You must also state that it cannot be re-disclosed unless
otherwise specified.

•

An addiction treatment program is not allowed to disclose whether or not someone has received
treatment for substance abuse. However, if the program provides several kinds of services, it may disclose
that the patient has been seen as long as it does not specify the reason for treatment.

Exceptions to Disclosure Rules
The following are allowable exceptions to disclosure rules.

Qualified Service Organization Agreement
An office-based opioid treatment program may disclose information to qualified service organizations (QSOs) that
provide services that the program does not. An example would be an outside laboratory to conduct urine or hair
analysis.
In addition to being DEA licensed, providers must fit additional criteria to meet the definition of a “program”:
•
•
•

"An individual or entity (other than a general medical care facility) who holds itself out as providing, and
provides, alcohol or drug abuse diagnosis, treatment or referral for treatment;" or
"An identified unit within a general medical facility which holds itself out as providing, and provides,
alcohol or drug abuse diagnosis, treatment or referral for treatment;” or
"Medical personnel or other staff in a general medical care facility whose primary function is the provision
of alcohol or drug abuse diagnosis, treatment or referral for treatment and who are identified as such
providers."

Providers are encouraged to refer to the detailed regulations outlined in 42 CFR or refer to SAMHSA's FAQs on
Applying the Applying the Substance Abuse Confidentiality Regulations to see if they meet all the criteria to be
considered a program.

Scientific Research
You may choose to grant a researcher access to patient records; however, the following must apply:
•

Outside evaluators (such as institutional review boards) must deem the rewards of the research greater
than the risks

•

Patient names and other identifiers should be stripped from the data before distributed
bup.clinicalencounters.com
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Researchers must not re-disclose confidential information

Emergency Medical Reports
In emergencies, patient information may be disclosed to medical personnel but not to non-medical workers or
the patient's family. The working definition of a medical emergency is:
A situation that poses an immediate threat to someone's health and requires immediate medical attention.
Note that the person whose health is in jeopardy is not necessarily the patient; for example, it could be a child
who may have overdosed on buprenorphine.

Court Orders
Only court orders (not subpoenas or warrants) are grounds for disclosure of patient information regarding
substance abuse treatment. An order can only be issued if the court decides that there is good cause for the
disclosure. The benefits of issuing such an order must outweigh the risks. The court must also deem that the
information cannot be accessed in any other manner.

Child Abuse Or Neglect Reports
Practitioners must report cases of child abuse or neglect, but the victim or perpetrator need not be identified as
receiving substance abuse treatment. Regulations continue to protect confidentiality of the original patient
records12. This includes disclosure and use for civil or criminal proceedings, unless a court order (see above)
overrides this protection. Each state requires reporting suspected child abuse or neglect and offers immunity to
practitioners who comply; most penalize practitioners who do not report known cases of child abuse or neglect 14.

Quiz: Case Study – Mrs. Olsen
Name: Mrs. Olsen
Age: 29 years old
Reason For Visit: Mrs. Olsen came in to request buprenorphine treatment; she
was referred by her therapist.
Medical History: Six-month history of opioid abuse. She has been taking 10-12
hydrocodone and oxycodone of varying dosages every day for the last six months.
Before that she used them intermittently. Daily use began about six months ago when she realized she could not
work without them. If she does not take the pills, she cannot concentrate, and she experiences nausea and
diarrhea and aches all over.
Treatment History: Mrs. Olsen has been seeing a therapist for her depression for the past two years. She has
been on Fluoxetine (Prozac®) for two years. Mrs. Olsen works as a staff support aide with developmentally
delayed children. She got married one year ago. She said her husband will support her office-based treatment
with buprenorphine and pay for her medication.

One Week Later
The day before induction, you complete patient education and the written, signed patient-provider treatment
agreement.
A few days after meeting and evaluating Mrs. Olsen, you inducted her onto 16 mg/day of generic buprenorphine/
naloxone. Induction went well with no problems.
Two days after induction, your office manager hands you a fax from the pharmacy asking for prior authorization
from Mrs. Olsen's insurance company. Mrs. Olsen did not mention having insurance. You had not asked because
she said her husband was going to pay her bills. She paid by check for her induction visits.
bup.clinicalencounters.com
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How Should You Handle This Faxed Request From The Pharmacy? (Choose Best
Answer)
1. You need a signed release from Mrs. Olsen before filling out the paperwork for the insurance company.
2. You should call her insurance company to request the prior authorization paperwork.
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Case Study – Mrs. Olsen Quiz Feedback

(1) You Need A Signed Release From Mrs. Olsen Before Filling Out The Paperwork For
The Insurance Company.
This is the best option. Mrs. Olsen, in effect, disclosed her diagnosis of opioid use disorder to her pharmacy by
submitting the buprenorphine prescription. However, she has not given you permission to discuss her medical
problems with her insurance company, so you would need a signed release before filling out the paperwork for
the insurance company or pharmacy. Some practices do not deal with insurance companies at all. If this is the
case, you would have to clarify this with Mrs. Olsen and might need to make a referral to another waivered
provider or program that does fill out insurance forms.

(2) You Should Call Her Insurance Company To Request The Prior Authorization
Paperwork.
This is not the best option. Mrs. Olsen has not given you permission to discuss her medical problems with her
insurance company. You first need to get a signed release from her before filling out the paperwork for the
insurance company or pharmacy. Some practices do not deal with insurance companies at all. If this is the case,
you would have to clarify this with Mrs. Olsen and you might need to make a referral to another waivered
provider or program that does fill out insurance forms.
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Mrs. Olsen – Discussion About Insurance
You have your office manager call Mrs. Olsen and ask her to explain her insurance status.
Mrs. Olsen: My insurance covers all my medications, so I want it to cover my buprenorphine, too.
Mrs. Olsen provides details of her insurance plan. Your office manager calls the 800 number for Mrs. Olsen's
insurance plan's pharmacy benefits. They do cover generic buprenorphine for up to six months, but require that
you send them the treatment plan and the tapering plan. You have your staff leave Mrs. Olsen a voicemail
regarding this.
Message from Provider
Provider: Mrs. Olsen, we need you to come in to sign a release of information regarding your planned treatment so that
we can communicate with the insurance company.
When Mrs. Olsen returns, you make it clear to her that the release document communicates opioid use disorder
as a diagnosis to her insurance company. You obtain her plan number and contact the insurance company. They
fax you a questionnaire.
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CONSENT FORMS
Each of the following items must be contained in the consent form:
•

The name or general description of your program(s)

•

The name of the patient and the names of individuals/ organizations that will receive the disclosure

•

The purpose or need for the disclosure

•

How much and what kind of information will be disclosed

•

A statement that the patient may revoke the consent at any time

•

The date, event, or condition upon which the consent expires if not previously revoked

•

The signature of the client

•

The date on which the consent is signed

Quiz: Disclosure of Information

Can An Office-based Opioid Treatment Program Disclose Treatment Information To A
Patient's Spouse (But No One Else) Before The Consent Form Has Been Signed?
1. Yes, the information can be shared with a spouse before the consent form is signed.
2. No, a consent form about this addiction treatment is required for information to be shared with anyone
(including a spouse).
3. Yes, information can be shared if there is a consent form on file from previous medical treatments.
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Disclosure of Information – Quiz Feedback

(1) Yes, The Information Can Be Shared With A Spouse Before The Consent Form Is
Signed.
Until the patient has consented in writing about this treatment, addiction treatment information cannot be
disclosed to anyone, including the patient's spouse.

(2) No, A Consent Form About This Addiction Treatment Is Required For Information
To Be Shared With Anyone (including A Spouse).
Correct. Until the patient has consented, in writing about this addiction treatment, treatment information can not
be disclosed to anyone, including the patient's spouse.

