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WelcWelccomecome
• Greetings and welcome to the Advances in Indian Health and the 

American Osteopathic Academy oof Addiction Medicine Update for 
ththe BBuprenorphhiine AAddvancedd TTraiiniing (BAT)(BAT), EEvalluatition andd 
Treatment of Opioid Dependencee and OBOT Program.  This eight 
hour program will review up to date information on the treatment of 
prescriptii tion ddrug and d hheroiin abbusse and dd dependdence.  IItt wiillll allso 
provide eligibility for the Drug Abuuse Treatment Act (DATA) 2000 
Waiver consistent with the presennt law.  Understanding the DATA 
2000 and its updates, the pharmaacology of opioids and 
buprenorphine, medical and psychiatric co-morbidities to opioid 
dependence, patient selection andd assessment, office management, 
critical decisions in chronic pain mmanagement and Special 
Populations are critical to complettion of the program.  Recent 
concerns of the DEA and CSAT wwill also be covered.

• NVidmer@AOAAM.ORG or Anthhony.dekker@ihs.gov for any 
questions



GoalsGoals andand ObjectivesObjectives 
a. To understand the federal Drugg Abuse Treatment Act (DATA) of 

2000 that identifies the criteria nneeded for Office Based   Opioid  
TTreattment(OBOT)t(OBOT) utilitiliziing bbuprrenorphihine andd itits upddattes.  TTo 
appreciate the new concerns off Buprenorphine to the DEA and 
CSAT

b. To distinguish between spontaneous withdrawal and 
precipitated withdrawal

c.c. ToTo describedescribe andand contrastcontrast thethe fufuunctionsunctions ofof fullfull agonists,agonists, partialpartial 
agonists and antagonists

d. To describe the basic approachh used different types of non-
pharmacologicalpharmacological treatmenttreatment

e. To describe symptoms of opioid withdrawal or intoxication that 
mimic symptoms of a psychiatrric disorder



GoalsGoals andand ObObbjectivesbjectives-cont.cont.
f. To list the criteria for establishhing the diagnosis of opioid 

dependence

g. To describe at least three facttors to consider in determining if 
the patient is an appropriate ccandidate for office-based 
treatmenttreatment withwith buprenorphinebuprenorphineee

h. To describe at least three areaas that should be covered in the 
rules and expectations that arre communicated to patients 
duringduring thethe patientpatient assessmenassessmentt processprocess

i. To list at least three situationss in which patient information, 
with patient identity, can be shhared under current laws 
protecting the patient’s confiddentiality

j. To understand the buprenorphine induction process

kk. ToTo bebe awareaware ooff ddiversioniversion, mismisuseuse aandnd toxicologytoxicology ofof BUPBUP



DiscloDiscloosuresosures
• This program is provided by the Inndian Health Service and the 

American Osteopathic Academy oof Addiction Medicine.  This 
program has been approved by thhe American Osteopathic 
Association and has been approvved by the American Academy of 
Family Practice (AAFP)y (  for presc) rrp ibed credit for the live didactic 
portion of the OBOT.  The UNM aalso provides CE via the ANCC.

• Anthony Dekker, DO, Course Direector has disclosed that he does not 
have a conflict and has disclosed no business affiliations to 
pharmaceuticals.  The program iss supported with an educational 
grantgrant fromfrom thethe CentersCenters forfor SubstaSubstaanceance AbuseAbuse Treatment,Treatment, aa divisiondivision ofof 
the Substance Abuse and Mental Health Services Administration and 
the Indian Health Service.  The oppinions of Dr Dekker are not 
necessarilynecessarily thethe opinionsopinions ofof thethe IndInddiandian HealthHealth ServiceService, thethe HHSHHS oror thethe 
USPHS.



ThThee  ProbleProblem:  m:  PrescriptioPrescription n AAAnalgesicsAnalgesics: : NoNonn-MedicaMedicall  UseUse

• 30 million persons (13%), used prescription analgesics non-
medically at least once in their lifeetime

-- FirstFirst timetime uusers:sers: IncreasedIncreased frofroomom 600600,000000 (1990)(1990) toto 22 millionmillion 
(2002)

• 2002: 1.5 million either abused or were deppendent on 
prescription pain relievers

• According to the 2003 National Suurvey on Drug Use and Health, 6.3 
million Americans aged 12 and older have used prescription 
medications for nonmedical purpooses in the prior 30 days.

