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Objectives:
• Be able to describe the basic options for treating OUD
• Understand when to use buprenorphine for OUD and/or chronic pain
• Be ready for the challenges of fentanyl
• Know where to find more information



Disclosures:  none



Review PDMP



• 45 yr old man with history of chronic back pain, disabled due to pain
• On chronic opioids with previous PCP who left the practice, now 

coming to you as new PCP
• Due for refills of oxycodone 20mg TID 
• NC database (PDMP, NCCSRS) shows multiple prescribers over the 

past 6 months
• Urine tox done at last ED visit was + cocaine

Have you seen this patient?



• Give refills, sign new treatment agreement, with strong warnings 
regarding cocaine use in the future

• Decline to be his PCP
• Consider this a broken treatment agreement, no future controlled 

medications from your clinic
• Offer support and referral for substance use treatment

What would you do?



• He has been using more and more of his medication, often needs to 
borrow from friends

• Admits that he takes it sometimes to escape from his life, noting that 
he no longer leaves the house unless absolutely necessary

• Has cravings for the medication 
• Has tried to cut back unsuccessfully  

Back to our patient….



• Tolerance
• Withdrawal
• Substance taken in larger amounts 

or for longer periods than intended
• Unsuccessful efforts to control or 

cut down
• Excessive time spent seeking, using 

or recovering from the substance
• Important activities given up

• Continued use despite knowledge of  
problems

• Failure to fulfill major obligations
• Recurrent use in physically 

dangerous situations
• Continued use despite problems 

caused by substance
• Craving

What is Opioid Use Disorder?

Severity Specifiers: Mild: 2-3 criteria, Moderate: 4 or 5, Severe >5



• Psychosocial 
• Residential Communities
• 12 steps groups, CBT, MI, group therapy

• Detox – methadone, buprenorphine, clonidine
• Maintenance

• Naltrexone (antagonist)
• Methadone
• Buprenorphine or Buprenorphine/Naloxone

Treatment Options for Opioid Use Disorder

The ASAM National Practice Guidelines for the Treatment of Opioid Use Disorder: 2020 Focused Update

SAMHSA says – 
Medication First!!!  

LOW BARRIER 
TREATMENT



Summary of SAMHSA Recommendations
Remove barriers for accessing addiction treatment

Supports a “medication first” approach

Tailor treatment to what the patient wants, not what we think 
the patient needs

• People may choose to decline MOUD

Everyone with OUD should be offered MOUD

Prescriptions for MOUD should not be dependent on other 
factors like participation in counseling

Urine Drug Screens are used as a clinical tool rather than a 
medication access barrier



Detox vs Maintenance

• Maintenance with opioid agonist has been shown to 
be the most effective treatment for opioid dependence

• Reduces
• HIV transmission
• Injection drug use
• Hepatitis C infection
• Mortality



Medications
for 
OUD

MOUD 

Naltrexone (antagonist)
Methadone
Buprenorphine alone or 
Buprenorphine/Naloxone

Use the combination product!
- Zubsolv
- Suboxone
- Bunavail
- Generic



Buprenorphine

• Schedule III opioid medication
• Must be taken sublingual/transdermal – otherwise not well absorbed
• Activity at the mu receptor:

• Partial agonist
• Low intrinsic activity
• High affinity   
• Slow dissociation



Suboxone® vs. Methadone
Suboxone® 

Treatment with PCP
No euphoria
Ceiling effect
Can treat pain
Difficult to 

overdose
Less often injected

Methadone

Treatment with clinic
Can create euphoria
No ceiling
Severe pain
Overdose potential
Could be injected



Benefits of Buprenorphine/Naloxone

• Decreased abuse potential
• Decreased euphoria
• Cannot inject due to Naloxone component

• Decreased level of physical dependence
• Decreased intensity of withdrawal symptoms
• Decreased risk of death with overdose
• Able to treat within primary care settings (although maybe methadone 

is coming?????) 



Induction  Initiation
• Educate about precipitated withdrawal 

• Advise to abstain for: 6-8 hrs for short-acting opioids, 24 hrs for long-acting 
opioids, and 36-48 hrs for methadone 

• Patient should be in mild to moderate withdrawal 
• Initial dose can be 4mg max 16mg on day 1
• Initiate at HOME
• Many patients are not buprenorphine naïve

Treatment with Buprenorphine/Naloxone

Sohler NL J Subst Abuse Treat. 2010 Mar 

https://www.ncbi.nlm.nih.gov/pubmed/19801178


Standard 

W/D 
symptoms

mild/moderate

1st dose 2-4mg

Dosing 
frequency

~2 hrs

Day #1
TDD

8-12mg

Treatment with Buprenorphine/Naloxone

Initiation



Stabilization
• Most patients stabilize on 8- 16mg dose 

• Space out visit frequency and increase medication supply as 
patients stabilize

• Once stable, monthly visits

Treatment with Buprenorphine/Naloxone



• Need >50% mu receptor occupancy to treat withdrawal symptoms
• 4mg/day buprenorphine

• Need >80% mu receptor occupancy to block most of opioid effects
• 16mg/day buprenorphine

• To block all effects of high dose opioids need >90% occupancy
• 32mg/day buprenorphine

• Dosing depends on severity of OUD, and reaching treatment goals 
not necessarily on the amount of opioid used

Dose limits??

