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Learning Objectives

e Review common myths and misconceptions

e Discuss best practices for office-based
treatment of opioid use disorder with
buprenorphine/naloxone
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Common Myths & Misperceptions

1.

2.
3.

| don’t want “those patients” in my waiting
room.

nduction is too time consuming & difficult.
don’t have behavioral health in my clinic, so
can’t start prescribing bupe.

Continued polysubstance use is a sigh of
treatment failure.

The goal should be the lowest possible dose,
for the shortest possible time.
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“Those Patients”

WEARE
' LIVING PROOF
S0 THAT

' For help, call
888-545-2600

IDAHO



“Those Patients” 2 @

Stigma decreases access to Cale€

Meth-head User Dirty

Crack-head

Addict Clean
abuser Junkie
Druggie
Alcoholic Abuse
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“Those Patients” =2 @

Changing the Language of Addiction

Terms that stigmatize addiction can affect the perspective and behavior of patients, clients, scientists, and clinicians.
Clinicians especially need to be aware of person-first language and avoid more stigmatizing terms.

Terms Not to Use

L
addict, abuser, user, junkie, druggie

alcoholic, drunk
oxy-addict, meth-head
ex-addict, former alcoholic
clean/dirty (drug test)

addictions, addictive disorders

Terms to Use

person with a substance use disorder
person with an alcohol use disorder
person with an opioid use disorder
person in recovery

negative/positive result(s)

addiction, substance use disorder




Inductions too difficult

try HOME inductions
IDAHO




Inductions too

ETARTING BUPRENORPHINE [“Bupe” or “Suboxona™)
Congratulations on starting treatment!

difficult =

~) -O-

)

WHAT TO STARET WITH?
" 4 Buprenorphime (Bupe) pills or films (2 mg)
(**Thers are many different brand name:s and generic forms of Bupe. Some are shown below.)

1=

O § Thaprofen pills (200 me) — for body pain, take 1-2 pills every 8 hours as needed

0O § Clonidine pills (0.1 mg) — for anxiety, take 1 pill every & houars as needed

0 § Imodm pills (2.0 mg) — for diarrhea, take 1 pill after sach episede of diarrhea Biax § pills
per day

HOW T0 TAKE BUPE

&

v L

- ‘ v Before t2king Bupe, drink some water

" Put Bupe under your tongue.

v Don't et or drink anything watil the
Bupe has dizselved completely.

WHEN AM IBEADY TO 5TARET BUFE?

v Use the list of symptoms below to see when you are ready to fart Bupe.

" Wit until you have at least 5 symptoms to start Bupe. If you don't have 5 symptoms, wait a
Tt lomger and review the symptoms agzin. It is very mportant that yoo wait until you feel at
least 5 zymptoms before starting Bupe! To be sure that you are ready to start, it best to have
at least 1 of the 5 symptoms in the grey shaded area.

SYREpEOmE The Thave this”
I feel ke yawaing OYes
My B is numlng OYes
I have goose humps. OYes
My muscles fRch OYes
My boomes & musches ache OYes
I have hot 1lashes O¥es
1"m shwealisg OYes
I feel unable o sit sull OYes
I am shaking OYes
1 el nawsenus OYes
1 el [ee vomdting OYes
I harve cramps = oy sloikacs OYes
1 kel ke usizg OYes

PLAN

Use your last beroin / methadone / pain pill-
When you have at least 5 symptoms from the list, then you are ready to start.

Start with pill ar film under your tonze.

Wit mimtes.

Ifyou feel the same or just a little better, then take another pill or film

Wit 2 hours — if vou still fieel sick or uncomfartable, take another pill o7 film

PROBLEMS? QUESTIONS?
= Call at .
= Zall if you still feel sick after taking a tofal of pills ar film me).

NEXT STEPS
=  Appointment with at.
=  Appomtment with Dr at.