SAMHSA  NSDUH 2002



NFLIS Nationaal Data - 2007
Narcotic AAN ti nalAA lgesicsi

N

Hydrocodone 30Hydrocodone 30

Oxycodone 24Oxycodone 24

Methadone 7,4

Morphine 4 2Morphine 4,2

Codeine 2,6

Propoxyphene 1,3p yp ,

Hydromorphone 1,5

Dihydrocodeine 95

Fentanyl 73

Buprenorphine 2,0

Number Percent

0 504 39 66%0,504 39.66%

4 029 31 24%4,029 31.24%

496 9.75%

202 5 46%202 5.46%

674 3.48%

306 1.70%

559 2.03%

57 1.24%

32 0.95%

094 2.72%



NFLIS Nationaal Data - 2007
BenzodiaaB d zepi iines

AlprazolamAlprazolam

ClonazepamClonazepam

Diazepam

LLorazepam

Temazepam

Chlordiazepoxide

Triazolam

Flunitrazepam

Midazolam

Number      Percent
29 187 65 86%29,187 65.86%

7 015 15 83%7,015 15.83%

6,110 13.79%

1 527 3 45%1,527 3.45%

307 0.69%

88 0.20%

50 0.11%

24 0.05%

9 0.02%



NFLIS Narcootic Analgesics
2006 Regional Distribution
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NFLIS Benzzodiazepines
20062006 RRegiionnal Dil Disttriibbutition
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NFLISNFLIS 20072007 AAAnnualAnnual ReportReport

FromFrom 20012001 – 20072007

• Hydrocodone increased 133%%

• Oxycodone increased 100%

• Alprazolam increased more thhan 94%



DEADEA DiversiDiversiionion WWebsiteebsite

www.DEAdiversiion.usdoj.gov

For AdditionalFor Additional
InformationInformation



RRatesates  oof f lifetimlifetimee  nononn-medicamedicall  useuse  ooff  prescriptioprescription n analgesianalgesicscs

Rates of lifetime oxycoodone abuse 
increased significantly from 2002 to 2003 
while heroin rates aree stable

 1.9 million had used only heroin at least 
once in their lifetime

 11 million had used oxycodone non 
medicallymedically atat leastleast onconccece inin theirtheir lifetimelifetime

 1.7 million had used both in their lifetime 
atat leastleast onceonce

SAMHSA NSDUH 2002, 2003



TEDS:TEDS: RuraRuraalal vsvs UrbanUrban

• Admissions for treatment of narcotic painkillers 

- 155% increase from 1992-20002

- Greatest increase in rural areeas (269%), smallest in large 
central metro areas (58%)

- 15% fall in admissions for injeection users

- Increase in rural inhalant abuuse from 2-12%



Past Month Nonmedical UUse of Psychotherapeutics 
among Persons Ageedd 1212P A  or OldOlder: 20082008
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Nonmedical Use Nonmedical Use of Pain of Pain RRRRelievers in Lifetime, Past elievers in Lifetime, Past 
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Nonmedical Use Nonmedical Use of Selof Seleeeected Pain Relievers cted Pain Relievers in in 
Lifetime bLifetime byy A Aggy gy ge Groue Group,p,    pp,, Numbers in ThousandsNumbers in Thousands,,,,  
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Type of Illicit Drugs Used in Past Year: Adults 50 or 
OldOldderder

Marijuana Use

44.9%          6.

5.5%
3

6.1%

Other Illicit 
Source:2006-2008 NSDUH

Nonmedical Use ofNonmedical Use of
PrescriptionPrescription--type Drugstype DrugsPrescriptionPrescription type Drugstype Drugs

33.4%.1%

.2%

0.8%

%

%

18
Drug Use



gg
Source Source Where Pain RelievWhere Pain Relieveeeers Were Obtained for Most rs Were Obtained for Most 
Recent Nonmedical Recent Nonmedical Use aUse ammmmonongg Past Year Users A Past Year Users Agg gged ed 

12 or Ol12 or Oldddder: 2008er: 2008

0.4%

4.3%

Friend/Relative for
Free
Bought from

18.0%

Bought from
Friend/Relative
Took from
Friend/Relative
Prescription from

5.4%

8 9%

Prescription from
One Doctor
From Drug Dealer
or Stranger
From Internet 8.9%From Internet

70% of Prescription Pain Relievers 
Used Non-Medically Come from

Note: Totals may not sum to 100% because of rounding or beca
Source: NSDUH 2008

Used Non-Medically Come from 
Friends or Relatives

81.7% of pain 
relieversrelievers 
obtained from 
friend/relative 
for free were

55.9%
for free were 
obtained from 
one doctor.
1.6% were 
obtained from 
a drug dealer.

