
 

C  I  T  Y    O  F    P  H  I  L  A  D  E  L  P  H  I  A  
 
DEPARTMENT OF PUBLIC HEALTH    
1101 Market Street, Suite 1320      
Philadelphia, PA  19107         
Tel: (215) 686-5200     
Fax: (215) 686-5212      

July 2021 
 
Dear Colleague: 
 
In 2020, there were 1,214 drug overdose deaths in Philadelphia. We can prevent these deaths. As part of the city’s 
opioid overdose prevention initiative, the Philadelphia Health Department works with health care providers and 
communities to expand access to buprenorphine to treat opioid use disorder (OUD). 
 
Buprenorphine decreases overdose deaths, reduces drug use, prevents relapse, and enables patients to reengage 
in employment, school and family relationships. Like other medications for chronic health conditions, 
buprenorphine can be integrated into primary care and can help your patients lead healthier lives. Despite these 
benefits, not enough patients know about or use buprenorphine; many Philadelphians with OUD who could 
benefit from buprenorphine do not receive it. As a Philadelphia health care provider, you can change this by 
offering buprenorphine to your patients with OUD. 
 
Make these changes to help improve the health of your patients and the city: 

• Educate patients about buprenorphine and that it is one of the most effective treatments for OUD. 
• Obtain your waiver to prescribe buprenorphine to up to 30 patients. 
• Prescribe buprenorphine to patients to decrease overdose risk and improve quality of life. 
• If already prescribing, increase the number of patients with OUD you treat with buprenorphine to expand 

treatment access in Philadelphia. 
• Utilize mentorship program and 24/7 consultation line to use your waiver and prescribe buprenorphine 

 
This Buprenorphine Action Kit includes clinical tools and resources for you and educational materials for your 
patients. To access the materials online and share with others, visit https://bit.ly/BupeSavesLives 
 
Thank you for your dedication to the health of Philadelphians and for your partnership in reversing this epidemic. 
 
Sincerely, 
 
 
 
Jeffrey Hom, MD, MPH 
Medical Director, Division of Substance Use Prevention and Harm Reduction  
Philadelphia Department of Public Health 
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Unintentional Drug Overdose Fatalities in 

Philadelphia, 2020 

In Philadelphia, PA, unintentional drug overdoses contribute to significant premature 

mortality. In 2020, there were 1,214 drug overdoses in Philadelphia, an increase of 9% 

and 6% from 2018 and 2019, respectively. Eighty-six percent of overdose fatalities 

involve opioids, a class of drugs that include pharmaceutical opioids, heroin, and 

fentanyl, a strong synthetic opioid that is the main driver of fatal overdoses.  While 

fentanyl was involved in less than 10% of drug overdose deaths in Philadelphia in 

2010, it was involved in 81% of all drug overdose deaths in 2020. 

 

Prior to 2020, unintentional overdose deaths were highest among non-Hispanic White 

individuals. However, in 2020 the number of overdoses among non-Hispanic Black 

individuals increased 29% while the number of overdoses among non-Hispanic White 

individuals decreased 10%. The shift in demographics first occurred in the second 

quarter of 2020. 

 

This issue of CHART summarizes trends in unintentional drug overdose fatalities 

through 2020.  The COVID-19 pandemic, and its impact on drugs trends, access to 

drug treatment, and harm reduction services should be considered when examining 

the number of fatal overdoses from 2020. All data shown are from the Philadelphia 

Medical Examiner’s Office.  

KEY TAKEAWAYS 

In 2020, there were 1,214 

unintentional drug overdose 

deaths in Philadelphia 

Fentanyl is increasingly 

present in all drug-related 

deaths, including those 

involving pharmaceutical 

opioids, methamphetamine, 

and PCP 

Deaths among non-Hispanic 

Black individuals increased 

while deaths among non-

Hispanic White individuals 

declined 
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Unintentional drug 

overdose deaths 

increased by 6% 

from 2019 to 2020  

 

• In 2020, 1,214 people died of an unintentional drug overdose. This 

represents a 9% and 6% increase in fatal drug overdoses from 2018 and 

2019, respectively.  

• Opioids, both with and without stimulants, were detected in 86% of 

deaths in 2020, representing an 8% increase from 2019. 

• Stimulants such as cocaine and methamphetamine were detected in 60% 

of overdose deaths, increasing 2% from 2019. While stimulant-only 

deaths decreased 10% from 2019, those involving stimulants and opioids 

together increased 6%, accounting for 48% of the 2020 overdose deaths. 

 

81% of 2020 

overdose deaths 

involved fentanyl  

 

 

• From 2019 to 2020, the number of deaths involving fentanyl and 

pharmaceutical opioids increased while the number of deaths involving 

heroin and cocaine decreased. 

• During the same time period, the number of deaths involving 

methamphetamine and PCP increased 64% and 180%, respectively.  
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Over time, fentanyl 

has been detected in 

a greater proportion 

of drug overdose 

deaths  

 

• In 2020, fentanyl was detected in 979 of all unintentional drug deaths. This 

represents a 12% increase in fentanyl-involved deaths from 2019 to 2020.  

• In 2020, 81% of all drug deaths, 94% of all opioid-related drug deaths, and 

77% of all stimulant-related drug deaths also involved fentanyl.

Fentanyl is 

increasingly being 

detected in drug 

deaths involving 

other specific drugs  

 

 

 

• In 2020, fentanyl was detected in 94% of drug overdoses involving heroin, 

84% of drug overdoses involving a pharmaceutical opioid, and 76% of drug 

overdoses involving cocaine. 

• The presence of fentanyl increased to 83% and 75% in methamphetamine- 

and PCP-involved deaths, respectively. This is likely the primary reason for 

the rise in overdoses involving these drugs. 
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Overdose death 

rates increased 

among those who 

were aged 35 and 

older, male, and non-

Hispanic Black  
 

 

 

• In 2020, drug overdose rates were highest among those aged 55-64 years 

old, male, and Hispanic. 

• From 2019 to 2020, drug overdose rates increased among those aged 35 

and older and decreased among those aged less than 35. 

• Rates of overdose deaths increased 26% among males and were similar 

among females from 2019 to 2020.  

• Overdose rates increased 31% among non-Hispanic Black individuals and 

decreased 9% among non-Hispanic White individuals. Rates among Hispanic 

individuals were similar from 2019 to 2020.

 

Racial and ethnic 

disparities exist in 

drug deaths by drugs 

involved  
 

 

 

 

 

 

 

 

 

 

• Deaths involving opioids with and without the presence of stimulants 

have decreased among non-Hispanic White individuals and increased 

among non-Hispanic Black individuals.  

• Deaths involving stimulants alone primarily impact non-Hispanic Black 

individuals.  
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Overdose deaths 

occur throughout the 

city  

 

     

 

• The highest number of overdose deaths occurred in the 19134-zip code 

with 139 deaths; however, deaths in this zip code decreased by 22% from 

2019. 

• There were increases in drug overdose deaths throughout Southwest, 

West, and North Philadelphia zip codes.  

• From 2019, the greatest percent increases were seen in the zip codes 

19151 (116%), 19144 (106%), and 19123 (75%). 
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WHAT CAN BE DONE 

The Health Department is: 

• Coordinating a City-wide approach to reduce fatal overdoses among Black and Hispanic individuals, 

including: 

o soliciting input from and developing partnerships with groups serving these communities, 

o providing mini-grants to seven organizations primarily led by people of color to build harm 

reduction capacity and provide overdose prevention awareness among the populations they 

serve, 

o increasing street outreach in Black and Hispanic communities, and 

o launching an awareness campaign about the presence of fentanyl in the stimulant drug supply.  

• Increasing overdose prevention approaches by: 

o distributing naloxone, the opioid overdose reversal drug, to organizations serving at-risk populations, 

o educating the public on overdose recognition and naloxone, including through free virtual trainings, 

o distributing fentanyl test strips and education about the presence of fentanyl in non-opioid drugs 

(https://www.substanceusephilly.com/harmreduction), and  

o providing training on how to test drugs before using. 

• Increasing the availability of pharmacologic treatment for opioid addiction through primary care practices, 

specialized substance use treatment providers, and the Philadelphia jails. 

• Providing health care providers with training, mentorship, technical assistance, and a 24/7 clinical 

consultation line to treat patients with opioid use disorder and answer questions about substance use.  

• Supporting ‘warm handoffs’ to drug treatment from hospitals, jails, and the community. 

• Raising awareness and promoting guidelines about safer substance use during the COVID-19 pandemic. 

Health care providers should: 

• Prescribe opioid painkillers less often, in lower doses, and shorter duration, following PDPH guidelines. 

• Co-prescribe naloxone with prescription opioids and buprenorphine, as well as to patients receiving 

methadone and extended-release naltrexone. 

• Prescribe buprenorphine to opioid dependent patients or make referrals to substance use treatment 

providers. 

• Recognize and work to reduce the racial biases and stigma towards people who use drugs that exist in 

health care. 

• Educate patients who continue to use drugs to 1) test their drugs for the presence of fentanyl using 

fentanyl test strips and 2) carry naloxone, even if they use/prefer non-opioid drugs.  

• Refer patients who use stimulants, including cocaine and methamphetamine, to drug treatment programs.  

• Provide sterile syringes to patients who continue to inject drugs to reduce the spread of HIV and viral 

hepatitis.  

 

 
 

 

https://www.substanceusephilly.com/harmreduction
file:///C:/Users/kendra.viner/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/OSBSO8BT/PDPH%20guidelines
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WHAT CAN BE DONE 

People can: 

• Avoid taking opioids that are not prescribed for them and ask medical providers who prescribe opioids for 

pain about alternative, safer forms of pain control.  

• Avoid using illicit drugs such as heroin, fentanyl, and cocaine, which are extremely dangerous. 

• Seek buprenorphine or methadone treatment if dependent on opioids. 

• For those who continue to use illicit drugs, check the drugs for the presence of fentanyl using fentanyl test 

strips. Cocaine, methamphetamines, synthetic cannabinoids, and pills purchased on the street may contain 

fentanyl. 

• Obtain and get trained on how to use naloxone to prevent opioid overdose fatalities. Naloxone is available 

at pharmacies in Pennsylvania without a prescription under a standing order signed by the Pennsylvania 

Physician General.   

o The Philadelphia Department of Public Health regularly offers free, virtual naloxone trainings. 

Visit www.phillynaloxone.com to learn more and to register for a training.   

 

http://www.phillynaloxone.com/
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RESOURCES

For Citywide data related to the opioid and substance use epidemic, visit 

https://www.substanceusephilly.com/ 

 

For resources for safer substance use during COVID-19: 

https://www.phila.gov/2020-04-16-resources-for-safer-substance-use-during-covid-19/  

 

For help on how to obtain and use naloxone:   

phillynaloxone.com 

 

For more information on Philadelphia’s response to the opioid crisis: 

https://www.phila.gov/programs/combating-the-opioid-epidemic/ 

For information on how to access treatment: 

https://dbhids.org/addiction-services/ 

 

For harm reduction resources including syringe exchange:  

https://ppponline.org/

 

 

Suggested citation:  

Philadelphia Department of Public Health. Unintentional Drug Overdose Fatalities in Philadelphia, 2020.  

CHART 2021;6(5):1-8. 

 

 

 

 

 

 

 

Cheryl Bettigole, MD, MPH 

Acting Health Commissioner 

Philadelphia Department of Public Health 

1101 Market Street, 13th floor 

Philadelphia, PA 19107  

215-686-5200 

healthdept@phila.gov 

http://www.phila.gov/health 

@phlpublichealth 

 

All PDPH charts are available at 

http://www.phila.gov/health

 

https://www.phila.gov/programs/combating-the-opioid-epidemic/
https://www.phila.gov/2020-04-16-resources-for-safer-substance-use-during-covid-19/
file://///city.phila.local/shares/Health/HCO/Opioids/Epidemiology/CHART%20Reports/2019%20Deaths/phillynaloxone.com
https://www.phila.gov/programs/combating-the-opioid-epidemic/
https://dbhids.org/addiction-services/
https://ppponline.org/
mailto:healthdept@phila.gov
http://www.phila.gov/health
http://www.phila.gov/health
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Medication Assisted Treatment among Medicaid 
Beneficiaries in Philadelphia 

Medication assisted treatment (MAT) is an effective evidence-based strategy to treat opioid use disorder 

(OUD) and prevent overdose.1 Currently, there are three FDA-approved medications to treat OUD, which 

include methadone, buprenorphine, and naltrexone. Methadone is dispensed daily in specialty 

regulated clinics.  It prevents withdrawal for those taking it, but it does not block the effect of other 

opioids.  Buprenorphine can be dispensed in office-based settings and blocks the effects of other 

opioids while reducing risk of withdrawal.  The dosage form can be as a dissolving tablet, a cheek film, 

an implant under the skin, or a monthly injection.  Naltrexone is given as a monthly injection and blocks 

the effects of other opioids. This issue of CHART examines trends in MAT prescribing with a specific 

focus on buprenorphine among Medicaid beneficiaries with a primary diagnosis of OUD in Philadelphia 

between the ages of 18 and 64 years.   

• From January 2015 through June 2018, the number of Medicaid beneficiaries participating in any 

form of MAT has increased from approximately 4,000 to nearly 7,000 per quarter.   

• This rise is in part related to an increased number of people enrolled in Medicaid because of the 

Affordable Care Act.  However, the percentage of Medicaid beneficiaries with OUD getting MAT has 

also increased, from 65% in the first quarter of 2015 to 70% in the second quarter of 2018. 

The number of Medicaid beneficiaries participating in MAT is increasing 
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Most of the increase is in use of buprenorphine 

Medicaid beneficiaries participating in buprenorphine treatment are diverse 

• Medicaid beneficiaries with a primary diagnosis of OUD receiving buprenorphine prescriptions 

ranged in age, included both men and women, and people of all racial/ethnic groups. 

• The number of Medicaid beneficiaries receiving buprenorphine increased eight-fold, from fewer than 

350 in the first quarter of 2015 to more than 2,800 in the second quarter of 2018.    

• During the same time, the percentage of beneficiaries with OUD receiving buprenorphine increased 

from 6% to 29%. 
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Buprenorphine recipients live throughout Philadelphia 

Family medicine physicians and psychiatrists prescribe buprenorphine the 
most  

• Prescribers with a primary specialty of family medicine wrote the most buprenorphine 

prescriptions dispensed to Medicaid beneficiaries, followed by prescribers with a primary 

specialty of psychiatry. 

• While Medicaid beneficiaries in nearly every zip code received buprenorphine, the highest 

proportion lived in the Kensington ZIP codes of 19134 (16%) and 19124 (8%), the Upper North 

Philadelphia ZIP code of 19140 (6%) and the South Philadelphia ZIP code of 19148 (5%).   
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The City of Philadelphia is:  

• Expanding buprenorphine prescribing capacity throughout the city. 

• Providing technical assistance to providers who are interested in prescribing buprenorphine. 

• Providing treatment with buprenorphine to people in the Philadelphia jail system, with referrals to drug 

treatment programs when they are released.  
 

Health care providers can:  

• Recommend that individuals with opioid use disorder begin medication assisted treatment.  

• Receive training and obtain a waiver to prescribe buprenorphine in an outpatient setting.  

• Begin buprenorphine medication assisted treatment in hospital emergency departments. While a waiver is 

required for writing outpatient prescriptions, providers working in emergency departments do not need a 

waiver to administer buprenorphine daily for up to 3 days for the purpose of treating withdrawal and 

initiating treatment.    
 

People can:  

• Begin medication assisted treatment, if you are dependent on opioid pills, heroin, or fentanyl.  

• Encourage others who are dependent on opioids to seek medication assisted treatment and help them find 

treatment providers.  

 

What can be done 

• Information on medication assisted treatment: https://www.samhsa.gov/medication-assisted-treatment; 

www.dbhids.org/MAT 

• Drug treatment referrals and education: http://dbhids.org/addiction-services/ or 1-888-545-2600 

1. Carroll JJ, Green TC, Noonan RK.  Evidence-Based Strategies for Preventing Opioid Overdose:  What’s Working 

in the United States.  Atlanta, GA:  Centers for Disease Control and Prevention, National Center for Injury 

Prevention and Control.    https://www.cdc.gov/drugoverdose/pdf/pubs/2018-evidence-based-strategies.pdf 
 

This report was produced in collaboration with the Philadelphia Department of Behavioral Health and Intellectual 
disAbility Services.   

Preferred citation: Philadelphia Department of Public Health. Medication Assisted Treatment among Medicaid 

Beneficiaries in Philadelphia. CHART 2018;3(5):1-4. 

Resources 

Citations 

https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materials-resources/buprenorphine-waiver
https://www.samhsa.gov/medication-assisted-treatment
http://www.dbhids.org/MAT
http://dbhids.org/addiction-services/
https://www.cdc.gov/drugoverdose/pdf/pubs/2018-evidence-based-strategies.pdf


OFFER BUPRENORPHINE
TREATMENT.

YOU CAN PREVENT 
OVERDOSE 

IN YOUR PATIENTS.
Offer buprenorphine 

Prescribing buprenorphine is easier 
than you might think. Here’s what 
you need to know + free resources 
to help you get started.

For more information about buprenorphine 
in Philadelphia, visit https://dbhids.org/MAT  

4.19

Materials adapted with permission from the NYC Department of Health and Mental Materials adapted with permission from the NYC Department of Health and Mental 

HygieneHygiene



WHAT IS BUPRENORPHINE?

Buprenorphine is a partial opioid 
agonist used to treat opioid use 
disorder. Buprenorphine is effective: 
it reduces drug use and death from 
opioids, keeps patients in treatment, 
and improves various health and 
social outcomes. Buprenorphine can 
be prescribed in your practice, just 
like other medications you prescribe 
for chronic health conditions. Offer 
buprenorphine to give your patients 
access to life-saving treatment they 
might not otherwise receive.

FROM PRIMARY CARE PHYSICIANS 
WHO PRESCRIBE BUPRENORPHINE:

“  There are few areas of primary care 
where a week or two into treatment 
many patients report such dramatic 
changes in their lives.”

“  It’s amazing to see patients’ lives 
change in front of my own eyes. I’ve 
had several patients say things like they 
never dreamed they could go this long 
without using opioids.”

“  I have come to realize this is no 
different than the management of any 
chronic disease. It’s ideally suited for 
the primary care relationship.”

“  It’s empowering to have this tool and 
be able to truly help patients struggling 
with drug use.”

FAQ

Q: Who can prescribe buprenorphine?
A:  Any physician, nurse practitioner 

(NP) or physician assistant (PA) 
after obtaining a waiver. Once 
waivered, providers can treat up 
to 30 patients with buprenorphine. 
Additional training is required to 
treat more than 30 patients at a 
time.

Q:  How do I obtain my waiver to 
prescribe buprenorphine?

A:  Providers interested in prescribing 
buprenorphine must first submit 
a Notification of Intent (NOI) to 
SAMHSA. Instructions can be found 
here: https://www.samhsa.gov/
medication-assisted-treatment/
become-buprenorphine-waivered-
practitioner

Q:  How do I get trained to prescribe 
buprenorphine to more than 30 
patients?

A:  There are several options available 
to complete the required 
buprenorphine waiver training, 
including online (visit samhsa.gov 
and search for “buprenorphine 
training”). 

Q:  I didn’t learn about buprenorphine 
during my clinical training.  
Is it complicated?

A:  Prescribing buprenorphine for opioid 
use disorder is like treating many 
other chronic conditions that you 
routinely see in primary care. The 
Philadelphia Department of Public 
Health can also match you with an 
experienced prescriber for clinical 
mentorship and provide technical 
assistance to prepare you and your 
office staff. 

Q:  I am not sure I want to treat people 
who use drugs in my practice. 

A:  Individuals with opioid use disorder 
are likely already part of your 
practice. There are tens of thousands 
of Philadelphians who are believed to 
have this disorder and most do not 
receive the effective treatment they 
need. Buprenorphine treatment can 
prevent overdose and improve your 
patients’ lives



MYTHS AND FACTS  
ABOUT BUPRENORPHINE

MYTH FACT

1.  Prescribing buprenorphine for  
opioid use disorder (OUD) replaces 
one addiction for another.

OUD is a chronic condition and medication is the most effective way to prevent worsen-
ing symptoms and death.1 Taking daily medication to maintain health is not substance use 
disorder.2,3 

 2.  A commitment to abstinence will 
prevent opioid overdose more than 
buprenorphine will.

OUD is a chronic condition; relapse is common. Abstinence-based treatment reduces tol-
erance to opioids and is associated with substantial risk for relapse, overdose and death.4 
Buprenorphine limits or blocks the effects of illicit opioids, reducing overdose risk.5,6 

3.  Buprenorphine can be misused and, 
therefore, prescribers should strict-
ly control access.

Any medication can be misused. However, buprenorphine is not a drug of choice to get 
high because it limits feelings of euphoria and reward.5 Buprenorphine misuse is usually 
associated with self-treatment of withdrawal symptoms and lack of access to buprenor-
phine treatment.7,8

4.  Prescribing buprenorphine  
comes with more legal liability than 
prescribing other medications, or 
will make the Drug Enforcement 
Administration (DEA) target the  
prescriber or practice.

Like with all medications, protection against liability depends on good patient assess-
ment, provider education and documentation.5 

The DEA conducts routine, unannounced visits to verify that prescribers practice with-
in their patient limits authorized by the Substance Abuse and Mental Health Services 
Administration (SAMHSA) (the maximum number of active patients that prescribers can 
treat with buprenorphine at one time).  

5.  Starting to prescribe buprenorphine 
will lead to a large number of peo-
ple asking for prescriptions.

This has generally not been true of primary care practices supported by the Philadelphia 
Department of Public Health. The DEA limits the number of patients providers can treat 
with buprenorphine, but providers can choose within those limits how many people to 
treat. Providers can also decide the level of care they provide.

6.  A person must be completely  
abstinent and have a completely 
negative urine screen to receive 
buprenorphine.

People do not need to be completely abstinent to be treated with buprenorphine. People 
with OUD commonly use multiple drugs, often to maintain a consistent high or reduce 
withdrawals and cravings. Buprenorphine can stabilize this cycle, reducing the need for 
additional substances.9 

Imperfect abstinence does not eliminate buprenorphine treatment benefits.5 

7.  The ideal length of treatment with 
buprenorphine is six months or less. 
Treatment success means patients 
will become drug-free, including 
from buprenorphine and metha-
done.

Individuals should continue buprenorphine treatment as long as they continue to benefit. 
This can be for years or even a lifetime.5,10 Stopping medication for OUD treatment, even 
after long periods of treatment, can lead to relapse.5 Treatment success for someone with 
OUD is measured by improved quality of life, rather than being free of medications.11 

8.  Outpatient therapy or counseling 
is mandatory for clinical improve-
ment.

The Drug Addiction Treatment Act of 2000 (DATA 2000) mandates that buprenorphine 
prescribers must be able to refer patients for behavioral health services. Behavioral health 
support will benefit many patients, but it is not mandatory for the provider  
to refer all patients, or for patients to attend counseling. In rare cases, health  
insurance plans may require outpatient counseling for buprenorphine treatment.

9.  All Philadelphians have equal ac-
cess to treatment for OUD.

In Philadelphia, access to treatment for OUD is not equal by demographics or geographi-
cally. Together with the Health Department, you can help create equitable access to care 
and decrease existing treatment disparities by offering buprenorphine to all patients who 
may need it.

For more information about buprenorphine prescribing resources, visit 
https://dbhids.org/MAT.
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BUPRENORPHINE  
PRESCRIBING RESOURCES

•  Buprenorphine is a partial  
opioid agonist used to  
treat opioid use disorder.

• Buprenorphine reduces 
 opioid use and overdose  
 deaths, keeps patients 
 in treatment and 
`improves various health 
`and social outcomes. 

•  Buprenorphine can 
be prescribed in your 
practice, just like other 
medications prescribed 
for chronic health 
conditions. 

• Any physician, nurse  
 practitioner or physician  
 assistant can prescribe  
 buprenorphine after  
 obtaining a waiver.

BUPE

The Philadelphia Department of Public Health provides 
free resources to help health care providers implement 
buprenorphine in their practice.

The Health Department offers buprenorphine waiver training, 
clinical mentorship, technical assistance and educational materials.

Call the Opioid Assistance Resource (OAR) Line at 267-426-5900  
for 24/7 for clinical consultation support from medical professionals 
with expertise in managing opioid toxicity and withdrawal, including 
buprenorphine dosing

For more information about buprenorphine prescribing 
resources, email dph.opioid@phila.gov.

ABOUT  
BUPRENORPHINE

TRAINING

• Follows “half-and-half” format: four hours of live instruction and   
 four hours of online self-study 

• �Fulfills�training�requirement�for�providers�to�treat�more�than�30�
patients with buprenorphine in their practice at a time. 