(3) Yes, Information Can Be Shared If There Is A Consent Form On File From Previous
Medical Treatments.
Until the patient has consented, in writing about this addiction treatment, the patient's treatment information
cannot be disclosed to anyone, including the patient's spouse. General information about your treatment
programs can be shared, however.
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MEDICAL RECORDS
When starting to treat substance abuse patients, you may need to
adjust your charting habits. Accurate and up-to-date medical
records protect both the provider and patient in the event of a legal
challenge. Be sure to clearly document your decision-making
process. Notes on the following should be included for each patient.

Patient Information
•

Patient's demographics

•

Patient pharmacy and contact information

•

Other providers

•

Insurance or private pay records

History And Evaluation
•

Medical history including diagnoses, therapies being used, medications prescribed, actual or references to
records from past treatment by other providers

•

Substance use and treatment history

•

Physical exam results including those relative to opioid use disorder

•

Laboratory test results including baseline lab and urine test results

•

Results of other assessments

•

Initial diagnosis and criteria met that support this diagnosis

Treatment Plan
•

Treatment plan information, including measurable treatment goals, updated as needed

•

Documentation of consultation discussions

•

Induction plan and maintenance dose

•

Current medications, including patient's response, side effects, and record of all prescriptions orders

•

Psychosocial services required/recommended

Patient Education, Agreements, And Consent
•

Copies of signed consent forms

•

Disclosure forms

•

Treatment agreements, signed by both you and the patient

•

Authorizations for release of information to other providers

•

Document efforts taken to avoid diversion, including reviewing the patient's record on the Prescription
Drug Monitoring database

•

Copies of patient education materials including how to use medications (or a list of materials distributed)

•

Document discussion of proper and safe storage of medication
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Maintenance
•

Schedule for follow-up visits

•

A record of each maintenance visit and reasons for any changes in the treatment plan

•

Monitoring visits 9

Organizing Your Buprenorphine Records
There is no standard requirement for organizing your buprenorphine records, but the DEA suggests the following:
•

Keep a photocopy of each prescription

•

Keep a separate log of prescriptions issued

•

Make a note in patient chart with prescription data and amount

•

Keep all prescribing records together so they can be readily obtained in case of a DEA inspection

•

Efficient prescription logs should include patient name, specific medication and strength, quantity, and the
number of refills.15

Electronic medical records are permitted, as long as they are readily accessible.

Additional Requirements For In-Office Dispensing
Most pharmacies now stock buprenorphine, so dispensing tablets from the office is an uncommon practice.
However, if you do stock buprenorphine, it "must be stored in a securely locked, substantially constructed
cabinet"16. Providers who dispense buprenorphine directly from the office must keep additional records 17:
•

An inventory of the amount of buprenorphine tablets that are received and dispensed (note: an inventory
showing that no medication was dispensed may be required by the field office, even if you do not keep an
inventory on site)

•

Data about areas of dispensing, receipts, inventories

•

Records of any theft/loss/destruction of the controlled substances

Role Of State Medical Board
State Medical boards determine whether prescribing practices are appropriate based on overall patient
treatment and documentation of treatment plans and outcomes 9. They generally get involved if there has been a
complaint. The patient's opioid addiction must be treated appropriately or appropriate referral made.
Additionally, the patient's functioning should be addressed if there are co-occurring medical or psychiatric
conditions or significant psychosocial issues.

PRACTICE STEPS TO TAKE
The following will help you prepare for a U.S. or state DEA site visit:
•

Making a copy of written prescriptions

•

Keeping a log of buprenorphine patient names

•

Keeping buprenorphine patient records together
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PRESCRIPTION REQUIREMENTS
What Goes On The Prescription
Practice Information
PRACTICE NAME
Address
Phone Number | Fax Number
Provider Name
License Number | DEA Registration Number
DATA 2000 or Other Identification Number
Patient Information
Patient Name:
Patient Address:
Patient DOB:
Patient Age:
Medication Information
Medication Name:
Medication Strength:
Medication Dosage:
Medication Quantity:
Directions For Use:
Authorization
Provider Signature
XX/XX/XX
Date of Prescription

Note: The DATA 2000 identification number for MDs/DOs begins
with the prefix "X" [Example: X555-555-55555].
Instructions should be provided with the prescription for the
specific formulation prescribed, as they can vary.
Paper prescriptions should be manually signed, whether filled
out with indelible ink, typed on a typewriter, printed on a
computer, or faxed18. The DEA recommends making a copy of
each prescription15.

Electronic Prescribing
All states allow e-prescribing of Schedule 2 narcotics, but they
vary with respect to whether their software supports these prescriptions and/or meet DEA standards. As a result,
there may still be some states where prescriptions cannot be accepted electronically nor accepted by
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pharmacies19. Additionally, there is no requirement that a provider must utilize e-prescribing in their practice, nor
that pharmacies must accept e-prescriptions 18.
Electronic prescribing requires a two-step verification process 18:
1. send the prescription for fulfillment
2. apply a digital signature when the prescription is sent
The Department of Justice suggests the following statement, or an equivalent:
“By completing the two-factor authentication protocol at this time, you are legally signing the prescription(s) and
authorizing the transmission of the above information to the pharmacy for dispensing. The two-factor
authentication protocol may only be completed by the practitioner whose name and DEA registration number
appear above.”
The Department of Justice has created some General Questions and Answers that may be helpful in learning
more about the regulations surrounding e-prescribing of narcotics. This information can be found in the
resources section.
The Support for Patients and Communities Act (SPCA) of 2018 provides that “In general, prescriptions for
controlled substances that are covered drugs under Medicare must be transmitted through electronic
prescription programs.4”

PRACTICE STEPS TO TAKE
Be sure to explain the directions for use of the buprenorphine formulation you are prescribing. Patients typically
are not used to taking a medication orally that is absorbed rather than swallowed.

Quiz: Practice Implementation

Which Of The Following Suggestions Would You
Implement In Your Practice? (Choose All That Apply)
•

Make a photocopy of each prescription.

•

Keep a separate log of prescriptions issued.

•

Make a note in the patient record with prescription data and
amount.

•

Keep all prescribing records together so they can be readily
obtained in case of a DEA inspection Prepare for the DEA field
officer once yearly visit.

•

Prepare for the DEA field officer once yearly visit.
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Practice Implementation Quiz Feedback

(1) Make A Photocopy Of Each Prescription.
Correct. The DEA recommends making a photocopy of each prescription.

(2) Keep A Separate Log Of Prescriptions Issued.
Correct. The DEA recommends keeping a separate log of prescriptions issued. Note that a separate log of
prescriptions issued typically has to be done as a separate step because most electronic health records do not
provide a way to search for or create reports to track or provide a census for buprenorphine prescriptions. You
might search by diagnostic code (304) to first come up with patients who have opioid use disorder, but there is
usually no way to keep a registry in EHRs.

(3) Make A Note In The Patient Record With Prescription Data And Amount.
Correct. The DEA recommends making a note in patient chart with prescription data and amount.

(4) Keep All Prescribing Records Together So They Can Be Readily Obtained In Case Of
A DEA Inspection Prepare For The DEA Field Officer Once Yearly Visit.
Correct. The DEA recommends keeping all prescribing records together so they can be readily obtained in case of
a DEA inspection.

