Balanced information for better care

Helping patients manage
opioid use disorder
Identifying and treating opioid addiction

Opioid use disorder (OUD) is a chronic,
relapsing, treatable medical condition
Repeated use of opioids, whether illicit or by prescription, can cause neurochemical
changes in the brain that often require treatment to overcome.1

OUD is problematic opioid use that leads to clinically significant impairment or distress.2
using opioids at higher doses or longer than prescribed
It is marked
by at least
two of the
following
over the past
12 months:

unsuccessful attempts to control or reduce use
significant time lost obtaining, consuming, or recovering from opioids
craving for opioids
failure to fulfill obligations because of opioid use
persistent social or interpersonal problems caused by opioids
opioid use displaces social, work, or recreational activities
opioid use creates hazardous situations (e.g., while driving)
use continues despite physical or psychological problems caused
or worsened by opioids
tolerance: a reduced effect of the drug despite increasing dosages
(in patients taking opioids other than as prescribed)
withdrawal (in patients taking opioids other than as prescribed)

The severity of OUD is defined by the number of these criteria that are present:
mild: 2-3; moderate: 4-5; severe: 6 or more

More than 2 million Americans suffer from opioid use disorder,
and the number is growing.3,4
OUD can be successfully managed, but effective treatments are
vastly underused.5,6
Even though medical treatment greatly
improves outcomes, only about 1 in 5
people with OUD receives it.5
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Identify patients with OUD
FIGURE 1. Begin with SBIRT (Screening, Brief Intervention and Referral to Treatment)2,7,8

Screening
• Ask all patients about substance misuse at least annually:
“In the past year, have you used alcohol, tobacco products, prescription
drugs for non-medical reasons, and/or illegal drugs?” If the answer is
“Yes” for drug use:
—— Ask about the drug being misused.
—— Use a standardized tool to screen patients reporting misuse (e.g.,
Drug Abuse Screening Test [DAST]-10). Go to AlosaHealth.org/OUD for DAST.
• OR use the Tobacco, Alcohol, Prescription medication, and other
Substance use tool (TAPS). Go to drugabuse.gov/taps/#/.
• Assess for OUD in patients who screen positive.

Initiate a Brief Intervention
• Advise the patient about your concern and recommendations.
• Assist with setting goals of care.
——Use motivational interviewing techniques to encourage safer
behavior and engage the patient in effective treatment.
• Arrange follow-up and support.

Refer to or initiate Treatment for those with OUD
Ideally, medication-based treatment, with psychosocial support as appropriate

Follow-up and monitor.

Engaging and retaining patients in medication-based treatment can
help to successfully manage OUD and reduce the risk of death.9,10
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Medications for opioid use disorder
can work well
Three medication classes are FDA-approved to treat OUD.
Methadone

Buprenorphine

Naltrexone

Full agonist:
activates opioid receptor

Partial agonist:
partially activates
opioid receptor

Antagonist:
blocks opioid receptor

Buprenorphine is often combined with naloxone (such as Suboxone) to prevent misuse
if injected; the naloxone in this formulation has little to no effect if taken as prescribed.

Methadone, buprenorphine, and naltrexone can all:
• reduce the risk of death10,11

• decrease opioid misuse12-14
——reduce urine samples that test positive
for opioids
——increase time abstaining from opioids14

• improve retention in addiction
treatment programs12
• reduce cravings13

FIGURE 2. In a randomized trial, buprenorphine lowered the risk of death, improved retention

in treatment, and reduced illicit opioid use compared to detoxification and couseling alone.9

Number remaining
in treatment

20
15

buprenorphine maintenance
75% retained in treatment

10

Buprenorphine:
• 75% of urine
samples were
negative

detoxification + counseling

5

0% retained in treatment

p=0.0001

0
0

50

100

150

200

250

300

350

Detoxification
and Counseling:
• 20% died

Time from randomization (days)