• Occurs approximately monthly

• Can be held at your institution for groups of at least 20 prescribers

MENTORSHIP

•  Matches new or inexperienced prescribers with experienced 
buprenorphine prescribers (mentors) 

•  Is available to any Philadelphia physician, NP or PA who recently 
received a waiver to prescribe buprenorphine, or has previously 
received a waiver but never or rarely prescribed buprenorphine

• Occurs via in-person meetings, telephone, email and   
    videoconference

TECHNICAL ASSISTANCE

•  Supports the implementation of buprenorphine into practices of 
any size (including hospitals, clinics and community-based settings)

• 

EDUCATIONAL MATERIALS

• Educational pamphlets and posters for patients, available in  
 multiple languages

• Educational materials for providers

Philadelphia Department of Public Health

Materials adapted with permission from the NYC Department of Health and Mental HygieneMaterials adapted with permission from the NYC Department of Health and Mental Hygiene



 

C  I  T  Y    O  F    P  H  I  L  A  D  E  L  P  H  I  A  
 
DEPARTMENT OF PUBLIC HEALTH    
1101 Market Street, Suite 1320      
Philadelphia, PA  19107         
Tel: (215) 686-5200     
Fax: (215) 686-5212      

July 2021 
 
Dear Colleague: 
 
In 2020, there were 1,214 drug overdose deaths in Philadelphia. We can prevent these deaths. As part of the city’s 
opioid overdose prevention initiative, the Philadelphia Health Department works with health care providers and 
communities to expand access to buprenorphine to treat opioid use disorder (OUD). 
 
Buprenorphine decreases overdose deaths, reduces drug use, prevents relapse, and enables patients to reengage 
in employment, school and family relationships. Like other medications for chronic health conditions, 
buprenorphine can be integrated into primary care and can help your patients lead healthier lives. Despite these 
benefits, not enough patients know about or use buprenorphine; many Philadelphians with OUD who could 
benefit from buprenorphine do not receive it. As a Philadelphia health care provider, you can change this by 
offering buprenorphine to your patients with OUD. 
 
Make these changes to help improve the health of your patients and the city: 

• Educate patients about buprenorphine and that it is one of the most effective treatments for OUD. 
• Obtain your waiver to prescribe buprenorphine to up to 30 patients. 
• Prescribe buprenorphine to patients to decrease overdose risk and improve quality of life. 
• If already prescribing, increase the number of patients with OUD you treat with buprenorphine to expand 

treatment access in Philadelphia. 
• Utilize mentorship program and 24/7 consultation line to use your waiver and prescribe buprenorphine 

 
This Buprenorphine Action Kit includes clinical tools and resources for you and educational materials for your 
patients. To access the materials online and share with others, visit https://bit.ly/BupeSavesLives 
 
Thank you for your dedication to the health of Philadelphians and for your partnership in reversing this epidemic. 
 
Sincerely, 
 
 
 
Jeffrey Hom, MD, MPH 
Medical Director, Division of Substance Use Prevention and Harm Reduction  
Philadelphia Department of Public Health 
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Unintentional Drug Overdose Fatalities in 

Philadelphia, 2020 

In Philadelphia, PA, unintentional drug overdoses contribute to significant premature 

mortality. In 2020, there were 1,214 drug overdoses in Philadelphia, an increase of 9% 

and 6% from 2018 and 2019, respectively. Eighty-six percent of overdose fatalities 

involve opioids, a class of drugs that include pharmaceutical opioids, heroin, and 

fentanyl, a strong synthetic opioid that is the main driver of fatal overdoses.  While 

fentanyl was involved in less than 10% of drug overdose deaths in Philadelphia in 

2010, it was involved in 81% of all drug overdose deaths in 2020. 

 

Prior to 2020, unintentional overdose deaths were highest among non-Hispanic White 

individuals. However, in 2020 the number of overdoses among non-Hispanic Black 

individuals increased 29% while the number of overdoses among non-Hispanic White 

individuals decreased 10%. The shift in demographics first occurred in the second 

quarter of 2020. 

 

This issue of CHART summarizes trends in unintentional drug overdose fatalities 

through 2020.  The COVID-19 pandemic, and its impact on drugs trends, access to 

drug treatment, and harm reduction services should be considered when examining 

the number of fatal overdoses from 2020. All data shown are from the Philadelphia 

Medical Examiner’s Office.  

KEY TAKEAWAYS 

In 2020, there were 1,214 

unintentional drug overdose 

deaths in Philadelphia 

Fentanyl is increasingly 

present in all drug-related 

deaths, including those 

involving pharmaceutical 

opioids, methamphetamine, 

and PCP 

Deaths among non-Hispanic 

Black individuals increased 

while deaths among non-

Hispanic White individuals 

declined 
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Unintentional drug 

overdose deaths 

increased by 6% 

from 2019 to 2020  

 

• In 2020, 1,214 people died of an unintentional drug overdose. This 

represents a 9% and 6% increase in fatal drug overdoses from 2018 and 

2019, respectively.  

• Opioids, both with and without stimulants, were detected in 86% of 

deaths in 2020, representing an 8% increase from 2019. 

• Stimulants such as cocaine and methamphetamine were detected in 60% 

of overdose deaths, increasing 2% from 2019. While stimulant-only 

deaths decreased 10% from 2019, those involving stimulants and opioids 

together increased 6%, accounting for 48% of the 2020 overdose deaths. 

 

81% of 2020 

overdose deaths 

involved fentanyl  

 

 

• From 2019 to 2020, the number of deaths involving fentanyl and 

pharmaceutical opioids increased while the number of deaths involving 

heroin and cocaine decreased. 

• During the same time period, the number of deaths involving 

methamphetamine and PCP increased 64% and 180%, respectively.  

 



  

 

Philadelphia Department of Public Health | June 2021 

  

Over time, fentanyl 

has been detected in 

a greater proportion 

of drug overdose 

deaths  

 

• In 2020, fentanyl was detected in 979 of all unintentional drug deaths. This 

represents a 12% increase in fentanyl-involved deaths from 2019 to 2020.  

• In 2020, 81% of all drug deaths, 94% of all opioid-related drug deaths, and 

77% of all stimulant-related drug deaths also involved fentanyl.

Fentanyl is 

increasingly being 

detected in drug 

deaths involving 

other specific drugs  

 

 

 

• In 2020, fentanyl was detected in 94% of drug overdoses involving heroin, 

84% of drug overdoses involving a pharmaceutical opioid, and 76% of drug 

overdoses involving cocaine. 

• The presence of fentanyl increased to 83% and 75% in methamphetamine- 

and PCP-involved deaths, respectively. This is likely the primary reason for 

the rise in overdoses involving these drugs. 

 

 



  

 

Philadelphia Department of Public Health | June 2021 

 

Overdose death 

rates increased 

among those who 

were aged 35 and 

older, male, and non-

Hispanic Black  
 

 

 

• In 2020, drug overdose rates were highest among those aged 55-64 years 

old, male, and Hispanic. 

• From 2019 to 2020, drug overdose rates increased among those aged 35 

and older and decreased among those aged less than 35. 

• Rates of overdose deaths increased 26% among males and were similar 

among females from 2019 to 2020.  

• Overdose rates increased 31% among non-Hispanic Black individuals and 

decreased 9% among non-Hispanic White individuals. Rates among Hispanic 

individuals were similar from 2019 to 2020.

 

Racial and ethnic 

disparities exist in 

drug deaths by drugs 

involved  
 

 

 

 

 

 

 

 

 

 

• Deaths involving opioids with and without the presence of stimulants 

have decreased among non-Hispanic White individuals and increased 

among non-Hispanic Black individuals.  

• Deaths involving stimulants alone primarily impact non-Hispanic Black 

individuals.  
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Overdose deaths 

occur throughout the 

city  

 

     

 

• The highest number of overdose deaths occurred in the 19134-zip code 

with 139 deaths; however, deaths in this zip code decreased by 22% from 

2019. 

• There were increases in drug overdose deaths throughout Southwest, 

West, and North Philadelphia zip codes.  

• From 2019, the greatest percent increases were seen in the zip codes 

19151 (116%), 19144 (106%), and 19123 (75%). 
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WHAT CAN BE DONE 

The Health Department is: 

• Coordinating a City-wide approach to reduce fatal overdoses among Black and Hispanic individuals, 

including: 

o soliciting input from and developing partnerships with groups serving these communities, 

o providing mini-grants to seven organizations primarily led by people of color to build harm 

reduction capacity and provide overdose prevention awareness among the populations they 

serve, 

o increasing street outreach in Black and Hispanic communities, and 

o launching an awareness campaign about the presence of fentanyl in the stimulant drug supply.  

• Increasing overdose prevention approaches by: 

o distributing naloxone, the opioid overdose reversal drug, to organizations serving at-risk populations, 

o educating the public on overdose recognition and naloxone, including through free virtual trainings, 

o distributing fentanyl test strips and education about the presence of fentanyl in non-opioid drugs 

(https://www.substanceusephilly.com/harmreduction), and  

o providing training on how to test drugs before using. 

• Increasing the availability of pharmacologic treatment for opioid addiction through primary care practices, 

specialized substance use treatment providers, and the Philadelphia jails. 

• Providing health care providers with training, mentorship, technical assistance, and a 24/7 clinical 

consultation line to treat patients with opioid use disorder and answer questions about substance use.  

• Supporting ‘warm handoffs’ to drug treatment from hospitals, jails, and the community. 

• Raising awareness and promoting guidelines about safer substance use during the COVID-19 pandemic. 

Health care providers should: 

• Prescribe opioid painkillers less often, in lower doses, and shorter duration, following PDPH guidelines. 

• Co-prescribe naloxone with prescription opioids and buprenorphine, as well as to patients receiving 

methadone and extended-release naltrexone. 

• Prescribe buprenorphine to opioid dependent patients or make referrals to substance use treatment 

providers. 

• Recognize and work to reduce the racial biases and stigma towards people who use drugs that exist in 

health care. 

• Educate patients who continue to use drugs to 1) test their drugs for the presence of fentanyl using 

fentanyl test strips and 2) carry naloxone, even if they use/prefer non-opioid drugs.  

• Refer patients who use stimulants, including cocaine and methamphetamine, to drug treatment programs.  

• Provide sterile syringes to patients who continue to inject drugs to reduce the spread of HIV and viral 

hepatitis.  

 

 
 

 

https://www.substanceusephilly.com/harmreduction
file:///C:/Users/kendra.viner/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/OSBSO8BT/PDPH%20guidelines
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WHAT CAN BE DONE 

People can: 

• Avoid taking opioids that are not prescribed for them and ask medical providers who prescribe opioids for 

pain about alternative, safer forms of pain control.  

• Avoid using illicit drugs such as heroin, fentanyl, and cocaine, which are extremely dangerous. 

• Seek buprenorphine or methadone treatment if dependent on opioids. 

• For those who continue to use illicit drugs, check the drugs for the presence of fentanyl using fentanyl test 

strips. Cocaine, methamphetamines, synthetic cannabinoids, and pills purchased on the street may contain 

fentanyl. 

• Obtain and get trained on how to use naloxone to prevent opioid overdose fatalities. Naloxone is available 

at pharmacies in Pennsylvania without a prescription under a standing order signed by the Pennsylvania 

Physician General.   

o The Philadelphia Department of Public Health regularly offers free, virtual naloxone trainings. 

Visit www.phillynaloxone.com to learn more and to register for a training.   

 

http://www.phillynaloxone.com/
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RESOURCES

For Citywide data related to the opioid and substance use epidemic, visit 

https://www.substanceusephilly.com/ 

 

For resources for safer substance use during COVID-19: 

https://www.phila.gov/2020-04-16-resources-for-safer-substance-use-during-covid-19/  

 

For help on how to obtain and use naloxone:   

phillynaloxone.com 

 

For more information on Philadelphia’s response to the opioid crisis: 

https://www.phila.gov/programs/combating-the-opioid-epidemic/ 

For information on how to access treatment: 

https://dbhids.org/addiction-services/ 

 

For harm reduction resources including syringe exchange:  

https://ppponline.org/

 

 

Suggested citation:  

Philadelphia Department of Public Health. Unintentional Drug Overdose Fatalities in Philadelphia, 2020.  

CHART 2021;6(5):1-8. 

 

 

 

 

 

 

 

Cheryl Bettigole, MD, MPH 

Acting Health Commissioner 

Philadelphia Department of Public Health 

1101 Market Street, 13th floor 

Philadelphia, PA 19107  

215-686-5200 

healthdept@phila.gov 

http://www.phila.gov/health 

@phlpublichealth 

 

All PDPH charts are available at 

http://www.phila.gov/health

 

https://www.phila.gov/programs/combating-the-opioid-epidemic/
https://www.phila.gov/2020-04-16-resources-for-safer-substance-use-during-covid-19/
file://///city.phila.local/shares/Health/HCO/Opioids/Epidemiology/CHART%20Reports/2019%20Deaths/phillynaloxone.com
https://www.phila.gov/programs/combating-the-opioid-epidemic/
https://dbhids.org/addiction-services/
https://ppponline.org/
mailto:healthdept@phila.gov
http://www.phila.gov/health
http://www.phila.gov/health
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Medication Assisted Treatment among Medicaid 
Beneficiaries in Philadelphia 

Medication assisted treatment (MAT) is an effective evidence-based strategy to treat opioid use disorder 

(OUD) and prevent overdose.1 Currently, there are three FDA-approved medications to treat OUD, which 

include methadone, buprenorphine, and naltrexone. Methadone is dispensed daily in specialty 

regulated clinics.  It prevents withdrawal for those taking it, but it does not block the effect of other 

opioids.  Buprenorphine can be dispensed in office-based settings and blocks the effects of other 

opioids while reducing risk of withdrawal.  The dosage form can be as a dissolving tablet, a cheek film, 

an implant under the skin, or a monthly injection.  Naltrexone is given as a monthly injection and blocks 

the effects of other opioids. This issue of CHART examines trends in MAT prescribing with a specific 

focus on buprenorphine among Medicaid beneficiaries with a primary diagnosis of OUD in Philadelphia 

between the ages of 18 and 64 years.   

• From January 2015 through June 2018, the number of Medicaid beneficiaries participating in any 

form of MAT has increased from approximately 4,000 to nearly 7,000 per quarter.   

• This rise is in part related to an increased number of people enrolled in Medicaid because of the 

Affordable Care Act.  However, the percentage of Medicaid beneficiaries with OUD getting MAT has 

also increased, from 65% in the first quarter of 2015 to 70% in the second quarter of 2018. 

The number of Medicaid beneficiaries participating in MAT is increasing 
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Most of the increase is in use of buprenorphine 

Medicaid beneficiaries participating in buprenorphine treatment are diverse 

• Medicaid beneficiaries with a primary diagnosis of OUD receiving buprenorphine prescriptions 

ranged in age, included both men and women, and people of all racial/ethnic groups. 

• The number of Medicaid beneficiaries receiving buprenorphine increased eight-fold, from fewer than 

350 in the first quarter of 2015 to more than 2,800 in the second quarter of 2018.    

• During the same time, the percentage of beneficiaries with OUD receiving buprenorphine increased 

from 6% to 29%. 
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Buprenorphine recipients live throughout Philadelphia 

Family medicine physicians and psychiatrists prescribe buprenorphine the 
most  

• Prescribers with a primary specialty of family medicine wrote the most buprenorphine 

prescriptions dispensed to Medicaid beneficiaries, followed by prescribers with a primary 

specialty of psychiatry. 

• While Medicaid beneficiaries in nearly every zip code received buprenorphine, the highest 

proportion lived in the Kensington ZIP codes of 19134 (16%) and 19124 (8%), the Upper North 

Philadelphia ZIP code of 19140 (6%) and the South Philadelphia ZIP code of 19148 (5%).   
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The City of Philadelphia is:  

• Expanding buprenorphine prescribing capacity throughout the city. 

• Providing technical assistance to providers who are interested in prescribing buprenorphine. 

• Providing treatment with buprenorphine to people in the Philadelphia jail system, with referrals to drug 

treatment programs when they are released.  
 

Health care providers can:  

• Recommend that individuals with opioid use disorder begin medication assisted treatment.  

• Receive training and obtain a waiver to prescribe buprenorphine in an outpatient setting.  

• Begin buprenorphine medication assisted treatment in hospital emergency departments. While a waiver is 

required for writing outpatient prescriptions, providers working in emergency departments do not need a 

waiver to administer buprenorphine daily for up to 3 days for the purpose of treating withdrawal and 

initiating treatment.    
 

People can:  

• Begin medication assisted treatment, if you are dependent on opioid pills, heroin, or fentanyl.  

• Encourage others who are dependent on opioids to seek medication assisted treatment and help them find 

treatment providers.  

 

What can be done 

• Information on medication assisted treatment: https://www.samhsa.gov/medication-assisted-treatment; 

www.dbhids.org/MAT 

• Drug treatment referrals and education: http://dbhids.org/addiction-services/ or 1-888-545-2600 

1. Carroll JJ, Green TC, Noonan RK.  Evidence-Based Strategies for Preventing Opioid Overdose:  What’s Working 

in the United States.  Atlanta, GA:  Centers for Disease Control and Prevention, National Center for Injury 

Prevention and Control.    https://www.cdc.gov/drugoverdose/pdf/pubs/2018-evidence-based-strategies.pdf 
 

This report was produced in collaboration with the Philadelphia Department of Behavioral Health and Intellectual 
disAbility Services.   

Preferred citation: Philadelphia Department of Public Health. Medication Assisted Treatment among Medicaid 

Beneficiaries in Philadelphia. CHART 2018;3(5):1-4. 

Resources 

Citations 

https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materials-resources/buprenorphine-waiver
https://www.samhsa.gov/medication-assisted-treatment
http://www.dbhids.org/MAT
http://dbhids.org/addiction-services/
https://www.cdc.gov/drugoverdose/pdf/pubs/2018-evidence-based-strategies.pdf


OFFER BUPRENORPHINE
TREATMENT.

YOU CAN PREVENT 
OVERDOSE 

IN YOUR PATIENTS.
Offer buprenorphine 

Prescribing buprenorphine is easier 
than you might think. Here’s what 
you need to know + free resources 
to help you get started.

For more information about buprenorphine 
in Philadelphia, visit https://dbhids.org/MAT  

4.19

Materials adapted with permission from the NYC Department of Health and Mental Materials adapted with permission from the NYC Department of Health and Mental 

HygieneHygiene



WHAT IS BUPRENORPHINE?

Buprenorphine is a partial opioid 
agonist used to treat opioid use 
disorder. Buprenorphine is effective: 
it reduces drug use and death from 
opioids, keeps patients in treatment, 
and improves various health and 
social outcomes. Buprenorphine can 
be prescribed in your practice, just 
like other medications you prescribe 
for chronic health conditions. Offer 
buprenorphine to give your patients 
access to life-saving treatment they 
might not otherwise receive.

FROM PRIMARY CARE PHYSICIANS 
WHO PRESCRIBE BUPRENORPHINE:

“  There are few areas of primary care 
where a week or two into treatment 
many patients report such dramatic 
changes in their lives.”

“  It’s amazing to see patients’ lives 
change in front of my own eyes. I’ve 
had several patients say things like they 
never dreamed they could go this long 
without using opioids.”

“  I have come to realize this is no 
different than the management of any 
chronic disease. It’s ideally suited for 
the primary care relationship.”

“  It’s empowering to have this tool and 
be able to truly help patients struggling 
with drug use.”

FAQ

Q: Who can prescribe buprenorphine?
A:  Any physician, nurse practitioner 

(NP) or physician assistant (PA) 
after obtaining a waiver. Once 
waivered, providers can treat up 
to 30 patients with buprenorphine. 
Additional training is required to 
treat more than 30 patients at a 
time.

Q:  How do I obtain my waiver to 
prescribe buprenorphine?

A:  Providers interested in prescribing 
buprenorphine must first submit 
a Notification of Intent (NOI) to 
SAMHSA. Instructions can be found 
here: https://www.samhsa.gov/
medication-assisted-treatment/
become-buprenorphine-waivered-
practitioner

Q:  How do I get trained to prescribe 
buprenorphine to more than 30 
patients?

A:  There are several options available 
to complete the required 
buprenorphine waiver training, 
including online (visit samhsa.gov 
and search for “buprenorphine 
training”). 

Q:  I didn’t learn about buprenorphine 
during my clinical training.  
Is it complicated?

A:  Prescribing buprenorphine for opioid 
use disorder is like treating many 
other chronic conditions that you 
routinely see in primary care. The 
Philadelphia Department of Public 
Health can also match you with an 
experienced prescriber for clinical 
mentorship and provide technical 
assistance to prepare you and your 
office staff. 

Q:  I am not sure I want to treat people 
who use drugs in my practice. 

A:  Individuals with opioid use disorder 
are likely already part of your 
practice. There are tens of thousands 
of Philadelphians who are believed to 
have this disorder and most do not 
receive the effective treatment they 
need. Buprenorphine treatment can 
prevent overdose and improve your 
patients’ lives



MYTHS AND FACTS  
ABOUT BUPRENORPHINE

MYTH FACT

1.  Prescribing buprenorphine for  
opioid use disorder (OUD) replaces 
one addiction for another.

OUD is a chronic condition and medication is the most effective way to prevent worsen-
ing symptoms and death.1 Taking daily medication to maintain health is not substance use 
disorder.2,3 

 2.  A commitment to abstinence will 
prevent opioid overdose more than 
buprenorphine will.

OUD is a chronic condition; relapse is common. Abstinence-based treatment reduces tol-
erance to opioids and is associated with substantial risk for relapse, overdose and death.4 
Buprenorphine limits or blocks the effects of illicit opioids, reducing overdose risk.5,6 

3.  Buprenorphine can be misused and, 
therefore, prescribers should strict-
ly control access.

Any medication can be misused. However, buprenorphine is not a drug of choice to get 
high because it limits feelings of euphoria and reward.5 Buprenorphine misuse is usually 
associated with self-treatment of withdrawal symptoms and lack of access to buprenor-
phine treatment.7,8

4.  Prescribing buprenorphine  
comes with more legal liability than 
prescribing other medications, or 
will make the Drug Enforcement 
Administration (DEA) target the  
prescriber or practice.

Like with all medications, protection against liability depends on good patient assess-
ment, provider education and documentation.5 

The DEA conducts routine, unannounced visits to verify that prescribers practice with-
in their patient limits authorized by the Substance Abuse and Mental Health Services 
Administration (SAMHSA) (the maximum number of active patients that prescribers can 
treat with buprenorphine at one time).  

5.  Starting to prescribe buprenorphine 
will lead to a large number of peo-
ple asking for prescriptions.

This has generally not been true of primary care practices supported by the Philadelphia 
Department of Public Health. The DEA limits the number of patients providers can treat 
with buprenorphine, but providers can choose within those limits how many people to 
treat. Providers can also decide the level of care they provide.

6.  A person must be completely  
abstinent and have a completely 
negative urine screen to receive 
buprenorphine.

People do not need to be completely abstinent to be treated with buprenorphine. People 
with OUD commonly use multiple drugs, often to maintain a consistent high or reduce 
withdrawals and cravings. Buprenorphine can stabilize this cycle, reducing the need for 
additional substances.9 

Imperfect abstinence does not eliminate buprenorphine treatment benefits.5 

7.  The ideal length of treatment with 
buprenorphine is six months or less. 
Treatment success means patients 
will become drug-free, including 
from buprenorphine and metha-
done.

Individuals should continue buprenorphine treatment as long as they continue to benefit. 
This can be for years or even a lifetime.5,10 Stopping medication for OUD treatment, even 
after long periods of treatment, can lead to relapse.5 Treatment success for someone with 
OUD is measured by improved quality of life, rather than being free of medications.11 

8.  Outpatient therapy or counseling 
is mandatory for clinical improve-
ment.

The Drug Addiction Treatment Act of 2000 (DATA 2000) mandates that buprenorphine 
prescribers must be able to refer patients for behavioral health services. Behavioral health 
support will benefit many patients, but it is not mandatory for the provider  
to refer all patients, or for patients to attend counseling. In rare cases, health  
insurance plans may require outpatient counseling for buprenorphine treatment.

9.  All Philadelphians have equal ac-
cess to treatment for OUD.

In Philadelphia, access to treatment for OUD is not equal by demographics or geographi-
cally. Together with the Health Department, you can help create equitable access to care 
and decrease existing treatment disparities by offering buprenorphine to all patients who 
may need it.

For more information about buprenorphine prescribing resources, visit 
https://dbhids.org/MAT.
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BUPRENORPHINE  
PRESCRIBING RESOURCES

•  Buprenorphine is a partial  
opioid agonist used to  
treat opioid use disorder.

• Buprenorphine reduces 
 opioid use and overdose  
 deaths, keeps patients 
 in treatment and 
`improves various health 
`and social outcomes. 

•  Buprenorphine can 
be prescribed in your 
practice, just like other 
medications prescribed 
for chronic health 
conditions. 

• Any physician, nurse  
 practitioner or physician  
 assistant can prescribe  
 buprenorphine after  
 obtaining a waiver.

BUPE

The Philadelphia Department of Public Health provides 
free resources to help health care providers implement 
buprenorphine in their practice.

The Health Department offers buprenorphine waiver training, 
clinical mentorship, technical assistance and educational materials.

Call the Opioid Assistance Resource (OAR) Line at 267-426-5900  
for 24/7 for clinical consultation support from medical professionals 
with expertise in managing opioid toxicity and withdrawal, including 
buprenorphine dosing

For more information about buprenorphine prescribing 
resources, email dph.opioid@phila.gov.