19 1919use suppressed estimates are not shown.

a drug dealer.



Age Age Adjusted Death Rates fAdjusted Death Rates foooor poisoning involving opioid r poisoning involving opioid 
analanalggesics: Comesics: Compparison of arison of g pg p States and US Rates: 2006States and US Rates: 2006

Rate significantly higher than US rate

Rate significantly lower than US rate

Source: NCHS 2009

Rate not significantly different than US rate

20

Rate based on 20 deaths and is considered 
unreliable



Past Year Perceived Need for andd Effort Made to Receive Specialty 
TreatmentTreatment amongamong PersonsPersons AgeAgeeded 1212 oror OlderOlder NeedingNeeding ButBut NotNot 

Receiving Treatment for Illicit Drug or Alcohol Use: 2008

Did Not Feel 
They 

N d d
95.2%

Needed 
Treatment
(19.8

20.8 Million Needing B20.8 Million Needing B

(19.8 
Million)

Treatment for Illicit DruTreatment for Illicit Dru

Source: NSDUH 2008

Felt They Needed 
Treatment and

3.7%

Treatment and 
Did Not Make an 

Effort1.1%
(766 000)

Felt They 
Needed 

(766,000)

But Not Receiving But Not Receiving 

Treatment and 
Did Make an 

Effort

21 2121

ug or Alcohol Useug or Alcohol Use (233,000)



Fatal Med Errrors Increase
Domestic Use with Alcoohol and/or Street Druggs

• Medication use has shifted 

- Past: Clinically orientated with inpatieent, hospital care, supervised medication 
use

- Current: Increased OTCs, increased domestic use, polypharmacy

• Consequences

- Less professional oversight in domesstic situation

- Ease of concomitant use of EtOH and/or Street Drugs

- Patient has increased responsibility tto self-monitor drug consumption

Phillips DP et al. A Steep Increase in Domestic Fatal Medication Errors with use of Alcohhol and/or Street Drugs. Arch Intern Med. 2008;168(14):1561-66.



FME death rrate analysis

• Review of electronic death certificates
- Jan 1, 1983 thru Dec 31, 2004

• FME definition:  Fatal Preventable Adverse Drrug Events
- Listed as either primary or secondary cause of death
- ICDICD-9/ICD9/ICD-1010 coddes ffor FMEFME 

- Includes Rx and OTC
- Excludes alcohol and “Street Drugs”

- LocationLocation CodeCode
- Home
- If not coded “home” assigned to Non-home

• Four FME groups analyzed
- Type 1: Home with EtOH/Street Drug
- Type 2: Home without EtOH/Street Drug
- Type 3: Non-Home with EtOH/Street Drug
- Type 4: Non-Home without EtOH/Street Drugg

Phillips DP et al. Arch Intern Med. 2008;168(14):1561-66.



Overall FME deathh rate accelerated

• Overall FME death rate increased by 360% (above; p>0.001) with average age decreasing slightly (not shown)

• Figure 1 additionally demonstrates
- Surgical errors, adverse effects of Medication and deaths from EtOH/”Street Drugs” show a slight increase

- Other types of accidents (falls, drowning, poisoning, MVA)) show a slight decrease

Phillips DP et al. Arch Intern Med. 2008;168(14):1561-66.