(5) Prepare For The DEA Field Officer Once Yearly Visit.
This is the only option that does not apply. DEA field officers do not visit each buprenorphine prescriber on a
yearly basis. Visits are random. Practices that dispense buprenorphine will also be audited. Providers who comply
with federal recordkeeping and treatment guidelines have no need for concern.
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FEDERAL PROVIDER REQUIREMENTS
The Requirements To Prescribe Buprenorphine
To be considered a qualifying practitioner, the DATA 2000, CARA, and SPCA laws require that the practitioner
must3,9,20:
•
•

Be a licensed physician, nurse practitioner, physician assistant, nurse anesthetist, nurse midwife, or
clinical nurse specialist
Have a valid Drug Enforcement Administration (DEA) registration and identification number for controlled
substances and obtain a DATA 2000 identification number (which for physicians begins with the prefix X)

•

Comply with federal and state regulations for controlled substances

•

Hold a current waiver

•

Have the capacity to provide the following for patients directly or by referral:
◦

All FDA-approved drugs "for treatment of opioid use disorder, including for maintenance,
detoxification, overdose reversal, and relapse prevention"

◦

"Appropriate counseling and other appropriate ancillary services"

•

Adhere to patient prescribing limits3,9, which range from 30 to 275 concurrent patients in one year
depending upon credentials and experience, as described in detail below

•

Either complete buprenorphine training, hold addiction certification, or qualify by completing similar
training in medical school in the last 5 years

Details Of Training Or Professional Credential Requirements:
To obtain a waiver, providers must possess sufficient training or experience in the treatment of opioid use
disorder as determined by the Secretary of Health and Human Services. This can be achieved by one of the
following:
•

Being a licensed physician who graduated from medical school in the past 5 years from a program that
certifies they are trained by virtue of a comprehensive curriculum as detailed in SPCA may become
waivered without taking additional waiver training 4

•

Completing an approved training on the treatment and management of opioid-dependent patients lasting
at least:

•

◦

8 hours for physicians

◦

24 hours for nurse practitioners, physician assistants, clinical nurse specialists, certified registered
nurse anesthetists, and certified nurse midwives.

Being a physician who is an addiction specialist through one of the following 3,9:
◦

Board certification in addiction psychiatry or addiction medicine from the American Board of Medical
Specialties

◦

Addiction certification or board certification from the American Society of Addiction Medicine or the
American Board of Addiction Medicine

◦

Subspecialty board certification in addiction medicine from the American Osteopathic Association

◦

Participate as an investigator in at least one clinical trial leading to the approval of a Schedule III, IV, or
V narcotic drug used for detoxification or maintenance treatment
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The SPCA law of 2018 also provides for the Secretary of Health and Human Services to ensure sufficient
treatment for children and adolescents which may include waivers for pediatricians

This training is not a waiver-qualifying program and should only be used as supplementary education.
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DEA OVERSIGHT OF BUPRENORPHINE PRESCRIBERS
The U.S. DEA requires that all prescribers keep two years worth of medical records for their buprenorphine
patients. DEA field officers conduct unscheduled site visits to randomly selected buprenorphine prescribers each
year to ensure that they are keeping adequate records. The frequency of DEA visits is decreasing 21. Specifically,
the DEA reviews:
•

Prescribing records

•

Dispensing records

•

Adherence to patient limits

Federal DEA record-keeping requirements include the following:
•

Keep written (or electronic) records of all prescriptions written for buprenorphine detoxification or
maintenance

•

Keep prescribing records at your DEA registered location – if you are registered with the DEA at your
home address, that is where the DEA will conduct a site visit

•

If you work in multiple offices, you must copy and keep ALL records at your registered address –
remember, this is only for prescribing records, not all patient files

•

Some states have more stringent recordkeeping requirements – check with your state medical board to
see if you need to keep records longer than two years

•

Contact your DEA local field office with any questions about DATA 2000 recordkeeping guidelines

*State DEA requirements may be more stringent and should be checked.
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PRESCRIBING LIMITS
30 Patient Limit
Providers who obtain their buprenorphine waiver can treat up to 30 patients concurrently (including both
detoxification and maintenance) during their first year prescribing it.
After a year, you can apply to treat no more than 100 patients. Raising your limit requires an application be filed
with the DEA to extend waivered capacity. The online waiver application used for the initial application can be
used for this purpose.
After a year at the 100 limit, you can apply to treat no more than 275 patients. Providers at the highest limit of 275
who must fulfill the above reporting requirement. Certain addiction specialists may qualify to treat 275 patients
without going through these steps. The number of patients you are qualified to see is determined when you
submit the Buprenorphine Waiver Notification form.
States may lower the patient limit, but not below 30, or add practice setting, education, or reporting
requirements.
The patient limit may be changed every 3 years based on a review of opioid addiction services in the U.S.
CARA granted the HHS Secretary authority to exclude patients who are given their medication directly from the
patient limit.

100 Patient Limit
Providers who have a limit of 30 patients in their first year and want to treat more than 30 patients after their first
year must submit a second notification form to the DEA to increase the limit to 100 patients being treated
concurrently.
The Support for Patients and Communities Act (SPCA), signed into law October 24, 2018, also allows the following
providers to see 100 patients initially4:
•

Having additional credentialing of additional credentialing of board certification in addiction medicine or
addiction psychiatry by the American Board of Addiction Medicine, the American Board of Medical
Specialties, or the American Osteopathic Association or certification by the American Board of Addiction
Medicine, or the American Society of Addiction Medicine

•

Buprenorphine provided in a qualified practice setting (described in section 8.615 of title 42, Code of
Federal Regulations):
◦

Provides coverage for patient medical emergencies when closed

◦

Provides case management services

◦

Users health information technology, e.g. electronic health records

◦

Uses the state prescription drug monitoring program (PDMP)

◦

Accepts third-party payment

275 Patient Limit
CARA raised the upper limit of the number of patients a provider can treat using buprenorphine from 100 to 275.
The initial limit is still 30 for the first year. However, unless you have specified additional training in addiction
("additional credentialing in addiction medicine or addiction psychiatry from a specialty medical board and/or
professional society, or practice in a qualified setting") each step up in the maximum number of patients allowed
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(from 30 to 100 patients, from 100 to 275 patients) requires a year of experience at the previous limit and a
waiver for the new limit.
The change is based on provisions in the Comprehensive Addiction and Recovery Act of 2016 (CARA) and SPCA of
2018. It specifies that prescribers who have been waivered to prescribe for 100 patients at one time and addiction
specialists can apply to treat as many as 275 patients if they meet several additional requirements 3,4,22. See the
details in Section 303(g)(2)(G)(ii) of the Controlled Substances Act (21 U.S.C. 823(g)(2)(G)(ii)).

SAMHSA Reporting If You Are Approved To See Up To 275 Patients
Providers approved to see up to 275 patients must report to SAMHSA annually, within a month of the anniversary
of their approval or face losing their approval to see the additional patients 23*. This report is in addition to DEA
audits. The purpose of the report is to help ensure that patients receive "the full array" of medication-assisted
treatment evidence-based services and to help minimize misuse and diversion 23.
SAMHSA will provide a reporting form for this purpose, which will clarify any additional specific details.
Practitioners having questions should contact the Public Health Advisor, Center for Substance Abuse Treatment.
There are no such reporting requirements for practitioners approved to prescribe to 30 or 100 patients.
This reporting rule applies only to those approved to see 275 patients.
The required information is:
•

Their patient case-load presented by month

•

Frequency of referring patients to behavioral health services (or providing these services)

•

Description of the features in the practitioner's plan for diversion control (e.g., frequency of urine drug
testing, pill count call-back's, and checking the prescription drug monitoring program (PDMP).

Limits For Group Practice:
For waivered providers in group practices, the patient limits apply to individual practitioners, not the group,
according to an amendment to the DATA 2000 law enacted in 2005. For instance, a group practice with 4 qualified
waivered providers could treat 120 total patients (30 patients per provider) concurrently during the first year that
the providers are certified, and a total of 400 at any given time in each year thereafter. Patients who are
prescribed buprenorphine purely for pain treatment do not need to be counted 20.
For more details on patient limits, view the SPCA and Title 42 › Chapter I › Subchapter A › Part 8 › Subpart F ›
Section 8 and following, which are both available in the Resources at the end of this module.
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WAIVER PROGRAM SUCCESS
The US Department of Health and Human Services (USDHHS) and Substance Abuse and Mental Health
Administration (SAMHSA) concluded the following from a three-year evaluation of the Buprenorphine Waiver
Program24:
•

Office-based buprenorphine treatment appears to be clinically effective and well-accepted by patients.

•

The availability of medication-assisted treatment for opioid addiction seems to have increased as a result
of the waiver program.