ABOUT  
BUPRENORPHINE

TRAINING

• Follows “half-and-half” format: four hours of live instruction and   
 four hours of online self-study 

• �Fulfills�training�requirement�for�providers�to�treat�more�than�30�
patients with buprenorphine in their practice at a time. 

• Occurs approximately monthly

• Can be held at your institution for groups of at least 20 prescribers

MENTORSHIP

•  Matches new or inexperienced prescribers with experienced 
buprenorphine prescribers (mentors) 

•  Is available to any Philadelphia physician, NP or PA who recently 
received a waiver to prescribe buprenorphine, or has previously 
received a waiver but never or rarely prescribed buprenorphine

• Occurs via in-person meetings, telephone, email and   
    videoconference

TECHNICAL ASSISTANCE

•  Supports the implementation of buprenorphine into practices of 
any size (including hospitals, clinics and community-based settings)

• 

EDUCATIONAL MATERIALS

• Educational pamphlets and posters for patients, available in  
 multiple languages

• Educational materials for providers

Philadelphia Department of Public Health

Materials adapted with permission from the NYC Department of Health and Mental HygieneMaterials adapted with permission from the NYC Department of Health and Mental Hygiene





Do you have a problem  
with prescription 
painkillers or heroin?

BUPRENORPHINE  
can help.

For support with problem drug use 
and for other resources, 

talk to your doctor or call 311.

For more information, visit  
https://dbhids.org/MAT or 

call 888-545-2600.

4.19
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CAN I SWITCH FROM METHADONE  
TO BUPE?

Yes, but talk to your doctor first to make sure 
you are on the right methadone dose  
before switching. 

HOW DO I GET BUPE?
Ask your doctor to prescribe bupe. Once you 
have a prescription, you can get bupe at a 
pharmacy and take it at home, just like other 
medications.

If your doctor does not prescribe bupe, call 
311, or go to samhsa.gov and search for 
“buprenorphine” to find other options for 
getting bupe.

HOW LONG DO I NEED TO  TAKE BUPE?

Everybody is different. Many people may 
benefit from long-term treatment; other 
people may need bupe for a shorter time.

WILL MY HEALTH INSURANCE PAY  
FOR BUPE?
Yes. Medicaid, Medicare and most other 
health plans pay for bupe. Check with your 
health plan to make sure bupe is on the list  
of approved drugs.

WHAT IS BUPRENORPHINE?
Buprenorphine (or “bupe”) is a medication  
that treats addiction to opioids, such  
as prescription painkillers (like Vicodin,  
Oxycontin or Percocet) and heroin.  
Suboxone is a common brand name  
for bupe.

DOES BUPE HAVE SIDE EFFECTS?
Side effects are different for different people. 
They are usually mild and may include 
constipation, nausea, headache and insomnia.

WHAT ELSE SHOULD I KNOW 
ABOUT STARTING BUPE?

•  Your doctor will explain that you must be 
in some withdrawal from opioids when 
starting bupe.

•  You should tell your doctor about any 
medications you are taking, since some 
can interact with bupe. 

•  You should tell your doctor if you are 
pregnant or breastfeeding.

•  Taking bupe is sometimes enough to 
help, but many people also benefit from 
counseling. Your doctor can help you 
decide whether counseling is right for you.

CAN BUPE CAUSE OVERDOSE?
It’s hard to overdose on bupe by taking too 
much. However, it is dangerous to mix bupe 
with alcohol, benzodiazepines (or “benzos”,  
like Valium, Xanax or Ativan), or other sedating 
drugs. Mixing bupe with these drugs increases 
your risk of overdose.

HOW DOES BUPE WORK?
Bupe stops withdrawal symptoms and 
cravings. This makes it easier for you to  
stop using or cut down, so you can focus  
on activities that are important to you. 



If you are uninsured, covered by Medicaid/CBH, or not sure of your insurance coverage, contact CBH Member Services at 1-888-545-
2600 24/7, 365 days/year to gain assistance with accessing publicly funded SUD treatment and services. 

In the event of a medical emergency, please call 911 and go to the nearest emergency room. 

Community Behavioral Health (CBH) is a behavioral 
health insurance company that pays for mental health 
and substance use services for everyone that is enrolled 
in Medicaid in Philadelphia. 

Other common Philadelphia insurers: 
Medicare:  1-800-MEDICARE (1-800-633-4227) 
Magellan Healthcare:  1-800-688-1911 
Behavioral Health Special Initiative (BHSI):  215-546-1200 

There are three levels of outpatient treatment: 
● Traditional outpatient (where you can meet with your therapist at least one time per week) 
● Intensive outpatient (where you can meet with your therapist at least three times per week)
● Partial hospitalization programs (where you meet with your therapist daily)

The goal of these programs is to help build coping skills when dealing with cravings. 

ACCESSING TREATMENT 

CALL CBH MEMBER SERVICES 

Call 1-888-545-2600 24/7 365 days/year for help in receiving services for a drug and/or 

alcohol addiction.  Substance use disorder is the repeated use of a substance and/or 

alcohol that does harm to your body and mind. 

WHAT TO EXPECT 

Treatment Begins with an Assessment: 
Before going into inpatient treatment, you will need an assessment.  An assessment is an in-depth interview led by a 
behavioral health professional.  The Pennsylvania Client Placement Criteria (PCPC) and American Society of Addiction 
Medicine (ASAM) are two examples of assessments that help professionals determine what kind of substance use services 
you may need.  

Residential and Hospital Treatment: 
If your assessment results show you would benefit from an inpatient hospital stay (also known as residential treatment), the 
behavioral health professionals you met with will contact your insurance to get approval and find a program that will meet 
your needs.  

Community Based and Outpatient Treatment: 
Many people can and do recover from substance use disorders with the support of an outpatient treatment program.   
Outpatient treatment is care that you can participate in without staying in a hospital or medical facility. During outpatient 
treatment you can visit a behavioral health professional to access the services and medication you may need. 



If you are uninsured, covered by Medicaid/CBH, or not sure of your insurance coverage, contact CBH Member Services at 1-888-545-
2600 24/7, 365 days/year to gain assistance with accessing publicly funded SUD treatment and services. 

In the event of a medical emergency, please call 911 and go to the nearest emergency room. 

NET Access Point 844-533-8200 or 215-408-4987 
499 North 5th Street, Suite B, Philadelphia, PA 19123 
www.netcenters.org 
Open 24 hours/day and 7 days/week. Offering Buprenorphine & Vivitrol Induction 

Crisis Response Centers 
Friends Hospital 4641 Roosevelt Blvd. (215) 831-2600 

Einstein Medical Center 5501 Old York Rd. (215) 951-8300 

Pennsylvania Hospital (Hall Mercer) 245 S. 8th St. (215) 829-5433 

Temple/Episcopal Hospital 100 E. Lehigh Ave. (215) 707-2577 

Philadelphia Children’s Crisis Response Center 
3300 Henry Ave. Falls Two Building, 3rd Floor (215) 878-2600 

Pathways to Recovery (PHMC) Partial Hospitalization 
2301 East Allegheny Avenue, Philadelphia, PA 19134 
215-731-2404 - English/Spanish. Buprenorphine & Vivitrol Induction

Nearest Substance Use Disorder Treatment Provider 
See attached list of community treatment programs 

WHERE TO GO FOR AN ASSESSMENT 

Gaudenzia
1306 Spring Garden, Philadelphia, PA 19123
267-315-6907 - Withdrawal Management & Buprenorphine Maintenance

http://www.netcenters.org/
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Provider & Contact Info MAT Additional Information
ADDICTION MEDICINE AND HEALTH ADVOCATES (AMHA) MMT induction IOP/OP 

 928 MARKET ST, 19107  (215) 923-4202  Spanish; Child care on site 

ASOCIACION PUERTORRIQUENOS EN MARCHA (APM) Buprenorphine induction IOP/OP; MH Tx on-site

4301 RISING SUN AVE, PHILA, 19140  (267) 296-7200 Spanish

CASA DE CONSEJERIA Y SALUD INTEGRAL Buprenorphine induction IOP

213 W ALLEGHENY AVE, 19140  (215) 634-3259

CHANCES- PHILA HEALTH MGMT CORP (PHMC) Buprenorphine induction OP/IOP

1200 CALLOWHILL ST, SUITE 102, 19123  (215) 825-8220

COMHAR Buprenorphine induction OP; MH Tx on-site

2055 E. ALLEGHENY AVE, 19134  (215) 427-5800 Spanish

2600 N AMERICAN ST, 19133  (215) 739-2669 Both locations registration: (267) 861-4382

THE CONSORTIUM MMT induction IOP/OP; MH Tx on-site 

451 S. UNIVERSITY AVE, 19104  (215) 596-8000 Vivitrol Spanish; Child care on site 

DREXEL MEDICINE CARING TOGETHER CLINIC Buprenorphine/Vivitrol OP

4700 WISSAHICKON AVE, 19144  (215) 967-2130 maintenance Females only, Child care on site

GAUDENZIA OUTREACH I Vivitrol IOP/OP; MH Tx on-site 

1306 SPRING GARDEN ST, 19123  (215) 238-2150 Spanish 

GAUDENZIA-DRC Vivitrol IOP/OP 

3200 HENRY AVE, 19129  (215) 991-9700   

GREATER PHILA ASIAN SOCIAL SERVICES CENTER Vivitrol IOP/OP; Spanish, Korean, Vietnamese

4943 N. 5TH ST, 19120  (215) 456-1662 Chinese, Cambodian

INTERIM HOUSE, INC. - PHMC Buprenorphine induction IOP/OP; MH Tx on-site  

333 W. UPSAL ST, 19139  (215) 849-4606 Vivitrol Spanish 

JEVS HUMAN SERVICES - ACT I MMT induction IOP/OP

5820 OLD YORK ROAD, 19141  (215) 276-8400  

JEVS HUMAN SERVICES - ACT II MMT induction IOP/OP

1745 N. 4TH ST, 19122  (215) 236-0100 Spanish

JOHN F. KENNEDY BEHAVIORAL HEALTH CENTER (JFK) OP; MH Tx on-site 

907 N. BROAD ST, 19123  (215) 235-5520 MMT induction  

112 N BROAD ST, 19102  (215) 556-0860 Vivitrol  

KENSINGTON HOSPITAL MMT induction OP

136 DIAMOND ST, 19122  (215) 426-8100  

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP; MH Tx on-site;  

5000 PARKSIDE AVE, 19131  (215) 879-6116 MMT induction & Vivitrol Walk-in: M-F 7a-5:30p; Sa 8a-1:30p; Su 8-11:30a

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP; MH Tx on-site;  

5429 GERMANTOWN AVE, 19144  (215) 754-0240 MMT induction & Vivitrol Walk-in Hours: 7a-5:30p

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP; MH Tx on-site;  

100 E LEHIGH AVE, 19125  (215) 634-2520 Vivitrol Walk-in Hours: M-F 8a-5p

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP;  

11082 KNIGHTS ROAD, 19154  (215) 632-9040 Vivitrol Walk-in: M-F 8a-5p 

NORTH PHILA HEALTH SYSTEM - GOLDMAN CLINIC MMT induction IOP/OP

801 W. GIRARD AVE, 19122  (215) 787-2000 Vivitrol Spanish

NET CENTERS Buprenorphine induction IOP/OP; MH Tx on-site 

499 N. 5TH ST, 19123  (215) 451-7100 Vivitrol  
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Provider & Contact Info MAT Additional Information
NET CENTERS Buprenorphine induction IOP/OP; MH Tx on-site;  

2205 BRIDGE ST, 19137  (215) 743-6150 MMT induction & Vivitrol Walk-in: M-W 7a-5p, Th 7-11a; F 7a-12p

NET CENTERS Buprenorphine induction IOP/OP; MH Tx on-site; Child care on site 

7520 STATE ROAD, 19136  (267) 348-3550 MMT induction & Vivitrol Walk-in hours

NET CENTERS Buprenorphine induction OP; Spanish; MH Tx 1st FL

4625 FRANKFORD AVE, 2ND FL, 19124  (267) 597-3920 Walk-in: M-F 9a-4p

PATHWAYS TO HOUSING* Buprenorphine induction Spanish

5201 OLD YORK ROAD, SUITE 108, 19141  (215) 390-1500 Vivitrol Housing Assistance

PATHWAYS TO RECOVERY (PHMC) Vivitrol & Buprenorphine Partial Hospital Program; MH Tx on-site 

2301 EAST ALLEGHENY AVE, 19134  (215) 731-2402 MMT clinic coordination Spanish

PENN MEDICINE MOTHERS MATTER PROGRAM* Buprenorphine induction Pregnant Women 

3400 SPRUCE ST, 1 WEST GATES, 19103  (267) 593-2969   

PENN OUTPATIENT (TOTAL RECOVERY) Vivitrol & Suboxone MAT, IOP/OP, Spanish

8220 CASTOR AVE, 19152  (215) 728-4600 Buprenorphine induction M-F: 8:30a - 4:30p; 2nd Floor

PEOPLE ACTING TO HELP (PATH) Buprenorphine induction OP

1200 CALLOWHILL ST, 1st Floor, 19123  (267) 398-0247 Vivitrol

PHMC CARE CLINIC MAT PROGRAM* Buprenorphine induction Health Care Center 

1200 CALLOWHILL ST, 1st Floor, 19123  (267) 398-0247 Vivitrol Spanish; PCP

PREVENTION POINT* Buprenorphine induction Harm Reduction Svcs 

2913-2915 KENSINGTON AVE, 19134  (215) 634-5272 Vivitrol Spanish

PROJECT HOME (STEPHEN KLEIN WELLNESS CENTER)* Buprenorphine induction

2144 CECIL B. MOORE AVE, 19121  (215) 320-6187 x5756 Vivitrol induction

SOAR CORP MMT induction IOP/OP

 9150 MARSHALL ST, SUITE 2, 19114  (215) 464-4450

THOMAS JEFFERSON UNIVERSITY FAMILY CENTER* MMT induction *MATER; IOP/OP; MH Tx on-site

1233 LOCUST ST, SUITE 201, 19107  (215) 955-8577 Bupe maintenance Females only, pregnancy, child care on site   

THOMAS JEFFERSON UNIVERSITY (NARP)* MMT induction IOP/OP; MH Tx on-site

1021 S 21ST ST, 19146  (215) 735-5979 Bupe maintenance Spanish

TEMPLE TWO PROGRAM* Buprenorphine induction Partners with the Wedge MC

3401 N BROAD ST, 19140  (215) 707-3008 OB- GYN Svcs 

WEDGE MEDICAL CENTER* Buprenorphine induction Partners with Temple TWO; Walk-in: M-W 2-3:30p

3609 N. BROAD ST, 19140  (215) 276-3922 Vivitrol Spanish; IOP/OP; MH Tx on-site 

WEDGE MEDICAL CENTER* Buprenorphine induction Partners with Temple TWO: Walk-in: M 2-3:30p

2009 S. BROAD ST, 19148  (215) 276-3922 Vivitrol IOP/OP; MH Tx on-site

WEDGE MEDICAL CENTER* Buprenorphine induction Partners with Temple TWO; IOP/OP  

4243 FRANKFORD AVE, 19124  (215) 276-3922 Vivitrol MH Tx on-site; Walk-in: T 2-3:30p

 Offering same-day inductions during walk-in hours 

*Center of Excellence 
Intensive Outpatient Program (IOP)            
Methadone Maintenance Treatment (MMT)            
Outpatient Program (OP)

David  T.  Jones
Commissioner
215-685-5400

Call 1-888-545-2600 to speak to a service 
representative and access treatment.
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Abstract

IMPORTANCE Although clinical trials demonstrate the superior effectiveness of medication for
opioid use disorder (MOUD) compared with nonpharmacologic treatment, national data on the
comparative effectiveness of real-world treatment pathways are lacking.

OBJECTIVE To examine associations between opioid use disorder (OUD) treatment pathways and
overdose and opioid-related acute care use as proxies for OUD recurrence.

DESIGN, SETTING, AND PARTICIPANTS This retrospective comparative effectiveness research
study assessed deidentified claims from the OptumLabs Data Warehouse from individuals aged 16
years or older with OUD and commercial or Medicare Advantage coverage. Opioid use disorder was
identified based on 1 or more inpatient or 2 or more outpatient claims for OUD diagnosis codes within
3 months of each other; 1 or more claims for OUD plus diagnosis codes for opioid-related overdose,
injection-related infection, or inpatient detoxification or residential services; or MOUD claims
between January 1, 2015, and September 30, 2017. Data analysis was performed from April 1, 2018,
to June 30, 2019.

EXPOSURES One of 6 mutually exclusive treatment pathways, including (1) no treatment, (2)
inpatient detoxification or residential services, (3) intensive behavioral health, (4) buprenorphine or
methadone, (5) naltrexone, and (6) nonintensive behavioral health.

MAIN OUTCOMES AND MEASURES Opioid-related overdose or serious acute care use during 3 and
12 months after initial treatment.

RESULTS A total of 40 885 individuals with OUD (mean [SD] age, 47.73 [17.25] years; 22 172 [54.2%]
male; 30 332 [74.2%] white) were identified. For OUD treatment, 24 258 (59.3%) received
nonintensive behavioral health, 6455 (15.8%) received inpatient detoxification or residential
services, 5123 (12.5%) received MOUD treatment with buprenorphine or methadone, 1970 (4.8%)
received intensive behavioral health, and 963 (2.4%) received MOUD treatment with naltrexone.
During 3-month follow-up, 707 participants (1.7%) experienced an overdose, and 773 (1.9%) had
serious opioid-related acute care use. Only treatment with buprenorphine or methadone was
associated with a reduced risk of overdose during 3-month (adjusted hazard ratio [AHR], 0.24; 95%
CI, 0.14-0.41) and 12-month (AHR, 0.41; 95% CI, 0.31-0.55) follow-up. Treatment with buprenorphine
or methadone was also associated with reduction in serious opioid-related acute care use during
3-month (AHR, 0.68; 95% CI, 0.47-0.99) and 12-month (AHR, 0.74; 95% CI, 0.58-0.95) follow-up.

(continued)

Key Points
Question What is the real-world

effectiveness of different treatment

pathways for opioid use disorder?

Findings In this comparative

effectiveness research study of 40 885

adults with opioid use disorder that

compared 6 different treatment

pathways, only treatment with

buprenorphine or methadone was

associated with reduced risk of

overdose and serious opioid-related

acute care use compared with no

treatment during 3 and 12 months of

follow-up.

Meaning Methadone and

buprenorphine were associated with

reduced overdose and opioid-related

morbidity compared with opioid

antagonist therapy, inpatient treatment,

or intensive outpatient behavioral

interventions and may be used as first-

line treatments for opioid use disorder.
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Abstract (continued)

CONCLUSIONS AND RELEVANCE Treatment with buprenorphine or methadone was associated
with reductions in overdose and serious opioid-related acute care use compared with other
treatments. Strategies to address the underuse of MOUD are needed.

JAMA Network Open. 2020;3(2):e1920622. doi:10.1001/jamanetworkopen.2019.20622

Introduction

The increasing burden of opioid use disorder (OUD) has resulted in increased opioid-related
morbidity and mortality, with 47 600 overdose deaths in 2017 alone.1-3 From 2002 to 2012,
hospitalization costs attributable to opioid-related overdose increased by more than $700 million
annually.4 Associated health complications, such as hepatitis C infection, HIV infection, and serious
injection-related infections, are also increasing.5-7 In addition, as rates of opioid-related death have
increased despite decreases in prescription opioid supply, there is an increasing recognition that
greater attention must be paid to improving access to effective OUD treatment.8,9

Medication for opioid use disorder (MOUD) is effective and improves mortality, treatment
retention, and remission, but most people with OUD remain untreated.10-15 Many parts of the United
States lack access to buprenorphine prescribers, and only a few addiction treatment programs offer
all forms of MOUD.16-18 This lack of access has resulted in a treatment gap of an estimated 1 million
people with OUD untreated with MOUD annually.19

Nationally representative, comparative effectiveness studies of MOUD compared with
nonpharmacologic treatment are limited. One prior study12 compared MOUD with psychosocial
treatments but was limited to a Massachusetts Medicaid population. Studies20-23 examining OUD
treatment among nationally representative populations have examined trends in MOUD initiation,
patterns of OUD treatment, and effectiveness of different types of MOUD at reducing overdose using
Medicaid and commercial claims data. However, none of those studies20-23 compared the
effectiveness of MOUD with nonpharmacologic treatments in a national sample. Despite better
access to medical care, only a few commercially insured patients are treated with MOUD, and
psychosocial-only treatments continue to be common, suggesting that greater understanding of the
comparative effectiveness of these different treatments is needed.21

In this study, we used a large, nationally representative database of commercially insured and
Medicare Advantage (MA) individuals to evaluate the effectiveness of MOUD compared with
nonpharmacologic treatment. This retrospective comparative effectiveness study was designed to
inform treatment decisions made by policy makers, insurers, practitioners, and patients.

Methods

We conducted a comparative effectiveness research study using the OptumLabs Data Warehouse,
which includes medical, behavioral health, and pharmacy claims for commercial and MA enrollees.24

The database represents a diverse mixture of ages, races/ethnicities, and geographic regions across
the United States. Our analysis used deidentified administrative claims data. The window for
identification of OUD for this study was January 1, 2015, to September 30, 2017. The study used
claims data from October 3, 2014, to December 31, 2017, to allow for a 90-day period to ensure a
nonopioid clean period and a minimum of 90 days of follow-up for all individuals with diagnosed
OUD. Data analysis was performed from April 1, 2018, to June 30, 2019. Because this study involved
analysis of preexisting, deidentified data, the Chesapeake Institutional Review Board deemed it
exempt from institutional review board approval. This study followed the International Society for
Pharmacoeconomics and Outcomes Research (ISPOR) reporting guideline.25
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Cohort Selection
We defined OUD as 1 or more inpatient or 2 or more outpatient claims for International Classification
of Diseases, Ninth Revision (ICD-9) or International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision (ICD-10) diagnosis codes for opioid dependence that occurred within
3 months of each other; 1 or more claims for diagnosis codes for opioid dependence, opioid use, or
opioid abuse plus diagnosis codes for an encounter related to opioid overdose or an injection-related
infection, opioid-related inpatient detoxification or residential services; or claims for MOUD or
detoxification (eFigure 1 in the Supplement). Cohort inclusion required presence of OUD and age of
16 years or older; commercial or MA medical, pharmacy, and behavioral coverage; and continuous
enrollment for 3 months before and after OUD treatment initiation date. For those in the no
treatment group, a treatment initiation index date was selected at random that matched the treated
groups (eAppendix 1 in the Supplement).

Treatment Pathways
We examined treatments received in the 3 months after OUD diagnosis during the first 90 days after
cohort entry to identify patterns of treatment (eFigure 2 in the Supplement). We categorized
individuals into 1 of 6 mutually exclusive pathway designations based on initial treatment: (1) no
treatment, (2) inpatient detoxification or residential services, (3) intensive behavioral health
(intensive outpatient or partial hospitalization), (4) buprenorphine or methadone, (5) naltrexone,
and (6) only nonintensive behavioral health (outpatient counseling) (eAppendix 2 in the
Supplement). In addition, we examined mean duration of MOUD treatment in days.

Classification of treatment pathways was informed by detailed exploration of the sequence of
treatment modalities provided to patients using medical and pharmacy claims (eFigure 3 in the
Supplement). For this study, consistent with an intent-to-treat design, patients were assigned to the
initial treatment received.

Outcomes
Our primary outcomes were overdose or serious opioid-related acute care use, defined as an
emergency department or hospitalization with a primary opioid diagnosis code. Overdose was
identified based on diagnosis codes from claims for health care encounters. These encounters may
include both fatal and nonfatal overdose (lack of mortality data preclude that determination). For
actively treated individuals, the index date was the date of first treatment. For untreated individuals,
the index date was set randomly based on the distribution of time to first treatment among actively
treated individuals. Risk for adverse outcomes started 1 day after the index date; however, because
the time sequence for adverse events that occurred during an initial inpatient treatment could not be
reliably established, risk of adverse outcomes started 1 day after inpatient discharge. Time to event
was calculated as (event date – index date + 1), which is consistent with an intent-to-treat analysis for
all treatment pathways. Individuals were censored at the earlier outcome, health plan disenrollment,
or 12 months. We selected overdose and opioid-related acute care use as negative clinical outcomes,
which likely indicate recurrence of OUD. These outcomes may underestimate the prevalence of OUD
recurrence because they represent severe consequences of ongoing use.

A secondary outcome was admission to inpatient detoxification or readmission for those who
initiated treatment with inpatient detoxification or residential services. All outcomes were evaluated
for 3 months and 12 months after treatment initiation. In the absence of an event, patients were
followed up until the earliest date of health plan disenrollment or end of the respective period.

