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Learning	Objectives

1. Identify tools to organize your treatment program

2. Discuss screening of patients for Medication Treatment 
(MT) for opioid use disorder

3. Review options for buprenorphine/naloxone induction



Keys	to	Success

•Team-based approach

•Addiction as DISEASE not a character flaw

•Empathy



Patient	Materials	to	Consider

• Informed consent / patient agreement
•Overdose education information
•Handout about induction
•Wallet card
• Information about local recovery resources, 

including AA/NA meetings



Patient	Characteristics

1. Must meet criteria (Diagnostic and Statistical Manual, DSM-5)
for opioid use Disorder (OUD)

2. Able to adhere to clinic visits
3. Some clinics require an agreement to stay on treatment for a 

particular time period, e.g. 6 months
4. Prescribed benzodiazepines should be avoided 
5. If transferring from methadone treatment, transition is easier to 

manage if methadone dose is 35mg or less

Older age, employment, street use of buprenorphine, lack of prior IV or heroin use may be associated with improved retention *

* Alford DP	Arch	Intern	Med.	2011	Mar	14;171(5):425-31.	Dreifuss JA	Drug	Alcohol	Depend. 2013	Jul	1;131(1-2):112-8.

https://www.ncbi.nlm.nih.gov/pubmed/23333292


Screening

Labs

HIV	antibody
HCV	antibody	
HBV	antigen,	core	
antibody,	and	surface	
antibody
Liver	function	tests
TB	screen	if	indicated
Pregnancy	test

Urine	Drug	
Screen

• Opiates
• Oxycodone
• Methadone
• Fentanyl
• Benzodiazepines
• Cocaine
• Amphetamine
• Methamphetamine
• Barbiturates



State	Prescription	Monitoring
Program (PDMP)

• PDMP is a state-specific database which collects data on 
controlled substances dispensed in the state

• Check prior to induction for evidence of prior treatment or 
ongoing benzodiazepine prescriptions

• Limitations: May not connect to other states, does not 
include methadone maintenance or inpatient treatment.

• Check your state guidelines about legislative requirements for 
PDMP checks



Screening	for	Behavioral	
Health	(BH)	Conditions

• Over 40% patients with substance use disorder (SUD) 
seeking treatment also have a mood disorder *
• Screen using validated tools (PHQ-9, GAD-7)
• Serious psychiatric illness associated with higher risk of 

relapse
• Provide treatment for co-occurring mental health 

problems

* NESARC-III	Data



Compton WM et al. N Engl J Med 2016;374:154-163

Informed	Consent/Patient-Provider	Agreement

Risks

• Precipitated	
withdrawal

• Overdose	if	
combined	
with	
sedatives

• Withdrawal	if	
abruptly	
stopped

• Not	being	
effective

Benefits

• Abstain	from	
problem	
opioid

• Treat	
withdrawal	
and	improve	
function

Program	
Expectations

• Adhere	to	
clinic	visits

• Safe	storage	
of	medication

• No	diversion
• Counseling?	*

* Carroll KM, Weiss RD.  Am J Psychiatry. 2016 Dec 16



Screening	Checklist	Example

q Labs
q Urine Drug Screen 
q Urine pregnancy test
q PDMP check
q Pt signed informed consent
q BH treatment plan



Induction

• Transition	
from	
problem	
opioid use	to
treatment

Stabilization

• Close	
monitoring	
to	ensure	
treatment	
is	working

Maintenance

• Support	
recovery	
and	treat						
co-morbid	
conditions

Medication	Treatment	Stages



Pharmacy	Coordination

• Be aware of potential insurance barriers in your state 
and formulary requirements

• Buprenorphine is schedule III, so may be faxed and can 
have refills

• Prescriptions usually 7, 14, or 28 day supplies



Induction

• Educate about precipitated withdrawal; timing varies 
• Advise to abstain for roughly: 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
• Office-based vs home inductions are likely equivalent *
•Many patients are not buprenorphine naïve – home 

induction may be better for these patients

*	Sohler NL	J	Subst	Abuse	Treat. 2010	Mar	

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


Opioid	Withdrawal
Subjective Objective
GI	upset Pupils	dilated
Sweating Tremor
Anxiety/irritability Tachycardia
Bone/muscle aches
Rhinorrhea
Restlessness
Yawning
Piloerection

COWS scale can be used to measure and track withdrawal signs and symptoms…



Clinical	
Opiate	
Withdrawal	
Scale	
(COWS)



Stabilization	Phase

•Most patients stabilize on 16mg/4 mg dose or 
lower

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

•Once stable, aim for random visits with pill 
counts 



Transferring	from	Methadone	
Maintenance

• Clarify why patient is transferring  

• Methadone is especially long-acting opioid; risk of precipitated 
withdrawal is higher

• Confirm patient is in withdrawal prior to induction – the timeline will 
vary amongst patients 

• Ideally patient should be stable around 35mg, success has been shown 
for pts up to 80mg

• Patients may need extra support – ok to go back to methadone if 
buprenorphine fails 



Resources

Email:	rachel.king@dotwell.org

COWS	for	opioid	withdrawal:
http://www.mdcalc.com/cows-score-opiate-withdrawal/
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