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Off Label-use Disclosure

| will be discussing off-label uses of buprenorphine
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Address diversion aggressively. Increase enforcement for
private MDs practicing out-of-pocket opioid practices
(including) buprenorphine (BUP) suspicious for diversion.
Investigate and prosecute.

Incentivize low-threshold BUP providers at FQHCs.
Implement 5-day grace period for Prior Authorization.
Include methadone (OTP) in Medicaid coverage

Cap funding for any opioid treatment program that does not
include treatment with buprenorphine or methadone.
Funding should be 70% / 30%

Remove restriction on buprenorphine for treatment of pain.
40% of Medicaid patients currently on 50MME / day should be
on buprenorphine by 2023
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Encourage the development of community-based Harm
Reduction coalitions.
Fund needle exchange, HIV/HEPC, and Nalxone programs

Include Harm Reduction and BUP in state training for medical,
nursing, pharmacy, paramedic, and law enforcement.
Independently fund Pre-treatment engagement —
peers/navigators/coaches to bring patients into care.

Don’t let hospitals off the hook.

Require hospital’s to prove engagement and initiation of MAT

10. Treat withdrawal as a medical emergency.
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Table 1 Buprenorphine practice guidelines and low threshold office-based protocols

Source Induction Follow-up Counseling
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Unobserved induction only; no in-person orin-  Weekly to monthly or less than monthly, varies  Generally endorsed by providers for all patients;
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Table 1 Buprenorphine practice guidelines and low threshold office-based protocols

Source

Induction

Follow-up

Counseling

Center for Substance Abuse Treatment, Treat-
ment Improvement Protocol (TIP) 40, Clinical
Guidelines for the Use of Buprenorphine in
the Treatment of Opioid Addiction [1]

The consensus panel recommends that
physicians administer initial induction doses
as observed treatment (e.g, in the office);
further doses may be provided via prescrip-
tion thereafter. This ensures that the amount
of buprenorphine located in the physician's
office is kept to @ minimum. Following the
initial buprenorphine dose, patients should
be abserved in the physician's office forup
to 2 hours... Before the initial buprenorphine
induction dose. . .the patient should pref-
erably be exhibiting early signs of opioid with-
drawal (e.g, sweating, yawning, rhinorrhea,
lacrimation). (p.52)

American Society of Addiction Medicine (ASAM) (3) Clinicians should observe patients in their

National Practice Guideline for the Use of
Medications in the Treatment of Addiction
Invalving Opioid Use (2015) [3]

Low Threshold Primary Care Office-based
Buprenorphine Treatment

offices during [puprenorphine] induction.
Emerging research, however, suggests that
many patients need “not” [sic] be observed
and that home buprenarphine induction
may be considered. Home based induction is
recommended only if the patient or prescrib-
ing physician is experienced with the use of
buprenorphine. This is based on the cansen-
sus opinion of the Guideline Committee.
Induction Induction within the clinician’s
office is recommended to reduce the risk of
precipitated opioid withdrawal. Office-based
induction is also recommended if the patient
or physician is unfamiliar with buprenorphine.
However, buprenorphine induction may be
done by patients within their own homes?®*
Home-based induction is recommended
only if the patient or prescribing physician is
experienced with the use of buprenorphine.
The recommendation supporting home
induction is based on the consensus opinion
of the Guideline Committee. (p. 33)

Unobserved induction only; no in-person or in-

clinic induction. Patient handout written and
text-message or phone support as needed.

Induction Day 2 and Forward: Patient returns
to office on buprenorphine/naloxone (Fig-
ure 4-2) .. Patients who return on Day 2 expe-
riencing withdrawal symptoms should receive
an initial dose of buprenorphine/naloxone
equivalent to the total amount of buprenor-
phine/naloxone.. .administered on Day 1 plus
an additional 4/1 mg (maximum initial dose
of 12/3 mq). If withdrawal symptoms are still
present 2 hours after the dose, an additional
4/1 mg dose can be administered. (pp.54-56)

(8) Patients should be seen frequently at the
beginning of their treatment. Weekly visits
(at least) are recommended until patients are
determined to be stable. There is no recom-
mended time limit for treatment.

Monitoring treatment Patients should be seen
frequently at the beginning of their treat-
ment. Weekly visits (at least) are recom-
mended until patients are determined to be
stable. The stability of a patientis determined
by an individual clinician based on a number
of indicators which may include abstinence
from illicit drugs, participation in psycho-
social treatment and other recovery based
activities, and good occupational and social
functioning. Stable patients can be seen
less frequently but should be seen at least
monthly. (p. 34)

Weekly to monthly or less than monthly, varies
per patient. Typically, a new induction patient
isseen one-week following induction, then
less frequently. Refills and less than monthly
follow-up are allowed for stable patients.

Pharmacotherapy alone is rarely sufficient treat-
ment for drug addiction. For most patients,
drug abuse counseling—individual or group—
and participation in self-help programs are
necessary components of comprehensive
addiction care. As part of training in the treat-
ment of opioid addiction, physicians should
at a minimum obtain some knowledge about
the basic principles of brief intervention in case
of relapse. Physicians considering providing
opioid addiction care should ensure that they
are capable of providing psychosocial services,
either in their own practices or through referrals
to reputable behavioral health practitioners in
their communities. (Executive Summary XX)

(5) Psychosocial treatment should be imple-
mented in conjunction with the use of
buprenarphine in the treatment of opioid use
disorder.

