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• Detox = short course of treatment (+/- 5 days) to 

manage acute intoxication and withdrawal  

• Detox is not recommended as stand-alone treatment  

• Relapse rate >90% 

• Increased rates of overdose due to  

decreased tolerance 

• Protracted abstinence syndrome 

                                      (ASAM, 2015) 

 

 

A WORD ABOUT DETOXIFICATION TREATMENT FOR OUD: 
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WHAT IS EVIDENCE-BASED CARE FOR OPIOID USE DISORDER? 

• Methadone: full opioid agonist 

• Available only in specially licensed opioid treatment programs 

• Buprenorphine: partial opioid agonist 

• Commonly combined with naloxone, an opioid antagonist (to deter injection) 

• Use in office-based setting requires Drug Enforcement Administration waiver 

• 8-hour training for physicians (MDs) per the Drug Addiction Treatment Act of 2000 (DATA) 

• 24 hours of training for nurse practitioners (NPs) and physicians assistants (PAs) per the 
Comprehensive Addiction and Recovery Act (CARA) 

• Naltrexone: opioid antagonist 

• Use in office-based setting without special certification 

• Evidence of efficacy in specific populations 

• Overall efficacy not well established 
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BUPRENORPHINE INDUCTION : 

 Pt mild-moderate withdrawal. (8-12 hours after short acting opioid) 

 COWS of 8-12. 

 Patient self-administers 2-4mg initially. 

 Reassess patient 40 minutes to 1 hour after first dose. 

Continue to reassess and titrate over the next few hours. 

 Stabilize day one around 8-16mg or per your protocol. 



W
it

h
d

ra
w

al
 

B
as

el
in

e
 

E
u

p
h

o
ri

a 

Chronic use Acute use 

Tolerance & Physical 
Dependence 

MAT 

GOAL OF MEDICATION TREATMENT FOR OUD  



MOUD: MEDICATION FOR OPIOID USE DISORDER 
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MOUD: MEDICATION FOR OPIOID USE DISORDER 

Goals:  

• Alleviate physical withdrawal. 

• Alleviate substance craving. 

• Opioid blockade. 

• Normalize disrupted brain changes 
and physiology. 

 

• Substance use. 

• Criminal activity. 

• Needle sharing: HIV/HCV.  

• Pro-social activities. 

• Employment. 

• Physical and mental health. 

 

Expect improvements in:  



MEDICATIONS FOR ADDICTION TREATMENT 
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Patient 

selection 

Pharmacology Administration Treatment 

Setting 

Prescribing 

Methadone OUD that meet 

federal criteria 

for OTP 

admission.  

Opioid receptor 

full agonist. 

Daily oral 

administration at OTP. 

*patients may also have 

take home medication. 

Opioid 

Treatment 

Program 

Only OTPs.  

Buprenorphine OUD Opioid receptor 

partial agonist. 

Transmucosal, implant 

or injection. Can be 

filled at pharmacy. 

No limitation 

to treatment 

setting 

Physicians, PAs, 

NPs who have a 

waiver to 

prescribe. 

Naltrexone  OUD or ETOH 

use d/o 

abstained from 

opioids  

7-14 days. 

Opioid receptor 

antagonist.  

Daily tablet or once 

per 28d IM injection. 
No limitation 

to treatment 

setting 

 

No special waiver 

required.  



VALUE OF MEDICATION FOR ADDICTION TREATMENT 

• Medicaid medical costs decreased by 33 % over 3 
years following engagement in treatment 

• Decline in expenditures: hospitals, emergency departments, and 
outpatient services 

• Baltimore study 50% decrease mortality with 
buprenorphine and methadone treatment 

• Massachusetts decrease ED, and hospital admissions 
with retention in treatment 

Alford DP, LaBelle CT, Kretsch N, et al. Arch Int Med. 2011;171:425-431 

Walter, L. et al (2006). Medicaid Chemical Dependency Patients in a Commercial Health Plan, Robert Wood Johnson 

Foundation, Princeton, New Jersey 

Schwartz et al. American Journal of Public Health. 2013; 103(5): 917-922 

 

Overdose deaths 

ED and hospital 
admissions 

Medical costs 

Medication 
for addiction 

treatment 
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BACKGROUND: NURSE CARE MANAGER MODEL FOR OBAT 

Nurse Care Managers increase 

patient access to treatment and 

retention in care 

• Efficient and effective utilization of waivered prescribers 

 

 

 

 

• High quality management of chronic medical condition 

 

 

 

 

• Able to address social determinants of health  

 

Alford et al. Arch Int Med. 2011;171:425-431 



Arch Intern Med. 2011;171:425-431. 

