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Outline of presentation 

• Evolving opioid crisis—causes and consequences 

• Evolving public health response 

• Does treatment work? What treatments are 
effective? 

• Gap between treatment need & receipt 

• Why does the gap persist?  

• Strategies for addressing the gap 

• What can physicians do about the opioid crisis? 

• What would Dr. Louis J. Kolodner have done? 

Overdose deaths hotspots, 1999 

Our current opioid epidemic: 2014 
overdose deaths hotspots 
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What happened? Increased prescribing 
of opioid pain medications 

A rising tide of opioids, a rising tide of 
overdose deaths 
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Primary prevention: Decrease opioid 
overprescribing 

• Education advisory to physicians, other health care 
providers, and the general public 

• Increased restrictions of prescribing and dispensing 

• Changes in guidelines and treatment recommendations 

• Introduction of abuse deterrent formulations 

Turn the Tide: The Surgeon General’s 
Call to End the Opioid Crisis 
• 2016 Dear Colleague letter 
• Take the Pledge: 
• AS HEALTH CARE PROFESSIONALS, WE 

BELIEVE WE HAVE THE UNIQUE POWER 
TO END THE OPIOID CRISIS. WE PLEDGE 
TO: 1) Educate ourselves to treat pain 
safely and effectively. 2) Screen our 
patients for opioid use disorder and 
provide or connect them with evidence-
based treatment. 3) Talk about and treat 
addiction as a chronic illness, not a moral 
failing. 

• 2018 National Advisory  
• I, Surgeon General of the United States 

Public Health Service, VADM Jerome 
Adams, am emphasizing the importance 
of the overdose-reversing drug 
naloxone….  knowing how to use 
naloxone and keeping it within reach can 
save a life. 

• BE PREPARED. GET NALOXONE. SAVE A 
LIFE. 

Trends in opioid prescribing in U.S. 
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Rapid changes in opioid prescribing practices 

Decreased overall opioid prescribing, increased 
medication treatments and use of abuse 
deterrent formulation 

Continued increase in overdose deaths, despite 
substantially reduced opioid prescribing 
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Transition to heroin and injection opioid 

use is fuelling a new Hepatitis C epidemic 
 

Number of cases (A) and incidence (B) of acute hepatitis C reported to CDC by year among young persons and all persons, United States, 2006-12.  

Anil G. Suryaprasad et al. Clin Infect Dis. 2014;59:1411-1419 

Strategies for addressing the opioid crisis 

• Primary prevention: Changes in opioid prescribing 
practices reduce the incidence of new users (but those 
already addicted shift to more dangerous drugs and 
routes of administration) 

• Secondary prevention: Earlier identification of persons 
with opioid misuse or addiction (e.g., through routine 
monitoring of indicators of misuse among those 
prescribed opioids or routine screening for OUD in 
medical settings) and interventions; Opioid overdose 
education and naloxone distribution (OEND) 

• Tertiary prevention: Treatment with methadone, 
buprenorphine, or extended-release injection 
naltrexone combined with recovery support services is 
effective: reduces overdose and HIV and HCV 
transmission risk but is underutilized 

Does treatment work? Compared to what? 
Natural history of heroin addiction 
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Natural history of heroin addiction 

• 33-year follow-up of patients treated in CAP: 48 
% died; deaths mainly due to opioid use disorder 

• Persistence of heroin use after onset addiction: 

• Very few (<20%) achieve long-term abstinence  

• ~1/6 of those using at 20-year follow-up were 
abstinent 10 years later 

• ~1/6 of those abstinent for <5 years at 20-year 
follow-up were abstinent 10 years later 

• High relapse even after long-term abstinence: 
¼ of those abstinent >15 years relapsed over 
next 10 years 

 

The most commonly used approach  
(detoxification/residential) doesn’t work/is harmful 

Relapse rates • Irish study: 6-week 
residential 
detox/treatment 

• 149 patients enrolled; 5 
patients died (within 1st 
6 months); follow-up on 
103 patients 

• Within 6 months, 103 
(94%) of the 109 
reported a lapse; 99 
(91%) relapsed. Within 
one week of discharge, 
72 (66%) had lapsed and 
64 (59%) had relapsed 

• Source: Smyth, B. P., et al. "Lapse and relapse 
following inpatient treatment of opiate 
dependence." Irish medical journal (2010). 