Upper Graph   Fig 2a

• Typype 1 (Home with “EtOH/Street”)( ) has increased byy 3196%
- Steep and accelerating rate (p<0.001)

• Type 2 (Home without EtOH/Street) and Type 3 (Non-Home with EtOH/Street)

increaincreaasedased 564%564% andand 555%,555%, respectivelyrespectively

• Type 4 (Non-Home without “EtOH/Street”) only increased 5%

Lower Graph   Fig 2b

• Type 1 has three components:

- Faatal Medication Errors

- OOccurring at home

- Inn conjunction with EtOH/Street drugs

•• TheThe 33 componentscomponents ggraphedraphed separatelyseparately showshow slightslight 
increaase 

• Co ppm onent combined (Type 1) shows steep increase by 
3196%3196%%%

Phillips DP et al. Arch Intern Med. 2008;168(14):1561-66.



FME Death Ratees Vary by Age

Fig 3a.  Increase in US fatal mediation error (FME) death 
rates by age group. 95% CI error bars

Figure 3a demonstrates an increase in 
fatal medication errors are greater in thee 
teen and middle age.

Phillips DP et al. Arch Intern Med. 2008;168(14):1561-66.

• Study limitations:
- Official computerized death 

certificates do not provide much 
detail about FME

- Examination is only of severe 
(fatal) med errors

- No coding for medical institution 
location ((restricted to home vs 
non-home)

- Does not document type of med 
error (type of medication, Rx vs 
OTC, type of street drug)



Pharmacistt impact on 
domesttic FME

• S fel -administration of medication at home is least likely to have 
professional oversight

• Improve patient care by:

- EvalE luatte patitientts capaciti y t tto maanage ththeiir own meddiicatitions

- Educate patient about risks assoociated with their medications

- MonitM itor patit enti t perfformance

Phillips DP et al. Arch Intern Med. 2008;168(14):1561-66.



Pharmacistt impact on 
EtOH/Street Drugug related FME

• Steep increase in deaths related to combination of medication with alcohol 
and/or street drugs

•• ImproveImprove patientpatient carecare by:by:
- Screening patients for use, misuse, oor abuse of alcohol and/or street drugs

- Taking extra pg precautions when presccp ribing/dispg pensing g medicines with known 
dangerous interactions with alcohol aand/or street drugs

- Emphasizing to the patient the risks oof mixing their medications with alcohol 
and/or street druggs

Phillips DP et al. Arch Intern Med. 2008;168(14):1561-66.



Pharmacistt impact on 
EtOH/StreetEtOH/Street DruDruugug relatedrelated FFMEME

• Medication reconciliation 

- Inpatient

- Outpatient

• Written and oral patient educationn counseling

- Regardless of distribution methood: 

- counsel all new and altered presccriptions

- ProvideProvide annualannual toto quarterlyquarterly reviewreviewww ooff allall medicationsmedications

- Black box warnings on drug infoormation sheets

- UpUp-toto-datedate patientpatient educationeducation sheesheeetsets



RolRolee  oof f MedicationMedicationss in  in ththee  TrTreeatmentatment  ooff  OpioiOpioidd  DependenDependencece

• Pharmacologic withdrawal (medically supervised taper)
• Maintenance Therapy
• Initially prevents withdrawal/diminishes drug craving 

until stable dose is achieved
• Blocks or attenuates the efffects of abused opioids 
• Increases retention rates inn treatment
• Allows patient to participatee in comprehensive 

rehabilitation
• Decreases infectious disease transmission rates



Public Expectations of Substance Abuse Treatment 
IntI terveentitions

• Safe, complete “detox”

• Reduced use of medical serrvices

• Eliminate crime!

• ReturnReturn toto employment/employment/ selfself sssupportsupport

• Eliminate family disruption

• No return to drug use

• “CURECURE”



Methadone MMaintenance: 
The “Gold”” Standard

• A Comprehensive Rehabilitation Program…

- Improves overall survival

- Increases retention in treatmeent

- Decreases illicit opioid use

- Decreases seroconversion of hhepattitiitis andd D i HIVHIVf

- Normalizes immune and endoocrine systems

- Decreases criminal activity

- IncreasesIncreases employmentemployment

- In Perinatal Addiction: Improvees birth outcomes



Medicatioon choice:
MeM tthadh done vvs SubS boxone

• FullFull agonist:agonist: MethadoneMethadone
- Easier induction

- Less safetyy

• Oral liquid
- Observed dose easy

- Computerized dispensing 
easy

• Cheaper

• Tox screen easy

• PartiaP t li l agonisti -t BuprenorphineB hi

- Induction easy for short 
acting,g, but less so for 
methadone

- Safe for takehome

• Sublingual tablet

- Observed dose takes longer

- Manual pill counting

• Expensive

• ToxTox screenscreen expensiveexpensive





Rationale for opioid agonist medications

Biologic changes in the brain wwith opioid dependence

ProvideProvide insightinsight intointo thethe chrochrooniconic andand relapsingrelapsing naturenature ofof 
opioid dependence