Statistical Analysis
We used Cox proportional hazards regression models to estimate the hazard ratios (HRs) for primary
and secondary outcomes, adjusting for age, sex, race/ethnicity, insurance type, baseline cost rank,
mental health and medical comorbidities, and injection-related infections or overdose at study
inclusion. For medical comorbidities, we used a modified Elixhauser index that excluded mental
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health subcomponents because they were classified separately.26 All analyses were conducted using
an intent-to-treat approach that attributed patient outcomes to their initial treatment category. We
conducted a subanalysis of patients who received methadone or buprenorphine, stratifying by
duration of MOUD treatment as 1 to 30 days, 31 to 180 days, or more than 180 days.

For the secondary outcome of admission to inpatient detoxification, we conducted a
subanalysis in which patients in the no treatment and nonintensive behavioral health groups were
removed from the sample. These 2 treatment pathways were, by definition, required to not have any
treatment (no treatment group) or any treatment other than outpatient behavioral health treatment
(nonintensive behavioral health group) in the first 3 months of follow-up, which made them
systematically different from the other pathways evaluated for this outcome.

Analysis of survival for all outcomes was performed using unadjusted Kaplan-Meier curves and
adjusted Cox proportional hazards regression (PHREG procedure, SAS Enterprise Guide, version 7.13
[SAS Institute Inc]) under both 3-month and 12-month time windows to examine potential
survivorship bias and informative censoring. For the unadjusted analysis, the log-rank test is
reported; 95% Wald CIs are reported for the adjusted HRs (AHRs). The proportionality assumption
was assessed visually and tested by including treatment pathway as a time-dependent covariate in
the Cox proportional hazards regression model. Hazards appeared to be proportional during 3
months, but there was evidence of nonproportionality for the behavioral health outpatient pathway
during the 12-month time window.

Results

Cohort Characteristics
A total of 40 885 individuals with OUD (mean [SD] age, 47.73 [17.25] years; 22 172 [54.2%] male;
30 332 [74.2%] white) were identified. A total of 23 636 (57.8%) were commercially insured, and
17 249 (42.2%) were enrolled in MA plans. Of those with MA, 10 322 (25.2%) were younger than 65
years. Non–substance use disorder mental health comorbidities in the 3 months before the index
date were found in 10 942 individuals (45.1%) in the cohort. Depression (9733 [23.8%]) and anxiety
(10 704 [26.2%]) were most common (Table 1).

The most common treatment pathway was nonintensive behavioral health (24 258 [59.3%]),
followed by inpatient detoxification or residential services (6455 [15.8%]) and buprenorphine or
methadone (5123 [12.5%]). Not receiving any treatment was more common (2116 [5.2%]) than
naltrexone (963 [2.4%]) or intensive behavioral health (1970 [4.8%]). Mean (SD) length of stay in
inpatient detoxification or residential services was 7.47 (10.35) days. For the 5048 in that group who
had at least 6 months of continuous enrollment, mean (SD) length of stay was 7.56 (10.99) days. For
the 3098 in that group who had at least 12 months of continuous enrollment, mean (SD) length of
stay was 7.64 (12.24) days.

Maintaining continuous commercial health insurance was challenging in this cohort; 19 685
(48.1%) were disenrolled by 12 months after the index date. Individuals receiving nonintensive
behavioral health had the lowest disenrollment (11 037 [45.5%]), and those receiving MOUD
treatment with buprenorphine or methadone (2755 [53.8%]) and MOUD treatment with naltrexone
(520 [54.0%]) had the highest disenrollment rates. No differences were found between those who
maintained enrollment and those who were disenrolled with regard to race/ethnicity, comorbidities,
or markers of severity of OUD, including those with a history of an injection-related infection,
hepatitis C infection, or overdose. It was not possible to distinguish disenrollment attributable to
death from disenrollment for other reasons (eg, health insurance options offered by employers).
Details on demographic characteristics and comorbidities by treatment group for individuals who
were disenrolled are provided in the eTable in the Supplement.
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Recurrence Outcomes
During the 3-month follow-up period, 707 participants (1.7%) experienced an overdose, and 773
(1.9%) had a serious opioid-related acute care use episode. Only individuals receiving MOUD
treatment with buprenorphine or methadone were less likely to experience an overdose compared
with those receiving no treatment (AHR, 0.24; 95% CI, 0.14-0.41) (Table 2 and Figure 1A). Inpatient
detoxification or residential services (AHR, 0.82; 95% CI, 0.57-1.19), naltrexone (AHR, 0.59; 95% CI,
0.29-1.20), nonintensive behavioral health services (AHR, 0.92; 95% CI, 0.67-1.27), or intensive

Table 1. Patient Characteristicsa

Characteristic Total No Treatment

Inpatient
Detoxification or
Residential Services BH IOP

MOUD

BH Other
Buprenorphine or
Methadone Naltrexone

Total sample 40 885 (100) 2116 (5.2) 6455 (15.8) 1970 (4.8) 5123 (12.5) 963 (2.4) 24 258 (59.3)

Age, mean (SD), y 47.73 (17.25) 44.85 (18.66) 39.22 (15.38) 31.28 (12.19) 42.58 (13.93) 38.10 (14.01) 53.05 (16.36)

Follow-up duration,
mean (SD), d

293.2 (91.3) 285.0 (93.9) 284.3 (96.1) 291.1 (93.2) 281.8 (94.7) 282.5 (94.5) 299.3 (88.1)

Age group, y

16-25 5978 (14.6) 437 (20.7) 1837 (28.5) 948 (48.1) 578 (11.3) 247 (25.6) 1931 (8.0)

26-34 5350 (13.1) 354 (16.7) 1124 (17.4) 404 (20.5) 1194 (23.3) 197 (20.5) 2077 (8.6)

35-44 6070 (14.8) 332 (15.7) 1089 (16.9) 290 (14.7) 1172 (22.9) 206 (21.4) 2981 (12.3)

45-54 7208 (17.6) 300 (14.2) 1059 (16.4) 188 (9.5) 995 (19.4) 167 (17.3) 4499 (18.5)

54-64 8897 (21.8) 318 (15.0) 983 (15.2) 117 (5.9) 817 (15.9) 108 (11.2) 6554 (27)

≥65 7382 (18.1) 375 (17.7) 363 (5.6) 23 (1.2) 367 (7.2) 38 (3.9) 6216 (25.6)

Sex

Female 18 713 (45.8) 797 (37.7) 2482 (38.5) 662 (33.6) 1971 (38.5) 387 (40.2) 12 414 (51.2)

Male 22 172 (54.2) 1319 (62.3) 3973 (61.5) 1308 (66.4) 3152 (61.5) 576 (59.8) 11 844 (48.8)

Insurance type

Commercial 23 636 (57.8) 1299 (61.4) 5062 (78.4) 1889 (95.9) 3630 (70.9) 841 (87.3) 10 915 (45)

Medicare Advantage

Age <65 y 10 322 (25.2) 457 (21.6) 1067 (16.5) 63 (3.2) 1147 (22.4) 91 (9.4) 7497 (30.9)

Age ≥65 y 6927 (16.9) 360 (17.0) 326 (5.1) 18 (0.9) 346 (6.8) 31 (3.2) 5846 (24.1)

Race/ethnicity

White 30 332 (74.2) 1485 (70.2) 4976 (16.4) 1552 (78.8) 4044 (78.9) 791 (82.1) 17 484 (72.1)

Hispanic 3388 (8.3) 192 (9.1) 511 (15.1) 158 (8.0) 338 (6.6) 47 (4.9) 2142 (8.8)

Black 4991 (12.2) 317 (15.0) 628 (12.6) 161 (8.2) 468 (9.1) 68 (7.1) 3349 (13.8)

Other or unknown 2174 (5.3) 122 (5.8) 340 (15.6) 99 (5.0) 273 (5.3) 57 (5.9) 1283 (5.3)

Elixhauser index
score excluding
mental health,
mean (SD)

1.75 (2.35) 1.25 (2.15) 1.00 (1.67) 0.51 (1.15) 0.88 (1.49) 0.94 (1.41) 2.30 (2.60)

Any mental health
diagnosis

18 218 (44.6) 585 (27.6) 3078 (47.7) 933 (47.4) 2060 (40.2) 620 (64.4) 10 942 (45.1)

Depression 9733 (23.8) 270 (12.8) 1670 (25.9) 552 (28.0) 965 (18.8) 398 (41.3) 5878 (24.2)

Anxiety 10 704 (26.2) 274 (12.9) 1921 (29.8) 554 (28.1) 1329 (25.9) 391 (40.6) 6235 (25.7)

ADHD 1774 (4.3) 33 (1.6) 402 (6.2) 159 (8.1) 272 (5.3) 77 (8.0) 831 (3.4)

PTSD 1462 (3.6) 41 (1.9) 245 (3.8) 104 (5.3) 153 (3.0) 69 (7.2) 850 (3.5)

Alcohol 4166 (10.2) 174 (8.2) 961 (14.9) 471 (23.9) 225 (4.4) 496 (51.5) 1839 (7.6)

Bipolar disorder 3138 (7.7) 102 (4.8) 556 (8.6) 183 (9.3) 290 (5.7) 146 (15.2) 1861 (7.7)

Psychosis 1526 (3.7) 76 (3.6) 268 (4.2) 76 (3.9) 87 (1.7) 40 (4.2) 979 (4)

IDU infection 5556 (13.6) 249 (11.8) 330 (5.1) 66 (3.4) 151 (2.9) 31 (3.2) 4729 (19.5)

Hepatitis C 2018 (4.9) 64 (3.0) 181 (2.8) <29 (<1.7) 121 (2.4) <11 (<1.1) 1623 (6.7)

Opioid overdose 2135 (5.2) 249 (11.8) 267 (4.1) 84 (4.3) 86 (1.7) 27 (2.8) 1422 (5.9)

Abbreviations: ADHD, attention-deficit/hyperactivity disorder; BH IOP, intensive
behavioral health (intensive outpatient or partial hospitalization); BH other, only
nonintensive behavioral health (outpatient counseling); IDU, injection drug use; MOUD,
medication for opioid use disorder; PTSD, posttraumatic stress disorder.

a Data are presented as number (percentage) of patients unless otherwise indicated.

JAMA Network Open | Substance Use and Addiction Comparative Effectiveness of Different Treatment Pathways for Opioid Use Disorder

JAMA Network Open. 2020;3(2):e1920622. doi:10.1001/jamanetworkopen.2019.20622 (Reprinted) February 5, 2020 5/12

Downloaded From: https://jamanetwork.com/ on 07/12/2021



behavioral health services (AHR, 0.81; 95% CI, 0.50-1.32) were not significantly associated with
overdose.

MOUD treatment with buprenorphine or methadone was also protective against serious opioid-
related acute care use during the 3-month follow-up period (AHR, 0.68; 95% CI, 0.47-0.99) (Table 2
and Figure 1B). Inpatient detoxification or residential services treatment, naltrexone, and intensive
behavioral health services were not significantly associated with serious opioid-related acute care
use during 3 months (inpatient detoxification or residential services: AHR, 1.05; 95% CI, 0.76-1.45;
naltrexone: AHR, 1.15; 95% CI, 0.69-1.92; intensive behavioral health: AHR, 0.84; 95% CI, 0.54-1.30).

Table 2. Adjusted Hazard Ratios for Overdose and Serious Opioid-Related Acute Care Use by Initial Treatment
Group Compared With No Treatmenta

Variable

Adjusted Hazard Ratio (95% CI)

3 Months 12 Months
Overdose

No treatment 1 [Reference] 1 [Reference]

Inpatient detoxification or residential services 0.82 (0.57-1.19) 1 (0.79-1.25)

BH IOP 0.81 (0.50-1.32) 0.75 (0.56-1.02)

MOUD treatment with buprenorphine or methadone 0.24 (0.14-0.41) 0.41 (0.31-0.55)

MOUD treatment with naltrexone 0.59 (0.29-1.20) 0.73 (0.48-1.11)

BH other 0.92 (0.67-1.27) 0.69 (0.56-0.85)

ED or inpatient stay

No treatment 1 [Reference] 1 [Reference]

Inpatient detoxification or residential services 1.05 (0.76-1.45) 1.20 (0.96-1.50)

BH IOP 0.84 (0.54-1.30) 0.90 (0.67-1.20)

MOUD treatment with buprenorphine or methadone 0.68 (0.47-0.99) 0.74 (0.58-0.95)

MOUD treatment with naltrexone 1.15 (0.69-1.92) 1.07 (0.75-1.54)

BH other 0.59 (0.44-0.80) 0.60 (0.48-0.74)

Abbreviations: BH IOP, intensive behavioral health
(intensive outpatient or partial hospitalization); BH
other, only nonintensive behavioral health (outpatient
counseling); ED, emergency department; MOUD,
medication for opioid use disorder.
a The hazard ratios were adjusted for age, sex, race/

ethnicity, insurance type, baseline medical (modified
Elixhauser index score) and mental health
comorbidities (depression, anxiety, posttraumatic
stress disorder, and attention-deficit/hyperactivity
disorder), evidence of overdose or infections related
to intravenous drug use, and cost rank.

Figure 1. Probability of Opioid Overdose and Acute Care Use During the 3-Month Follow-up Period
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Nonintensive behavioral health services were associated with a reduction in serious opioid-related
acute care use (AHR, 0.59; 95% CI, 0.44-0.80). Receiving MOUD treatment with buprenorphine or
methadone continued to be protective against overdose (AHR, 0.41; 95% CI, 0.31-0.55) and serious
opioid-related acute care use (AHR, 0.74; 95% CI, 0.58-0.95) at 12 months.

Compared with MOUD treatment with buprenorphine or methadone, all treatment groups
were more likely to have a posttreatment admission to inpatient detoxification. Patients who
initiated treatment with inpatient detoxification or residential services were most likely to return
within 3 months (AHR, 3.76; 95% CI, 2.98-4.74) and 12 months (AHR, 3.48; 95% CI, 3.02-4.01).
However, treatment with naltrexone or intensive behavioral health services was also associated with
a higher risk of subsequent detoxification admission during the 3-month (naltrexone: AHR, 2.64;
95% CI, 1.84-3.78; intensive behavioral health: AHR, 2.19; 95% CI, 1.63-2.96) and 12-month
(naltrexone: AHR, 1.98; 95% CI, 1.55-2.52; intensive behavioral health: AHR, 2.08; 95% CI, 1.73-2.50) follow-
up periods.

MOUD Treatment Duration
Treatment duration for MOUD was relatively short. During 12 months, the mean (SD) treatment
duration for naltrexone was 74.41 (70.15) days and 149.65 (119.37) days for buprenorphine or
methadone. Individuals who received longer-duration MOUD treatment with buprenorphine or
methadone had lower rates of overdose (Figure 2A) or serious opioid-related acute care use
(Figure 2B).

At the end of 12 months, 1198 (3.6%) of those who received no MOUD had an overdose, and
1204 (3.6%) had serious opioid-related acute care use; 105 (6.4%) of those who received MOUD
treatment with buprenorphine or methadone for 1 to 30 days had an overdose, and 133 (8.2%) had
serious opioid-related acute care use; 101 (3.4%) of those who received MOUD treatment with
buprenorphine or methadone for 31 to 180 days had an overdose, and 148 (5.0%) had serious opioid-
related acute care use; and 28 (1.1%) of those who received MOUD treatment with buprenorphine
or methadone for more than 180 days had an overdose, and 69 (2.6%) had serious opioid-related
acute care use.

Figure 2. Probability of Opioid Overdose and Acute Care Use During the 12-Month Follow-up Period
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Discussion

In a national cohort of 40 885 insured individuals between 2015 and 2017, MOUD treatment with
buprenorphine or methadone was associated with a 76% reduction in overdose at 3 months and a
59% reduction in overdose at 12 months. To our knowledge, this was the largest cohort of
commercially insured or MA individuals with OUD studied in a real-world environment with complete
medical, pharmacy, and behavioral health administrative claims.

Treatment with buprenorphine or methadone was associated with a 32% relative rate of
reduction in serious opioid-related acute care use at 3 months and a 26% relative rate of reduction at
12 months compared with no treatment. In contrast, detoxification, intensive behavioral health, and
naltrexone treatment were not associated with reduced overdose or serious opioid-related acute
care use at 3 or 12 months.

Despite the known benefit of MOUD treatment with buprenorphine or methadone, only 12.5%
initiated these evidence-based treatments. Most individuals in this cohort initiated treatment with
psychosocial services alone or inpatient detoxification, both of which are less effective than MOUD. It
is possible that individuals accessed public sector treatments that were not captured in our data,
particularly for methadone, which was not covered by Medicare and may not have been covered
without co-payment for all commercial plans during this time. Low rates of MOUD use among an
insured population highlight the need for strategies to improve access to and coverage for MOUD
treatment.

Our results demonstrate the importance of treatment retention with MOUD. Individuals who
received methadone or buprenorphine for longer than 6 months experienced fewer overdose events
and serious opioid-related acute care use compared with those who received shorter durations of
treatment or no treatment. These findings are consistent with prior research11,15,27-29 demonstrating
high rates of recurrent opioid use if MOUD treatment is discontinued prematurely. Despite the
benefit of MOUD in our study, treatment duration was relatively short. Given the chronic nature of
OUD and the evidence that longer treatment duration may be associated with improved outcomes,
patient-centered MOUD treatment models explicitly focused on engagement and retention are
needed. Low-threshold treatment, which aims to reduce barriers to entry and is tailored to the needs
of high-risk populations,30 may be a strategy to improve retention; however, to our knowledge, no
rigorous studies have evaluated these models to date.31,32 In addition, patient-centered MOUD care,
which allows participants to determine the services they need rather than requirements, such as
mandatory counseling, are noninferior to traditional treatment.32

Numerous barriers limit sustained engagement in MOUD, including a lack of access to waivered
practitioners, high co-payments, prior authorization requirements, and other restrictions on use.
Previous studies33,34 have demonstrated that restrictions on use for MOUD are associated with
limited access and harm. Addiction treatment programs in states that require Medicaid prior
authorizations for buprenorphine are less likely to offer buprenorphine, and the more restrictions on
use in state Medicaid programs, the fewer treatment programs that offer buprenorphine.33 Requiring
prior authorization for higher doses of buprenorphine may also result in increased recurrence rates
among patients.34 Our finding that MOUD treatment with buprenorphine or methadone was
associated with lower overdose and serious opioid-related acute care use supports expanded
coverage of these medications without restrictions on use.

Our findings are also consistent with analyses showing that MOUD treatment with
buprenorphine or methadone is significantly associated with reduced overdose and recurrence of
opioid use compared with no treatment or non-MOUD treatment. A previous cohort study15 of
individuals in Massachusetts demonstrated a reduction in overdose-related mortality associated with
treatment with buprenorphine (AHR, 0.62; 95% CI, 0.41-0.92) or methadone (AHR, 0.41; 95% CI,
0.24-0.70), results that are similar to our finding of an AHR of 0.41 (95% CI, 0.31-0.55) for overdose
at 12 months for methadone or buprenorphine. A large meta-analysis11 examining mortality when
individuals were in or out of treatment with buprenorphine or methadone similarly showed
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decreased overdose mortality during treatment. A study12 examining proxies for recurrent OUD
among Massachusetts Medicaid enrollees found that treatment with buprenorphine or methadone
was associated with lower recurrence rates and costs. No studies, to our knowledge, have examined
the effect of different OUD treatment pathways on overdose and serious opioid-related acute care
use among a national sample of commercially insured and MA enrollees.

Our finding that MOUD treatment with naltrexone was not protective against overdose or
serious opioid-related acute care use is consistent with other studies15,35 that found naltrexone to be
less effective than MOUD treatment with buprenorphine. The mean (SD) treatment duration for
naltrexone in this cohort was longer than prior observational studies at 74.41 (70.15) days.

The findings that nonintensive behavioral health treatment was associated with a reduced risk
of overdose at 12 months but not 3 months and a reduced risk of opioid-related acute care use was
surprising. Although we attempted to control for differences among various treatment groups,
individuals referred to nonintensive behavioral health may represent a less complex patient
population than those who receive MOUD treatment or are referred to intensive behavioral health or
inpatient treatment.

Strengths and Limitations
Specifically, we identified a research question a priori that was meaningful, had clinical and policy
implications, and was concise and unambiguous. Our study design’s strengths are the large,
nationally representative sample and complete claims data, which allowed us to adequately identify
appropriate patients and interventions. In addition, we used a conservative definition of OUD and
of proxies for OUD recurrence to limit inclusion of individuals who did not have OUD or of outcomes
that did not represent clinically significant recurrence.

This study has limitations. The limitations of our study design include the lack of clinical
information in claims data or outcomes that occurred outside a health care encounter (eg, fatal
overdoses or active use without medical complication). As with any observational study, there is the
possibility that unmeasured patient characteristics were associated with treatment assignment and
outcomes, possibly biasing estimates of outcomes associated with MOUD treatment groups. It is also
possible that individuals selected for different treatments differed by characteristics that were also
associated with the outcomes. We were able to control for many patient characteristics, such as race/
ethnicity, sex, insurance type, and comorbidities, but selection bias is possible. Another limitation is
the degree of sample attrition during the 12-month follow-up period. However, we attempted to
assess potential bias from informative censoring in 2 ways.36 First, we compared the baseline
characteristics of censored and uncensored cases. These distributions were similar, suggesting that,
at least on the basis of observable characteristics, censored cases were not statistically different from
uncensored cases. Second, we examined the proportionality of HRs. Visual inspection of the HRs
indicated that they were proportional for the 3-month period but could not be assumed to be
proportional for the 12-month period. Another limitation is the risk of immortal time bias by requiring
3-month enrollment for inclusion; however, we believed it was important to require 3 months of
follow-up to adequately measure outcomes. In addition, assessment of community mortality with
claims data is characterized by high degrees of measurement error. Traditional instrumental variable
methods for addressing immortal time bias cannot be applied to survival models because of their
nonlinear functional form.

Conclusions

In a national sample of commercial insurance and MA enrollees with OUD, treatment with
buprenorphine or methadone was associated with reductions in overdose and serious opioid-related
acute care use, but only a few individuals were treated with these medications. These findings
suggest that opportunities exist for health plans to reduce restrictions on use for MOUD and the need
for treatment models that prioritize access to and retention of MOUD treatment.
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Screening for Unhealthy Drug Use in Adults and Adolescents

The US Preventive Services Task Force (USPSTF) has recently published recommendations
on screening for unhealthy drug use in adults and adolescents.

What Is Unhealthy Drug Use?
Unhealthy drug use refers to using illegal drugs or misusing prescrip-
tion medications or household products. Illegal drugs include co-
caine, heroin, and hallucinogens (such as LSD). Prescription medi-
cations include sedatives (such as benzodiazepines), opioids, and
stimulants. Household products include glues, solvents, and gaso-
line. Alcohol and tobacco are not considered drugs for the pur-
poses of this recommendation statement but are illegal for under-
age persons.

Drug use is linked to risk-taking behaviors that cause injury and
death, violence, unsafe sexual behaviors, and long-term mental
health problems. There is also a risk of death due to overdose. Treat-
ment for drug use disorders includes both medications as well as be-
havioral therapy and counseling.

How Is Screening for Unhealthy Drug Use Done?
Often, a primary care practitioner asks a simple yes/no question
about drug use during wellness visits. For the purposes of clinical
studies, more detailed questionnaires are used. Examples include
the BSTAD (Brief Screener for Tobacco, Alcohol, and Other Drugs),
ASSIST (Alcohol, Smoking and Substance Involvement Screening
Test), and TAPS (Tobacco, Alcohol, Prescription Medication, and
Other Substance Use). These questionnaires are not meant to di-
agnose a drug use disorder, and people who report unhealthy drug
use should be referred for further evaluation.

What Is the Population Under Consideration
for Screening for Unhealthy Drug Use?
This recommendation applies to adults aged 18 years or older and
adolescents aged 12 to 17 years who do not have a current diagno-
sis of any drug use disorders.

What Are the Potential Benefits and Harms of Screening
for Unhealthy Drug Use?
The potential benefit of screening for unhealthy drug use is reduc-
ing negative health, social, or legal outcomes related to drug use.
No studies have directly looked at the effects of screening on these
outcomes. For adults, there is adequate evidence that screening
questionnaires are able to accurately detect drug use disorders
and that treatment of these disorders with medications and/or
psychotherapy can reduce drug use as well as relapse. There are

little data available for adolescents. Potential harms include stigma
from being labeled a drug user as well as side effects from medica-
tions used to treat drug use disorders. For adolescents, there
is uncertainty about how some of these medications may affect
brain development.

How Strong Is the Recommendation to Screen
for Unhealthy Drug Use?
The USPSTF concludes with moderate certainty that screening for
unhealthy drug use in adults has moderate net benefit when ser-
vices for further care and treatment can be offered. For adoles-
cents, the balance of benefits and harms cannot be determined.
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Screening for Unhealthy Drug Use 
in Adults and Adolescents

Statement

Adults aged 18 years and older and adolescents 
aged 12 to 17 years who do not have a current diagnosis 
of any drug use disorders

For adolescents, the USPSTF concludes that the current 
evidence is insufficient to assess the balance of benefits 
and harms of screening for unhealthy drug use.

The USPSTF recommends screening by asking questions 
about unhealthy drug use in adults age 18 years or older 
when services for accurate diagnosis, effective treatment, 
and appropriate care can be offered or referred. 