THINGS NOT T DO WITH BUPE
¥k DOM'T use Bupe when you are high—it will makes you dope 2ick!
k& DOMT use Bupe with alcokol —thiz combination is not safe.
k& DOMT use Bupe with benzos (like Xarax (“stck:"), Elonopin, Valium, Ativan) unless
prescribed by 2 doctor who knows you are taking Bupe
& DOMT use Bupe if you are taking pam killers until you talk to your doctar.
& TOMT use Bupe if you are taking mare than 50 mg of methadone.
& DOMN'T swallow Eupe — it gets into your bedy by melting under your tongue.
& DOM'T lose your Bupe — it can't be refilled early.
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Unpublished protocol, Cunningham et al, Montefiore
Medical Center, Bronx, NY 2018

WHAT ITOOK

e o pills or flms

Day 1
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Day 2
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Inductions too difficult =2 ﬁ'
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Figure 1. Treatment retention following home buprenorphine
induction (N=103).

Cunnigham et al. J Subst Abuse Treat 2011; Lee et al. JGIM 2008; Martin et

I DAH o al. Annals 2018; SAMHSA Tip 63.



Presenter
Presentation Notes
Lee et al: 103 pts, heroin/prescription pain meds/methadone. Given instructions plus 1wk rx. retention in tx which is consistent w other studies of bupe.  Similar graphs for urines w opioids. 
Cunningham: Bronx, 79 pts, choose home or office based induction, followed for 6 months, similar opioid use at 1mo, 3mo, 6mo, greater reduction in any drug use. 


Don’t have behavioral health

 DATA Waiver requires the ability to refer
* Not all patients need behavioral health
e Many patients do well with medications alone

~4MERSA

Sub
Res

AMERSA's 42nd National - November 8-10, 2018

InterContinental Mark Hopkins Hotel, San Francisco, CA

sin
n,
cy
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Don’t have behavioral health =2 '

 Treatment plan needs to be tailored to the
individual — and patients find behavioral

support in many ways, as they do for other
chronic diseases

THE COCHRANE
COLLABORATION®

Fiellin et al. NEJM 2006; Amato et al. Cochrane 2011; Martin et al. Annals
I D AH o 2018; Tetrault et al. J Subst Abuse Treat 2012
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Don’t have behavioral health =2 ‘
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Figure 2. Self-Reported Frequency of Illicit Opioid Use in Opioid-Dependent Patients Receiving Buprenorphine—
Naloxone in Primary Care.

SMM1 denotes standard medical management and once-weekly medication dispensing, SMM3 standard medical
management and thrice-weekly medication dispensing, and EMM3 enhanced medical management and thrice-
weekly medication dispensing.

Project
Fiellin et al. NEJM 2006. ECHO'
IDAHO



Presenter
Presentation Notes
A study of levels of counseling.  24 week RCT w 166 pts assigned to one of three treatments.  1: standard med management + once weekly dispensing, 2: standard med management + thrice weekly dispensing. 3: enhanced medical management and thrice-weekly med dispensing.  Standard med management was brief, manual-guided, medically focused counseling (20min); enhanced management was similar but each session was extended (45min).  All similar outcomes in terms of self-reported opioid use (%opioid free urines & consecutive wks w opioid free urines).  No differences in retention. (In fact slightly lower in intense group, but not statistically significant). 


Polysubstance use a failure?

e Continued polysubstance use often related to
underdosing of buprenorphine

 Buprenorphine treats OUD, but not other SUD
— patients can be successful in their treatment

of OUD while continuing to use other
substances

e ASAM National Practice Guideline

recommends AGAINST suspending MAT
because of polysubstance use

I DAH 0 Cunningham et al. Am J Addict 2013; Heikman et al BMC Psych 2017; Martin
et al. Annals 2018; ASAM National Practice Guideline 2015.
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Polysubstance use a failure? =2,
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Cunningham et al. Am J Addict 2013.



Presenter
Presentation Notes
Followed 87 participants over 6 months. At baseline 39% cocaine use.  Self-reported opioid use decr from 90% to 27% over 6 months, w 6mo tx retention 54.5%. No significant difference btwn cocaine users and non-users in treatment retention or opioid use.  
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Polysubstance use a failure? 2 oo™
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L.—,f.ﬁ U.5. Departmant of Health and Human Searvices
®

AtoZindex | Follow FDA | En Espafiol

p2Y U.S. FOOD & DRUG

Home | Food | Drugs | Medical Devices | Radiation-Emitting Products | Waccines, Blood & Biologics | Animal & Veterinary | Cosmetics | Tobacco Products