ResultResult fromfrom repeatedrepeated exposexpossuresure toto opioidsopioids

Lead to neuronal adaptations in brain resulting in 
tolt lerance, phhysiical l ddepenndence, cravingd i

Form the basis for pharmaccotherapies



Rationale for opioid agonist medications

Opioid agonist maintenance trreatment

Targets biologg gical factors pperpp pp etuating og ppioid 
administration

Prevents withdrawal 

Reduces craving

BlocksBlocks oror attenuatesattenuates euphoeuphooricoric effectseffects ooff eexogenousxogenous 
opioids



Rationale for opioid agonist medications

Advantages of opioid agonist mmedication over heroin

Non-parenteral administration

Known composition

Gradual onset and offset

Long-acting

Mildly reinforcingy g

Medically supervised



Purpose of this curriculum and disclosure

ThisThis curriculumcurriculum  iincludesncludes thethe corecore ininnformationnformation uniqueunique toto buprenorphinebuprenorphine 
and its use in the pharmacologicaal management of opioid 
dependence, as well as a compreehensive overview of treatment for 
opioid dependence.  It does not describe a standard of care.  
Treatment decisions should be made based upon the individual 
ppatient and the level of available rresources.  The standard of care 
constantly evolves and this coursee will review the current status.  
Physicians who use buprenorphinne are responsible for their 
decisionsdecisions andand thisthis coursecourse, thethe AOAOOAAMOAAM andand CSATCSAT dodo notnot assumeassume 
any patient care responsibilities.      



Purpose of this curriculum

OffiOffice-based tb d reat ttment ft for opioididi  ddependdence iis bbeiing 
developed to address seveeral needs in accordance with 
publicpublic healthhealth objectives:objectives: 

1. to increase access to treeatment 

22. to offer treatment to patients outside the traditional 
methadone clinic systemm

33. to mainstream the treatmment of opioid dependence by 
coordinating it with treatment of other medical 
conditionsconditions  



Summary

TheThe needneed forfor opioidopioid dependendependenncence treatmenttreatment farfar exceedsexceeds 
what is currently available; ooffice-based buprenorphine is 
intended to address unmet ttreatment need, and to place , p
it in the mainstream of medical care

This curriculum pprovides conteent to aid the clinician 
preparing to treat opioid deppendent patients in the office.



Primary Opiooid of Abuse 
in 30 Days Prior to Treatment 

Primary
Opioid of Use*      Frequency % Sa

Heroin 174 40

Oxycodone 124 29

Hydrocodone 74 17

Street Methadone 18 4

Multiple Rx Meds 10 2

Hydromorphone 9 2

None Specified 8 2

Morphine 5 1p

Rx Methadone 4 1

Fentanyl 3 1

Other 5 1

Other = Propoxyphene, Meperidine, Tramadol, Codeine, Opiu

SAMHSA/CSAT Evaluation of the Waiver Program, CPDD June

ample

60% reported primarily 
using opioids other 
than heroin in 
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4%
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*The primary drug of abuse was determined 
by an item asking for the opioid used most 
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Buprenorphine Maintenaance/Withdrawal: 
RetentionRetention
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30 Day BUP Treatment Outcomes: Treatment Retention 
at 300 Days

100%
(Self-R
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Overvieww tO i o tht t eh
Drug Addiction Treatment Act of 2000 –

AnAn AmeAmendmentndment
to the Controlled Substances Act

(October, 2000 signedd into law by President 
Clintton) 

(amended(amended byby PresidentPresident BBBushBush inin 20052005 andand 2006)2006)



This section provides an overvview to the legislative 
changes that allow for officee-based treatment of opioid 
dependence with controlled substances (i.e., 
buprenorphine)buprenorphine).  