USPSTF recommendation

Population

Unhealthy drug use can include illegal drugs, prescription medications, 
or household substances.   

FOR MORE INFORMATION

US Preventive Services Task Force
https://www.uspreventiveservicestaskforce.org/uspstf/
recommendation/drug-use-in-adolescents-and-adults-including-
pregnant-women-screening

To find this and other JAMA Patient Pages, go to the For Patients
collection at jamanetworkpatientpages.com.
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Caring for Ms. L.
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Caring for Ms. L.

Caring for Ms. L. — Overcoming My Fear of Treating Opioid 
Use Disorder
Audrey M. Provenzano, M.D., M.P.H.  

Ms. L. always showed up 10 
minutes early for her ap-

pointments, even though I always 
ran late. Her granddaughter would 
rest her cheek against Ms. L.’s 
chest, squishing one eye shut, 
and scroll through Ms. L.’s phone 
while they waited. After review-
ing her blood sugars, which Ms. L. 
recorded assiduously in a dog-
eared blue diary, we’d talk about 
smoking cessation. That was a 
work in progress. “There’s just 
nothing like a cigarette,” she’d 
sigh. “Don’t you ever start,” she’d 
admonish her granddaughter, kiss-
ing the top of her head.

One day, I knew some-
thing was wrong the moment 
I opened the door. Ms. L. was 
alone. Sweat dotted her lip 
and forehead. She closed her 
eyes and looked away, and 
tears fell onto her lap. “I need 
help,” she whispered, and it all 
came out: she had taken a few 
of the oxycodone pills pre-
scribed for her husband after 
a leg injury, then a few more 
from a friend. And like a 
swimmer pulled into the un-
dertow, she was dragged 
back into the cold, dark brine 
of addiction. I tried to hide my 
shock. I’d known she was in 
recovery from opioid use dis-
order (OUD), but it had simply 
never come up. She hadn’t 
used in decades.

“No one can know that I re-
lapsed,” she said. “If my kids find 
out, they won’t let me see my 
granddaughter.” She wanted to 
try buprenorphine and was frus-
trated to hear that I could not pre-

scribe it. “Why not?” Annoyed, 
she rocked in her chair. “I just 
want to feel normal again, and I 
know you. I don’t want to tell 
anyone else.”

I evaded her question: “I don’t 
have the right kind of license to 
prescribe it,” I said. “Let me refer 
you to a colleague.”

But my incomplete answer 
gnawed at me. In truth, the rea-
son I didn’t have a waiver to pre-
scribe buprenorphine was that I 
didn’t want one. As a new pri-
mary care physician, I spent every 
evening finishing notes and pre-
paring for the next day. Every 

Friday I left the office utterly de-
pleted, devoid of the energy or 
motivation it would take to spend 
a weekend clicking through the 
required online training.

But more than not wanting to 
take on the extra work of pre-

scribing a medication for OUD, 
I did not want to deal with pa-
tients who needed it. I knew that 
for some people with substance 
use disorders, the relationship 
with the drug can eclipse all other 
relationships, leading them to 
push away family, friends, and 
caregivers. I had witnessed pa-
tients waiting for prescriptions 
antagonize secretaries and nurses, 
seen patients try to manipulate 
toxicology screenings, and heard 
voices raised in exasperation at 
colleagues through thin clinic 
walls. Addiction, according to the 
American Society of Addiction 

Medicine, “is characterized 
by . . . impairment in be-
havioral control, craving, di-
minished recognition of sig-
nificant problems with one’s 
behaviors and interpersonal 
relationships, and a dysfunc-
tional emotional response.”1 
Already overwhelmed, I did 
not want to take on patients 
with needs that I did not 
know how to meet.

One of my colleagues 
started Ms. L. on buprenor-
phine treatment. When I 
saw her again for her diabe-
tes, a space had opened be-
tween us. Then she didn’t 
show up to her next appoint-
ment. I called her and sent a 
letter, but she didn’t show 

up to the next one either. 
Months passed, and then a year.

The night I found out that 
Ms. L. had died of an overdose, 
a heavy, wet snow was falling 
throughout the city, dampening 
the sound of traffic. In the quiet, 
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I was clicking through the usual 
computer screens, preparing for 
clinic in the morning. I saw Ms. 
L.’s name and stopped. I read the 
text twice, three times, and then 
again: “brought in by ambulance 
. . . unable to revive her.” At 
first I felt horror and revulsion at 
the thought of her lifeless body 
on a gurney. Then, profound sad-
ness. I thought about her hus-
band, her children, and especially 
her granddaughter. I wondered 
how silent their house must be 
that snowy night, without Ms. L.’s 
brassy laugh floating through the 
hallways.

But it was the shame that kept 
me awake, listening to the plows 
pass through the streets. This 
shame didn’t just burn red and 
hot in my face — it burrowed 
thick and leaden into my chest 
and stomach. What if I had treat-
ed her myself, instead of refer-
ring her? I don’t f latter myself 
that I could have provided her 
better care — I had complete 
confidence in my colleague. But 
Ms. L. and I had had a relation-
ship. She had trusted me. And I’d 
turned her away.

In the ensuing months, I 
earned my waiver to prescribe 
buprenorphine. I still harbored 
apprehensions about caring for 
patients with addiction, but I also 
knew that I could not turn away 
another Ms. L. I now care for a 
small panel of patients with OUD. 
It has not been easy, and I could 
not provide this care without the 
support of colleagues with exper-
tise in addiction and social work. 
I quickly grasped the pharmacol-
ogy of buprenorphine therapy, but 
learning how to manage other 
aspects of addiction care, partic-
ularly for patients in early recov-
ery, has been formidable.

One patient, Ms. J., has coex-
isting alcohol use disorder, chron-
ic pain, and severe anxiety. I have 
practiced harm reduction for years 
— maximizing oral therapies in 
a patient with diabetes who de-
clines to take insulin, for exam-
ple. But navigating the gray shades 
of harm reduction in caring for 
Ms. J., who uses alcohol on an 
almost daily basis and takes sev-
eral sedating psychiatric medica-
tions in addition to buprenor-
phine, is an entirely new calculus 
for me.

Beyond these difficult thera-
peutic questions, many of my pa-
tients with OUD have complex 
social needs. Before Ms. J., I had 
never cared for a patient whose 
visitation rights with her children 
were predicated on her continu-
ing therapy with me. A few of my 
patients have had difficulties fol-
lowing clinic guidelines; imple-
menting behavior contracts had 
not previously been a common 
part of my practice, and learning 
how to use them with kindness 
and respect remains challenging.

Colleagues with years of expe-
rience managing substance use 
often advocate: “Everyone should 
get waivered. OUD is a chronic 
disease just like any other — 
when a patient comes in with hy-
pertension, you don’t say, ‘Oh, I 
don’t treat that.’” This comparison 
does not capture the whole pic-
ture. Of course OUD is a chronic 
disease and should be managed 
in primary care as such. But it’s 
also true that patients with ad-
diction often have acute psycho-
social needs. OUD can utterly 
shatter a life; I have never seen 
hypertension have such an effect. 
If we do not recognize, name, 
and talk about the social issues 
that must be addressed when 

caring for patients with OUD, we 
do a disservice to both patients 
and caregivers and create a sig-
nificant barrier to more provid-
ers getting waivers. I know, be-
cause I was one of them. 
Everyone in primary care should 
get a waiver, but that is not 
enough. We must also advocate 
for team-based behavioral health 
and social work resources in every 
primary care setting to support 
patients and providers in manag-
ing all aspects of OUD, just as 
we have developed team-based 
protocols for managing hyper-
tension.

Caring for these patients has 
become the most meaningful part 
of my practice. Ms. J., who has 
tested my clinical judgment al-
most weekly, has also inspired me 
with her persistence and courage 
through a grueling recovery. Bu-
prenorphine has allowed her to 
feel “normal” — at least most 
days — and to focus on her sons. 
Providing some sense of normal-
cy for patients whose lives are 
roiled by overdose and estrange-
ment is the most profound thera-
peutic intervention I’ve engaged 
in as a caregiver. I did not know 
what Ms. L. meant all those years 
ago when she said that she only 
wished to feel normal again. I 
wish that I’d listened more closely. 
I wish that I had not been afraid.

Patients’ initials and identifying charac-
teristics have been changed to protect their 
privacy.

Disclosure forms provided by the author 
are available at NEJM.org.

From the MGH Chelsea Health Center, 
Chelsea, and Harvard Medical School, Bos-
ton — both in Massachusetts. 

1. Definition of addiction. Rockville, MD:  
American Society of Addiction Medicine, 
April 19, 2011 (https:/ / www .asam .org/  
resources/ definition-of-addiction).
DOI: 10.1056/NEJMp1715093
Copyright © 2018 Massachusetts Medical Society.Caring for Ms. L.
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Recent federal guideline changes have
made it easier for providers to prescribe
buprenoprhine. This preceptorship program
offers professional development tools to help X-
waivered providers treat opioid use disorder
(OUD):

The MOUD Provider Collaborative is offered
to X-waivered primary care providers who
want to learn from and network with their
peers. Most sessions offer a brief
presentation on timely issues led by local
practitioners followed by open discussion.
These are currently scheduled online for the
4th Thursday of the month from 8:00 am to
9:00 am.

A series to support primary care providers to
screen for and treat comorbidities associated
with substance use:

Health Federation of
Philadelphia

The Health Federation of Philadelphia in collaboration with the Philadelphia Department of Public Health offers a range
of free, CME accredited, virtual programs to help you treat patients who have substance use disorder:

Medications for Opioid Use Disorder (MOUD)

Preceptor Program

MOUD Provider Collaborative

12-Month Series: 

Treating and Understanding Health

Outcomes for People Who Use Drugs

Opioid Response Program

For more information, dates, and registration, 

please visit our website at

https://healthfederation.org/training/opioid-

epidemic-response-training 

 

Interactive didactic live virtual training
Practice telehealth session with a
standardized patient
Facilitated by experienced MOUD prescribers

Monthly case review discussions on
concurrent treatment of OUD and
comorbidities
Special programs on timely topics related to
substance use and infectious disease
treatment
Learn trauma informed best practices to
support compassionate primary care for
people who use drugs

https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training


Waiver trainings are offered periodically for MD/DOs, Nurse Practitioners, and Physician Assistants in
Pennsylvania to prescribe buprenorphine to patients for the treatment of opioid use disorder. AAAP is the
Data Sponsor for this waiver training. pcss@aaap.org in coordination with the Philadelphia Department of
Public Health and the Health Federation of Philadelphia.  Visit https://healthfederation.org/training/opioid-
epidemic-response-training or scan the above QR code for upcoming waiver training dates.

 
 
 
 Screen and identify patients with OUD and define evidence-based treatments.

Discuss the pharmacology of opioids as it relates to treatment of opioid use disorder (OUD) patients.
Describe the fundamentals of office-based opioid treatment including the treatment of the co-
morbid patient.
Explain the process of buprenorphine induction as well as stabilization and maintenance.
Discuss all FDA approved antagonist and agonist medications to treat OUD.
Discuss basic office protocols including medical record documentation and confidentiality.
Utilize evidence-based resources to ensure providers have the confidence to prescribe buprenorphine
for patients with OUD.
Recognize the importance of obtaining a waiver to begin treating patients with OUD.

 

 

Physician Designation Statement: 

American Academy of Addiction Psychiatry designates this live course for a maximum of 8 (eight) AMA PRA
Category 1 Credits™. Physicians should claim only the credit commensurate with the extent of their
participation in the activity.

Nursing Designation Statement: 

American Academy of Addiction Psychiatry is an approved provider of nursing continuing education through
AAAP’s Joint Accreditation provider # 4008192. This program is approved for up to 8 Nursing Contact Hours.

 

   PA Designation Statement:

American Academy of Addiction Psychiatry has been authorized by the American Academy of PAs (AAPA) to
award AAPA Category 1 CME credit for activities planned in accordance with AAPA CME Criteria. This activity
is designated for 8 AAPA Category 1 CME credits. PAs should only claim credit commensurate with the extent of
their participation. 

Joint Accreditation Statement: 

In support of improving patient care, this activity has been planned and implemented by the American
Academy of Addiction Psychiatry , Philadelphia Department of Public Health, and Health Federation of
Philadelphia. American Academy of Addiction Psychiatry is jointly accredited by the Accreditation Council for
Continuing Medical Education (ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the
American Nurses Credentialing Center (ANCC) to provide continuing education for the healthcare team.

“Funding for this initiative was made possible (in part) by grant no. 1H79TI081968 from SAMHSA. The views
expressed in written conference materials or publications and by speakers and moderators do not necessarily
reflect the official policies of the Department of Health and Human Services; nor does mention of trade names,
commercial practices, or organizations imply endorsement by the U.S. Government.”

 

8 Hour Live Online Waiver Training

At the conclusion of this activity participants should be able to: 

mailto:pcss@aaap.org
https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training
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HOW CAN BUPE IMPROVE MY HEALTH?
Bupe stops withdrawal symptoms and cravings. This makes it easier for you to  
stop using opioids, cut down opioid use and lower your risk of death.

DOES BUPE HAVE SIDE EFFECTS?
Not everyone experiences side effects, but bupe can cause constipation, nausea, 
headache or insomnia.

WILL MY HEALTH INSURANCE PAY FOR BUPE?
Medicaid, Medicare and most other health insurance plans pay for bupe. Check  
your health insurance plan to make sure bupe is on the list of approved drugs.

HOW DO I GET BUPE?
Ask your doctor to prescribe bupe. Once you have a prescription, you can get bupe 
at a pharmacy and take it at home, just like other medications.
If your doctor does not prescribe bupe, call 311, or go to nyc.gov/health and 
search for bupe treatment to find other options for getting bupe.

DOES YOUR OPIOID USE CAUSE PROBLEMS FOR YOU?  
BUPRENORPHINE (BUPE) COULD BE RIGHT FOR YOU.

ASK YOUR HEALTH CARE PROVIDER IF BUPE IS RIGHT FOR YOU.
Materials adapted with permission from the NYC Department of Health and Mental Hygiene

https://dbhids.org/MAT andFor more information about buprenorphine in Philadelphia, visit https://dhbids.org/MAT

Jeffrey Hom



Does your opioid use  
cause problems for you? 
(e.g., Percocet, Vicodin, OxyContin, heroin )
We offer bupe (buprenorphine),
a safe medication to treat opioid dependence.

WE CAN HELP. 
Ask your doctor or nurse  
for more information.
For more information, visit nyc.gov/nycwell, text WELL  
to 65173 or call 888-NYC-WELL (888-692-9355). 

(e.g. , Suboxone, Zubsolv, Bunavail)

Materials adapted with permission from the NYC Department 
of Health and Mental Hygiene

For more information about buprenorphine in Philadelphia, 
visit https://dbhids.org/MAT



BUPRENORPHINE 

FDA approved for Opioid Use Disorder treatment in an office-
based setting.
For those with tolerance to opioids as a result of OUD,
buprenorphine is often a safe choice. 
Buprenorphine acts as a partial mixed opioid agonist at the μ-
receptor and as an antagonist at the κ-receptor. It has a higher
affinity for the μ-receptor than other opioids, and it can
precipitate withdrawal symptoms in those actively using other
opioids.
It is dosed daily, has a long half-life, and prevents withdrawal in
opioid dependent patients.
Can be in tablet, sublingual film, or injectable formulations.
Many formulations contain naloxone to prevent injection
diversion. This formulation is the preferred treatment medication.
The buprenorphine only version is often used with pregnant
women to decrease potential fetal exposure to naloxone.
There is a “ceiling effect” in which further increases above 24mg in
dosage does not increase the effects on respiratory or
cardiovascular function. 
Buprenorphine should be part of a comprehensive management
program that includes psychosocial support. Treatment should
not be withheld in the absence of psychosocial support.
Overdose with buprenorphine in adults is less common, and most
likely occurs in individuals without tolerance, or who are using co-
occurring substances like alcohol or benzodiazepines.

QUICK START GUIDE

Important Points to
Review With the
Patient

Understand that
discontinuing
buprenorphine
increases risk of
overdose death upon
return to i l l icit
opioid use.  
Know that use of
alcohol or
benzodiazepines
with buprenorphine
increases the risk of
overdose and death.  
Understand the
importance of
informing providers
if  they become
pregnant.  
Tell  providers if  they
are having a
procedure that may
require pain
medication.  

Specifically discuss
safety concerns:

A patient history
Ensure that the assessment includes a medical
and psychiatric history, a substance use
history, and an evaluation of family and
psychosocial supports.
Access the patient’s prescription drug use
history through the state’s Prescription Drug
Monitoring Program (PDMP), where available, 

Your assessment should include:

Facts About Buprenorphine

BUPRENORPH INE

Checklist for Prescribing Medication

for the Treatment of Opioid Use Disorder

1

Assess the need for treatment
For persons diagnosed with an opioid use
disorder,* first determine the severity of
patient’s substance use disorder. Then identify
any underlying or co-occurring diseases or
conditions, the effect of opioid use on the
patient’s physical and psychological
functioning, and the outcomes of past
treatment episodes.

https://mha.ohio.gov/Portals/0/assets/ResearchersAndMedia/Combating%20Opiate%20Abuse/Pocket-Guide-for-MAT-SMA16-4892PG.pdf?ver=2018-11-29-104924-477


A physical examination that focuses on
physical findings related to addiction and
its complications.
Laboratory testing to assess recent opioid
use and to screen for use of other drugs.
Useful tests include a urine drug screen or
other toxicology screen, urine test for
alcohol (ethyl glucuronide), liver enzymes,
serum bilirubin, serum creatinine, as well
as tests for hepatitis B and C and HIV.
Providers should not delay treatment
initiation while awaiting lab results.

to detect unreported use of other
medications, such as sedative-hypnotics or
alcohol, that may interact adversely with
the treatment medications.

Educate the patient about how the medication
works and the associated risks and benefits;
obtain informed consent; and educate on
overdose prevention.

2

3

There is potential for relapse & overdose on
discontinuation of the medication. Patients
should be educated about the effects of using
opioids and other drugs while taking the
prescribed medication and the potential for
overdose if opioid use is resumed after tolerance
is lost.

Evaluate the need for medically managed
withdrawal from opioids
 Those starting buprenorphine must be in a state
of withdrawal.

4

Address co-occurring disorders 

5

All medications for the treatment of the opioid use
disorder may be prescribed as part of a
comprehensive individualized treatment plan that
includes counseling and other psychosocial
therapies, as well as social support through
participation in mutual-help programs.

Have an integrated treatment approach to meet
the substance use, medical and mental health, and
social needs of a patient.

Integrate pharmacologic and nonpharmacologic
therapies
 

6

Refer patients for higher levels of care, if
necessary 
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*See The Criteria from American Psychiatric Association (2013). Diagnostic
and Statistical Manual of Mental Disorders, Fifth Edition,. Washington, DC,
American Psychiatric Association, page 541.

Refer the patient for more intensive or specialized
services if office-based treatment with
buprenorphine or naltrexone is not effective, or the
clinician does not have the resources to meet a
particular patient’s needs. Providers can find
programs in their areas or throughout the United
States by using SAMHSA’s Behavioral Health
Treatment Services Locator at
www.findtreatment.samhsa.gov.

Induction Considerations

Long acting opioids,  such as methadone, require at least 48-72 hours since last use
before initiating buprenorphine.
Short acting opioids (for example,  heroin) require approximately 12 hours since last use
for sufficient withdrawal to occur in order to safely initiate treatment.  Some opioid such
as fentanyl may require greater than 12 hours.
Clinical presentation should guide this decision as individual presentations will  vary.

The dose of buprenorphine depends on the severity of withdrawal symptoms, and the
history of last opioid use (see flowchart in appendix for dosing advice) .

https://findtreatment.samhsa.gov/
https://docs.clinicaltools.com/pdf/Buppractice/PatientGuides/PATIENT-V5-Bup-07-InitiatingBupTreatment.pdf
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The risk with initiating
buprenorphine too soon is
that buprenorphine has a
very high affinity for the mu
receptor and will displace
any other opioid on the
receptor, thereby causing
precipitated opioid
withdrawal.

Precipitated withdrawal can occur due to
replacement of full opioid receptor
agonist (heroin, fentanyl, or morphine)
with a partial agonist that binds with a
higher affinity (Buprenorphine).
Symptoms are similar to opiate
withdrawal.
Avoid by ensuring adequate withdrawal
before induction (COWS > 12; Fentanyl
may require higher COWS score and
lower initial dosing), starting
Buprenorphine at a lower dose
(2.0mg/0.5 mg), and reassessing more
frequently.
Should precipitated withdrawal occur,
treatment includes:

Providing support and information to
the patient
Management of acute symptoms
Avoid the use of benzodiazepines
Encourage the patient to try induction
again soon

Buprenorphine Side Effects

Buprenorphine’s side effects may be
less intense than those of full
agonists.  Otherwise,  they resemble
those of other mu-opioid agonists.
Possible side effects include:  Oral
numbness,  constipation,  tongue pain,
oral  mucosal erythema, vomiting,
intoxication,  disturbance in attention,
palpitations,  insomnia,  opioid
withdrawal syndrome, sweating,  and
blurred vision
Buprenorphine FDA labels l ist  all
potential  side effects

Determine Withdrawal
 Objective withdrawal signs help establish physical dependence

Information on Precipitated Withdrawal
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Co-prescribing of overdose reversal agents
such as Naloxone is also recommended

https://www.accessdata.fda.gov/drugsatfda_docs/la%20bel/2019/020733s024lbl.pdf
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Maintenance Therapy

Check PDMP regularly to
ensure prescriptions are
fi l led,  and to check other
prescriptions.
Order urine drug testing
(UDT)  and consider
confirmatory testing for
unexpected results .  UDT
can facil itate open
communication to change
behavior.
Assess for readiness for
extended take-home
dosing

Goal = once-daily dosing,  no
withdrawal between doses.
Ideally ,  average dosing does
not exceed 16 mg/4 mg (See
flowchart in appendix)

Psychosocial Therapies

Although people often
focus on the role of
medications in MAT,
counseling and
behavioral therapies that
address psychological
and social  needs may also
be included in treatment.
To f ind treatment,  please
consult
www.findtreatment.gov.  

Diversion

Diversion is defined as the
unauthorized rerouting or
misappropriation of
prescription medication to
someone other than for
whom it was intended
(including sharing or sell ing
a prescribed medication);
misuse  includes taking
medication in a manner,  by
route or by dose,  other than
prescribed.

Early in treatment patients should be seen often, and
less frequently only when the provider determines
they are doing well.
Providers should inquire about safe and locked
storage of medications to avoid theft or inadvertent
use, especially by children. Patients must agree to safe
storage of their medication. Counsel patients about
acquiring locked devices and avoiding storage in parts
of the home frequented by visitors.
 Limit medication supply. Prescribe an appropriate
amount of medications until the next visit. Do not
routinely provide an additional supply “just in case.”
Use buprenorphine/naloxone combination products
when medically indicated. Reserve daily
buprenorphine monoproducts for pregnant patients
and/or patients who could not afford treatment if the
combination product were required.
Counsel patients on taking their medication as
instructed and not sharing medication.
Ensure that the patient understands the practice’s
treatment agreement and prescription policies.
Providers can utilize the sample treatment agreement
in SAMHSA’s TIP 63, Page 3-78. A treatment agreement
and other documentation are clear about policies
regarding number of doses in each prescription, refills,
and rules on “lost” prescriptions.
Directly observe ingestion randomly when diversion is
suspected.
Providers should order random urine drug testing to
check for other drugs and for metabolites of
buprenorphine. Providers should also consider
periodic point of care testing.
Doctors should schedule unannounced pill/film
counts. Periodically ask patients to bring in their
medication containers for a pill/film count.
Providers should make inquiries with the Prescription
Drug Monitoring program in their state to ensure that
prescriptions are filled appropriately and to detect
prescriptions from other providers.
Early in treatment, providers can ask the patient to
sign a release of information for a trusted community
support individual, such as a family member or
spouse, for the purpose of communicating treatment
concerns including diversion.

How can providers minimize diversion risk?
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

http://pcssnow.org/wp-content/uploads/2015/02/Buprenorphine-Waiver-Training-Advanced-Review-module-CME-7.3.41.pdf
https://findtreatment.gov/
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP20-02-01-006


What should I do if a patient diverts or misuses the medication?