 

Medication treatments for opioid 
addiction 

• MAT: The use of a medication to help promote 
recovery 

• What medications: agonist (methadone), partial 
agonist (buprenorphine), long-acting injectable 
antagonist naltrexone (XR-NTX)  

• Medications: platform to support recovery 

• MAT reduces drug use, overdose and infectious 
disease transmission risk, criminal activity 

• Strongest evidence for MAT with methadone or 
buprenorphine; emerging support for XR-NTX 
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How effective is MAT? Scale-up of MAT with methadone 
and buprenorphine reduced overdose deaths, Baltimore 

How effective is MAT? Scale-up of MAT with 
buprenorphine reduced overdose deaths, France 

How effective is MAT? MAT with methadone reduces 
HIV transmission 
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MAT with XR-NTX vs. BUP-NX 

•RCT; 8 community-based inpatient and outpatient 
programs; 570 participants completed inpatient detox 
and randomized to XR-NTX or BUP-NX for 24 weeks 
 

•72% successfully initiated XR-NTX (range 52% to 95%); 
94% successfully initiated BUP-NX 
 

•65% of XR-NTX and 57% of BUP-NX met relapse criteria 
 

•Among participants successfully inducted, relapse rates 
and rates of opioid use were similar 
 

•Lee JD et. al, The Lancet 2018; 391:309-18 

Despite growing need, most go untreated 

• NHSDUH 2016:  

• 21.0 million in U.S. needed treatment for a 
substance use disorder (1 in 7 young adults); 
10% received treatment  

• 2.6 million need treatment for opioid use 
disorder (600,000 heroin); 20% received it 

• Worldwide, approximately 8% of people needing 
treatment for opioid use disorder receive it 

 

Most people with OUD don’t get treated 
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Those who do get treatment most often 
don’t get effective treatment 

Why are we so bad at providing treatment 
to people with OUD? 

• Myth 1: Addicts don’t want treatment/don’t even care 
whether live or die  

• Myth 2: Treatment doesn’t work 

• Stigma—keeps people with SUD and families from 
recognizing problem and seeking treatment 

– Shame about having the disorder 

– Fear of legal, employment consequences from disclosure 

– Fear/shame about negative response from clinicians and 
health practitioners 

– Negative responses of health care practitioners (often see 
people at their worst, don’t see people in recovery) 

• Is treatment demand inelastic (i.e., people are 
either interested (or not) in getting treatment? 

 

     Or  

 

• Can we do more to attract and engage patients in 
treatment? 

 

If we build it, will they come? 
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Lessons from business 

• Factors affecting demand and utilization: 

• Availability 

• Quality and attractiveness of product 

• Convenience—location & waiting time 

• Cost—easily affordable 

• Service—friendly, welcoming 

• Marketing, advertising and publicity 

 

Evaluating strategies to reduce barriers 

and improve access to MAT 

• Mainstream MAT into primary care and emergency 
medicine; goals: 

• ↑ number of sites and MDs treating addiction 

• facilitate access—patients treated in their regular primary 
care setting or ED 

• reduce stigma 

• coordinate medical and substance use disorder 
treatment; identify medical and SUD problems earlier 

• Same day admissions and decreased barriers to 
MAT entry in community treatment programs 

• Community engagement to reduce stigma, develop 
low threshold treatments, retain patients in MAT 

 

 

Buprenorphine treatment for opioid use 

disorder in a primary care clinic 
 

• Evaluated feasibility and efficacy of OBOT (with 
buprenorphine-naloxone, BNX) in primary care clinics 

• Enrolled patients who were not receiving treatment 

• Compared 3 levels of nurse-provided counseling 

• BNX induction and maintenance and all counseling 
provided by primary care physicians and clinic nurses 

• Main findings:  Buprenorphine treatment feasible 
and effective in this setting, with all 3 counseling types 
(Fiellin D et al., NEJM 355(4):365-74, 2006) 

 

 

 

 

 

 



9/20/2018 

12 

 Feasibility and efficacy of buprenorphine 

in primary care clinic 

Patient experiences with 

buprenorphine in primary care 

• "What do you like about drug 
treatment at the Primary Care 
Center?” 

– "No one knows why I am 
here."  "No one knows I 
have a drug problem.” 

–"Treated like a patient.” 

–"Don’t have to be around 
junkies.” 

– "Staff."  "Talking to the 
nurses.” 

–"Location."  "Atmosphere.” 

– "Only come three times per 
week.” 

 

 Does office-based treatment bring in new patients? 

• Compared to patients enrolling in an OTP, patients 
enrolling in office-based treatment were: 

– Younger 

– Without prior methadone treatment 

– Fewer years of opioid dependence 

– Lower rates of injection drug use 

• MAT with buprenorphine has more than doubled the 
number of patients treated with MAT in the U.S.  