It is important for the practitionner to understand these 
changes, since thh i e clinict ih an l wi illilli  bbi e requiiredd tto complly 
with them and to notify the SSecretary of Health and 
HumanHuman SServiceservices (HHS)(HHS) befobefooreore beginningbeginning toto useuse 
buprenorphine in the office ssetting for the treatment of 
opioidopioid dependence.dependence.  



, ,

Amended Controlled Substtances Act (CSA)

Revision in legislation allows practitioner to 
pprescribe narcotic druugs in schedule IIIg , IV, 
V, or combinations off such drugs, for the 
treatmenttreatment ofof opioidopioid dedeependenceependence

DrugsDrugs andand practitionerpractitioner mustmust meetmeet certaincertain 
requirements



Amended Controlled Substtances Act
Practitioner requirements:

“Qualifying physician”

Has capacity to refH it t er patienf nts ft fti or appropriai tte counseliling 
and ancillary services

No more than 30 patients (individual practice) by 
revision signed into law bby President Bush August 
20052005 andd on DDecembber 222929, 20062006 PPresididentt BBushh 
approved a limit of 100 foor physicians with one year of 
waiverwaiver.



Amended Controlled Substtances Act

“Q“Qualiflifyiing phhysiiciian””:

A licensed physician who mmeets one or more of the 
following:following:

1.  Board certified in Adddiction Psychiatry

2.  Certified in Addiction Medicine by ASAM

3. Certified in Addiction Medicine by AOA

4. Has completed 8 houurs training provided by 
ASAM, AAAP, AOA, AAPA.  This course qualifies. 



Amended Controlled Substtances Act

PractitiP titioner:

Violations will put the physician’s DEA registration at risk



Amended Controlled Substtances Act

Narcotic drug:

Approved by the FDA for usse in maintenance or 
detoxification treatment of opioid dependence

Schedule III, IV, or V

Drugs or combinations of drugs



Amended Controlled Substtances Act

Methadone treatment programms:

Practitioner can also prescrribe these drugs (i.e., 
schedule III, IV, or V; appproved for maintenance or 
detoxification treatment) uunder a methadone program 
registration

No limit on number of patieents when used in the 
methadone treatment proogram setting (OTP)



Summary

Legislation sets up relatively mminor requirements for a 
physician to provide office-bbased buprenorphine 
treatmenttreatment ofof opioidopioid dependedependeenceence

However, if difficulties arise wiith buprenorphine (e.g., 
diversiondiversion, misuse)misuse), itit willwill bebe relativelyrelatively easyeasy forfor 
government agencies to endd office-based treatment of 
opioidopioid dependencedependence withwith bupbupprenorphineprenorphine 

Important for physicians to knoow and abide by the rules –
notnot riskrisk losinglosing thisthis valuablevaluable tttreatmenttreatment optionoption



PhysicianPhysician ClinicalClinical SupSuppportpport SystemSystem (PCSS)(PCSS)
• A national mentoring network for pphysicians treating opioid 

dependence with buprenorphine
• ToTo getget involvedinvolved oror forfor assistanceassistance, either:either: 

- Fill out Registration Form locaated in the syllabus
- Pick up a PCSS brochure at thhe registration desk
- Call:  1-877-630-8812
- Email:  PCSSproject@asam.org
- Go to the website:  www.PCSSSmentor.orgg

Your information will be automaticallly provided to the PCSS if you approve. 
In order to best match you to a menntor please complete the form in its 
entitiretty. IIff you ddo nott wiishh your iinfoformatition tto bbe provididedd tto ththe PCSSPCSS 
please indicate this on the Participant Registration form in your syllabus. 



Number of Waivvered Physicians
EstimatedEstimated NumNumberber PrescribingPrescribing
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20042004 DAWNNNDAWN RREPORTEPORT

• 2004 the Drug Abuse Warniing Network data estimated
495,732 emergency departmment visits for nonmedical use 
ofof prescriptionprescription medicationsmedications, ofof whichwhich 236236 (0(0.05%)05%) werewere 
reports of nonmedical use oof buprenorphine and or the 
buprenorphine/naloxonebuprenorphine/naloxone comcommbinationmbination.

• During this same time, theree were no reports of 
buprenorphinebuprenorphine associatedassociated wwwithwith suicidesuicide attemptsattempts. 



