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Objectives 

�  Review approaching opioid use disorder 
(OUD) as a chronic disease 

�  Outline a strategy to improve access to 
pharmacotherapy for OUD 

�  Gain insight into how to overcome 
barriers to treating OUD in primary care 



Opportunity Exists 

�  Opioid use disorder is a chronic medical 
condition associated with high rates of  elevated 
mortality. 

�  Patients with OUD have mortality rates 6 to 50 
times that of  the general population. 

�  On average OUD results in loss of  18 years of  
potential life 

(Herring, 2016) 



Case  
�  52 y.o. female 

�  Presents today for intake into buprenorphine 
maintenance treatment for opioid dependence. Patient 
is currently on maintenance through other provider. 

�  History of  other drug abuse treatment: in and out of  
programs. Feels this last time she was finally ready 
because they helped her address her underlying issues 
from the abuse trauma.  

�  She is working as a peer volunteer at current treatment 
program which allows her to be in groups without being 
officially enrolled.  

�  Last opioid use: one year ago yesterday 



Case Continued 
�  Started using pills in her mid-40s.   

�  Started when she had a toothache and a friend gave her Vicodin and 
then a friend turned her on to Percocet and “I found my heaven.” 

�  On the Percocets she became homeless, grew further into debt, her 
teeth deteriorated, and her relationship with her children 
deteriorated.   

�  At worst she was taking 20-30 10mg percocets a day. Enzymes in 
her liver were rising, and she became reliant on an enema to stool. 
Recalls dry heaving, feeling nauseated when she wasn't using.  

�  Was offered heroin and Suboxone at about the same time on the 
street. Chose Suboxone. Didn't feel high, but no withdrawal 
symptoms.  

�  Started buying Suboxone off  the street. Suboxone got expensive on 
the street, and her dealer actually recommended she enter 
counseling.  



Quick Review (or Intro to) 
Pharmacotherapy for SUD 

�  Agonist treatment with methadone 

�  Partial agonist treatment with buprenorphine 
(commonly Rx’d in combination with naloxone, 
brand name Suboxone) 

�  Antagonist treatment using naltrexone IM or PO 

�  Psychosocial therapy is also an important 
component; however, the evidence is less strong 
and so medication should not be withheld if  
behavioral treatment is not easily available. 

(National Academies, 2019) 
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Evidence for Treatment 
�  In large studies with decades of  follow up, 

buprenorphine reduces risk for opioid overdose 
death by 50-75% compared to patients receiving no 
treatment or psychosocial treatment alone. 

�  Among high-risk patients who inject heroin, 
treatment with methadone or buprenorphine for at 
least 5 cumulative years is associated with a 
reduction in mortality at 25 from 25% to 6%. 

�  The longer patients stay in treatment, the greater 
the survival benefit even with episodes of  relapse 
and return to treatment. 

(Herring, 2016; National Academies, 
2019) 



(Herring, 2016)  

Evidence for Treatment 



Benefits of  MAT: 
Decreased Mortality 

Source: MAT Waiver Training. (2019). PCSS. Original slide 
cites Dupouy et al., 2017; Evans et al., 2015; Sordo et al., 
2017. 

Standardized Mortality Ratio 



Treatment for OUD 
�  With well-established medical treatment, opioid use 

disorder can have an excellent prognosis.  

�  Decades of  research have demonstrated the efficacy 
of  medications such as methadone and 
buprenorphine in improving remission rates and 
reducing both medical complications and the 
likelihood of  overdose death.  

�  Unfortunately, treatment capacity is lacking: nearly 
80% of  Americans with opioid use disorder don’t 
receive treatment. 

(National Academies, 2019) 



Issues / Obstacles 
1. Current treatment workforce inadequate to treat 

potential patient population. 

2. SUD Treatment Center’s geographic location may 
not allow for coverage of  the target population area, 

3. Pharmacotherapy for OUD in primary care requires 
change in culture / workflow. 

4. Staffing and financial model will need to be 
designed with sustainability in mind. 
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�  “Hub and Spoke” is  VT’s system for delivering MAT 
§  9 regional “hubs” offer daily support for patients with 

SUDs. 
§  75 local “spokes” include teams of  doctors, nurses, and 

counselors who offer ongoing OUD treatment that is 
integrated with general healthcare services. 

�  Hub and Spoke system has been implemented statewide – 
Increased access to treatment   
§  It has led to increases in VT’s OUD treatment capacity. In 

2012, pre-hub & spoke, VT had 650 methadone patients 
and 1,837 OBOT patients, for a total of  2,487.  

§  More than 6,000 people now participating in the program 
(140% increase in Vermonters receiving MAT) 

Source: Hub and spoke. State of  Vermont: Blueprint for Health.  



Hubs Offer Intensive Treatment 

�  Hubs offer the treatment intensity and staff  
expertise that some people require when they 
first seek substance use treatment.  

�  Patients receiving MOUD may move back and 
forth between hub and spoke settings over 
time, as their treatment needs and acuity 
change. 



Spokes Provide Long-Term 
Treatment in Community 

Settings 
�  Prescribers in spoke settings are 

physicians, nurse practitioners, and 
physician’s assistants federally waivered 
to prescribe buprenorphine.  

�  People with opioid use disorder typically 
start their treatment at specialty hubs and 
transition to the spokes when stable. 



Chronic Disease Model of  
Addiction 

“Addiction is defined as a chronic, relapsing brain 
disease that is characterized by compulsive drug 
seeking and use, despite harmful consequences. 
It is considered a brain disease because drugs 
change the brain; they change its structure and 
how it works. These brain changes can be long-
lasting and can lead to … harmful behaviors.” 