In a nutshell, office-based buprenorphine treatment is effective!
Adverse effects, such as diversion, clinical events, and public health consequences, initially were considered to
have been minimal24. However, experience has since revealed significant problems with diversion and misuse of
buprenorphine25. This training activity will help you acquire skills to reduce these risks.
Further studies and evaluations are underway to determine:
•

The cost-effectiveness of Office-Based Opioid Therapy (OBOT)

•

The effect of perceived barriers on patient access to treatment

As more providers are training to prescribe, and more patients have access to treatment, the problem of opioid
use disorder is starting to be addressed.
Approximately 56,200 providers were waivered to prescribe buprenorphine at the end of 2018 26, which is only
around 6% of the active physicians and surgeons in the United States 27.
A smaller number are actively prescribing buprenorphine through a waiver 21, but the percentage of patients in
treatment may increase now that prescribers can eventually apply to treat up to 275 patients. A little over 7% of
waivered prescribers had such approval at the end of 2016 28.

bup.clinicalencounters.com
© 2019 Clinical Tools, Inc., All Rights Reserved

Page 24 of 30

Buprenorphine Training Activity
v5.0b [2019-04-01]

Federal Laws and Regulations

KEY POINTS
1. DATA 2000, CARA, and SPCA federal laws grant certain providers permission to become waivered to
prescribe buprenorphine for treatment of opioid use disorder.
2. Providers should be familiar with the requirements and limitations specified in these laws as well as any
additional requirements or limitations described by their state.
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SUMMARY
•

The Drug Addiction Treatment Act (DATA 2000), the Comprehensive Addiction and Recovery Act (CARA
2016), and the Support for Patients and Communities Act (SPCA, 2018), amendments to the Controlled
Substances Act, make it possible for qualified physicians, nurse practitioners, physician assistants, and
nurse anesthetists, nurse midwives and clinical nurse specialists to prescribe buprenorphine for opioid
detoxification and maintenance therapy in their offices.

•

These laws require that the provider must:
◦

Be licensed in the state

◦

Have a valid DEA registration and identification number for controlled substances and obtain an
identification number signifying the waiver (which begins with the prefix X)

◦

Comply with federal and state regulations for controlled substances

◦

Hold a current waiver

•

DATA 2000 requires of physicians an 8-hour training or equivalent, and CARA 2016 and SPCA 2018 require
a 24-hour training for qualified nurse practitioner, physician assistant, nurse anesthetist, nurse midwife,
or clinical nurse specialists before applying for a waiver to prescribe buprenorphine. Two exceptions to
this required training are if the provider qualifies through being an addiction specialist or is a recently
trained physician, within 5 years of graduation.

•

The Public Health Service Act, Title 42 of the United States Code of Federal Regulations, governs laws in
substance abuse treatment11. These regulations are meant to prevent the disclosure of information
identifying applicants/recipients of substance abuse treatment. They prohibit the release of patient
records without:
◦

Patient consent

◦

A court order

◦

A true medical emergency

◦

Or report of child abuse

•

It is very important to abide by the confidentiality regulations. Violation carries a criminal penalty of $500
for the first violation and $5,000 for each successive violation. Patients may also file lawsuits if their
confidentiality is violated. Program-level violations may result in revoking of license or certification.

•

You must request a waiver from SAMHSA before you prescribe buprenorphine.

This training is not a waiver-qualifying program and should only be used as supplementary education.
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RESOURCES
42 CFR Part 8 – Medication Assisted Treatment for Opioid Use Disorders
AANP State Practice Environment: Nurse practice laws and regulations for each state on an interactive map
Applying the Substance Abuse Confidentiality Regulations 42 CFR Part 2
This document contains frequently asked questions and answers in reference to applying substance abuse
confidentiality regulations
ASAM Summary of the Comprehensive Addiction and Recovery Act: Summarizes key features of CARA 2016.
Buprenorphine and Buprenorphine plus Naloxone (en Español): La buprenorfina sublingual, y la buprenorfina
y naloxona. This patient education resource addresses common questions about buprenorphine treatment
for opioid dependence.
Buprenorphine Management – SAMHSA: Find information for providers on the waiver application and
management process to prescribe or dispense buprenorphine for opioid dependency treatment.
Buprenorphine Waiver Notification Form. 30 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 30 patients by submitting a Waiver Notification form to SAMHSA.
Buprenorphine Waiver Notification Form. 275 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 275 patients by submitting a Waiver Notification form to SAMHSA.
Comprehensive Addiction and Recovery Act of 2016: The House of Representatives Filing Copy
Confidentiality of Substance Use Disorder Patient Records: DHHS Government Publishing Office document.
Consent to Release of Information Under Title 42, Part 2, Code of Federal Regulations: An example of the
wording and structure necessary in a consent for release of information form.
DATA 2000: This page provides links to the full text, summary, and physician waiver requirements under DATA
2000.
Flowchart of Steps in Applying for DEA Registration : Steps in Applying for DEA Registration
Frequently Asked Questions Applying the Substance Abuse Confidentiality Regulations to Health Information
Exchange (HIE): An educational document from the Substance Abuse and Mental Health Services
Administration (SAMHSA) and the U.S. Department of Health and Human Services on the frequently asked
questions in regard to substance abuse confidentiality regulations
H.R.6 - SUPPORT for Patients and Communities Act: Nurse Practitioners and Physician Assistants Prescribing
Buprenorphine This is the full text of the law itself as it was signed into effect on 10/24/18.
Medical Recordkeeping
record.

