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THE PHARMACOLOGIC MANAGEMENT OF OPIOID USE DISORDER 

Daniel G. Tobin, MD, FACP 
Week 24 

 
 

Educational Objectives: 

1. Assess for the presence of opioid use disorder and be able to distinguish it from physical 
dependence (tolerance and withdrawal) 

2. Discuss the role of pharmacotherapy in the management of opioid use disorder along 
with the potential benefits and limitations of the treatment options 

3. Recognize how the legal and regulatory environment informs and restricts the various 
treatment options available 

4. Explain the process for becoming waivered to prescribe buprenorphine to treat opioid use 
disorder in the outpatient primary care setting 

 
 
CASE ONE: 

 
Mr. CP is a 50-year-old construction worker with chronic pain related to a fall from a 
ladder a few years ago resulting in significant injury to his back, hips, and knees.  With 
opioid therapy, his pain has been generally well-controlled, and he has been able to go back 
to work as a site supervisor doing less physical labor than before.  For the past year he has 
been doing well, but you are surprised to receive a call from his wife expressing concern 
that he has become “addicted” to his pain medication.  She tells you that he has been 
complaining to her that his medication doesn’t work as well as before and he sometimes 
takes an extra dose or two to control his pain.  As a result, he sometimes uses up his supply 
of medication earlier than expected and when this happens he gets very agitated and sick 
with severe nausea, vomiting, diarrhea, and sweating.  She is worried about his safety and 
asks you for help. 
 

 
Questions: 
 

1. What is the definition of opioid use disorder (OUD)?  Do you think Mr. CP has 
developed this condition? 
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CASE ONE CONTINUED: 

 
You schedule Mr. CP for expedited follow-up in your office to further assess the issue.  He 
admits that he occasionally uses extra doses of his pain medication, but says he does that 
only when his pain is particularly severe.  He does report that he feels the medication is 
working less effectively overall.  He denies the use of any non-prescribed illicit or 
controlled substances and he does not meet any of the other listed criteria for OUD.  There 
is no evidence that the underlying pain disorder has worsened.  A review of your state’s 
prescription drug monitoring program shows that he has not been getting prescription 
opioids from another provider and continues to fill his medication at one pharmacy only.  
You order urine drug testing which shows only the presence of the prescribed controlled 
substance. 
 
Based on your assessment, you believe that he has developed some degree of analgesic 
tolerance to his opioids and that he is using more opioids than expected because his pain 
has worsened, not because he has developed addiction.  You re-counsel him about the risk 
of opioid overdose, review your office’s controlled substance agreement with him again, 
and remind him that unsanctioned dose escalations can be very dangerous and may force 
you to stop prescribing opioids to him in the future.  You also reaffirm his analgesic 
treatment goals, which remain specific, measurable, action-oriented, realistic, and time-
bound (SMART goals); he specifically wants to be able to continue to work at least 30 
hours a week and to stand long enough in the kitchen to cook dinner for his family at least 
once on the weekends.  Ultimately, you modify his prescription regimen to include the 
combination of long-acting opioids for his around the clock pain and intermittent doses of 
short-acting opioids to use when his pain is particularly severe.  You agree to monitor his 
use closely in the weeks ahead. 
 

 
2. What is the prevalence of opioid use disorder in the United States?  Do most current 

heroin users start with heroin and other “street” drugs, or do they evolve into 
heroin use from prescription opioids (i.e., given initially from a doctor for pain)?  
What do you think may account for this trend? 
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CASE TWO: 

 
You get a call from the Emergency Department (ED) that Ms. SC, a 31-year old patient of 
yours with a known history of opioid use disorder, was brought in by ambulance after 
surviving a heroin overdose.  After Ms. SC lost consciousness, a friend called 911 and first 
responders arrived to find her unresponsive and in respiratory arrest.  Thankfully, after 
administering the opioid antagonist naloxone in the field, she regained consciousness and is 
now doing well.  The ER is discharging her and encouraged her to follow-up with you 
promptly. 
 
At her office visit later that week, Ms. SC is still clearly shaken by the overdose.  In the 
past, she has unsuccessfully participated in various “detox” and “rehab” treatment 
programs but has always been disinterested in pharmacotherapy.  However, she is now 
very motivated to get help and is interested in learning more about medication options.   
 

 
3. What Food and Drug Administration (FDA)-approved medication options are 

available and what is their role in treatment?  What are the potential benefits of 
using pharmacotherapy to treat opioid use disorder?  Isn’t using a medication to 
treat OUD just “substituting one addiction for another?” 
 
 
 
 
 
 

CASE TWO CONTINUED: 

 
You review the role of pharmacotherapy for OUD with Ms. SC and share with her some of 
the potential benefits and a little about the options available.  She hasn’t heard about 
buprenorphine or naltrexone before, but she confides that she has a friend who takes 
methadone for OUD and has done very well with that treatment.  She wonders whether this 
would be a good fit for her and asks if you can prescribe that medication. 
 

 
4. What are the advantages and limitations of methadone compared with the other 

treatment options?  Can you prescribe methadone to her from your office as she 
requests?  
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CASE TWO CONTINUED: 

 
Ms. SC is reluctant to move forward with methadone because of the need to report daily to 
a certified drug treatment program and the sense of stigma she feels by visibly surrounding 
herself with other substance users.  She strongly prefers receiving treatment for OUD in 
the primary care setting and asks what her options are. 
 

 
5. Can opioid use disorder be managed in the primary care office?  What medications 

can the primary care doctor legally prescribe for this purpose and what are the 
relative advantages and disadvantages of each? 
 
 
 
 
 

CASE TWO CONTINUED: 

 
After discussing the options available to her, Ms. SC is interested in trying 
buprenorphine/naloxone to treat her OUD.  You counsel her that use of the naloxone 
component is not recommended in pregnancy, so she consents to a pregnancy test (which is 
negative) and agrees to use birth control while taking the medication or to switch to a 
buprenorphine-only product if she decides she wants to conceive. 
 

 
6. What are the regulatory requirements for prescribing buprenorphine to treat OUD 

in the United States? 
 
 
 
 
  

 
7. What additional assessment should be performed before and during treatment with 

buprenorphine for opioid use disorder? 
 
 
 
 
 
Author’s Note: 
 

Special thanks to Drs. Stephen Holt and Sarita Soares who authored a similar chapter for the 
Yale Office Based Medicine Curriculum in 2016. 
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CME Questions: 
 

1. The presence of tolerance and/or withdrawal are the hallmark features of opioid use 
disorder and must be present to make the diagnosis. 

a. True 
b. False 

 
2. With special training and certification, primary care providers can prescribe 

methadone to treat opioid use disorder from an office-based setting. 
a. True 
b. False 

 
3. When starting buprenorphine to treat opioid use disorder, best practice is to: 

a. Start buprenorphine before a patient is in opioid withdrawal because, as a partial 
opioid agonist, it will minimize the risk of severe withdrawal symptoms 

b. Use buprenorphine as monotherapy, rather than combined with naloxone, because 
the naloxone will lead to opioid blockade and/or withdrawal when taken 
sublingually 

c. Assess for QTc prolongation on EKG 
d. None of the above 
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