 



9/20/2018 

13 

Expanding access with office-based 

treatment 

Do additional behavioral interventions improve 
buprenorphine treatment outcomes? 

RCT of CBT in primary care 
BNX in New Haven 
• 141 patients in PCC 

• Randomized to Physician 
Management with or without 
CBT 

• 24 weeks 

Behavioral drug counseling 
or abstinence-contingent 
buprenorphine in Malaysia 

• 234 patients treated by 2 very 
busy GPs in solo practice 

• 2x2 design, randomized PM with 
or without Behavioral Drug 
Counseling and to non-
contingent provision of BNX 
take-home doses or abstinence-
contingent provision of BNX 
(ACB) 

• 24 weeks 
 

Do additional behavioral interventions 
improve buprenorphine treatment 
outcomes? 

CBT in PCC 
ACB, BDC in physician 
offices, Malaysia 

• No significant benefits of 
adding CBT  

• Among patients receiving 
buprenorphine/naloxone in 
primary care for opioid 
dependence, the effectiveness 
of physician management did 
not differ significantly from that 
of physician management plus 
cognitive behavioral therapy. 
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Do additional behavioral interventions improve 

buprenorphine treatment outcomes? 

• May depend on 

– Patient population and specific needs 

– Behavioral interventions tested (ACB a form of 
contingency management; BDC is structured, 
behavioral treatment, uses short-term contracts to 
activate patients and achieve immediate tx goals) 

– Baseline (control) services—expert Physician 
Management may be sufficient for many patients; 
GPs with less time or expertise may not achieve 
optimal results 

ED-initiated buprenorphine with continuation 

in primary care 

• RCT in hospital emergency department (ED) compared 

• Referral, Brief Intervention, and ED-initiated buprenorphine 

 

• Participants (N=329):  
• 45% used ED for usual medical care; 50% with history 
psychiatric treatment; 1/3 seeking OUD treatment (2/3 
identified through routine screening) 

 

• Primary Outcome, Engaged in treatment at 30 days:  

• 78% of ED-initiated buprenorphine, 37% Referral, 45% BNI 

• Significant differences persisted for 2 months 

• No differences in outcomes for patients initially seeking or not 
seeking OUD treatment 

• D’Onofrio et. al, JAMA 2015; 313(16):1636-1644 

ED-initiated buprenorphine, long-term outcomes 
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Feasibility and efficacy of buprenorphine 
in primary care clinic—Focus on retention 

Challenges and opportunities 

• Develop/evaluate strategies to engage and retain 

people with OUD in MAT.   

• Current studies: 
– Community-based participatory research approach to develop, 

implement, and evaluate outreach, engagement, and recovery 
support interventions in non-traditional community settings  

– Implementation science mixed methods and tools (e.g., surveys, 

structured interviews and focus groups engaging key 

stakeholders and review of clinical and healthcare data to assess 

organizational, personnel, community level barriers and uncover 

available resources and facilitators for successful implementation 

of an integrated, community-based collaborative care model, 

employing peer recovery coaches and telepsychiatry 

services, to improve the effectiveness of MAT provided in 

primary care settings 

Decreasing barriers to methadone treatment 

increases access too: Open Access Model 

Figure 2. Average number of days of wait time between June 2006 and June 20151. 
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Decreasing barriers increases utilization 

 

 

 

OUD Treatment Cascade 

What is at stake? 

• 1990 letter from a grieving mother: “My son is now 
dead – thanks to the doctors at … who should learn 
as much as police….My first suggestion is to 
educate hospital emergency room personnel 
regarding drug abuse.  They are the last people to 
go to for help.” 

• She ended her letter with a quote from Erikson: 
“Death like this does not retreat into some discrete 
compartment of the mind, emerging now and again 
to haunt one’s dreams.  It remains with one, 
becoming a part of the very air one breathes and a 
dominating figure in one’s imagery.” 

• We have changed some things for the better, but 
there’s so much more we need to do 
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The Opioid Crisis: What Can Physicians 
Do About It? 

• “It is not always possible to comprehend the level of 
suffering that others may be experiencing.” (Quoted 
from a mother’s eulogy for her daughter.) 

• Appreciating the suffering of another person and 
countering stigma —the person is bad or different— are 
critical for caring for people with all medical or 
psychiatric disorders, particularly substance use disorders 

• Providing accurate diagnosis, advice, guidance, 
treatment, and support are essential to our calling and 
our work as physicians 
 