BMC’S NCM OBAT MODEL: 5-YEAR EXPERIENCE 

• Patient-level outcomes comparable to physician-centered 

approaches 

• Efficient use of physician time allows focus on patient 

management (e.g., dose adjustments, maintenance vs taper) 

• Improved access to OBAT and daily management of complex 

psychosocial needs (e.g., housing, employment, health 

insurance) 

• Open communication between NCM and other providers 

including behavioral health improve compliance 

1
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BACKGROUND 

Due to the success of the Nurse 

Care Manager OBAT Program at 

BMC… 

 

..in 2007 the MA Department of 

Public Health (DPH) funded BMC to 

expand access to addiction 

treatment across the state using the 

nurse care manager or 

“Massachusetts Model” 

 



INCREASING ACCESS TO LIFE-SAVING MEDICATION: 
CREATING A NETWORK OF OBAT PROVIDERS ACROSS MASSACHUSETTS 
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BMC 

OBAT TTA  

• In 2007 the State Technical Assistance 

Treatment Expansion (STATE) OBAT Program 

was created to expand the BMC model to 14 

community health centers (CHCs) across 

Massachusetts 

First 5 years of outcomes: 

• Between 2007 and 2013, 14 CHCs successfully 

initiated OBAT 

• Physicians “waivered” increased by 375%, 

increasing from 24 to 114 over 3 years 

• Annual admissions of OBAT patients to CHCs 

increased from 178 to 1,210 

• 65.2% of OBOT patients enrolled in fiscal year  

2013/2014 remained in treatment ≥10 months 



RESULTS: HEALTH CARE UTILIZATION OUTCOMES MA OBAT SITES  
JUL 1 2016 – JUN 30, 2017 (N=3,309) 

Retention 
in OBAT 

Inpatient, 
ED 
admissions 
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12.7% 

1+ night inpatient hospital (past 3 mos.) 1+ ED visit (past 3 mos.)
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In Tx ≤ 12 

P=.02 

P<.01 

In Tx ≤ 12 

mos. 

In Tx >12 mos. 

In Tx >12 mos. 



RESULTS: URINE TOXICOLOGY OUTCOMES MA OBAT SITES  
JUL 1 2016 – JUN 30, 2017 (N=3,309) 

25.2% 

15.2% 

23.0% 

10.7% 

8.9% 
9.5% 

Illicit opioids (past 3 mos.) Cocaine (past 3 mos.) Benzodiazepines (past 3 mos.)

In Tx ≤ 12 

mos. 

In Tx ≤ 12 

mos. 

In Tx ≤ 12 

mos. 

In Tx >12 mos. 
In Tx >12 mos. In Tx >12 mos. 

P<.01 

P<.01 

P<.01 

Retention 
in OBAT 

Positive 
urine 
toxicology 
screens 



RESULTS: RETENTION IN TREATMENT JULY 2016 – JUNE 2017 
(N=3,309) 

Retention in treatment at MA DPH funded OBAT Sites 

55.2% 
44.8% 

Retained in care 

>12 months 

Retained in 

care ≤12 

months 



RESULTS: CUMULATIVE NO. OF PATIENTS TREATED BY YEAR AT MA 
DPH FUNDED SITES 
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ACCESS TO BUPRENORPHINE TREATMENT IN MA 
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DISCUSSION AND QUESTIONS 
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Thank you for your time and 

attention 

 

Colleen LaBelle 

colleen.labelle@bmc.org 

617-797-6712 