 Misuse or diversion doesn’t mean automatic discharge from the practice. 
Document and describe the misuse and diversion incident. Also document the clinical thinking
that supports the clinical response, which should be aimed at minimizing future risk of diversion
while still supporting the use of MAT.
Strongly consider smaller supplies of medication and supervised dosing. 
Treatment structure may need to be altered, including more frequent appointments, supervised
administration, and increased psychosocial support. 
When directly observed doses in the office are not practical, short prescription time spans can
be considered. 
In situations where diversion is detected, open communication with the patient is critical.
Providers may consider injectable and implantable buprenorphine to reduce diversion, once
verified.
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Disclaimer: Nothing in this document constitutes an indirect or direct endorsement by the Substance Abuse and Mental Health
Services Administration (SAMHSA) or the U.S. Department of Health and Human Services (HHS) of any non-federal entity’s
products, services, or policies and any reference to a non-federal entity’s products, services, or policies should not be construed
as such. No official support of or endorsement by SAMHSA or HHS for the opinions, resources, and medications described is
intended to be or should be inferred. The information presented in this document should not be considered medical advice and
is not a substitute for individualized patient or client care and treatment decisions.
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Algorithm for In-Office Induction (for home induction prescriptions may be given) 

Initial Assessment

Day One (Induction)

Maintenance

Day Two

Important Considerations: Buprenorphine/Naloxone Dosing

 

Tablets/film may be split if
necessary
May take up to 10 min to
dissolve completely (no
talking, smoking, or
swallowing at this time)
Absorption better with
moistened mouth

samhsa.gov
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Do you have a problem  
with prescription 
painkillers or heroin?

BUPRENORPHINE  
can help.

For support with problem drug use 
and for other resources, 

talk to your doctor or call 311.

For more information, visit  
https://dbhids.org/MAT or 

call 888-545-2600.
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CAN I SWITCH FROM METHADONE  
TO BUPE?

Yes, but talk to your doctor first to make sure 
you are on the right methadone dose  
before switching. 

HOW DO I GET BUPE?
Ask your doctor to prescribe bupe. Once you 
have a prescription, you can get bupe at a 
pharmacy and take it at home, just like other 
medications.

If your doctor does not prescribe bupe, call 
311, or go to samhsa.gov and search for 
“buprenorphine” to find other options for 
getting bupe.

HOW LONG DO I NEED TO  TAKE BUPE?

Everybody is different. Many people may 
benefit from long-term treatment; other 
people may need bupe for a shorter time.

WILL MY HEALTH INSURANCE PAY  
FOR BUPE?
Yes. Medicaid, Medicare and most other 
health plans pay for bupe. Check with your 
health plan to make sure bupe is on the list  
of approved drugs.

WHAT IS BUPRENORPHINE?
Buprenorphine (or “bupe”) is a medication  
that treats addiction to opioids, such  
as prescription painkillers (like Vicodin,  
Oxycontin or Percocet) and heroin.  
Suboxone is a common brand name  
for bupe.

DOES BUPE HAVE SIDE EFFECTS?
Side effects are different for different people. 
They are usually mild and may include 
constipation, nausea, headache and insomnia.

WHAT ELSE SHOULD I KNOW 
ABOUT STARTING BUPE?

•  Your doctor will explain that you must be 
in some withdrawal from opioids when 
starting bupe.

•  You should tell your doctor about any 
medications you are taking, since some 
can interact with bupe. 

•  You should tell your doctor if you are 
pregnant or breastfeeding.

•  Taking bupe is sometimes enough to 
help, but many people also benefit from 
counseling. Your doctor can help you 
decide whether counseling is right for you.

CAN BUPE CAUSE OVERDOSE?
It’s hard to overdose on bupe by taking too 
much. However, it is dangerous to mix bupe 
with alcohol, benzodiazepines (or “benzos”,  
like Valium, Xanax or Ativan), or other sedating 
drugs. Mixing bupe with these drugs increases 
your risk of overdose.

HOW DOES BUPE WORK?
Bupe stops withdrawal symptoms and 
cravings. This makes it easier for you to  
stop using or cut down, so you can focus  
on activities that are important to you. 



If you are uninsured, covered by Medicaid/CBH, or not sure of your insurance coverage, contact CBH Member Services at 1-888-545-
2600 24/7, 365 days/year to gain assistance with accessing publicly funded SUD treatment and services. 

In the event of a medical emergency, please call 911 and go to the nearest emergency room. 

Community Behavioral Health (CBH) is a behavioral 
health insurance company that pays for mental health 
and substance use services for everyone that is enrolled 
in Medicaid in Philadelphia. 

Other common Philadelphia insurers: 
Medicare:  1-800-MEDICARE (1-800-633-4227) 
Magellan Healthcare:  1-800-688-1911 
Behavioral Health Special Initiative (BHSI):  215-546-1200 

There are three levels of outpatient treatment: 
● Traditional outpatient (where you can meet with your therapist at least one time per week) 
● Intensive outpatient (where you can meet with your therapist at least three times per week)
● Partial hospitalization programs (where you meet with your therapist daily)

The goal of these programs is to help build coping skills when dealing with cravings. 

ACCESSING TREATMENT 

CALL CBH MEMBER SERVICES 

Call 1-888-545-2600 24/7 365 days/year for help in receiving services for a drug and/or 

alcohol addiction.  Substance use disorder is the repeated use of a substance and/or 

alcohol that does harm to your body and mind. 

WHAT TO EXPECT 

Treatment Begins with an Assessment: 
Before going into inpatient treatment, you will need an assessment.  An assessment is an in-depth interview led by a 
behavioral health professional.  The Pennsylvania Client Placement Criteria (PCPC) and American Society of Addiction 
Medicine (ASAM) are two examples of assessments that help professionals determine what kind of substance use services 
you may need.  

Residential and Hospital Treatment: 
If your assessment results show you would benefit from an inpatient hospital stay (also known as residential treatment), the 
behavioral health professionals you met with will contact your insurance to get approval and find a program that will meet 
your needs.  

Community Based and Outpatient Treatment: 
Many people can and do recover from substance use disorders with the support of an outpatient treatment program.   
Outpatient treatment is care that you can participate in without staying in a hospital or medical facility. During outpatient 
treatment you can visit a behavioral health professional to access the services and medication you may need. 



If you are uninsured, covered by Medicaid/CBH, or not sure of your insurance coverage, contact CBH Member Services at 1-888-545-
2600 24/7, 365 days/year to gain assistance with accessing publicly funded SUD treatment and services. 

In the event of a medical emergency, please call 911 and go to the nearest emergency room. 

NET Access Point 844-533-8200 or 215-408-4987 
499 North 5th Street, Suite B, Philadelphia, PA 19123 
www.netcenters.org 
Open 24 hours/day and 7 days/week. Offering Buprenorphine & Vivitrol Induction 

Crisis Response Centers 
Friends Hospital 4641 Roosevelt Blvd. (215) 831-2600 

Einstein Medical Center 5501 Old York Rd. (215) 951-8300 

Pennsylvania Hospital (Hall Mercer) 245 S. 8th St. (215) 829-5433 

Temple/Episcopal Hospital 100 E. Lehigh Ave. (215) 707-2577 

Philadelphia Children’s Crisis Response Center 
3300 Henry Ave. Falls Two Building, 3rd Floor (215) 878-2600 

Pathways to Recovery (PHMC) Partial Hospitalization 
2301 East Allegheny Avenue, Philadelphia, PA 19134 
215-731-2404 - English/Spanish. Buprenorphine & Vivitrol Induction

Nearest Substance Use Disorder Treatment Provider 
See attached list of community treatment programs 

WHERE TO GO FOR AN ASSESSMENT 

Gaudenzia
1306 Spring Garden, Philadelphia, PA 19123
267-315-6907 - Withdrawal Management & Buprenorphine Maintenance

http://www.netcenters.org/
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Provider & Contact Info MAT Additional Information
ADDICTION MEDICINE AND HEALTH ADVOCATES (AMHA) MMT induction IOP/OP 

 928 MARKET ST, 19107  (215) 923-4202  Spanish; Child care on site 

ASOCIACION PUERTORRIQUENOS EN MARCHA (APM) Buprenorphine induction IOP/OP; MH Tx on-site

4301 RISING SUN AVE, PHILA, 19140  (267) 296-7200 Spanish

CASA DE CONSEJERIA Y SALUD INTEGRAL Buprenorphine induction IOP

213 W ALLEGHENY AVE, 19140  (215) 634-3259

CHANCES- PHILA HEALTH MGMT CORP (PHMC) Buprenorphine induction OP/IOP

1200 CALLOWHILL ST, SUITE 102, 19123  (215) 825-8220

COMHAR Buprenorphine induction OP; MH Tx on-site

2055 E. ALLEGHENY AVE, 19134  (215) 427-5800 Spanish

2600 N AMERICAN ST, 19133  (215) 739-2669 Both locations registration: (267) 861-4382

THE CONSORTIUM MMT induction IOP/OP; MH Tx on-site 

451 S. UNIVERSITY AVE, 19104  (215) 596-8000 Vivitrol Spanish; Child care on site 

DREXEL MEDICINE CARING TOGETHER CLINIC Buprenorphine/Vivitrol OP

4700 WISSAHICKON AVE, 19144  (215) 967-2130 maintenance Females only, Child care on site

GAUDENZIA OUTREACH I Vivitrol IOP/OP; MH Tx on-site 

1306 SPRING GARDEN ST, 19123  (215) 238-2150 Spanish 

GAUDENZIA-DRC Vivitrol IOP/OP 

3200 HENRY AVE, 19129  (215) 991-9700   

GREATER PHILA ASIAN SOCIAL SERVICES CENTER Vivitrol IOP/OP; Spanish, Korean, Vietnamese

4943 N. 5TH ST, 19120  (215) 456-1662 Chinese, Cambodian

INTERIM HOUSE, INC. - PHMC Buprenorphine induction IOP/OP; MH Tx on-site  

333 W. UPSAL ST, 19139  (215) 849-4606 Vivitrol Spanish 

JEVS HUMAN SERVICES - ACT I MMT induction IOP/OP

5820 OLD YORK ROAD, 19141  (215) 276-8400  

JEVS HUMAN SERVICES - ACT II MMT induction IOP/OP

1745 N. 4TH ST, 19122  (215) 236-0100 Spanish

JOHN F. KENNEDY BEHAVIORAL HEALTH CENTER (JFK) OP; MH Tx on-site 

907 N. BROAD ST, 19123  (215) 235-5520 MMT induction  

112 N BROAD ST, 19102  (215) 556-0860 Vivitrol  

KENSINGTON HOSPITAL MMT induction OP

136 DIAMOND ST, 19122  (215) 426-8100  

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP; MH Tx on-site;  

5000 PARKSIDE AVE, 19131  (215) 879-6116 MMT induction & Vivitrol Walk-in: M-F 7a-5:30p; Sa 8a-1:30p; Su 8-11:30a

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP; MH Tx on-site;  

5429 GERMANTOWN AVE, 19144  (215) 754-0240 MMT induction & Vivitrol Walk-in Hours: 7a-5:30p

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP; MH Tx on-site;  

100 E LEHIGH AVE, 19125  (215) 634-2520 Vivitrol Walk-in Hours: M-F 8a-5p

MERAKEY BEHAVIORAL HEALTH Buprenorphine induction IOP/OP;  

11082 KNIGHTS ROAD, 19154  (215) 632-9040 Vivitrol Walk-in: M-F 8a-5p 

NORTH PHILA HEALTH SYSTEM - GOLDMAN CLINIC MMT induction IOP/OP

801 W. GIRARD AVE, 19122  (215) 787-2000 Vivitrol Spanish

NET CENTERS Buprenorphine induction IOP/OP; MH Tx on-site 

499 N. 5TH ST, 19123  (215) 451-7100 Vivitrol  
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NET CENTERS Buprenorphine induction IOP/OP; MH Tx on-site;  

2205 BRIDGE ST, 19137  (215) 743-6150 MMT induction & Vivitrol Walk-in: M-W 7a-5p, Th 7-11a; F 7a-12p

NET CENTERS Buprenorphine induction IOP/OP; MH Tx on-site; Child care on site 

7520 STATE ROAD, 19136  (267) 348-3550 MMT induction & Vivitrol Walk-in hours

NET CENTERS Buprenorphine induction OP; Spanish; MH Tx 1st FL

4625 FRANKFORD AVE, 2ND FL, 19124  (267) 597-3920 Walk-in: M-F 9a-4p

PATHWAYS TO HOUSING* Buprenorphine induction Spanish

5201 OLD YORK ROAD, SUITE 108, 19141  (215) 390-1500 Vivitrol Housing Assistance

PATHWAYS TO RECOVERY (PHMC) Vivitrol & Buprenorphine Partial Hospital Program; MH Tx on-site 

2301 EAST ALLEGHENY AVE, 19134  (215) 731-2402 MMT clinic coordination Spanish

PENN MEDICINE MOTHERS MATTER PROGRAM* Buprenorphine induction Pregnant Women 

3400 SPRUCE ST, 1 WEST GATES, 19103  (267) 593-2969   

PENN OUTPATIENT (TOTAL RECOVERY) Vivitrol & Suboxone MAT, IOP/OP, Spanish

8220 CASTOR AVE, 19152  (215) 728-4600 Buprenorphine induction M-F: 8:30a - 4:30p; 2nd Floor

PEOPLE ACTING TO HELP (PATH) Buprenorphine induction OP

1200 CALLOWHILL ST, 1st Floor, 19123  (267) 398-0247 Vivitrol

PHMC CARE CLINIC MAT PROGRAM* Buprenorphine induction Health Care Center 

1200 CALLOWHILL ST, 1st Floor, 19123  (267) 398-0247 Vivitrol Spanish; PCP

PREVENTION POINT* Buprenorphine induction Harm Reduction Svcs 

2913-2915 KENSINGTON AVE, 19134  (215) 634-5272 Vivitrol Spanish

PROJECT HOME (STEPHEN KLEIN WELLNESS CENTER)* Buprenorphine induction

2144 CECIL B. MOORE AVE, 19121  (215) 320-6187 x5756 Vivitrol induction

SOAR CORP MMT induction IOP/OP

 9150 MARSHALL ST, SUITE 2, 19114  (215) 464-4450

THOMAS JEFFERSON UNIVERSITY FAMILY CENTER* MMT induction *MATER; IOP/OP; MH Tx on-site

1233 LOCUST ST, SUITE 201, 19107  (215) 955-8577 Bupe maintenance Females only, pregnancy, child care on site   

THOMAS JEFFERSON UNIVERSITY (NARP)* MMT induction IOP/OP; MH Tx on-site

1021 S 21ST ST, 19146  (215) 735-5979 Bupe maintenance Spanish

TEMPLE TWO PROGRAM* Buprenorphine induction Partners with the Wedge MC

3401 N BROAD ST, 19140  (215) 707-3008 OB- GYN Svcs 

WEDGE MEDICAL CENTER* Buprenorphine induction Partners with Temple TWO; Walk-in: M-W 2-3:30p

3609 N. BROAD ST, 19140  (215) 276-3922 Vivitrol Spanish; IOP/OP; MH Tx on-site 

WEDGE MEDICAL CENTER* Buprenorphine induction Partners with Temple TWO: Walk-in: M 2-3:30p

2009 S. BROAD ST, 19148  (215) 276-3922 Vivitrol IOP/OP; MH Tx on-site

WEDGE MEDICAL CENTER* Buprenorphine induction Partners with Temple TWO; IOP/OP  

4243 FRANKFORD AVE, 19124  (215) 276-3922 Vivitrol MH Tx on-site; Walk-in: T 2-3:30p

 Offering same-day inductions during walk-in hours 

*Center of Excellence 
Intensive Outpatient Program (IOP)            
Methadone Maintenance Treatment (MMT)            
Outpatient Program (OP)

David  T.  Jones
Commissioner
215-685-5400

Call 1-888-545-2600 to speak to a service 
representative and access treatment.
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Abstract

IMPORTANCE Although clinical trials demonstrate the superior effectiveness of medication for
opioid use disorder (MOUD) compared with nonpharmacologic treatment, national data on the
comparative effectiveness of real-world treatment pathways are lacking.

OBJECTIVE To examine associations between opioid use disorder (OUD) treatment pathways and
overdose and opioid-related acute care use as proxies for OUD recurrence.

DESIGN, SETTING, AND PARTICIPANTS This retrospective comparative effectiveness research
study assessed deidentified claims from the OptumLabs Data Warehouse from individuals aged 16
years or older with OUD and commercial or Medicare Advantage coverage. Opioid use disorder was
identified based on 1 or more inpatient or 2 or more outpatient claims for OUD diagnosis codes within
3 months of each other; 1 or more claims for OUD plus diagnosis codes for opioid-related overdose,
injection-related infection, or inpatient detoxification or residential services; or MOUD claims
between January 1, 2015, and September 30, 2017. Data analysis was performed from April 1, 2018,
to June 30, 2019.

EXPOSURES One of 6 mutually exclusive treatment pathways, including (1) no treatment, (2)
inpatient detoxification or residential services, (3) intensive behavioral health, (4) buprenorphine or
methadone, (5) naltrexone, and (6) nonintensive behavioral health.

MAIN OUTCOMES AND MEASURES Opioid-related overdose or serious acute care use during 3 and
12 months after initial treatment.

RESULTS A total of 40 885 individuals with OUD (mean [SD] age, 47.73 [17.25] years; 22 172 [54.2%]
male; 30 332 [74.2%] white) were identified. For OUD treatment, 24 258 (59.3%) received
nonintensive behavioral health, 6455 (15.8%) received inpatient detoxification or residential
services, 5123 (12.5%) received MOUD treatment with buprenorphine or methadone, 1970 (4.8%)
received intensive behavioral health, and 963 (2.4%) received MOUD treatment with naltrexone.
During 3-month follow-up, 707 participants (1.7%) experienced an overdose, and 773 (1.9%) had
serious opioid-related acute care use. Only treatment with buprenorphine or methadone was
associated with a reduced risk of overdose during 3-month (adjusted hazard ratio [AHR], 0.24; 95%
CI, 0.14-0.41) and 12-month (AHR, 0.41; 95% CI, 0.31-0.55) follow-up. Treatment with buprenorphine
or methadone was also associated with reduction in serious opioid-related acute care use during
3-month (AHR, 0.68; 95% CI, 0.47-0.99) and 12-month (AHR, 0.74; 95% CI, 0.58-0.95) follow-up.

(continued)

Key Points
Question What is the real-world

effectiveness of different treatment

pathways for opioid use disorder?

Findings In this comparative

effectiveness research study of 40 885

adults with opioid use disorder that

compared 6 different treatment

pathways, only treatment with

buprenorphine or methadone was

associated with reduced risk of

overdose and serious opioid-related

acute care use compared with no

treatment during 3 and 12 months of

follow-up.

Meaning Methadone and

buprenorphine were associated with

reduced overdose and opioid-related

morbidity compared with opioid

antagonist therapy, inpatient treatment,

or intensive outpatient behavioral

interventions and may be used as first-

line treatments for opioid use disorder.
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Abstract (continued)

CONCLUSIONS AND RELEVANCE Treatment with buprenorphine or methadone was associated
with reductions in overdose and serious opioid-related acute care use compared with other
treatments. Strategies to address the underuse of MOUD are needed.

JAMA Network Open. 2020;3(2):e1920622. doi:10.1001/jamanetworkopen.2019.20622

Introduction

The increasing burden of opioid use disorder (OUD) has resulted in increased opioid-related
morbidity and mortality, with 47 600 overdose deaths in 2017 alone.1-3 From 2002 to 2012,
hospitalization costs attributable to opioid-related overdose increased by more than $700 million
annually.4 Associated health complications, such as hepatitis C infection, HIV infection, and serious
injection-related infections, are also increasing.5-7 In addition, as rates of opioid-related death have
increased despite decreases in prescription opioid supply, there is an increasing recognition that
greater attention must be paid to improving access to effective OUD treatment.8,9

Medication for opioid use disorder (MOUD) is effective and improves mortality, treatment
retention, and remission, but most people with OUD remain untreated.10-15 Many parts of the United
States lack access to buprenorphine prescribers, and only a few addiction treatment programs offer
all forms of MOUD.16-18 This lack of access has resulted in a treatment gap of an estimated 1 million
people with OUD untreated with MOUD annually.19

Nationally representative, comparative effectiveness studies of MOUD compared with
nonpharmacologic treatment are limited. One prior study12 compared MOUD with psychosocial
treatments but was limited to a Massachusetts Medicaid population. Studies20-23 examining OUD
treatment among nationally representative populations have examined trends in MOUD initiation,
patterns of OUD treatment, and effectiveness of different types of MOUD at reducing overdose using
Medicaid and commercial claims data. However, none of those studies20-23 compared the
effectiveness of MOUD with nonpharmacologic treatments in a national sample. Despite better
access to medical care, only a few commercially insured patients are treated with MOUD, and
psychosocial-only treatments continue to be common, suggesting that greater understanding of the
comparative effectiveness of these different treatments is needed.21

In this study, we used a large, nationally representative database of commercially insured and
Medicare Advantage (MA) individuals to evaluate the effectiveness of MOUD compared with
nonpharmacologic treatment. This retrospective comparative effectiveness study was designed to
inform treatment decisions made by policy makers, insurers, practitioners, and patients.

Methods

We conducted a comparative effectiveness research study using the OptumLabs Data Warehouse,
which includes medical, behavioral health, and pharmacy claims for commercial and MA enrollees.24

The database represents a diverse mixture of ages, races/ethnicities, and geographic regions across
the United States. Our analysis used deidentified administrative claims data. The window for
identification of OUD for this study was January 1, 2015, to September 30, 2017. The study used
claims data from October 3, 2014, to December 31, 2017, to allow for a 90-day period to ensure a
nonopioid clean period and a minimum of 90 days of follow-up for all individuals with diagnosed
OUD. Data analysis was performed from April 1, 2018, to June 30, 2019. Because this study involved
analysis of preexisting, deidentified data, the Chesapeake Institutional Review Board deemed it
exempt from institutional review board approval. This study followed the International Society for
Pharmacoeconomics and Outcomes Research (ISPOR) reporting guideline.25
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Cohort Selection
We defined OUD as 1 or more inpatient or 2 or more outpatient claims for International Classification
of Diseases, Ninth Revision (ICD-9) or International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision (ICD-10) diagnosis codes for opioid dependence that occurred within
3 months of each other; 1 or more claims for diagnosis codes for opioid dependence, opioid use, or
opioid abuse plus diagnosis codes for an encounter related to opioid overdose or an injection-related
infection, opioid-related inpatient detoxification or residential services; or claims for MOUD or
detoxification (eFigure 1 in the Supplement). Cohort inclusion required presence of OUD and age of
16 years or older; commercial or MA medical, pharmacy, and behavioral coverage; and continuous
enrollment for 3 months before and after OUD treatment initiation date. For those in the no
treatment group, a treatment initiation index date was selected at random that matched the treated
groups (eAppendix 1 in the Supplement).

Treatment Pathways
We examined treatments received in the 3 months after OUD diagnosis during the first 90 days after
cohort entry to identify patterns of treatment (eFigure 2 in the Supplement). We categorized
individuals into 1 of 6 mutually exclusive pathway designations based on initial treatment: (1) no
treatment, (2) inpatient detoxification or residential services, (3) intensive behavioral health
(intensive outpatient or partial hospitalization), (4) buprenorphine or methadone, (5) naltrexone,
and (6) only nonintensive behavioral health (outpatient counseling) (eAppendix 2 in the
Supplement). In addition, we examined mean duration of MOUD treatment in days.

Classification of treatment pathways was informed by detailed exploration of the sequence of
treatment modalities provided to patients using medical and pharmacy claims (eFigure 3 in the
Supplement). For this study, consistent with an intent-to-treat design, patients were assigned to the
initial treatment received.

Outcomes
Our primary outcomes were overdose or serious opioid-related acute care use, defined as an
emergency department or hospitalization with a primary opioid diagnosis code. Overdose was
identified based on diagnosis codes from claims for health care encounters. These encounters may
include both fatal and nonfatal overdose (lack of mortality data preclude that determination). For
actively treated individuals, the index date was the date of first treatment. For untreated individuals,
the index date was set randomly based on the distribution of time to first treatment among actively
treated individuals. Risk for adverse outcomes started 1 day after the index date; however, because
the time sequence for adverse events that occurred during an initial inpatient treatment could not be
reliably established, risk of adverse outcomes started 1 day after inpatient discharge. Time to event
was calculated as (event date – index date + 1), which is consistent with an intent-to-treat analysis for
all treatment pathways. Individuals were censored at the earlier outcome, health plan disenrollment,
or 12 months. We selected overdose and opioid-related acute care use as negative clinical outcomes,
which likely indicate recurrence of OUD. These outcomes may underestimate the prevalence of OUD
recurrence because they represent severe consequences of ongoing use.

A secondary outcome was admission to inpatient detoxification or readmission for those who
initiated treatment with inpatient detoxification or residential services. All outcomes were evaluated
for 3 months and 12 months after treatment initiation. In the absence of an event, patients were
followed up until the earliest date of health plan disenrollment or end of the respective period.

Statistical Analysis
We used Cox proportional hazards regression models to estimate the hazard ratios (HRs) for primary
and secondary outcomes, adjusting for age, sex, race/ethnicity, insurance type, baseline cost rank,
mental health and medical comorbidities, and injection-related infections or overdose at study
inclusion. For medical comorbidities, we used a modified Elixhauser index that excluded mental
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health subcomponents because they were classified separately.26 All analyses were conducted using
an intent-to-treat approach that attributed patient outcomes to their initial treatment category. We
conducted a subanalysis of patients who received methadone or buprenorphine, stratifying by
duration of MOUD treatment as 1 to 30 days, 31 to 180 days, or more than 180 days.