Medication-based treatment is more effective than detoxification and abstinencebased therapy alone.15
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Matching the person with the treatment
TABLE 1. The three medications available to treat OUD
buprenorphine

methadone

naltrexone IM
injection (Vivitrol)

patient must have
mild to moderate
withdrawal symptoms

any time

requires 7-10 days of
abstinence from opioid
use prior to starting

anyone with a
DEA X-waiver*

certified opioid
treatment program

any prescriber

no daily clinic visits
required

generally requires
daily visits to a clinic
for supervised
administration

monthly injection

Patient
characteristics

preferred as first line
treatment for most
patients

helpful for patients with
multiple unsuccessful
prior treatment attempts,
and/or need daily
support

mild OUD or those
who can’t use
agonist treatment

OUD severity

moderate to severe

moderate to severe

mild

home or in office

certified opioid treatment
program locations

in office

sublingual film or tablet,
buccal film, long-acting
injection or implant

liquid

long-acting injection

(e.g., Suboxone, Bunavail)

When to start

Who can provide
treatment

Treatment
delivery

Initiating
treatment
Commonly used
dosage forms

*Anyone licensed to prescribe opioids (e.g., M.D., D.O., nurse practitioner [N.P.], physician assistant [P.A.])
can complete the training and receive an X-waiver to prescribe buprenorphine. N.P. and P.A. prescribing
regulations are subject to state law.

While medication-based treatment is sometimes provided along with behavioral
therapy, it is so effective that it should be offered whether or not behavioral
interventions are available.16
The choice of treatment should be a shared decision between the health care
professional and the patient; the setting of treatment is an important
consideration as well.1
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Promoting recovery
1

Recommend or prescribe naloxone (e.g., Narcan) to
prevent a potentially fatal overdose.17 It saves lives.

2

Use “person-first language” to reduce stigma.

3

Language to avoid

Recommended language

addict, abuser, user, junkie

a person with OUD

clean/dirty urine

urine that is positive/negative for
opioids or other substances

treatment failure

return to use, recurrence, relapse

Support patients who return to using opioids.
• As in helping a patient to stop smoking, it may take several attempts to achieve
sustained remission.
• OUD is a chronic condition, and these patients will need ongoing support as
they work toward recovery.

4

Continue medications for OUD as needed.
• Patients may require medications to treat OUD for several years, or indefinitely.1
• Patients who taper buprenorphine quickly may be more likely to return to use.18

Prescribing a medication to treat OUD can build on the trust and relationship
a primary care clinician has already established with the patient.
• OUD is common, and it is likely that one or more patients in any given practice suffer from it.
• Doctors who prescribe opioids for chronic pain are already managing risks associated
with opioid use (e.g., diversion, misuse, demands for increased dose).
— Prescribing buprenorphine or naltrexone can help address these concerns and
actually make care less stressful for both the patient and clinician.
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Summary
• Opioid use disorder is a chronic, treatable disease that affects millions of Americans.
• Because of neurochemical changes in the brain caused by exposure to opioids,
medication treatment is key to addressing OUD for many patients.

• Patients who are treated with FDA-approved medications for OUD have
better outcomes than those who are not.

• Identify patients with suspected OUD and initiate treatment using SBIRT:
Screening, Brief Intervention, and Referral to Treatment.

• Ensure that naloxone (e.g., Narcan) is available to patients with OUD and those
who take high-dose opioids; it can be life-saving.

• Obtain an X-waiver to be able to prescribe buprenorphine to manage OUD and
improve patient outcomes.

Visit AlosaHealth.org/OUD
for links to treatment information, resources, and more.
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About this publication
These are general recommendations only; specific clinical decisions should be made by the
treating clinician based on an individual patient’s clinical condition. More detailed information
on this topic is provided in a longer evidence document at AlosaHealth.org.

The Independent Drug Information Service (IDIS) is supported by
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of Pennsylvania.

This material is provided by Alosa Health, a nonprofit organization
which is not affiliated with any pharmaceutical company. IDIS is a
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