: A description of what should be included in a buprenorphine patient's medical

Medication Assisted Treatment for Opioid Use Disorders Reporting Requirements: Describes reporting rule for
those approved to prescribe buprenorphine to up to 275 patients.
Pharmacy Consent Form for Buprenorphine Treatment : By signing this Appointed Pharmacy Consent Form,
the patient authorizes a provider to disclose to the pharmacy that he or she is being treated for opioid
dependence; the pharmacy is also authorized to contact the provider to discuss treatment.
SAMHSA's Buprenorphine Physician and Treatment Program Locator: A directory of treatment programs and
physicians authorized to treat patients with buprenorphine.
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SAMHSA/CSAT Evaluation of the Buprenorphine Waiver Program: Webpage that reports how SAMHSA
evaluates the buprenorphine waiver program. Includes "Evaluation of the Buprenorphine Waiver Program"
and "Number of DATA-Certified Physicians.
SAMHSA Medication Assisted Treatment Website: Created by SAMHSA, this website section provides
information about buprenorphine, including resources, the waivering process, DATA 2000, and the latest
news.
SAMHSA Provider Waiver Qualifications: Information from the CSAT Buprenorphine Information Center on the
criteria required to receive waiver under DATA 2000.
Schedule of Opioids : A table showing the schedule of opioids.
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42 CFR Part 8 – Medication Assisted Treatment for Opioid Use Disorders
A Closer Look at State Prescription Monitoring Programs (DEA FAQ's) : These FAQs address
common questions regarding prescription drug monitoring programs.
AAA Prescription Discounts: Information on how AAA members can save money prescriptions
at participating pharmacies.
AANP State Practice Environment: Nurse practice laws and regulations for each state on an
interactive map
AATOD Guidelines for Using Naltrexone (Vivitrol) in OTPs: Describes alternative treatment for
opioid dependence, Vivitrol (long-acting naltrexone).
Additional Resources
Adherence, Diversion and Misuse of Sublingual Buprenorphine: This 2010 (update 2014)
Physician Clinical Support System (PCSS) document written by Dr. Judith Martin discusses
types of aberrant behavior associated with buprenorphine and steps that can be taken to
reduce the risk of abuse and diversion.
Advancing access to addiction medications: Describes report by ASAM from 2013 on making
addiction medications more accessible
AMA Guide: Promote safe storage and disposal of opioids and all medications: AMA Task Force
to Reduce Opioid Abuse produced a brief flier with 3 steps providers should take to promote
safe storage and disposal of opioids and all medications with links to resources for patients.
Applying the Substance Abuse Confidentiality Regulations 42 CFR Part 2 : This document
contains frequently asked questions and answers in rference to applying substance abuse
confidentiality regulations
Appropriate Use Checklist: Reminder of the safe use conditions and monitoring requirements
for prescribing buprenorphine-containing transmucosal products for opioid dependence.
ASAM Patient Placement Criteria: The ASAM Patient Placement Criteria for the Treatment of
Substance-Related Disorders, Second Edition-Revised52 lists the 5 basic levels of care
available for adult substance users. These levels of care range from Early Intervention (for
at-risk individuals) to Medically Managed Intensive Inpatient Treatment (for patients with
severe disorders who require around-the-clock care). The Patient Placement Criteria
classifies opioid maintenance therapy as a Level I treatment since it is most often conducted
in outpatient settings.
ASAM Summary of the Comprehensive Addiction and Recovery Act: Summarizes key features of
CARA 2016.
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Assessment and Screening Instruments: This document provides a comprehensive collection of screening
instruments and withdrawal assessments.
AUDIT Questionnaire: The Alcohol Use Disorders Identification Test, or AUDIT, is comprised by ten questions
that ask about the frequency and amount of alcohol consumption, the ramifications of the patient's
drinking, and the concern of others for the patient's behavior. Patients are to be presented the form so that
they can circle answers for each question. The AUDIT takes about 3 minutes to administer and score.
Barriers to obtaining waivers to prescribe buprenorphine among HIV physicians: This survey of 375 physicians
found that confidence addressing drug problems was positively associated with having a buprenorphine
waiver.
Behavioral Health Treatment Services Locator: The behavioral health treatment services locator is an online
source of information for persons seeking treatment facilities in the United States or U.S. Territories for
substance abuse/addiction and/or mental health problems.
Buprenorphine and Buprenorphine plus Naloxone (en Español): La buprenorfina sublingual, y la buprenorfina
y naloxona. This patient education resource addresses common questions about buprenorphine treatment
for opioid dependence.
Buprenorphine and Primary HIV Care: This report describes points of intersection between HIV and primary
care treatment, and discusses how to integrate HIV care into primary medicine.
Buprenorphine Management – SAMHSA: Find information for providers on the waiver application and
management process to prescribe or dispense buprenorphine for opioid dependency treatment.
Buprenorphine plus Naloxone (en Español): La buprenorfina sublingual, y la buprenorfina y naloxona. This
patient education resource addresses common questions about buprenorphine treatment for opioid
dependence.
Buprenorphine Product Formulations Comparison: Describes the different formulations of buprenorphine for
treatment of opioid use disorder. Includes Brand Names, How Supplied, Dosage, Maintenance Target Dose,
and Instructions for Use.
Buprenorphine Treatment: Training for Multidisciplinary Addiction Professionals: This is a training package
developed by the Buprenorphine Awareness Blending Team to create awareness about buprenorphine
among non-physician addiction professionals.
Buprenorphine Waiver Notification Form. 275 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 275 patients by submitting a Waiver Notification form to SAMHSA.
Buprenorphine Waiver Notification Form. 30 Patient Notification: Slides describe the process of applying to
prescribe buprenorphine for 30 patients by submitting a Waiver Notification form to SAMHSA.
Buprenorphine-containing transmucosal products for opioid dependence (BTOD) REMS: REMS for
buprenorphine published 2/2013 and revised 9/2013
Buprenorphine: Considerations for Pain Management: This article reviews the role of buprenorphine in
treating patients with pain.
CAGE-AID: Screening test for alcohol and drugs.
CDC Guideline for Prescribing Opioids for Chronic Pain: Clinical guidelines, literature review, and analysis of the
evidence on the use of opioids for chronic pain. Recommendations are also made for prescribing opioids
for acute pain.
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Clinical Laboratory Improvement Amendments (CLIA) - Currently Waived Analytes: The following is a list of
currently waived analytes that are used in laboratory test systems. The list provides the analyte name as
well as a link to the waived test system.
Clinical Opioid Withdrawal Scale (COWS): This PDF Document contains the Clinical Opioid Withdrawal Scale
(COWS), a common instrument used to assess a patient's opioid withdrawal severity.
Clinical Pathway for Buprenorphine: This flowchart for buprenorphine treatment displays the steps to patient
recovery, from initial patient contact or referral, through intake process, induction, day #2, stabilization,
maintenance, and tapering.
Common Comorbidities in Patients in Medication Assisted Treatment: This webpage is part of the SAMHSA
website section on Medication Assisted Treatment. The common comorbidities include viral hepatitis, HIV,
and certain mental health problems.
Common Side Effects of Buprenorphine: Patient Handout
Comprehensive Addiction and Recovery Act of 2016: The House of Representatives Filing Copy
Confidentiality of Substance Use Disorder Patient Records: DHHS Government Publishing Office document.
Consent Form for Buprenorphine Treatment During Pregnancy: This consent form -- reproduced with
permission from the Boston Medical Center -- can be used with your pregnant patients who want to
continue taking buprenorphine during pregnancy.
Consent to Release of Information Under Title 42, Part 2, Code of Federal Regulations: An example of the
wording and structure necessary in a consent for release of information form.
CRAFFT: Brief Screening Tool for Adolescents: THE CRAFFT is a screening instrument used to detect alcohol and
other drug abuse.
DAST-10: The Drug Abuse Screening Test, or DAST, is a self-administered test designed to provide a brief
screening for drug abuse, followed by further assessment by a health care professional if necessary.
DATA 2000: This page provides links to the full text, summary, and physician waiver requirements under DATA
2000.
Decisions in Recovery: Treatment for Opioid Use Disorder. Booklet that helps patients and providers de
Detecting Substance Abuse and Dependence: Red Flags, and Risk Factors: Lists the psychosocial and physical
indications of substance abuse in general as well as the specific physical symptoms of opioid use (Source:
Clinical Tools, Inc., 2004).
Diagnosis and Treatment of Drug Abuse in Family Practice: This article provides guidance on the treatment of
alcohol and drug abuse, and discusses various treatment plans.
Diagnostic and Statistical Manual of Mental Disorders (DSM 5): Manual for diagnosing mental health problems
with diagnostic criteria and diagnostic codes.
Drug Abuse Screening Test (DAST) : Concerned about your use — or abuse — of drugs? With 20 questions, this