DIVERSIONDIVERSION ISSUESISSUES OOOFOF BUPRENORPHINEBUPRENORPHINE

• T Cicero, JAMA, 2006, provided information demonstrating low 
levels of buprenorphine diversion.

•• FinlandFinland reportreport ooff tthehe streetstreet valuevalue ooofof buprenorphine/naloxonebuprenorphine/naloxone, 
compared to buprenorphine monoo in Finland, once 
buprenorphine/naloxone was introoduced due to buprenorphine mono 
formulation abuse.

• 80% of Finnish IV users said that the IV buprenorphine/naloxone 
experienceexperience waswas "badbad". TheThe streetstreettt vvaluealue ofof buprenorphine/naloxonebuprenorphine/naloxone 
was less than 50% of buprenorphhine mono formulation. 



it
Buprenorphhine 2001-7

JJohhn RRenner MDMD FFebb 20082008 BBBuprenorphine SB hi ummitS

• 4.1 million prescriptions

• 585,000 patients treated

• 30% Detox

• 70%70% MaintenanceMaintenance 

• 16,232 Physicians trained

• 13,318 Waivered



EmerginEmergingg IIssuesssues

• EDED visitsvisits 20032003 (1)(1) vsvs 2020007007 (Q1(Q1-3)3) 368368
• Compared to methadone (6000) and oxycodone 

(9000)(9000)
• Toxic exposures higher in children BUP 2% vs 

methadone,methadone, oxycodoneoxycodone oror heroinheroin 0.5%0.5%
• 27% of all reported toxicc exposures to BUP were 

under the agge of 6 vs methadone 7% and 
oxycodone 8%

• Six deaths in 2006-7 all with EtOH or sed 
hypnoticshypnotics



BaltimoreBaltimore SSSunSun ArticlesArticles

• 1-17-08 …October, itts consultants found 
that half the doctors tthey surveyy yed were 
aware of an illegal traade in Buprenorphine 
andand theirtheir numbersnumbers hahaaveave beenbeen climbingclimbing”

• 11-2525-0808 “..addicts..addicts usiusiinging thethe drugdrug onon thethe 
street mostly say theyy do so to avoid 
withdrawalwithdrawal, notnot toto getgettt highhigh.”



RADARSRADARS DasguptaDasgupta FFFebFeb 20082008 BupBup SummitSummit

• Governmental non-profit operation

• RockyRocky MountainMountain PoisonPoison andand DrugDrug CenterCenter

• Reckitt Benckiser did suupport the Pediatric data 
analysis in an educationnal grant

• 1111 ofof 6060 USUS CentersCenters (18(188%)8%) 20032003 Q1Q1

• 43 of 60 US Centers (722%) 2007 Q2 



RADARSRADARS BUPRENBUPRENNORPHINENORPHINE ABUSEABUSE
• 125 cases were revieewed for abuse per 

metthodolh d logy

•• MeanMean ageage 2727

• Male 65%

• 7% chronic buprenorrphine abuse

• 34% ingestion, 28% pparenteral, 18% 
inhalatii h l tion



RADARSRADARS MMortalityortality DataData
• “associated medical outtcome”

• 20032003 toto 2007Q32007Q3 datadata seseetet

• Not causallyy linked to deeath

• 5 deaths related to BUPP with intentional 
use//abbuse NNo PEDSPEDS DDeeathths

• Methadone has 126 deaaths in the same time 
frame

• 3/53/5, 60%60% were iinttentitionnal self hl lf harm



RADARSRADARS PedPedss DataData 20032003-66

BUP

N=176

Hydroc

N=60

Age (SD) 2.1 (0.9) 2.3 (

Male (%) 99 (56 3) 3232Male (%) 99 (56.3) 3232

Site Home % 169 (96) 5581( )

Ingest % 174 (99.4) 5993

codone

003 
Fentanyl

N=123 

Oxycodone

N=2036 

1.2) 2.0 (1.2) 2.1 (1.1) 

2 (53 9) 64 (52 5) 1081 (53 5)2 (53.9) 64 (52.5) 1081 (53.5) 

1 (93) 111 (90.2) 1821 (89.4) ( ) ( ) ( )

3 (99.8) 77 (62.6) 2020 (99.1) 