Psychosocial treatment and treatment with
buprenorphine clinicians who are prescribing
buprenorphine should consider providing or
recommending office-based or community-
based psychosocial treatment. There is
some research evidence that the addition of
psychosacial treatment improves adherence
and retention in treatment with buprenor-
phine63,94,95; however, these findings are
mixed.29,96-99 Itis recommended that
cliniciars offer patients psychosocial treatment
early in their treatment with buprenorphine.
Effective therapies may include the following:
(1) cognitive behavioral therapies; (2) contin-
gency management; (3) relapse prevention;
and (4) motivational interviewing. (p. 39)

Generally endorsed by providers for all patients;
12-step and other counseling involverment
assessed at follow-up; no requirement or
mandate for any additional counseling; no
additional counseling available in-clinic.
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Emergency Buprenorphine Treatment

ED-BRIDGE is a partnership with the
California Poison Control System and the
California Hub and Spoke Expansion
Project to provide 24-7 emergency access
to buprenorphine treatment for opioid
use disorder in all California
communities.



California model

Emergency Medical System

CALIFORNIA -
POISON CONTROL
SYSTEM

Hub and Spoke system

CALIFORNIA ACEP -



ED-BRIDGE | Emergency Buprenorphine Treatment

Barriers for Emergency
Department
Scale up

Walver

Fear of diversion

No time or support for
complex hand-offs




Goals

Every ED treats opioid
withdrawal as an emergency
& treats aggressively with
buprenorphine

Every community has a -
treatment access hub to
accept patients in 72 hours
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Emergency Buprenorphine Treatment

Patient
with
OoubD

(-) No withdrawal.
Motivational interviewing and referral
to MAT access point

(+) withdrawal
This is a medical
emergency and requires

treatment with
buprenorphine

Critical action A 4

El Obtain consent

Emergen cy [U_ Fa_x name and contact number to MAT access

point .
Department I Il N IS S S e . » MAT Access point
Provides 24-7 1. Provides
access to . - buprenorphine
administered apn]  Critical action within 72 hours

. <N MAT team calls patient .
buprenorphine. 72 to assist with navigation 2. Provides
within 24 hours navigation

Continues assistance
treatment for 72 q == == = within 24 hours
hours. K /




BUPRENORPHINE (BUP)
ALGORITHM

No screening for OUD
No labs
Start Buprenorphine 8mg SL

OBSERVE: 1 hour

If NOT improved, stop and
return later

If Improved, give 8-16 mg
buprenorphine SL
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Buprenorphine Effects of Buprenorphine Maintenance Dose on 1i-Opioid
Receptor Availability, Plasma Concentrations, and Antagonist
Blockade in Heroin-Dependent Volunteers
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Adverse events should
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Ceiling on Respiratory Depression

Ventilation (L/min)
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Buprenorphine induces ceiling in respiratory depression

but not in analgesia

A Dahan'®, A, Yassen’, R Romberg’, . Sarton', L, Teppema'

’

2 4 6
Buprenorphine dose (ng/kg)

8

B, Olofsen’ and M, Danhof

British Journal of Anaesthesia 96 (5); 627-32 (2006)
dot:10.1093/bja/ael05 | Advance Access publication March |7, 2006



Ceiling on Sedation

PCAG Scale-Sedation
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VAS score of Withdrawal Intensity ED
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Single Dose of 24 Milligrams of Buprenorphine for
SL BUP DOSE: 24mg x 1 day VS 8mg daily X3 days Heroin Detoxification: An Open-label Study of Five

Inpatients

Kathleen Ang-Lee , Michael R. Oreskovich , Andrew |. Saxon , Craig Jaffe
Charles Meredith , Mei Ling K. Ellis, Carol A. Malte & Patricia C. Knox

Journal of Pychoactive Drugs
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Highland Hospital ED SUMMARY

00

IDGE
Chart review 2017-2018

« 86 patients administered 24-32mg SL

* 144 patients administered at least 16mg SL
« Several cases of mild nausea

* 1 migraine

* No sedation

* No cases of worsening withdrawal



B/\ HOME GUIDE FAQ HOW-TO REFERENCES CONNECT

E
BRIDGE

Emergency Buprenorphine Treatment

Key steps in starting a buprenorphine program in an ED

. Talk with your pharmacy director to be sure that buprenorphineis =~ OTHER RESOURCES
on the hospital formulary (2.

2. Develop a connection and with an outpatient facility who can
receive patients referred from the ED. EXAMPLE PAT MONOGRAPH B

3. Train nurses and doctors how to assess opioid withdrawal
severity and how to dose buprenorphine.

4. Create or adapt a simple guide for providers[2 for use in the
clinical areas for real-time consultation.

5. If possible, bring in a patient care navigator to help patients
transition to outpatient care.

6. Obtain patient education materials from outpatient partners that
describe how to access their buprenorphine treatment services.
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Address diversion aggressively. Increase enforcement for
private MDs practicing out-of-pocket opioid practices
(including) buprenorphine (BUP) suspicious for diversion.
Investigate and prosecute.

Incentivize low-threshold BUP providers at FQHCs.
Implement 5-day grace period for Prior Authorization.
Include methadone (OTP) in Medicaid coverage

Cap funding for any opioid treatment program that does not
include treatment with buprenorphine or methadone.
Funding should be 70% / 30%

Remove restriction on buprenorphine for treatment of pain.
40% of Medicaid patients currently on 50MME / day should be
on buprenorphine by 2023




10.

Encourage the development of community-based Harm
Reduction coalitions.
Fund needle exchange, HIV/HEPC, and Nalxone programs

Include Harm Reduction and BUP in state training for medical,
nursing, pharmacy, paramedic, and law enforcement.
Independently fund Pre-treatment engagement —
peers/navigators/coaches to bring patients into care.

Don’t let hospitals off the hook.

Require hospital’s to prove engagement and initiation of MAT

Treat withdrawal as a medical emergency.
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SHOUT Hannah.Snyder@ucsf.edu

SUPPORT FOR HOSPITAL
OPIOID USE TREATMENT

Kathy.vo@ucsf.edu
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