For the secondary outcome of admission to inpatient detoxification, we conducted a
subanalysis in which patients in the no treatment and nonintensive behavioral health groups were
removed from the sample. These 2 treatment pathways were, by definition, required to not have any
treatment (no treatment group) or any treatment other than outpatient behavioral health treatment
(nonintensive behavioral health group) in the first 3 months of follow-up, which made them
systematically different from the other pathways evaluated for this outcome.

Analysis of survival for all outcomes was performed using unadjusted Kaplan-Meier curves and
adjusted Cox proportional hazards regression (PHREG procedure, SAS Enterprise Guide, version 7.13
[SAS Institute Inc]) under both 3-month and 12-month time windows to examine potential
survivorship bias and informative censoring. For the unadjusted analysis, the log-rank test is
reported; 95% Wald CIs are reported for the adjusted HRs (AHRs). The proportionality assumption
was assessed visually and tested by including treatment pathway as a time-dependent covariate in
the Cox proportional hazards regression model. Hazards appeared to be proportional during 3
months, but there was evidence of nonproportionality for the behavioral health outpatient pathway
during the 12-month time window.

Results

Cohort Characteristics
A total of 40 885 individuals with OUD (mean [SD] age, 47.73 [17.25] years; 22 172 [54.2%] male;
30 332 [74.2%] white) were identified. A total of 23 636 (57.8%) were commercially insured, and
17 249 (42.2%) were enrolled in MA plans. Of those with MA, 10 322 (25.2%) were younger than 65
years. Non–substance use disorder mental health comorbidities in the 3 months before the index
date were found in 10 942 individuals (45.1%) in the cohort. Depression (9733 [23.8%]) and anxiety
(10 704 [26.2%]) were most common (Table 1).

The most common treatment pathway was nonintensive behavioral health (24 258 [59.3%]),
followed by inpatient detoxification or residential services (6455 [15.8%]) and buprenorphine or
methadone (5123 [12.5%]). Not receiving any treatment was more common (2116 [5.2%]) than
naltrexone (963 [2.4%]) or intensive behavioral health (1970 [4.8%]). Mean (SD) length of stay in
inpatient detoxification or residential services was 7.47 (10.35) days. For the 5048 in that group who
had at least 6 months of continuous enrollment, mean (SD) length of stay was 7.56 (10.99) days. For
the 3098 in that group who had at least 12 months of continuous enrollment, mean (SD) length of
stay was 7.64 (12.24) days.

Maintaining continuous commercial health insurance was challenging in this cohort; 19 685
(48.1%) were disenrolled by 12 months after the index date. Individuals receiving nonintensive
behavioral health had the lowest disenrollment (11 037 [45.5%]), and those receiving MOUD
treatment with buprenorphine or methadone (2755 [53.8%]) and MOUD treatment with naltrexone
(520 [54.0%]) had the highest disenrollment rates. No differences were found between those who
maintained enrollment and those who were disenrolled with regard to race/ethnicity, comorbidities,
or markers of severity of OUD, including those with a history of an injection-related infection,
hepatitis C infection, or overdose. It was not possible to distinguish disenrollment attributable to
death from disenrollment for other reasons (eg, health insurance options offered by employers).
Details on demographic characteristics and comorbidities by treatment group for individuals who
were disenrolled are provided in the eTable in the Supplement.
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Recurrence Outcomes
During the 3-month follow-up period, 707 participants (1.7%) experienced an overdose, and 773
(1.9%) had a serious opioid-related acute care use episode. Only individuals receiving MOUD
treatment with buprenorphine or methadone were less likely to experience an overdose compared
with those receiving no treatment (AHR, 0.24; 95% CI, 0.14-0.41) (Table 2 and Figure 1A). Inpatient
detoxification or residential services (AHR, 0.82; 95% CI, 0.57-1.19), naltrexone (AHR, 0.59; 95% CI,
0.29-1.20), nonintensive behavioral health services (AHR, 0.92; 95% CI, 0.67-1.27), or intensive

Table 1. Patient Characteristicsa

Characteristic Total No Treatment

Inpatient
Detoxification or
Residential Services BH IOP

MOUD

BH Other
Buprenorphine or
Methadone Naltrexone

Total sample 40 885 (100) 2116 (5.2) 6455 (15.8) 1970 (4.8) 5123 (12.5) 963 (2.4) 24 258 (59.3)

Age, mean (SD), y 47.73 (17.25) 44.85 (18.66) 39.22 (15.38) 31.28 (12.19) 42.58 (13.93) 38.10 (14.01) 53.05 (16.36)

Follow-up duration,
mean (SD), d

293.2 (91.3) 285.0 (93.9) 284.3 (96.1) 291.1 (93.2) 281.8 (94.7) 282.5 (94.5) 299.3 (88.1)

Age group, y

16-25 5978 (14.6) 437 (20.7) 1837 (28.5) 948 (48.1) 578 (11.3) 247 (25.6) 1931 (8.0)

26-34 5350 (13.1) 354 (16.7) 1124 (17.4) 404 (20.5) 1194 (23.3) 197 (20.5) 2077 (8.6)

35-44 6070 (14.8) 332 (15.7) 1089 (16.9) 290 (14.7) 1172 (22.9) 206 (21.4) 2981 (12.3)

45-54 7208 (17.6) 300 (14.2) 1059 (16.4) 188 (9.5) 995 (19.4) 167 (17.3) 4499 (18.5)

54-64 8897 (21.8) 318 (15.0) 983 (15.2) 117 (5.9) 817 (15.9) 108 (11.2) 6554 (27)

≥65 7382 (18.1) 375 (17.7) 363 (5.6) 23 (1.2) 367 (7.2) 38 (3.9) 6216 (25.6)

Sex

Female 18 713 (45.8) 797 (37.7) 2482 (38.5) 662 (33.6) 1971 (38.5) 387 (40.2) 12 414 (51.2)

Male 22 172 (54.2) 1319 (62.3) 3973 (61.5) 1308 (66.4) 3152 (61.5) 576 (59.8) 11 844 (48.8)

Insurance type

Commercial 23 636 (57.8) 1299 (61.4) 5062 (78.4) 1889 (95.9) 3630 (70.9) 841 (87.3) 10 915 (45)

Medicare Advantage

Age <65 y 10 322 (25.2) 457 (21.6) 1067 (16.5) 63 (3.2) 1147 (22.4) 91 (9.4) 7497 (30.9)

Age ≥65 y 6927 (16.9) 360 (17.0) 326 (5.1) 18 (0.9) 346 (6.8) 31 (3.2) 5846 (24.1)

Race/ethnicity

White 30 332 (74.2) 1485 (70.2) 4976 (16.4) 1552 (78.8) 4044 (78.9) 791 (82.1) 17 484 (72.1)

Hispanic 3388 (8.3) 192 (9.1) 511 (15.1) 158 (8.0) 338 (6.6) 47 (4.9) 2142 (8.8)

Black 4991 (12.2) 317 (15.0) 628 (12.6) 161 (8.2) 468 (9.1) 68 (7.1) 3349 (13.8)

Other or unknown 2174 (5.3) 122 (5.8) 340 (15.6) 99 (5.0) 273 (5.3) 57 (5.9) 1283 (5.3)

Elixhauser index
score excluding
mental health,
mean (SD)

1.75 (2.35) 1.25 (2.15) 1.00 (1.67) 0.51 (1.15) 0.88 (1.49) 0.94 (1.41) 2.30 (2.60)

Any mental health
diagnosis

18 218 (44.6) 585 (27.6) 3078 (47.7) 933 (47.4) 2060 (40.2) 620 (64.4) 10 942 (45.1)

Depression 9733 (23.8) 270 (12.8) 1670 (25.9) 552 (28.0) 965 (18.8) 398 (41.3) 5878 (24.2)

Anxiety 10 704 (26.2) 274 (12.9) 1921 (29.8) 554 (28.1) 1329 (25.9) 391 (40.6) 6235 (25.7)

ADHD 1774 (4.3) 33 (1.6) 402 (6.2) 159 (8.1) 272 (5.3) 77 (8.0) 831 (3.4)

PTSD 1462 (3.6) 41 (1.9) 245 (3.8) 104 (5.3) 153 (3.0) 69 (7.2) 850 (3.5)

Alcohol 4166 (10.2) 174 (8.2) 961 (14.9) 471 (23.9) 225 (4.4) 496 (51.5) 1839 (7.6)

Bipolar disorder 3138 (7.7) 102 (4.8) 556 (8.6) 183 (9.3) 290 (5.7) 146 (15.2) 1861 (7.7)

Psychosis 1526 (3.7) 76 (3.6) 268 (4.2) 76 (3.9) 87 (1.7) 40 (4.2) 979 (4)

IDU infection 5556 (13.6) 249 (11.8) 330 (5.1) 66 (3.4) 151 (2.9) 31 (3.2) 4729 (19.5)

Hepatitis C 2018 (4.9) 64 (3.0) 181 (2.8) <29 (<1.7) 121 (2.4) <11 (<1.1) 1623 (6.7)

Opioid overdose 2135 (5.2) 249 (11.8) 267 (4.1) 84 (4.3) 86 (1.7) 27 (2.8) 1422 (5.9)

Abbreviations: ADHD, attention-deficit/hyperactivity disorder; BH IOP, intensive
behavioral health (intensive outpatient or partial hospitalization); BH other, only
nonintensive behavioral health (outpatient counseling); IDU, injection drug use; MOUD,
medication for opioid use disorder; PTSD, posttraumatic stress disorder.

a Data are presented as number (percentage) of patients unless otherwise indicated.
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behavioral health services (AHR, 0.81; 95% CI, 0.50-1.32) were not significantly associated with
overdose.

MOUD treatment with buprenorphine or methadone was also protective against serious opioid-
related acute care use during the 3-month follow-up period (AHR, 0.68; 95% CI, 0.47-0.99) (Table 2
and Figure 1B). Inpatient detoxification or residential services treatment, naltrexone, and intensive
behavioral health services were not significantly associated with serious opioid-related acute care
use during 3 months (inpatient detoxification or residential services: AHR, 1.05; 95% CI, 0.76-1.45;
naltrexone: AHR, 1.15; 95% CI, 0.69-1.92; intensive behavioral health: AHR, 0.84; 95% CI, 0.54-1.30).

Table 2. Adjusted Hazard Ratios for Overdose and Serious Opioid-Related Acute Care Use by Initial Treatment
Group Compared With No Treatmenta

Variable

Adjusted Hazard Ratio (95% CI)

3 Months 12 Months
Overdose

No treatment 1 [Reference] 1 [Reference]

Inpatient detoxification or residential services 0.82 (0.57-1.19) 1 (0.79-1.25)

BH IOP 0.81 (0.50-1.32) 0.75 (0.56-1.02)

MOUD treatment with buprenorphine or methadone 0.24 (0.14-0.41) 0.41 (0.31-0.55)

MOUD treatment with naltrexone 0.59 (0.29-1.20) 0.73 (0.48-1.11)

BH other 0.92 (0.67-1.27) 0.69 (0.56-0.85)

ED or inpatient stay

No treatment 1 [Reference] 1 [Reference]

Inpatient detoxification or residential services 1.05 (0.76-1.45) 1.20 (0.96-1.50)

BH IOP 0.84 (0.54-1.30) 0.90 (0.67-1.20)

MOUD treatment with buprenorphine or methadone 0.68 (0.47-0.99) 0.74 (0.58-0.95)

MOUD treatment with naltrexone 1.15 (0.69-1.92) 1.07 (0.75-1.54)

BH other 0.59 (0.44-0.80) 0.60 (0.48-0.74)

Abbreviations: BH IOP, intensive behavioral health
(intensive outpatient or partial hospitalization); BH
other, only nonintensive behavioral health (outpatient
counseling); ED, emergency department; MOUD,
medication for opioid use disorder.
a The hazard ratios were adjusted for age, sex, race/

ethnicity, insurance type, baseline medical (modified
Elixhauser index score) and mental health
comorbidities (depression, anxiety, posttraumatic
stress disorder, and attention-deficit/hyperactivity
disorder), evidence of overdose or infections related
to intravenous drug use, and cost rank.

Figure 1. Probability of Opioid Overdose and Acute Care Use During the 3-Month Follow-up Period
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Nonintensive behavioral health services were associated with a reduction in serious opioid-related
acute care use (AHR, 0.59; 95% CI, 0.44-0.80). Receiving MOUD treatment with buprenorphine or
methadone continued to be protective against overdose (AHR, 0.41; 95% CI, 0.31-0.55) and serious
opioid-related acute care use (AHR, 0.74; 95% CI, 0.58-0.95) at 12 months.

Compared with MOUD treatment with buprenorphine or methadone, all treatment groups
were more likely to have a posttreatment admission to inpatient detoxification. Patients who
initiated treatment with inpatient detoxification or residential services were most likely to return
within 3 months (AHR, 3.76; 95% CI, 2.98-4.74) and 12 months (AHR, 3.48; 95% CI, 3.02-4.01).
However, treatment with naltrexone or intensive behavioral health services was also associated with
a higher risk of subsequent detoxification admission during the 3-month (naltrexone: AHR, 2.64;
95% CI, 1.84-3.78; intensive behavioral health: AHR, 2.19; 95% CI, 1.63-2.96) and 12-month
(naltrexone: AHR, 1.98; 95% CI, 1.55-2.52; intensive behavioral health: AHR, 2.08; 95% CI, 1.73-2.50) follow-
up periods.

MOUD Treatment Duration
Treatment duration for MOUD was relatively short. During 12 months, the mean (SD) treatment
duration for naltrexone was 74.41 (70.15) days and 149.65 (119.37) days for buprenorphine or
methadone. Individuals who received longer-duration MOUD treatment with buprenorphine or
methadone had lower rates of overdose (Figure 2A) or serious opioid-related acute care use
(Figure 2B).

At the end of 12 months, 1198 (3.6%) of those who received no MOUD had an overdose, and
1204 (3.6%) had serious opioid-related acute care use; 105 (6.4%) of those who received MOUD
treatment with buprenorphine or methadone for 1 to 30 days had an overdose, and 133 (8.2%) had
serious opioid-related acute care use; 101 (3.4%) of those who received MOUD treatment with
buprenorphine or methadone for 31 to 180 days had an overdose, and 148 (5.0%) had serious opioid-
related acute care use; and 28 (1.1%) of those who received MOUD treatment with buprenorphine
or methadone for more than 180 days had an overdose, and 69 (2.6%) had serious opioid-related
acute care use.

Figure 2. Probability of Opioid Overdose and Acute Care Use During the 12-Month Follow-up Period
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Discussion

In a national cohort of 40 885 insured individuals between 2015 and 2017, MOUD treatment with
buprenorphine or methadone was associated with a 76% reduction in overdose at 3 months and a
59% reduction in overdose at 12 months. To our knowledge, this was the largest cohort of
commercially insured or MA individuals with OUD studied in a real-world environment with complete
medical, pharmacy, and behavioral health administrative claims.

Treatment with buprenorphine or methadone was associated with a 32% relative rate of
reduction in serious opioid-related acute care use at 3 months and a 26% relative rate of reduction at
12 months compared with no treatment. In contrast, detoxification, intensive behavioral health, and
naltrexone treatment were not associated with reduced overdose or serious opioid-related acute
care use at 3 or 12 months.

Despite the known benefit of MOUD treatment with buprenorphine or methadone, only 12.5%
initiated these evidence-based treatments. Most individuals in this cohort initiated treatment with
psychosocial services alone or inpatient detoxification, both of which are less effective than MOUD. It
is possible that individuals accessed public sector treatments that were not captured in our data,
particularly for methadone, which was not covered by Medicare and may not have been covered
without co-payment for all commercial plans during this time. Low rates of MOUD use among an
insured population highlight the need for strategies to improve access to and coverage for MOUD
treatment.

Our results demonstrate the importance of treatment retention with MOUD. Individuals who
received methadone or buprenorphine for longer than 6 months experienced fewer overdose events
and serious opioid-related acute care use compared with those who received shorter durations of
treatment or no treatment. These findings are consistent with prior research11,15,27-29 demonstrating
high rates of recurrent opioid use if MOUD treatment is discontinued prematurely. Despite the
benefit of MOUD in our study, treatment duration was relatively short. Given the chronic nature of
OUD and the evidence that longer treatment duration may be associated with improved outcomes,
patient-centered MOUD treatment models explicitly focused on engagement and retention are
needed. Low-threshold treatment, which aims to reduce barriers to entry and is tailored to the needs
of high-risk populations,30 may be a strategy to improve retention; however, to our knowledge, no
rigorous studies have evaluated these models to date.31,32 In addition, patient-centered MOUD care,
which allows participants to determine the services they need rather than requirements, such as
mandatory counseling, are noninferior to traditional treatment.32

Numerous barriers limit sustained engagement in MOUD, including a lack of access to waivered
practitioners, high co-payments, prior authorization requirements, and other restrictions on use.
Previous studies33,34 have demonstrated that restrictions on use for MOUD are associated with
limited access and harm. Addiction treatment programs in states that require Medicaid prior
authorizations for buprenorphine are less likely to offer buprenorphine, and the more restrictions on
use in state Medicaid programs, the fewer treatment programs that offer buprenorphine.33 Requiring
prior authorization for higher doses of buprenorphine may also result in increased recurrence rates
among patients.34 Our finding that MOUD treatment with buprenorphine or methadone was
associated with lower overdose and serious opioid-related acute care use supports expanded
coverage of these medications without restrictions on use.

Our findings are also consistent with analyses showing that MOUD treatment with
buprenorphine or methadone is significantly associated with reduced overdose and recurrence of
opioid use compared with no treatment or non-MOUD treatment. A previous cohort study15 of
individuals in Massachusetts demonstrated a reduction in overdose-related mortality associated with
treatment with buprenorphine (AHR, 0.62; 95% CI, 0.41-0.92) or methadone (AHR, 0.41; 95% CI,
0.24-0.70), results that are similar to our finding of an AHR of 0.41 (95% CI, 0.31-0.55) for overdose
at 12 months for methadone or buprenorphine. A large meta-analysis11 examining mortality when
individuals were in or out of treatment with buprenorphine or methadone similarly showed
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decreased overdose mortality during treatment. A study12 examining proxies for recurrent OUD
among Massachusetts Medicaid enrollees found that treatment with buprenorphine or methadone
was associated with lower recurrence rates and costs. No studies, to our knowledge, have examined
the effect of different OUD treatment pathways on overdose and serious opioid-related acute care
use among a national sample of commercially insured and MA enrollees.

Our finding that MOUD treatment with naltrexone was not protective against overdose or
serious opioid-related acute care use is consistent with other studies15,35 that found naltrexone to be
less effective than MOUD treatment with buprenorphine. The mean (SD) treatment duration for
naltrexone in this cohort was longer than prior observational studies at 74.41 (70.15) days.

The findings that nonintensive behavioral health treatment was associated with a reduced risk
of overdose at 12 months but not 3 months and a reduced risk of opioid-related acute care use was
surprising. Although we attempted to control for differences among various treatment groups,
individuals referred to nonintensive behavioral health may represent a less complex patient
population than those who receive MOUD treatment or are referred to intensive behavioral health or
inpatient treatment.

Strengths and Limitations
Specifically, we identified a research question a priori that was meaningful, had clinical and policy
implications, and was concise and unambiguous. Our study design’s strengths are the large,
nationally representative sample and complete claims data, which allowed us to adequately identify
appropriate patients and interventions. In addition, we used a conservative definition of OUD and
of proxies for OUD recurrence to limit inclusion of individuals who did not have OUD or of outcomes
that did not represent clinically significant recurrence.

This study has limitations. The limitations of our study design include the lack of clinical
information in claims data or outcomes that occurred outside a health care encounter (eg, fatal
overdoses or active use without medical complication). As with any observational study, there is the
possibility that unmeasured patient characteristics were associated with treatment assignment and
outcomes, possibly biasing estimates of outcomes associated with MOUD treatment groups. It is also
possible that individuals selected for different treatments differed by characteristics that were also
associated with the outcomes. We were able to control for many patient characteristics, such as race/
ethnicity, sex, insurance type, and comorbidities, but selection bias is possible. Another limitation is
the degree of sample attrition during the 12-month follow-up period. However, we attempted to
assess potential bias from informative censoring in 2 ways.36 First, we compared the baseline
characteristics of censored and uncensored cases. These distributions were similar, suggesting that,
at least on the basis of observable characteristics, censored cases were not statistically different from
uncensored cases. Second, we examined the proportionality of HRs. Visual inspection of the HRs
indicated that they were proportional for the 3-month period but could not be assumed to be
proportional for the 12-month period. Another limitation is the risk of immortal time bias by requiring
3-month enrollment for inclusion; however, we believed it was important to require 3 months of
follow-up to adequately measure outcomes. In addition, assessment of community mortality with
claims data is characterized by high degrees of measurement error. Traditional instrumental variable
methods for addressing immortal time bias cannot be applied to survival models because of their
nonlinear functional form.

Conclusions

In a national sample of commercial insurance and MA enrollees with OUD, treatment with
buprenorphine or methadone was associated with reductions in overdose and serious opioid-related
acute care use, but only a few individuals were treated with these medications. These findings
suggest that opportunities exist for health plans to reduce restrictions on use for MOUD and the need
for treatment models that prioritize access to and retention of MOUD treatment.
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Screening for Unhealthy Drug Use in Adults and Adolescents

The US Preventive Services Task Force (USPSTF) has recently published recommendations
on screening for unhealthy drug use in adults and adolescents.

What Is Unhealthy Drug Use?
Unhealthy drug use refers to using illegal drugs or misusing prescrip-
tion medications or household products. Illegal drugs include co-
caine, heroin, and hallucinogens (such as LSD). Prescription medi-
cations include sedatives (such as benzodiazepines), opioids, and
stimulants. Household products include glues, solvents, and gaso-
line. Alcohol and tobacco are not considered drugs for the pur-
poses of this recommendation statement but are illegal for under-
age persons.

Drug use is linked to risk-taking behaviors that cause injury and
death, violence, unsafe sexual behaviors, and long-term mental
health problems. There is also a risk of death due to overdose. Treat-
ment for drug use disorders includes both medications as well as be-
havioral therapy and counseling.

How Is Screening for Unhealthy Drug Use Done?
Often, a primary care practitioner asks a simple yes/no question
about drug use during wellness visits. For the purposes of clinical
studies, more detailed questionnaires are used. Examples include
the BSTAD (Brief Screener for Tobacco, Alcohol, and Other Drugs),
ASSIST (Alcohol, Smoking and Substance Involvement Screening
Test), and TAPS (Tobacco, Alcohol, Prescription Medication, and
Other Substance Use). These questionnaires are not meant to di-
agnose a drug use disorder, and people who report unhealthy drug
use should be referred for further evaluation.

What Is the Population Under Consideration
for Screening for Unhealthy Drug Use?
This recommendation applies to adults aged 18 years or older and
adolescents aged 12 to 17 years who do not have a current diagno-
sis of any drug use disorders.

What Are the Potential Benefits and Harms of Screening
for Unhealthy Drug Use?
The potential benefit of screening for unhealthy drug use is reduc-
ing negative health, social, or legal outcomes related to drug use.
No studies have directly looked at the effects of screening on these
outcomes. For adults, there is adequate evidence that screening
questionnaires are able to accurately detect drug use disorders
and that treatment of these disorders with medications and/or
psychotherapy can reduce drug use as well as relapse. There are

little data available for adolescents. Potential harms include stigma
from being labeled a drug user as well as side effects from medica-
tions used to treat drug use disorders. For adolescents, there
is uncertainty about how some of these medications may affect
brain development.

How Strong Is the Recommendation to Screen
for Unhealthy Drug Use?
The USPSTF concludes with moderate certainty that screening for
unhealthy drug use in adults has moderate net benefit when ser-
vices for further care and treatment can be offered. For adoles-
cents, the balance of benefits and harms cannot be determined.
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Screening for Unhealthy Drug Use 
in Adults and Adolescents

Statement

Adults aged 18 years and older and adolescents 
aged 12 to 17 years who do not have a current diagnosis 
of any drug use disorders

For adolescents, the USPSTF concludes that the current 
evidence is insufficient to assess the balance of benefits 
and harms of screening for unhealthy drug use.

The USPSTF recommends screening by asking questions 
about unhealthy drug use in adults age 18 years or older 
when services for accurate diagnosis, effective treatment, 
and appropriate care can be offered or referred. 

USPSTF recommendation

Population

Unhealthy drug use can include illegal drugs, prescription medications, 
or household substances.   

FOR MORE INFORMATION

US Preventive Services Task Force
https://www.uspreventiveservicestaskforce.org/uspstf/
recommendation/drug-use-in-adolescents-and-adults-including-
pregnant-women-screening
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Caring for Ms. L.

Caring for Ms. L. — Overcoming My Fear of Treating Opioid 
Use Disorder
Audrey M. Provenzano, M.D., M.P.H.  