simple self-test may help you identify aspects of your drug use which could be problematic. This test
specifically does not include alcohol use.
Drug Interactions Between Methadone or Buprenorphine and other Medications: Table of drug Interactions
between methadone or buprenorphine and other medications from a review by McCance-Katz, Sullivan,
and Nallani (2010).
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Drug Interactions Checker: This website provides a "Drug Interactions Checker" that explains drug interactions.
Furthermore, the significance level of the drug interaction is classified as major, moderate, or minor drug
interactions. You can also check for food/lifestyle and disease interactions.
Drug Interactions: Cytochrome P450 Drug Interaction Table: This table is designed as a hypothesis testing,
teaching and reference tool for physicians and researchers interested in drug interactions that are the
result of competition for, or effects on the human cytochrome P450 system. Clinicians and health care
providers may find an abbreviated clinical table designed for practical use during prescribing more useful.
The table contains lists of drugs metabolized at least in part via specific cytochrome P450 isoforms. It may
not necessarily have large effects on the pharmacokinetics of the drug.
DSM 5 Criteria for Opioid Intoxication: The following is the DSM 5 diagnostic criteria for Opioid Intoxication.
DSM 5 Criteria for Opioid Withdrawal: Lists the clinical criteria for opioid withdrawal.
DSM 5 Criteria for Opioid Withdrawal: Lists the DSM 5 Criteria for Opioid Withdrawal (APA, 2013).
DSM 5 Diagnostic Codes Related to Substance Use Disorders: DSM-IV and DSM 5 Diagnostic Codes Related to
Substance Use Disorders (*Note: DSM 5 was released in May 2013 and includes significant changes to
diagnosis. For example, it does away with separate "dependence" and "abuse" diagnoses and combines
them into "substance use disorder.")
DSM 5 Diagnostic Codes Related to Substance Use Disorders: DSM-IV and DSM 5 Diagnostic Codes Related to
Substance Use Disorders (DSM 5 was released in May 2013 and includes significant changes to diagnosis.
For example, it does away with separate "dependence" and "abuse" diagnoses and combines them into
"substance use disorder.")
DSM 5 Substance-Related and Addictive Disorders: The APA's breakdown on changes to substance-related
addictive disorder diagnoses introduced by DSM-5. The document goes over substance use disorder,
addictive disorders and briefly states the APA's position on caffeine use disorder.
DSM SCID: The Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I) is a semi-structured interview
for making the major DSM-IV Axis I diagnoses. The SCID-II is a semi-structured interview for making DSM-IV
Axis II: Personality Disorder diagnoses. In addition to the important distinction between the SCID-I and
SCID-II, there are several different versions and editions of the SCID.
DSM-5 Criteria for Opioid Use Disorder: The following are the DSM-5 diagnostic criteria for Opioid Use Disorder
Electronic Prescriptions for Controlled Substances (EPCS) General Questions and Answers: The questions and
answers are intended to summarize and provide general information regarding the Drug Enforcement
Administration (DEA) Interim Final Rule with Request for Comment "Electronic Prescriptions for Controlled
Substances" (21 CFR Parts 1300, 1304, 1306 and 1311; October 19, 2011) [Docket No. DEA-360].
Example of Office-Based Opioid Treatment Policies: Hablando con su médico (Talking to Your Doctor (en
Español) : This patient handout sheet discusses the importance of honesty from both the patient and the
doctor when talking about drug use and treatment.
FDA Approves 7-Day Buprenorphine Pain Patch (available upon free sign in): This medical news article talks
about the FDA approval of Butrans and provides a summary of clinical study findings, drug administration,
and warnings and adverse events.
FDA approves first buprenorphine implant for treatment of opioid dependence: News release regarding
buprenorphine implant for treatment of opioid use disorder.
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FDA approves first once-monthly buprenorphine injection, a medication-assisted treatment option for opioid
use disorder: FDA news release announcing approval of once-monthly injection treatment for opioid use
disorder, Sublocade.
FDA approves the first non-opioid treatment for management of opioid withdrawal symptoms in adults:
FDA Drug Safety Information for Providers and Patients: Buprenorphine tablets: Buprenorphine tablets are
approved for the treatment of opiate dependence. Buprenorphine treats opiate addiction by preventing
symptoms of withdrawal from heroin and other opiates.
FDA Pregnancy Categories: Description of the FDA Pregnancy Categories with example drugs or substances.
Flowchart of Steps in Applying for DEA Registration: Steps in Applying for DEA Registration
Formulary Finder for Prescription Drug Plans: This is a database that allows users to search Medicare
Prescription Coverage and Medicare Advantage Prescription Drug Plans by State.
Free Drug Card Program: The Free Drug Card Program was developed to help uninsured and underinsured
Americans afford their prescription needs. It offers a free Prescription Drug Card that can be taken to a
pharmacy to lower prescription drug costs.
Frequently Asked Questions Applying the Substance Abuse Confidentiality Regulations to Health Information
Exchange (HIE): An educational document from the Substance Abuse and Mental Health Services
Administration (SAMHSA) and the U.S. Department of Health and Human Services on the frequently asked
questions in regard to substance abuse confidentiality regulations
FSMB Model Policy for the Use of Controlled Substances for the Treatment of Pain: This document, first
published in 2004 and revised in July 2013, is a model policy for state medical boards to use in developing
their guidelines for use of opioids in treating chronic pain. These Model Guidelines provide the FSMB's
policy on proper treatment of pain and the use of opioids when necessary to manage pain. Source: Federal
State Medical Boards (FSMB)
H.R.6 - SUPPORT for Patients and Communities Act: Nurse Practitioners and Physician Assistants Prescribing
Buprenorphine This is the full text of the law itself as it was signed into effect on 10/24/18.
Healthcare Access in Rural Communities: This website offers information about rural health programs and
providing access to treatment, as well as Medicare and Medicaid funding for specific services and
treatments to increase patient access to health care.
Home Buprenorphine / Naloxone Induction in Primary Care: This abstract discusses a study done on the
feasibility of an unobserved buprenorphine induction protocol. The study involved 103 patients who were
heroin users and prescription opioid misusers and discusses safety and rates of complications from
induction through follow-up.
Información sobre la Buprenorfina (The Facts about Buprenorphine for Treatment of Opioid Addiction (en
Español)): Ofrece información a los pacientes sobre la buprenorfina y los tratamientos con ayuda de
medicamentos para tratar la adicción a los opioides, y también decribe la adicción y los síntomas del
síndrome de abstinencia. Además, explica cómo funciona la buprenorfina, su uso apropiado, sus efectos
secundarios y cómo se la utiliza en conjunto con la consejería en el proceso de recuperación.
Links to State Health Department Websites: List of contact information and websites for all of the state health
departments.
Management Guidelines - Patient Maintained on Buprenorphine Scheduled for Surgery or other Procedures:
Guidelines from Boston Medical Center designed for patient maintained on buprenorphine underdoing
invasive procedures.
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McGill Pain Questionnaire: Printable verbal pain assessment questionnaire.
Medical Recordkeeping: A description of what should be included in a buprenorphine patient's medical record.
Medication Assisted Treatment for Opioid Use Disorders Reporting Requirements: Describes reporting rule for
those approved to prescribe buprenorphine to up to 275 patients.
Medication Guide: Bunavail
Medication Guide: Butrans™ CIII (buprenorphine) Transdermal System: This Medication Guide provides basic
information about Butrans, the prescription medicine used for the management of moderate to severe
chronic pain in patients requiring an around-the-clock opioid analgesic for a long period of time.
Medication Guide: Probuphine implant.
Medication Guide: Sublocade Injection for subcutaneous use.
Medication Guide: Suboxone Sublingual Film (CIII): Patient information sheet on buprenorphine plus naloxone
sublingual film
Medication Guide: Zubsolv
Medication Guides: Other Formulations
Michigan Alcohol Screening Test (MAST), Revised: Drinking too much? Test yourself and your own use or abuse
of alcohol with this 22-question quiz. Focusing specifically on alcohol use, this self-test does not address the
use of other drugs.
Models of Buprenorphine Induction: A learning activity that includes the different clinical models of
buprenorphine induction, the associated evidence, and the pros and cons of each.
Monitoring of liver function tests and hepatitis in patients receiving buprenorphine/ naloxone: This web page
provides brief recommendations for monitoring patients undergoing buprenorphine treatment using liver
function tests, and the proper actions to take if a patient develops hepatitis.
Motivational Interviewing Overview: This web page by ATTC Network is dedicated to motivational interviewing
training. It contains links to a variety of articles, addressing all areas of MI from brief overviews to history,
philosophy, principles, working with resistance, interaction techniques, and strategies. The site has a library,
training information, and special populations information.
