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Learning Objectives

• Review common myths and misconceptions
• Discuss best practices for office-based 

treatment of opioid use disorder with 
buprenorphine/naloxone



Common Myths & Misperceptions

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

2. Induction is too time consuming & difficult.
3. I don’t have behavioral health in my clinic, so 

I can’t start prescribing bupe.
4. Continued polysubstance use is a sign of 

treatment failure.
5. The goal should be the lowest possible dose, 

for the shortest possible time.



“Those Patients”



“Those Patients” 



“Those Patients” 



Inductions too difficult

try HOME inductions



Inductions too difficult 

Unpublished protocol, Cunningham et al, Montefiore 
Medical Center, Bronx, NY 2018



Inductions too difficult 

Cunnigham et al. J Subst Abuse Treat 2011; Lee et al. JGIM 2008; Martin et 
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
• Many patients do well with medications alone 



Don’t have behavioral health 

• Treatment plan needs to be tailored to the 
individual – and patients find behavioral 
support in many ways, as they do for other 
chronic diseases 

Fiellin et al. NEJM 2006; Amato et al. Cochrane 2011; Martin et al. Annals 
2018; Tetrault et al. J Subst Abuse Treat 2012



Fiellin et al. NEJM 2006.

Don’t have behavioral health 

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?

• 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 

• ASAM National Practice Guideline 
recommends AGAINST suspending MAT 
because of polysubstance use

Cunningham et al. Am J Addict 2013; Heikman et al BMC Psych 2017; Martin 
et al. Annals 2018; ASAM National Practice Guideline 2015.



Polysubstance use a failure? 

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.  



Polysubstance use a failure? 



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)

Fiellin et al. JAMA Intern Med 2014; Martin et al. Annals 2018; 



Lowest dose, shortest time? 

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

• High failure rates with early discontinuation
• Increase 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.”

Cornish et al. BMJ 2010; Bentzley et al. J Subs Abuse Treat 2015; Fiellin et al. 
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. I don’t want “those patients” in my waiting 

room 
2. Induction is too time consuming & difficult  


3. I don’t have behavioral health in my clinic, so 
I can’t start prescribing bupe

4. Continued polysubstance use is a sign of 
treatment failure 

5. The goal should be the lowest possible dose, 
for the shortest possible time.



Best Practices 
1. Embrace opioid use disorder like any other 

chronic disease and take it on in primary care!
2. Let patients do their own inductions in the 

comfort of their own home, on their own time.
3. Behavioral supports should be patient-

centered and depend on their desires & needs.
4. Patients often struggle with multiple chronic 

diseases; they may not be ready to tackle all of 
them simultaneously.

5. Less is not more, both in terms of dose and 
duration! For many this will be a lifelong treatment.  



Recommended Reading
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of Division of General Internal Medicine, 
Professor of Medicine, Albert Einstein College 
of Medicine/Montefiore Medical Center
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