Ms. L. always showed up 10 
minutes early for her ap-

pointments, even though I always 
ran late. Her granddaughter would 
rest her cheek against Ms. L.’s 
chest, squishing one eye shut, 
and scroll through Ms. L.’s phone 
while they waited. After review-
ing her blood sugars, which Ms. L. 
recorded assiduously in a dog-
eared blue diary, we’d talk about 
smoking cessation. That was a 
work in progress. “There’s just 
nothing like a cigarette,” she’d 
sigh. “Don’t you ever start,” she’d 
admonish her granddaughter, kiss-
ing the top of her head.

One day, I knew some-
thing was wrong the moment 
I opened the door. Ms. L. was 
alone. Sweat dotted her lip 
and forehead. She closed her 
eyes and looked away, and 
tears fell onto her lap. “I need 
help,” she whispered, and it all 
came out: she had taken a few 
of the oxycodone pills pre-
scribed for her husband after 
a leg injury, then a few more 
from a friend. And like a 
swimmer pulled into the un-
dertow, she was dragged 
back into the cold, dark brine 
of addiction. I tried to hide my 
shock. I’d known she was in 
recovery from opioid use dis-
order (OUD), but it had simply 
never come up. She hadn’t 
used in decades.

“No one can know that I re-
lapsed,” she said. “If my kids find 
out, they won’t let me see my 
granddaughter.” She wanted to 
try buprenorphine and was frus-
trated to hear that I could not pre-

scribe it. “Why not?” Annoyed, 
she rocked in her chair. “I just 
want to feel normal again, and I 
know you. I don’t want to tell 
anyone else.”

I evaded her question: “I don’t 
have the right kind of license to 
prescribe it,” I said. “Let me refer 
you to a colleague.”

But my incomplete answer 
gnawed at me. In truth, the rea-
son I didn’t have a waiver to pre-
scribe buprenorphine was that I 
didn’t want one. As a new pri-
mary care physician, I spent every 
evening finishing notes and pre-
paring for the next day. Every 

Friday I left the office utterly de-
pleted, devoid of the energy or 
motivation it would take to spend 
a weekend clicking through the 
required online training.

But more than not wanting to 
take on the extra work of pre-

scribing a medication for OUD, 
I did not want to deal with pa-
tients who needed it. I knew that 
for some people with substance 
use disorders, the relationship 
with the drug can eclipse all other 
relationships, leading them to 
push away family, friends, and 
caregivers. I had witnessed pa-
tients waiting for prescriptions 
antagonize secretaries and nurses, 
seen patients try to manipulate 
toxicology screenings, and heard 
voices raised in exasperation at 
colleagues through thin clinic 
walls. Addiction, according to the 
American Society of Addiction 

Medicine, “is characterized 
by . . . impairment in be-
havioral control, craving, di-
minished recognition of sig-
nificant problems with one’s 
behaviors and interpersonal 
relationships, and a dysfunc-
tional emotional response.”1 
Already overwhelmed, I did 
not want to take on patients 
with needs that I did not 
know how to meet.

One of my colleagues 
started Ms. L. on buprenor-
phine treatment. When I 
saw her again for her diabe-
tes, a space had opened be-
tween us. Then she didn’t 
show up to her next appoint-
ment. I called her and sent a 
letter, but she didn’t show 

up to the next one either. 
Months passed, and then a year.

The night I found out that 
Ms. L. had died of an overdose, 
a heavy, wet snow was falling 
throughout the city, dampening 
the sound of traffic. In the quiet, 
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I was clicking through the usual 
computer screens, preparing for 
clinic in the morning. I saw Ms. 
L.’s name and stopped. I read the 
text twice, three times, and then 
again: “brought in by ambulance 
. . . unable to revive her.” At 
first I felt horror and revulsion at 
the thought of her lifeless body 
on a gurney. Then, profound sad-
ness. I thought about her hus-
band, her children, and especially 
her granddaughter. I wondered 
how silent their house must be 
that snowy night, without Ms. L.’s 
brassy laugh floating through the 
hallways.

But it was the shame that kept 
me awake, listening to the plows 
pass through the streets. This 
shame didn’t just burn red and 
hot in my face — it burrowed 
thick and leaden into my chest 
and stomach. What if I had treat-
ed her myself, instead of refer-
ring her? I don’t f latter myself 
that I could have provided her 
better care — I had complete 
confidence in my colleague. But 
Ms. L. and I had had a relation-
ship. She had trusted me. And I’d 
turned her away.

In the ensuing months, I 
earned my waiver to prescribe 
buprenorphine. I still harbored 
apprehensions about caring for 
patients with addiction, but I also 
knew that I could not turn away 
another Ms. L. I now care for a 
small panel of patients with OUD. 
It has not been easy, and I could 
not provide this care without the 
support of colleagues with exper-
tise in addiction and social work. 
I quickly grasped the pharmacol-
ogy of buprenorphine therapy, but 
learning how to manage other 
aspects of addiction care, partic-
ularly for patients in early recov-
ery, has been formidable.

One patient, Ms. J., has coex-
isting alcohol use disorder, chron-
ic pain, and severe anxiety. I have 
practiced harm reduction for years 
— maximizing oral therapies in 
a patient with diabetes who de-
clines to take insulin, for exam-
ple. But navigating the gray shades 
of harm reduction in caring for 
Ms. J., who uses alcohol on an 
almost daily basis and takes sev-
eral sedating psychiatric medica-
tions in addition to buprenor-
phine, is an entirely new calculus 
for me.

Beyond these difficult thera-
peutic questions, many of my pa-
tients with OUD have complex 
social needs. Before Ms. J., I had 
never cared for a patient whose 
visitation rights with her children 
were predicated on her continu-
ing therapy with me. A few of my 
patients have had difficulties fol-
lowing clinic guidelines; imple-
menting behavior contracts had 
not previously been a common 
part of my practice, and learning 
how to use them with kindness 
and respect remains challenging.

Colleagues with years of expe-
rience managing substance use 
often advocate: “Everyone should 
get waivered. OUD is a chronic 
disease just like any other — 
when a patient comes in with hy-
pertension, you don’t say, ‘Oh, I 
don’t treat that.’” This comparison 
does not capture the whole pic-
ture. Of course OUD is a chronic 
disease and should be managed 
in primary care as such. But it’s 
also true that patients with ad-
diction often have acute psycho-
social needs. OUD can utterly 
shatter a life; I have never seen 
hypertension have such an effect. 
If we do not recognize, name, 
and talk about the social issues 
that must be addressed when 

caring for patients with OUD, we 
do a disservice to both patients 
and caregivers and create a sig-
nificant barrier to more provid-
ers getting waivers. I know, be-
cause I was one of them. 
Everyone in primary care should 
get a waiver, but that is not 
enough. We must also advocate 
for team-based behavioral health 
and social work resources in every 
primary care setting to support 
patients and providers in manag-
ing all aspects of OUD, just as 
we have developed team-based 
protocols for managing hyper-
tension.

Caring for these patients has 
become the most meaningful part 
of my practice. Ms. J., who has 
tested my clinical judgment al-
most weekly, has also inspired me 
with her persistence and courage 
through a grueling recovery. Bu-
prenorphine has allowed her to 
feel “normal” — at least most 
days — and to focus on her sons. 
Providing some sense of normal-
cy for patients whose lives are 
roiled by overdose and estrange-
ment is the most profound thera-
peutic intervention I’ve engaged 
in as a caregiver. I did not know 
what Ms. L. meant all those years 
ago when she said that she only 
wished to feel normal again. I 
wish that I’d listened more closely. 
I wish that I had not been afraid.

Patients’ initials and identifying charac-
teristics have been changed to protect their 
privacy.

Disclosure forms provided by the author 
are available at NEJM.org.

From the MGH Chelsea Health Center, 
Chelsea, and Harvard Medical School, Bos-
ton — both in Massachusetts. 

1. Definition of addiction. Rockville, MD:  
American Society of Addiction Medicine, 
April 19, 2011 (https:/ / www .asam .org/  
resources/ definition-of-addiction).
DOI: 10.1056/NEJMp1715093
Copyright © 2018 Massachusetts Medical Society.Caring for Ms. L.
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Recent federal guideline changes have
made it easier for providers to prescribe
buprenoprhine. This preceptorship program
offers professional development tools to help X-
waivered providers treat opioid use disorder
(OUD):

The MOUD Provider Collaborative is offered
to X-waivered primary care providers who
want to learn from and network with their
peers. Most sessions offer a brief
presentation on timely issues led by local
practitioners followed by open discussion.
These are currently scheduled online for the
4th Thursday of the month from 8:00 am to
9:00 am.

A series to support primary care providers to
screen for and treat comorbidities associated
with substance use:

Health Federation of
Philadelphia

The Health Federation of Philadelphia in collaboration with the Philadelphia Department of Public Health offers a range
of free, CME accredited, virtual programs to help you treat patients who have substance use disorder:

Medications for Opioid Use Disorder (MOUD)

Preceptor Program

MOUD Provider Collaborative

12-Month Series: 

Treating and Understanding Health

Outcomes for People Who Use Drugs

Opioid Response Program

For more information, dates, and registration, 

please visit our website at

https://healthfederation.org/training/opioid-

epidemic-response-training 

 

Interactive didactic live virtual training
Practice telehealth session with a
standardized patient
Facilitated by experienced MOUD prescribers

Monthly case review discussions on
concurrent treatment of OUD and
comorbidities
Special programs on timely topics related to
substance use and infectious disease
treatment
Learn trauma informed best practices to
support compassionate primary care for
people who use drugs

https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training


Waiver trainings are offered periodically for MD/DOs, Nurse Practitioners, and Physician Assistants in
Pennsylvania to prescribe buprenorphine to patients for the treatment of opioid use disorder. AAAP is the
Data Sponsor for this waiver training. pcss@aaap.org in coordination with the Philadelphia Department of
Public Health and the Health Federation of Philadelphia.  Visit https://healthfederation.org/training/opioid-
epidemic-response-training or scan the above QR code for upcoming waiver training dates.

 
 
 
 Screen and identify patients with OUD and define evidence-based treatments.

Discuss the pharmacology of opioids as it relates to treatment of opioid use disorder (OUD) patients.
Describe the fundamentals of office-based opioid treatment including the treatment of the co-
morbid patient.
Explain the process of buprenorphine induction as well as stabilization and maintenance.
Discuss all FDA approved antagonist and agonist medications to treat OUD.
Discuss basic office protocols including medical record documentation and confidentiality.
Utilize evidence-based resources to ensure providers have the confidence to prescribe buprenorphine
for patients with OUD.
Recognize the importance of obtaining a waiver to begin treating patients with OUD.

 

 

Physician Designation Statement: 

American Academy of Addiction Psychiatry designates this live course for a maximum of 8 (eight) AMA PRA
Category 1 Credits™. Physicians should claim only the credit commensurate with the extent of their
participation in the activity.

Nursing Designation Statement: 

American Academy of Addiction Psychiatry is an approved provider of nursing continuing education through
AAAP’s Joint Accreditation provider # 4008192. This program is approved for up to 8 Nursing Contact Hours.

 

   PA Designation Statement:

American Academy of Addiction Psychiatry has been authorized by the American Academy of PAs (AAPA) to
award AAPA Category 1 CME credit for activities planned in accordance with AAPA CME Criteria. This activity
is designated for 8 AAPA Category 1 CME credits. PAs should only claim credit commensurate with the extent of
their participation. 

Joint Accreditation Statement: 

In support of improving patient care, this activity has been planned and implemented by the American
Academy of Addiction Psychiatry , Philadelphia Department of Public Health, and Health Federation of
Philadelphia. American Academy of Addiction Psychiatry is jointly accredited by the Accreditation Council for
Continuing Medical Education (ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the
American Nurses Credentialing Center (ANCC) to provide continuing education for the healthcare team.

“Funding for this initiative was made possible (in part) by grant no. 1H79TI081968 from SAMHSA. The views
expressed in written conference materials or publications and by speakers and moderators do not necessarily
reflect the official policies of the Department of Health and Human Services; nor does mention of trade names,
commercial practices, or organizations imply endorsement by the U.S. Government.”

 

8 Hour Live Online Waiver Training

At the conclusion of this activity participants should be able to: 

mailto:pcss@aaap.org
https://healthfederation.org/training/opioid-epidemic-response-training
https://healthfederation.org/training/opioid-epidemic-response-training
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HOW CAN BUPE IMPROVE MY HEALTH?
Bupe stops withdrawal symptoms and cravings. This makes it easier for you to  
stop using opioids, cut down opioid use and lower your risk of death.

DOES BUPE HAVE SIDE EFFECTS?
Not everyone experiences side effects, but bupe can cause constipation, nausea, 
headache or insomnia.

WILL MY HEALTH INSURANCE PAY FOR BUPE?
Medicaid, Medicare and most other health insurance plans pay for bupe. Check  
your health insurance plan to make sure bupe is on the list of approved drugs.

HOW DO I GET BUPE?
Ask your doctor to prescribe bupe. Once you have a prescription, you can get bupe 
at a pharmacy and take it at home, just like other medications.
If your doctor does not prescribe bupe, call 311, or go to nyc.gov/health and 
search for bupe treatment to find other options for getting bupe.

DOES YOUR OPIOID USE CAUSE PROBLEMS FOR YOU?  
BUPRENORPHINE (BUPE) COULD BE RIGHT FOR YOU.

ASK YOUR HEALTH CARE PROVIDER IF BUPE IS RIGHT FOR YOU.
Materials adapted with permission from the NYC Department of Health and Mental Hygiene

https://dbhids.org/MAT andFor more information about buprenorphine in Philadelphia, visit https://dhbids.org/MAT

Jeffrey Hom



Does your opioid use  
cause problems for you? 
(e.g., Percocet, Vicodin, OxyContin, heroin )
We offer bupe (buprenorphine),
a safe medication to treat opioid dependence.

WE CAN HELP. 
Ask your doctor or nurse  
for more information.
For more information, visit nyc.gov/nycwell, text WELL  
to 65173 or call 888-NYC-WELL (888-692-9355). 

(e.g. , Suboxone, Zubsolv, Bunavail)

Materials adapted with permission from the NYC Department 
of Health and Mental Hygiene

For more information about buprenorphine in Philadelphia, 
visit https://dbhids.org/MAT



BUPRENORPHINE 

FDA approved for Opioid Use Disorder treatment in an office-
based setting.
For those with tolerance to opioids as a result of OUD,
buprenorphine is often a safe choice. 
Buprenorphine acts as a partial mixed opioid agonist at the μ-
receptor and as an antagonist at the κ-receptor. It has a higher
affinity for the μ-receptor than other opioids, and it can
precipitate withdrawal symptoms in those actively using other
opioids.
It is dosed daily, has a long half-life, and prevents withdrawal in
opioid dependent patients.
Can be in tablet, sublingual film, or injectable formulations.
Many formulations contain naloxone to prevent injection
diversion. This formulation is the preferred treatment medication.
The buprenorphine only version is often used with pregnant
women to decrease potential fetal exposure to naloxone.
There is a “ceiling effect” in which further increases above 24mg in
dosage does not increase the effects on respiratory or
cardiovascular function. 
Buprenorphine should be part of a comprehensive management
program that includes psychosocial support. Treatment should
not be withheld in the absence of psychosocial support.
Overdose with buprenorphine in adults is less common, and most
likely occurs in individuals without tolerance, or who are using co-
occurring substances like alcohol or benzodiazepines.

QUICK START GUIDE

Important Points to
Review With the
Patient

Understand that
discontinuing
buprenorphine
increases risk of
overdose death upon
return to i l l icit
opioid use.  
Know that use of
alcohol or
benzodiazepines
with buprenorphine
increases the risk of
overdose and death.  
Understand the
importance of
informing providers
if  they become
pregnant.  
Tell  providers if  they
are having a
procedure that may
require pain
medication.  

Specifically discuss
safety concerns:

A patient history
Ensure that the assessment includes a medical
and psychiatric history, a substance use
history, and an evaluation of family and
psychosocial supports.
Access the patient’s prescription drug use
history through the state’s Prescription Drug
Monitoring Program (PDMP), where available, 

Your assessment should include:

Facts About Buprenorphine

BUPRENORPH INE

Checklist for Prescribing Medication

for the Treatment of Opioid Use Disorder

1

Assess the need for treatment
For persons diagnosed with an opioid use
disorder,* first determine the severity of
patient’s substance use disorder. Then identify
any underlying or co-occurring diseases or
conditions, the effect of opioid use on the
patient’s physical and psychological
functioning, and the outcomes of past
treatment episodes.

https://mha.ohio.gov/Portals/0/assets/ResearchersAndMedia/Combating%20Opiate%20Abuse/Pocket-Guide-for-MAT-SMA16-4892PG.pdf?ver=2018-11-29-104924-477


A physical examination that focuses on
physical findings related to addiction and
its complications.
Laboratory testing to assess recent opioid
use and to screen for use of other drugs.
Useful tests include a urine drug screen or
other toxicology screen, urine test for
alcohol (ethyl glucuronide), liver enzymes,
serum bilirubin, serum creatinine, as well
as tests for hepatitis B and C and HIV.
Providers should not delay treatment
initiation while awaiting lab results.

to detect unreported use of other
medications, such as sedative-hypnotics or
alcohol, that may interact adversely with
the treatment medications.

Educate the patient about how the medication
works and the associated risks and benefits;
obtain informed consent; and educate on
overdose prevention.

2

3

There is potential for relapse & overdose on
discontinuation of the medication. Patients
should be educated about the effects of using
opioids and other drugs while taking the
prescribed medication and the potential for
overdose if opioid use is resumed after tolerance
is lost.

Evaluate the need for medically managed
withdrawal from opioids
 Those starting buprenorphine must be in a state
of withdrawal.

4

Address co-occurring disorders 

5

All medications for the treatment of the opioid use
disorder may be prescribed as part of a
comprehensive individualized treatment plan that
includes counseling and other psychosocial
therapies, as well as social support through
participation in mutual-help programs.

Have an integrated treatment approach to meet
the substance use, medical and mental health, and
social needs of a patient.

Integrate pharmacologic and nonpharmacologic
therapies
 

6

Refer patients for higher levels of care, if
necessary 

Buprenorphine  Quick  Start  Guide  |  page  2

*See The Criteria from American Psychiatric Association (2013). Diagnostic
and Statistical Manual of Mental Disorders, Fifth Edition,. Washington, DC,
American Psychiatric Association, page 541.

Refer the patient for more intensive or specialized
services if office-based treatment with
buprenorphine or naltrexone is not effective, or the
clinician does not have the resources to meet a
particular patient’s needs. Providers can find
programs in their areas or throughout the United
States by using SAMHSA’s Behavioral Health
Treatment Services Locator at
www.findtreatment.samhsa.gov.

Induction Considerations

Long acting opioids,  such as methadone, require at least 48-72 hours since last use
before initiating buprenorphine.
Short acting opioids (for example,  heroin) require approximately 12 hours since last use
for sufficient withdrawal to occur in order to safely initiate treatment.  Some opioid such
as fentanyl may require greater than 12 hours.
Clinical presentation should guide this decision as individual presentations will  vary.

The dose of buprenorphine depends on the severity of withdrawal symptoms, and the
history of last opioid use (see flowchart in appendix for dosing advice) .

https://findtreatment.samhsa.gov/
https://docs.clinicaltools.com/pdf/Buppractice/PatientGuides/PATIENT-V5-Bup-07-InitiatingBupTreatment.pdf
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The risk with initiating
buprenorphine too soon is
that buprenorphine has a
very high affinity for the mu
receptor and will displace
any other opioid on the
receptor, thereby causing
precipitated opioid
withdrawal.

Precipitated withdrawal can occur due to
replacement of full opioid receptor
agonist (heroin, fentanyl, or morphine)
with a partial agonist that binds with a
higher affinity (Buprenorphine).
Symptoms are similar to opiate
withdrawal.
Avoid by ensuring adequate withdrawal
before induction (COWS > 12; Fentanyl
may require higher COWS score and
lower initial dosing), starting
Buprenorphine at a lower dose
(2.0mg/0.5 mg), and reassessing more
frequently.
Should precipitated withdrawal occur,
treatment includes:

Providing support and information to
the patient
Management of acute symptoms
Avoid the use of benzodiazepines
Encourage the patient to try induction
again soon

Buprenorphine Side Effects

Buprenorphine’s side effects may be
less intense than those of full
agonists.  Otherwise,  they resemble
those of other mu-opioid agonists.
Possible side effects include:  Oral
numbness,  constipation,  tongue pain,
oral  mucosal erythema, vomiting,
intoxication,  disturbance in attention,
palpitations,  insomnia,  opioid
withdrawal syndrome, sweating,  and
blurred vision
Buprenorphine FDA labels l ist  all
potential  side effects

Determine Withdrawal
 Objective withdrawal signs help establish physical dependence

Information on Precipitated Withdrawal
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Co-prescribing of overdose reversal agents
such as Naloxone is also recommended

https://www.accessdata.fda.gov/drugsatfda_docs/la%20bel/2019/020733s024lbl.pdf
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Maintenance Therapy

Check PDMP regularly to
ensure prescriptions are
fi l led,  and to check other
prescriptions.
Order urine drug testing
(UDT)  and consider
confirmatory testing for
unexpected results .  UDT
can facil itate open
communication to change
behavior.
Assess for readiness for
extended take-home
dosing

Goal = once-daily dosing,  no
withdrawal between doses.
Ideally ,  average dosing does
not exceed 16 mg/4 mg (See
flowchart in appendix)

Psychosocial Therapies

Although people often
focus on the role of
medications in MAT,
counseling and
behavioral therapies that
address psychological
and social  needs may also
be included in treatment.
To f ind treatment,  please
consult
www.findtreatment.gov.  

Diversion

Diversion is defined as the
unauthorized rerouting or
misappropriation of
prescription medication to
someone other than for
whom it was intended
(including sharing or sell ing
a prescribed medication);
misuse  includes taking
medication in a manner,  by
route or by dose,  other than
prescribed.

Early in treatment patients should be seen often, and
less frequently only when the provider determines
they are doing well.
Providers should inquire about safe and locked
storage of medications to avoid theft or inadvertent
use, especially by children. Patients must agree to safe
storage of their medication. Counsel patients about
acquiring locked devices and avoiding storage in parts
of the home frequented by visitors.
 Limit medication supply. Prescribe an appropriate
amount of medications until the next visit. Do not
routinely provide an additional supply “just in case.”
Use buprenorphine/naloxone combination products
when medically indicated. Reserve daily
buprenorphine monoproducts for pregnant patients
and/or patients who could not afford treatment if the
combination product were required.
Counsel patients on taking their medication as
instructed and not sharing medication.
Ensure that the patient understands the practice’s
treatment agreement and prescription policies.
Providers can utilize the sample treatment agreement
in SAMHSA’s TIP 63, Page 3-78. A treatment agreement
and other documentation are clear about policies
regarding number of doses in each prescription, refills,
and rules on “lost” prescriptions.
Directly observe ingestion randomly when diversion is
suspected.
Providers should order random urine drug testing to
check for other drugs and for metabolites of
buprenorphine. Providers should also consider
periodic point of care testing.
Doctors should schedule unannounced pill/film
counts. Periodically ask patients to bring in their
medication containers for a pill/film count.
Providers should make inquiries with the Prescription
Drug Monitoring program in their state to ensure that
prescriptions are filled appropriately and to detect
prescriptions from other providers.
Early in treatment, providers can ask the patient to
sign a release of information for a trusted community
support individual, such as a family member or
spouse, for the purpose of communicating treatment
concerns including diversion.

How can providers minimize diversion risk?
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

http://pcssnow.org/wp-content/uploads/2015/02/Buprenorphine-Waiver-Training-Advanced-Review-module-CME-7.3.41.pdf
https://findtreatment.gov/
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP20-02-01-006


What should I do if a patient diverts or misuses the medication?

 Misuse or diversion doesn’t mean automatic discharge from the practice. 
Document and describe the misuse and diversion incident. Also document the clinical thinking
that supports the clinical response, which should be aimed at minimizing future risk of diversion
while still supporting the use of MAT.
Strongly consider smaller supplies of medication and supervised dosing. 
Treatment structure may need to be altered, including more frequent appointments, supervised
administration, and increased psychosocial support. 
When directly observed doses in the office are not practical, short prescription time spans can
be considered. 
In situations where diversion is detected, open communication with the patient is critical.
Providers may consider injectable and implantable buprenorphine to reduce diversion, once
verified.
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Disclaimer: Nothing in this document constitutes an indirect or direct endorsement by the Substance Abuse and Mental Health
Services Administration (SAMHSA) or the U.S. Department of Health and Human Services (HHS) of any non-federal entity’s
products, services, or policies and any reference to a non-federal entity’s products, services, or policies should not be construed
as such. No official support of or endorsement by SAMHSA or HHS for the opinions, resources, and medications described is
intended to be or should be inferred. The information presented in this document should not be considered medical advice and
is not a substitute for individualized patient or client care and treatment decisions.
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Algorithm for In-Office Induction (for home induction prescriptions may be given) 

Initial Assessment

Day One (Induction)

Maintenance

Day Two

Important Considerations: Buprenorphine/Naloxone Dosing

 

Tablets/film may be split if
necessary
May take up to 10 min to
dissolve completely (no
talking, smoking, or
swallowing at this time)
Absorption better with
moistened mouth

samhsa.gov
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