NAABT Coding Grid: Displays the appropriate CPT and HCPCS billing codes for the different phases of
buprenorphine treatment.
Narcotics Anonymous: Find A Meeting: This page provides a search form for regional branches of Narcotics
Anonymous to locate meetings in a specific area.
National Institute on Drug Abuse Research Report on HIV/AIDS: This report by NIDA discusses the HIV/AIDS
epidemic and how treating drug abuse is effective in preventing HIV.
NeedyMeds: The Needymeds website provides information on the Suboxone assistance program, a program
that offers free suboxone medication to low-income patients who meet all eligibility requirements. It also
includes important contact information, suboxone doses that are part of the program, the roles of the
physician and patient in the application process, and application requirements.
Neonatal Abstinence Syndrome after Methadone or Buprenorphine Exposure (NEJM article; Dec 2010) :
Presently, methadone is the recommended treatment for opioid-dependent pregnant women, but is
associated with neonatal abstinence syndrome (NAS). NAS is characterized by opioid withdrawal symptoms
in the newborn, which often requires longer hospitalization and treatment. Buprenorphine, FDA-approved
in 2002 for the treatment of opioid dependence in non-pregnant individuals, hasn't been extensively
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studied during pregnancy. Yet, a new study in the New England Journal of Medicine (NEJM) found that
buprenorphine offers an alternative to methadone in the treatment of opioid-dependent pregnant women.
The study compared buprenorphine to methadone in 131 mothers and their newborns at eight
international sites.
NIDA Quick Screen: The NIDA Quick Screen can be used in clinical practice to screen patients for substance use
disorders.
NM ASSIST: The NM ASSIST is a screening tool that can be used in primary care to detect drug and alcohol
abuse. The full version of the tool includes step-by-step screening algorithms.
Nursing Follow-up Visit: This form can be used by nurses to note the areas that should be covered during a
follow-up visit for patients on buprenorphine treatment.
Nursing Intake Screener: This form provides a list and a place to document important information that should
be recorded during the intake assessment, including whether the patient is pregnant, taking other drugs, on
methadone or has other addiction behaviors.
Objective Opiate Withdrawal Scale (OOWS): The Objective Opiate Withdrawal Scale (OOWS) contains 13
physically observable signs, rated present or absent, based on a timed period of observation of the patient
by a rater.
Office-Based Treatment: Training Your Staff: Your staff will be assisting you with many of the tasks essential to
conducting in-office buprenorphine treatment. Therefore, staff members need a firm grasp of the principles
of addiction treatment and corresponding clinical skills and an attitude conducive to working with this
patient population. The staff's attitudes will affect the way they treat patients, thus influencing the outcome
of treatment. Before starting office-based buprenorphine treatment, you may wish to conduct formal
training with your staff. The brief guidelines below can help you structure your training.
Opioid Overdose Prevention Toolkit: Includes several resources: Facts for Community Members; Essentials for
First Responders; Safety Advice for Patients; Information for Prescribers; and Resources for Overdose
Survivors and Family Members
Opioid Treatment Program Directory: Find Opioid Treatment Programs by state.
Opioid Use Disorder Diagnostic Criteria: The Diagnostic criteria for opioid use disorder
Patient Assessment Checklist : Before starting office-based buprenorphine treatment, the following Patient
Assessment Questions should be answered for each patient. Topics addressed in these questions include:
Diagnosis, Medications, Drugs/Alcohol, Psychiatric and Medical Comorbidities, Psychosocial Issues,
Treatment, Patient Management, and Resources. If multiple issues are identified, consider whether they can
be managed in your practice or if the patient requires a higher level of case, i.e., an Opioid Treatment
Program or higher level.
Patient Handout: The Facts about Buprenorphine for Treatment of Opioid Addiction: This patient booklet is
free to download from the Substance Abuse and Mental Health Services Administration (SAMHSA). It gives
patients information on buprenorphine and medication-assisted treatment for opioid addiction. Describes
addiction and withdrawal, how buprenorphine works, its proper use, its side effects, and how it fits with
counseling in the recovery process.
Patient Rights: Confidentiality and Consent: This is a patient handout to inform patients about their rights
when undergoing office-based buprenorphine treatment.
Patient Satisfaction Survey: Provides a downloadable patient satisfaction form. The survey assesses
satisfaction with the health center and staff.
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PCCS Clinical Coaching: PCSS Clinical Coaching program is aimed at improving providers confidence in treating
substance use disorders including opioid use disorder as well as chronic pain.
PCSS-MAT Guidance: Clinically Relevant Drug Interactions of Buprenorphine or Methadone with Other
Frequently Prescribed Drugs: Guideline document discussing interactions between buprenorphine and HIV
medication.
PCSS-MAT Guidance: Drug Enforcement Administration Requirements for Prescribers and Dispensers of
Buprenorphine and Buprenorphine Naloxone: This clinical guidance provides information about the
requirements for storing, dispensing, and maintaining records for physicians who provide office-based
opioid treatment.
PCSS-MAT Guidance: Management of Psychiatric Medications in Patients Receiving Buprenorphine/ Naloxone:
This document describes how to manage medications for co-occurring psychiatric disorders in a patient
receiving buprenorphine.
PCSS-MAT Guidance: Pregnancy and Buprenorphine Treatment: Four-page document discussing treatment of
pregnant patients with buprenorphine.
PCSS-MAT Guidance: Transfer from Methadone to Buprenorphine: Document written to assist physicians in
deciding which patients receiving methadone are good candidates for transfer to buprenorphine, and how
to go about making this transition.
PCSS-MAT Guidance: Treatment of Acute Pain in Patients Receiving Buprenorphine / Naloxone: This article
provides guidance on the management and treatment of acute pain in patients receiving
buprenorphine/naloxone.
PCSS-MAT Guidance: Treatment of Opioid Dependent Adolescents and Young Adults Using Sublingual
Buprenorphine: This document discusses the evidence for buprenorphine treatment of opioid dependent
adolescents and young adults. It provides treatment recommendations, and highlights special issues that
should be considered when treating this special population.
PCSS-MAT Mentoring Program: PCSS-MAT provides ongoing mentoring programs aimed at improving
providers confidence in treating opioid use disorder. The PCSS-MAT program is designed to assist providers
in incorporating the use of medications for prescription opioid-addicted patients in their practices. The
mentoring program is available, at no cost to providers. PCSS-MAT mentors are a national network of
trained providers with expertise in medication-assisted treatment and skilled in clinical education. Mentors
provide support by telephone, email, or in person if logistically possible. (From the website.)
PEG: A Three-Item Scale Assessing Pain Intensity and Interference: See title
Pharmacy Consent Form for Buprenorphine Treatment: By signing this Appointed Pharmacy Consent Form,
the patient authorizes a provider to disclose to the pharmacy that he or she is being treated for opioid
dependence; the pharmacy is also authorized to contact the provider to discuss treatment.
Physician Clinical Support System – Clinical Coaching: This website is designed to provide coaching for
providers in treating chronic pain, and substance use disorders including opioid use disorder.
Prescription Drug Monitoring Program Training and Technical Assistance Center: PDMO TTAC at Brandeis
University provides support and resources for multiple stakeholders regarding PDMPs/
Principles of Drug Addiction Treatment, A Research-Based Guide: This booklet provides a general overview of
the principles that characterize effective treatment for drug addiction, and can be used to introduce staff
and patients to this topic.
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Protracted Withdrawal: Bulletin describes the phenomenon of protracted withdrawal from addictive
substances, including opioids, lasting months to years.
Provider's Clinical Support System MAT: Provider's Clinical Support System (PCSS-MAT) is a national training
and mentoring project. Offerings include online training modules and webinars, resources, and a mentor
program for providers of medication-assisted treatment who are getting started or have less experience.
Psychosocial Aspects of Treatment in Patients Receiving Buprenorphine / Naloxone: Discussing the
psychosocial aspects of treatment in patients receiving Buprenorphine/Naloxone. See pg 35 of this
document.
Referral and consultation communication between primary care and specialist physicians: finding common
ground: This study found that specialists and PCPs perceive the quality of their communications with each
other differently regarding referral and consultations. Physicians who did not receive timely
communications regarding referrals or consultation reported that it impacted their ability to provide highquality care. This highlights the importance of effective referral as a clinical skill, and the need to improve
inter-profession communication between primary care physicians and specialists.
Relapse Prevention and the Five Rules of Recovery: Describes the main ideas in relapse prevention.
Risk and Protective Factors in Drug Abuse Prevention: This is a brief list of risk and protective factors to look for
