MAT in the Outpatient Setting

Provider Education
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Objectives

Understand the current opioid epidemic

Review the data that supports MAT and need for increased
access.

Review basic pharmacology of Buprenorphine
Discuss dosing of Buprenorphine/Naloxone

Review additional components to successtful MAT
Orograms.




The Opioid Epidemic

9.3 million

People misused prescription
opioids in 2020

107,622

people died from drug
overdose in 2021

902,000

People used heroin in 2020

2.7 million

People had an opioid use
disorder in 2020(1)

(1) 2021 National Survey on Drug Use and Health, 2022; https://www.samhsa.gov/data/release/2021-national-survey-drug-use-and-health-nsduh-
releases#fannual-national-report




The Opioid Epidemic

Heroin to Oxycodone to Fentanyl

Overdose Death Rates Involving Opioids,
by Type, United States, 1999-2020

Any Opioid

Other Synthetic Opioids

(e.g., fentanyl, tramadol)

Overdose Death Rates
Involving Opioids by Type

United States, 1999-2020
Commonly Prescribed Opioids

(Natural & Semi-Synthetic Opioids and Methadone)
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Original Investigation

Emergency Department-Initiated Buprenorphine/Naloxone
Treatment for Opioid Dependence

A Randomized Clinical Trial
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Number of deaths after ED treatment for nonfatal overdose
by number of days after discharge in the first month (n=130)

One-Year Mortality of Patients After Emergency

25

Department Treatment for Nonfatal Opioid Overdose

Scott G. Weiner, MD, MPH=+ 44 ., Olesya Baker, PhD?, Dana Bernson, MPH®, Jeremiah D. Schuur, MD,
MHS*®
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Study of patients treated in Massachusetts
EDs for opioid overdose 2011-2015

o lllustrates the short-term increase in mortality
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» Of patients that died, 20% died in the first month/v_

» Of those that died in the first month, 22% died
within the first 2 days
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Source: Weiner, Scott, et al.. One-Year Mortality of Patients After Emergency Department Treatment for Nonfatal Opioid Overdose. Annals of Emergency Medicine. April 2, 2019.
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Addiction is NOT a
Moral Failing



MAT = Saving Lives

o More and more emergency departments are inducing patients in acute
opioid withdrawal with Buprenorphine....but where can patients go for
ongoing treatment?

o Access has been historically limited

> Big push to increase access

o NOT JUST A JOB FOR ADDICTION SPECIALISTS, anymore!



What about Ongoing Care?
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The data supports the role of primary care providers in

expanding treatment for opioid use disorder.



What is
Medication Assisted Treatment (IMAT)

for Opioid Use Disorder (OUD)?




Medication Assisted Treatment
Medication for Addiction Treatment

MAT is the use of FDA-approved medications, in combination
with counseling and behavioral services, to provide a “whole-
patient” approach to the treatment of a SUD

“MAT” for OUD
~ Opioid Agonist Treatment (OAT)

. Buprenorphine
.. Methadone
+ Opioid Antagonist Treatment

. Naltrexone



Medications for Opioid Use Disorder

Methadone Buprenorphine £ Naloxone

Full mu opioid receptor Partial mu opioid receptor agonist =~ Mu opioid receptor antagonist
agonist “ (blocker)

Oral (often solution)

Sublingual (tab, film),
IV, IM, subcutaneous injection,
transdermal patch

Intramuscular injection
(extended release) or Oral



Buprenorphine is a partial agonist of the
opioid receptor

100 : i Buprenorphine will make patients
%0 - Full Agonist who are “high” feel worse
] (e.g. heroin)
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Mu Receptor (e.g. buprenorphine) Buprenorphine is a partial
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Activty 55 limiting respiratory depression
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10 Buprenorphine will make patients
] Full Antagonist (e.g., naloxone) who are withdrawing feel better
0 CJ ] I‘I‘I‘I‘I‘I‘I.‘T‘Ih
no drug low dose high dose

DRUG DOSE



OUD = Chronic-Relapsing Condition

MAT reduces cravings and withdrawal symptoms by
restoring normal physiology

' i cravings and withdrawal symptoms |

®




Why MOUD?

- Reduce physiological opioid cravings & normalize body functions

- Reduce risk of relapse and overdose

- Reduce need for inpatient detoxification

- Increase retention in treatment

- Decrease illicit opiate use and other criminal activity

- Increase patients’ ability to gain and maintain employment

- Improve birth outcomes among pregnant women who have OUDs

- Lower a person’s risk of contracting blood borne pathogen i.e. HIV or
hepatitis C




You Now Know Why — but HOW?

o There are two types of MAT patients you will likely see:

- Pathway 1: A patient currently using opioids who wants to stop.

- Pathway 2: A patient with a history of OUD, who is currently on
buprenorphine/naloxone but wants to transfer care to your practice.