Greenwald 2014



Maintenance 
• Social supports

• CBT/12 step/groups
• Relationship Building
• Mental Health Comorbidities
• Other Medical Conditions
• Smoking Cessation
• Relapse Prevention - triggers

Treatment with Buprenorphine/Naloxone



• Identify opioid use disorder
• Offer effective treatment options
• Support patients in their choices – harm reduction
• Offer referrals when appropriate

What can be done in primary care?



• Decrease the negative effects of a behavior even if the behavior itself 
isn’t eliminated

• Patients with DM
• Do not withhold treatment without a great reason
• Do not require abstinence from other substances
• Test and treat for Hep C, HIV, STI
• Set up patients for success

• Appointment before pt leaves clinic
• Snow days
• Make reasonable goals

• Prescribe naloxone for any patient taking prescribed or illicit opioids

Harm Reduction



• 32 yr old man who was on buprenorphine/naloxone for a few 
years and then was lost to care.  He presents for help getting 
back on suboxone, currently injecting fentanyl.  Trying to cut down 
the amount without success.

• What are his options?
• What can you do today?

Case



• Identify opioid use disorder
• Offer effective treatment options
• Support patients in their choices – harm reduction
• Offer referrals when appropriate

Harm Reduction



Additional Resources
Substance Abuse and Mental Health Services Administration  www.SAMHSA.gov 
SAMHSA Tip 63 Medications for OUD Summary : SAMHSA TIP 63
Training Option: 
https://pcssnow.org/
Notice of Intent to prescribe - SAMHSA https://buprenorphine.samhsa.gov/forms/select-
practitioner-type.php 

 

http://www.samhsa.gov/
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Executive-Summary/PEP21-02-01-003?referer=from_search_result
https://pcssnow.org/
https://buprenorphine.samhsa.gov/forms/select-practitioner-type.php
https://buprenorphine.samhsa.gov/forms/select-practitioner-type.php
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Acute Pain
• For all pts with acute pain – attempt to avoid opioids
• Split dosing of buprenorphine (analgesia lasts 6-8 hrs)
• “no ceiling” to analgesic effects – can add temporary dose increase
• Patients have a higher tolerance!

Planned Procedures
• Don’t stop the buprenorphine!  
• Talk with anesthesia – cont. the buprenorphine and give full agonists in 

addition
• Patients have a higher tolerance!

Treating Pain while taking bup/naloxone



Buprenorphine

Opioid Use 
Disorder

Suboxone                
(bup/naloxone)               

No waiver needed!

Chronic Pain

Butrans – patch, 
change weekly 

(mcg)
Belbuca – 

sublingual (mcg)



• Buprenorphine – an attractive opioid with underutilized 
potential in treatment of chronic pain. Journal of Pain Research 2015:8 859-
870

• Conversion of chronic pain patients from full-opioid agonists 
to sublingual buprenorphine.  Pain Physician 2012; 15:ES59-ES66

• Not FDA approved

Chronic Pain and Buprenorphine/Naloxone



• Manufactured in a lab – easy and inexpensive
• 50-100x stronger than morphine
• Sold as powder, nasal spray, pressed into pills
• Lethal in small doses = 2mg 

• More potent, faster acting, longer half life

What about Fentanyl?

- https://www.dea.gov/press-releases/2021/01/26/dea-warns-methamphetamine-and-fentanyl-drug-market-
built-aftermath-covid

- https://www.dea.gov/factsheets/fentanyl  

https://www.dea.gov/press-releases/2021/01/26/dea-warns-methamphetamine-and-fentanyl-drug-market-built-aftermath-covid
https://www.dea.gov/press-releases/2021/01/26/dea-warns-methamphetamine-and-fentanyl-drug-market-built-aftermath-covid
https://www.dea.gov/factsheets/fentanyl


• Initiation 
• Fentanyl use may cause longer, more intense withdrawal. 
• May require higher buprenorphine doses to overcome. 
• May cause precipitated withdraw more frequently, despite being off 

opioid for 48 hours.

What about Fentanyl?



• Later start
• Wait for more 

severe 
withdrawal 
symptoms

• Low dose start
• Take over the 

receptors 
gradually

• High dose start
• Get to goal dose 

faster
• Uncomplicated 

patients!

What about Fentanyl? Options

Standard Later start Low dose High dose

W/d 
symp.

Mild/mod Moderate
COWS >12

None COWS >8
+ 1 sign

1st 
dose

2-4mg 2mg 0.5mg 8mg

Dosing 
freq.

~2 hrs 1.5-2 hrs 24 hrs 1 hr

Day 
#1
TDD

8-12mg 8-12mg 0.5mg 16-32mg

SAMHSA Tip 63, Antione 2021, De Aquino 2021, Ahmed 2021, Herring 2021  



Helpful Tips for 
Courageous Conversations

• Schedule enough time
• Develop a partnership
• Focus on safety
• Actively listen to the story
• Validate the valid = Empathy + Communication
• Use ‘I wish’ statements, don’t apologize
• Try to give the patient choice
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