when evaluating patients for substance abuse.
Risk Factors: How can health professionals mitigate these risks?: This is a brief list of risk factors to look for
when evaluating patients for substance abuse. There is also guidance on how health professionals can
mitigate adolescent risk for substance abuse.
SAMHSA Medication Assisted Treatment Website: Created by SAMHSA, this website section provides
information about buprenorphine, including resources, the waivering process, DATA 2000, and the latest
news.
SAMHSA Provider Waiver Qualifications: Information from the CSAT Buprenorphine Information Center on the
criteria required to receive a waiver under DATA 2000.
SAMHSA Section II: Guidelines (Medical Records): These guidelines include a "Medical Record" section of what
should be included in a buprenorphine patient's medical record.
SAMHSA TIP 43, Chapter 9: Drug Testing as a Tool: This chapter from TIP 43: Medication-Assisted Treatment for
Opioid Addiction in Opioid Treatment Programs discusses the use of drug testing as a means of monitoring
patient progress and treatment efficacy. This chapter details several methods for implementing drug
testing, their effectiveness, and their pros and cons.
SAMHSA's Buprenorphine Physician and Treatment Program Locator: A directory of treatment programs and
physicians authorized to treat patients with buprenorphine.
SAMHSA/CSAT Evaluation of the Buprenorphine Waiver Program: Webpage that reports how SAMHSA
evaluates the buprenorphine waiver program. Includes "Evaluation of the Buprenorphine Waiver Program"
and "Number of DATA-Certified Physicians.
Sample Consent Form: This is a sample of a consent form that can be used when initiating buprenorphine
treatment for a new patient.
Sample Treatment Agreement/Contract (TIP 40 Appendix H): Patient contract that can be used to set
expectations and guidelines before beginning buprenorphine treatment.
Schedule of Opioids: A table showing the schedule of opioids.
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Self-Administered Addiction Severity Index (ASI-Self Report): The ASI Self-Report Form asks questions about the
following topics: your background and employment, your health and family relationships, your legal
situation, and your drug and alcohol use.
Side Effect Management: This form provides a list of possible symptoms that a patient may have during
buprenorphine treatment, possible causes, and recommended management of the symptoms.
Signs and Symptoms of Opioid Intoxication and Withdrawal: A description of the signs of opiate withdrawal
useful for physicians in determining withdrawal during medically supervised detoxification.
Sleep Hygiene Tips: List of sleep hygiene tips that can be used to improve sleep
Stages of Change Model: The Stages of Change Model can be used to assess the patient's readiness to change
his/her addictive behavior; this should be determined before addiction treatment begins.
Subjective Opiate Withdrawal Scale (SOWS): Annex of opioid withdrawal scales for downloading includes the
Subjective Opiate Withdrawal Scale (SOWS). The SOWS contains 16 symptoms whose intensity the patient
rates on a scale of 0 (not at all) to 4 (extremely).
Sublocade: Highlights of Prescribing Information
Suboxone Prescribing Information: This provides prescribing information for Suboxone sublingual film and
includes information on indications, dosing, contraindications, adverse reactions, drug interactions and use
in specific populations.
Suboxone Prescription Guide: Medication guide for Suboxone
Substance Abuse Treatment for Persons With Co-Occurring Disorders Treatment Improvement Protocol (TIP)
Series, No. 42: This TIP, Substance Abuse Treatment for Persons With Co-Occurring Disorders, revises TIP 9,
Assessment and Treatment of Patients With Coexisting Mental Illness and Alcohol and Other Drug Abuse.
The revised TIP provides information about new developments in the rapidly growing field of co-occurring
substance use and mental disorders and captures the state-of-the-art in the treatment of people with cooccurring disorders. The TIP focuses on what the substance abuse treatment clinician needs to know and
provides that information in an accessible manner. The TIP synthesizes knowledge and grounds it in the
practical realities of clinical cases and real situations, so the reader will come away with increased
knowledge, encouragement, and resourcefulness in working with clients with co-occurring disorders.
Substance Use Disorder Treatment for Adults and Adolescents: Describes the National Commission on
Correctional Health Care position for how to treat substance use disorders for people in custody. It focuses
on alcohol, benzodiazepine, and opioid use disorders.
Talking to Your Provider: This patient handout sheet discusses the importance of honesty from both the
patient and the provider when talking about drug use and treatment.
TAP 28: The National Rural Alcohol and Drug Abuse Network Awards for Excellence 2004: This publication
showcases seven papers written on issues relevant to rural substance abuse treatment and contains a list
of resources on rural substance abuse issues.
TAP 32: Clinical Drug Testing in Primary Care: Provided by SAMHSA
The ASAM Criteria: Described on the ASAM website as, "the most widely used and comprehensive set of
guidelines for placement, continued stay and transfer/discharge of patients with addiction and co-occurring
conditions.
The ASAM National Practice Guideline (Medication Assisted Treatment): This document outlines the 2015
guidelines for assessment and pharmacological treatment of patients with opioid use disorder.
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The National Alliance of Advocates for Buprenorphine Treatment (NAABT): This website is for both
buprenorphine patients and providers. It provides education on opioid addiction and buprenorphine
treatment and also connects patients in need of treatment to qualified treatment providers. Buprenorphine
and
The Rural Assistance Center Substance Abuse Information Guide: RAC helps rural communities and other rural
stakeholders access the full range of available programs, funding, and research that can enable them to
provide quality health and human services to rural residents.
TICS: The Two-Item Conjoint Screening (TICS) scale is a brief screening tool. It screens for current substance
use or dependence in a primary care population.
TIP 26: Substance Abuse Among Older Adults: Guideline document designed to aid treatment providers deliver
better services to elderly patients with substance use disorders.
TIP 32: Treatment of Adolescents with Substance Use Disorders: The TIP 32 aims to help treatment providers
design and deliver better services to adolescent clients with substance use disorders.
TIP 35: Enhancing Motivation for Change in Substance Abuse Treatment: Guide on using motivation to effect
substance abuse treatment. Includes information on motivational interviewing, integrating motivational
approaches into treatment, and measuring patient motivation.
TIP 40 Chapter 4: Treatment Protocols: Discusses protocols for office-based buprenorphine treatment,
including the administering of the drug itself, devising a treatment plan, and choosing an appropriate
frequency for visits.
TIP 43. Chapter 10: Associated Medical Problems in Patients Who Are Opioid Addicted: This chapter of TIP 43 is
aimed to help treatment providers identify co-occurring medical problems in patients who are addicted to
opioids.
TIP 54: Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders: Practical tools and
guidance for treating chronic pain in adults who have a history of substance use disorders. Topics include
chronic pain management, treatment with opioids, substance abuse assessments and referrals.
Tobacco Use Assessment Form: Tobacco Use Assessment Form
Transfer from Methadone Form: This form provides a list of important considerations when determining
whether a methadone patient is a candidate for transfer to buprenorphine treatment, including social,
medical, and psychiatric history.
Treating Tobacco Use and Dependence: A clinical guideline that explains the steps, including the 5 A's, for
tobacco cessation.
VA/DoD Clinical Practice Guideline for the Management of Opioid Therapy for Chronic Pain: The guideline
provides recommendations for practice interventions and evaluations when using opioid therapy to treat
chronic non-cancer pain. It is entirely evidence-based and uses clinical algorithms to optimize the use of
opioid therapy.
VA/DoD Clinical Practice Guideline for the Management of Substance Use Disorders Stabilization Pocket Card:
A reference tool used to provide clinicians with stabilization resources for substance use disorder within
active duty and veteran populations, including resources on pharmacological treatment and substance
titration.
VA/DoD Clinical Practice Guideline for the Management of Substance Use Disorders: 2015 version. 169 pages.
VIDEO: Patient Mike's Story: View three short webisodes that share Mike's buprenorphine success story. This
story was taken from The National Alliance of Advocates for Buprenorphine Treatment (NAABT.org). Mike is
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an average middle-class American, a business owner, and a loving husband, father, and grandfather. While
remodeling his restaurant, he hurt himself, and slowly became addicted to prescription opioid painkillers. A
medication called buprenorphine, in addition to counseling and support, would allow him to get back on a
productive path.
Withdrawal Versus Precipitated Withdrawal: Two types of withdrawal are associated with mu opioid agonist
dependence: withdrawal and precipitated withdrawal.
XR-Naltrexone: A Step-by-Step Guide: This step-by-step guide provides medical professionals a clear clinical
plan from patient history intake to follow-up visit after administering XR-Naltrexone injections.
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