P athway 1 — Patient currently using opioids, not on buprenorphine/naloxone.

. Screen for SUD

. Confirm DSM-V OUD diagnosis

. Review risks and benefits

. Consider contraindications

. Review home start plan; provide patient SOWS

. Prescribe adjunct medications

. Prescribe buprenorphine/naloxone 8mg/2mg bid
. Schedule close follow-up

COdOYUT DB WN K-



P a thway 2 ~ Patient currently on buprenorphine/naloxone, transferring into your practice

o 1. Confirm DSM-V OUD diagnosis

o 2. Review risks and benefits

o 3. Consider contraindications

o 4. Prescribe current dose of buprenorphine/naloxone
o 5. Schedule follow-up



Ongoing MAT Services

Considerations:

- Regular follow-up schedule

- Opioid treatment agreement

- Baseline labs (LFTs & Upreg if indicated)
- Urine Drug Screen intermittently

- Reassess cravings and dosing regularly



DSM-V to Confirm Diagnosis of OUD

Opioid Use Disorder: A problematic pattern of opioid use leading to clinically significant
impairment or distress, as manifested by at least 2 of the following, occurring within a 12-
month period.

Give one point for each affirmative answer:

Opioids are often taken in larger amounts or over a longer period than intended.

IThere is a persistent desire or unsuccessful efforts to cut down or control opioid use.

IA great deal of time is spent in activities necessary to obtain the opioid, use the opioid, or recover from
its effects.

Craving, or a strong desire to use opioids.

Recurrent opioid use resulting in failure to fulfill major role obligations at work, school, or home.

Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or
lexacerbated by the effects of opioids.

Important social, occupational, or recreational activities are given up or reduced because of opioid use.

Recurrent opioid use in situations in which it is physically hazardous

Continued use despite knowledge of having a persistent or recurrent physical or psychological problem
that is likely to have been caused or exacerbated by opioids.

*Tolerance, as defined by either of the following:
(a) a need for markedly increased amounts of opioids to achieve intoxication or desired effect
(b) markedly diminished effect with continued use of the same amount of an opioid

*Withdrawal, as manifested by either of the following:
(a) the characteristic opioid withdrawal syndrome
(b) the same (or a closely related) substance are taken to relieve or avoid withdrawal symptoms

Total Number Boxes Checked:
Severity:
Mild: 2-3 symptoms.
Moderate: 4-5 symptomes.
Severe: 6 or more symptoms

*For those individuals taking opioids solely under appropriate medical supervision, these criteria are not
considered to be met.

Criteria from American Psychiatric Association (2013). Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition,. Washington, DC, American Psychiatric Association page 541.

Confirm Diagnosis
of OUD

Then:

1) Complete Assessment Checklist

2) Review Risks/Benefits/Alternatives
to Buprenorphine/Naloxone

3) Consider relative contraindications
4) Review Induction Process & F/U
Plan with Patient

5) Sign Agreement

6) Prescribe Buprenorphine/Naloxone
8mg/2mg bid.

7) Review Home Start Protocol

8) Schedule Follow-Up




cA/ \ Buprenorphine Self-Start

BRI DGE Guidance for patients starting buprenorphine outside
of hospitals or clinics

0 Plan to take a day off and have a place to rest.

Stop using and wait until you feel very sick from withdrawals
(at least 12 hours is best, if using fentanyl it may take a few days).

Dose one or two 8mg tablets or strips UNDER your tongue
(total dose of 8-16mg).

o Repeat dose (another 8mg-16mg) in an hour to feel well.
e The next day, take 16-32mg (2-4 tablets or films) at one time.

If you have started bup before:
e If it went well, that's great! Just do that again.

e If it was difficult, talk with your care team to figure out what
happened and find ways to make it better this time. You may
need a different dosing plan than what is listed here.

If you have never started bup before:

* Gather your support team and if possible take a “day off.”

Place dose under your
tongue (sublingual).

* You are going to want space to rest. Don’t drive.

* Using cocaine, meth, alcohol or pills makes starting bup harder,
and mixing in alcohol or benzos can be dangerous.

If you have a light habit: (For example, 5 “Norco 10's” a day)
* Consider a low dose: start with 4mg and stop at 8mg total.
° WARNING: Withdrawal will continue if you don't take enough bup.

If you have a heavy habit: (For example, injecting 2g heroin a day or smoking
1g fentanyl a day)

e Consider a high dose: start with a first dose of 16mg.

* For most people, the effects of bup max out at around 24-32mg.

* WARNING: Too much bup can make you feel sick and sleepy.

Not going well? Have questions? Contact your Navigator for help!