– NIDA. Drugs, brains, and behavior: The science of addiction 
(emphasis added). 



Characteristics of  a 
Chronic Disease 

IS:  

Influenced by behavior, well studied, tends to worsen if  
untreated, heritable 

HAS: 

A predictable course, effective treatments, no known 
cure, high relapse rates 

REQUIRES: 

Continued care, adherence to treatment, ongoing 
monitoring, patient/caregiver understanding 
 



Differences in Expectations 
with Substance Use 

�  Expectation of  a cure 

�  Expectation that lasting decreases in drug use will 
occur following termination of  medication 

�  Upon discontinuation of  medication re-emergence of  
symptoms demonstrates ineffectiveness 

�  Pharmacotherapy called “MAT” 



Principles of  Treatment 

�  Treatment of  all chronic diseases involves changing deeply 
embedded behaviors.  

�  Relapse is common and similar across chronic diseases. 

�  Relapse indicates that alternative methods should be tried, 
not that the person has a moral or will-power failure. 



What Primary Care Offices Are 
NOT Being Asked 

�  Become drug treatment referral destinations  

�  Provide medications to unstable patients 

�  Open previously closed panels to new patients 

�  Write a “high risk medication”   

�  Divert office staff  and resources to drug treatment 

�  You don’t need a “Suboxone Nurse” or to 
schedule a specific session for Suboxone 
treatment. 



What Primary Care Is Being 
Asked to Do 

1) Treat THEIR OWN PATIENTS who are stable and 
require long-term buprenorphine treatment. 

 

2) When / if  patients become unstable – assist them 
in getting back to a more intensive outpatient 
program. 

 

That’s It. 

 

 



Common Barriers to Treatment of  OUD 
in Primary Care 

§  Gaining acceptance that this is a reasonable thing to 
do 

§  Worry about bringing “those patients” into our office 

§  How do we bill and code for it? 

§  If  you have to get a special DEA waiver isn’t it a 
dangerous and highly specialized thing to try? 

§  What do we do if  a patient relapses? 

§  Specific challenges for rural populations* 
* (Deflavio et al., 2015) 



What Helps 
1. Provide the training for free with primary care 

facilitators.  

2. Share the materials we have developed for our program 
(intake packet, agreement of  responsibilities, 
smartphrases for your notes, etc.). 

3. Provide clinician-to-clinician support for questions.  

4. Provide training to your administrative and support staff  
to help overcome any fears they might have and to learn 
about treating addiction in primary care. 

5. Provide easy connections at hubs so that patients who 
relapse or otherwise become unstable can be easily 
referred back to more intensive treatment programs. 



Primary Care Experience 
�  Office visits are every 4-8 weeks (28 days Rx with 1 

refill). 

�  Many visits are JUST for OUD, stable (and 
therefore billed 99213). 

�  Other visits, there is also an acute issue addressed 
(i.e. URI), or there are comorbid mental health 
issues addressed, and will be 99214. 

�  Visits are fast, satisfying, and the notes are 
templated and DONE at the end of  the visit.  

(Loomis et al; 2020; Deflavio et al., 2015) 

 



Experience: Fears vs. Reality 

�  Front Staff:  

�  Fear: We will be overwhelmed with Suboxone 
new patient requests from non-primary care 
patients. 

�  Reality: A handful of  calls initially – nearly all of  
them patients from one CD center.   



Experience: Fears vs. Reality 

�  Nursing:  

�  Fear: Patients will be demanding, frequent phone 
calls, prior auths. 

�  Reality: Patients respectful, they know the limits, 
minimal phone calls / prior auths. Urines are 
performed routinely with drug screens and urine 
buprenorphine levels. 



Experience:  Fears vs. 
Reality 

�  Providers who don’t have waiver:  

�  Fear: Will get acute visits / after hours calls related to 
Suboxone and/or addiction, and would not be able to 
manage. 

�  Reality:  Above does not happen. Added benefit 
treatment within office should their patients need it.  

�  Fear: Partners will have to cover refills if  I am away. 

�  Reality: All refills done in office visits, arranged 
emergency back-up with HFM partners if  needed but 
hasn’t ever come up.  



Case Revisited 
�  Engaged in primary care based OUD treatment Jan. 

2016-March 2016, dismissed for no bup in urine and 
pos MJ 

�  Re-engaged in CD treatment in 2017 

�  Graduated in May 2018 and transferred to PCP based 
MOUD 

�  She was assaulted last August and ended up in ICU for 
3 weeks, back on opioids. After a few days she asked 
them to D/C the opioids because she liked the feeling of  
being on the opioids and she didn't like that she liked it.  

�  She asked them in the hospital to put her back on 
Suboxone.  



Questions 

UR Medicine Recovery Center of Excellence 
Technical Assistance Center 

Phone: 1-844-263-8762 (1-844-COE-URMC) 
Email: URMedicine_Recovery@urmc.Rochester.edu 

Website: recoverycenterofexcellence.org / Twitter: @URMC_Recovery 

This HRSA RCORP RCOE program is supported by the Health Resources & Services 
Administration (HRSA) of the US Department of Health & Human Services (HHS) as part of an 

award totaling $9.1M with 0% financed with non-governmental sources.  
 

The contents are those of the author(s) and do not necessarily represent the official views of, 
nor an endorsement by HRSA, HHS or the US Government. 
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