Drugs

Home > Drugs » Drug Safety and Availability

FDA Drug Safety Communication: FDA urges
> Drug Alerts and Statemens caution about withholding opioid addiction
medications from patients taking
benzodiazepines or CNS depressants: careful
medication management can reduce risks

Medication Guides

Drug Safety Communications

Drug Shortages w
f SHARE in LINKEDIN | @ PINIT | & EMAIL | & PRINT
Postmarket Drug Safety
Infarmation for Patients and v
Providers

This provides updated information to the FDA Drug Safety Communication: FDA warns about serious
risks and death when combining opioid pain or cough medicines with benzodiazepines; requires its

Information by Drug Class

Medication Errors

Drug Safety Podcasts Safety Announcement

ERUSIIENT v [9-20-2017] Based on our additional review, the U.S. Food and Drug Administration (FDA) is advising that

the opioid addiction medications buprenorphine and methadone shoul be withheld from patients takin
benzodiazepines or other drugs that depress the central nervous system . The combined use of these

Crug Recalls -

Project

ECHO,




Lowest possible dose, shortest
possible time?

 Buprenorphine is always going to be safer

 Goal dose where withdrawals and cravings
controlled — for most patients around
16mg/day (FDA approved to 24mg/day)

I D AH 0 Fiellin et al. JAMA Intern Med 2014; Martin et al. Annals 2018;



Addiction lreatment

s s
Lowest dose, shortest time? 2 SRR

 Most patients will need long-term (life-long?)

ouprenorphine
High failure rates with early discontinuation
ncrease in mortality off buprernorphine

Most cessation related to discharge

SAMHSA Tip 63: “The best results occur when
a patient receives medication for as long as it
provides a benefit.”

IDAHO

JAMA Intern Med 2014, Gryczynski et al. J Subs Abuse Treat 2014; Martin et
al. Annals 2018; Sordo et al. BMJ 2017; SAMHSA TIP 63




Common Myths & Misperceptions

1.

2.

| don’t want “those patients” in my waiting

room 9.

Induction is too time consuming & difficult
>8R

| don’t have behavioral health in
| can’t start prescribing bupe =2
Continued polysubstance use is a sign of

treatment failure 2 %™
The goal should be the lowest possible dose,

for the shortest possible time.

linic, so

IDAHO



Best Practices

: @ Embrace opioid use disorder like any other
chronic disease and take it on in primary care!

Y Let patients do their own inductions in the
comfort of their own home, on their own time.
: l Behavioral supports should be patient-
centered and depend on their desires & needs.

..... s Patients often struggle with multiple chronic
dlseases, they may not be ready to tackle all of
them simultaneously.

s LESS IS not more, both in terms of dose and
duration! For many this will be a lifelong treatment.

IDAHO



Recommended Reading

SPECIAL ARTICLE

Annals of Internal Medicine

The Next Stage of Buprenorphine Care for Opioid Use Disorder

Stephen A. Martin, MD, EdM; Lisa M. Chiodo, PhD; Jordon D. Bosse, MS, RN; and Amanda Wilson, MD

Buprenorphine has been used internationally for the treatment
of opioid use disorder (OUD) since the 1990s and has been
available in the United States for more than a decade. Initial prac-
tice recommendations were intentionally conservative, were
based on expert opinion, and were influenced by methadone
regulations. Since 2003, the American crisis of OUD has dramat-
ically worsened, and much related empirical research has been
undertaken. The findings in several important areas conflict with
initial clinical practice that is still prevalent. This article reviews
research findings in the following 7 areas: location of buprenor-
phine induction, combining buprenorphine with a benzodiaz-

epine, relapse during buprenorphine treatment, requirements
for counseling, uses of drug testing, use of other substances dur-
ing buprenorphine treatment, and duration of buprenorphine
treatment. For each area, evidence for needed updates and
modifications in practice is provided. These modifications will
facilitate more successful, evidence-based treatment and care
for patients with QUD.

Ann intern Med, 2018;169:628-635. doi:10.7326M18-1452
For author affiliations, see end of text.
This article was published at Annals.org on 23 October 2018,

Annals.org

Buprenorphine received approval from the U.S.
Fand and Mria Adminietratian (FMAY in 2007 fAr

IDAHO

“The consensus panel recommends that physicians ad-
minietar initial indoctian Areae ae Akhecariad traatmant”
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