Call or text your Navigator for help at

CA Bridge is a program of the Public Health Institute. The Public Health Institute promotes health, well-being and quality of life for people throughout California, across the nation, and
around the world. © 2022, California Department of Health Care Services. Materials made available under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International
(CC BY-NC-ND 4.0). 3.28.22



Name:

DOB:

Subjective Opiate Withdrawal Scale (SOWS)

IT MATTTRS

Colorado

Instructions: We want to know how you're feeling. In the column below today’s date and time, use the scale to write in a
number from 0-4 about how you feel about each symptom right now.

Scale: 0=notatall

1= a little

2 = moderately

3 = quite a bit

4 = extremely

DATE

[

TIME

SYMPTOM

SCORE

SCORE

SCORE

SCORE

SCORE

| feel anxious

| feel like yawning

| am perspiring

My eyes are tearing

My nose is running

| have goosebumps

| am shaking

© o N o o & @ N =

| have hot flushes

| have cold flushes

-
=)

My bones and
muscles ache

1

| feel restless

12

| feel nauseous

13

| feel like vomiting

14

My muscles twitch

15

| have stomach
cramps

16

| feel like using now

TOTAL

Mild Withdrawal = score of 1 - 10
Moderate withdrawal = 11 - 20

Severe withdrawal =21 - 30

Source: Reprinted from Handelsman et al. 1987, p. 296, by courtesy of Marcel Dekker, Inc. . For use outside of IT MATTTRs Colorado, please contact ITMATTTRsColorad

’repare Patient To

nduce at Home

Adjunct Meds:

Prescribe adjunct medications, if desired, to treat
early symptoms of withdrawal.

1.
2.

o Uk W

Ondansetron 4mg ODT, take 1-tab po g6hr prn
nausea

Loperamide 2mg tab, Take 2 tabs PO initially,
then 1-tab po PRN each additional loose stool.
NTE 16mg/day

Clonidine 0.1mg tab, Take 1 tab PO Q6H as PRN
withdrawal symptoms

Acetaminophen or NSAIDS

Tlrazodone 50mg tab, Take 1 tab po ghs PRN for
slee

Metﬁocarbamol 1000mg, Take 1 tab po PRN for
muscle spasms



Buprenorphine
pitfalls

Mild withdrawal (SOWS <7)

Patient who states, “I feel like the withdrawals are just starting,”
need to be advised to WAIT to start buprenorphine/naloxone due to
risk of precipitated withdrawal. Provider to prescribe prn supportive
care meds until they are in more significant withdrawal (SOWS >8).

Methadone in the last 72 hrs

This is not an absolute contraindication, but unpredictable
precipitated withdrawal can occur; recommend consultation with an
addiction specialist.

Intoxicated

Alcohol, benzodiazepines in combination with any opioid (including
Bup, though less so than others) can result in sedation.

Stimulants can make assessment of opioid withdrawal difficult since
they cause many of the C(S)OWS symptoms — tachycardia, sweating,
restlessness, anxiety. Don’t tend to cause N/V/D though.

Chronic pain patients

Patients taking medically prescribed opioids are great candidates for
Bup, but use much smaller doses (e.g., 2mg SL QID) and require care
coordination with pain specialist. The transdermal formulation of
buprenorphine is FDA approved for chronic pain (e.g., 5-20mg patch).

Use caution with patients with decompensated cirrhosis or other severe
medical illness



Follow-Up & Dose Adjustments

o In order to determine if a patient is on the correct dose, you will need to
discuss several matters during follow-up visits.

1. Cravings?

2. Using other opioids?
5. Adherence to Bup?
2. ETOH or sedatives?

s. Counseling?



Dosing:

Induction: 8mg/2mg bid
1. Dose adjusted during induction and stabilization phases. Ideally within 3 days of induction

2. Dose will be QD, BID, or TID
3. Patient will not adjust dose outside of consultation with the provider.

Stabilization: Adjust dose up or down by 4mg/1mg or 8mg/2mg increments based on patient’s experience with
cravings/tolerance of treatment
1. Dose adjusted during induction and stabilization phases. Ideally within 3 days of induction

2. Dose will be QD, BID, or TID
3. Patient will not adjust dose outside of consultation with the provider.

Maintenance: Continue stable dose
1. Maintenance dose is usually in the 8 — 24 mg range daily, although exceptions are possible.




Treatment of OUD

. American Society of Addiction Medicine (ASAM) recommends a

combination of medication and psychosocial treatments as the
standard of care.

. Psychosocial support should always be offered to interested

patients but are not required for medications for OUD to be
effective.

o Medication is the foundation of treatment



sSumimary:

o The opioid crisis is worsening

o MAT is the answer

o Thereis a significant treatment gap —

o Buprenorphine is the GOLD standard for MAT for OUD
« No X-Waiver needed

o Connect your patient with on-going outpatient care so they can live
healthier lives



Questions?

Contact:
Chenin.Kenig@vituity.com
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