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OVERALL GOAL 

 
Identify the critical roles that primary care 

providers have in the longitudinal 
assessment and treatment of patients with 

addictions 
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OUTLINE  

1. Why should primary care be concerned 
2. Vexing issue: pain and addiction – current 

thoughts and policy implications 
3. Success at access to medication 

treatment using buprenorphine for opioid 
use disorder 

4. Is primary care the answer? 
5. Pithy thoughts to help drive the policy 

debate… 
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OVERDOSE DEATHS IN THE US 

 
www.cdc.gov 
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YOUTH: SOME STAGGERING NUMBERS 

~ 70% of high school students tried alcohol 
~ 50% will have taken an illegal drug 
~ 40% will have smoked a cigarette 
 
~ 14%-20% will have used a prescription drug 
for a nonmedical purpose in prior year 

– 72% of those with non-medical use obtained 
them from home (6% from friends) 

Johnston LD, et.al. Monitoring the Future National results on Adolescent drug use: Overview of Key findings, 2013  
NIH/NIDA, Principles of Adolescent Substance Use Disorder Treatment: A Research-Based Guide, 2014 

Ontario Student Drug Use and Health Survey, 2011 
Brands B et.al. Nonmedical use of opioid analgesics among Ontario students. Canadian Family Physician. Vol 56. 256-62. March 2010  
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ADDICTION TREATMENT BY AGE 

SAMHSA, Center for Behavioral Statistics and Quality, NSDUH, 2013 
NIH/NIDA, Principles of Adolescent Substance Use Disorder Treatment: A Research-Based Guide, 2014 



© U N I V E R S I T Y  O F  U T A H  H E A L T H ,  2 0 1 8  

OUTLINE  

1. Why should primary care be concerned 
2. Vexing issue: pain and addiction – current 

thoughts and policy implications 
3. Success at access to medication 

treatment using buprenorphine for opioid 
use disorder 

4. Is primary care the answer? 
5. Pithy thoughts to help drive the policy 

debate… 



© U N I V E R S I T Y  O F  U T A H  H E A L T H ,  2 0 1 8  

THE ADDICTION-PAIN PROBLEM 

• Telling the difference between a pain 
patient and a patient with drug use is not 
easy 
– What (really) is the pain? 
– Are their behavioral or mental health 

components 
– The patient may be new to a provider 
– The patient may be familiar to your peers – 

misconceptions and perceptions 
• The provider may not be comfortable  

– in identifying and managing pain syndromes 
– in identifying and managing addictions 
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THE PAIN-ADDICTION  
PRIMARY CARE CONUNDRUMS 

• PCPs are confronted with patient challenges: 
– Prescription opioid misuse, opioid use disorders, and 

opioid related morbidity and death are increasing 
– Increased attention to pain and addressing pain 
– Increased mental health co-morbidity 

• PCPs are confronted with assessment and 
treatment challenges: 
– Lack of education on opioid (and pain) assessment, 

treatment, referral 
– No uniform screening procedures (no evidence either) 
– Relative lack of access to pain/addiction referral 

resources 
– Patient preferences 
– Role out of collaborative care models (VEXING!) 
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PRIMARY CARE ENVIRONMENT 
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THE PAIN CHALLENGE IN THE VA 

• In Veterans, chronic pain is common 
– >50% of older Veterans experience chronic pain 

• 60% of Veterans from Middle East conflicts 
• Up to 75% of female Veterans have chronic pain 

– More than 2 Mil Veterans with ≥ one pain 
diagnosis in VA (2012, 1/3 on opioids) 

– National Health Interview Survey (NHIS) (2016) 
• 66% of Veterans vs. 56% of non-veterans with pain in prior 3 months 

• In Veterans, chronic pain is often severe  
• 9.1% of Veterans vs 6.3% of non-veterans with severe pain  
• 7.8% of younger veterans vs 3.2% of non-veterans with severe pain, 

with an Odds Ratio of 3.1 after controlling for other risk factors. 

 
Nahin RL et al. , J. Pain, 2016 

 



© U N I V E R S I T Y  O F  U T A H  H E A L T H ,  2 0 1 8  

PRESCRIPTION OPIOID USE & OPIOID USE 
DISORDER 
• Prescription opioid therapy for pain in 

 (Q1 FY 2017): 
– 281,020 Veterans on long-term opioid therapy  
– 33,149 Veterans on high dose opioids (>100 

MED) 
• Prevalence of addiction to opioids in VHA 

– Opioid Use Disorder in 11 of each 1,000 
Veterans receiving care from VA (FY 2015) 

– Unclear how many patients on long term 
opioid treatment formally transition to opioid 
use disorder 
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PRIMARY CARE - IMPLICATIONS OF THE CDC 
GUIDELINE 
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WHAT HAPPENED?  
       ….  PILL CONTROL 
• Quality Metrics on dose 

– Dose >120 (NCQA) 
• Payer restrictions 
• Prescription Drug Monitoring 

– No warrant needed   
• Pharmacy Red Flags 
• DEA and law enforcement 
• Medical Board Rules 
• Employer Rules 
• FDA plans “new hoops” for doctors 
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Provided by Sally Satel 
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Gellad Good & Shulkin- JAMA 2017 

VA INITIATIVES …. 

2017 
VA-DoD CPG Opioid Therapy for Chronic Pain           Launched Academic Detailing OUD Campaign               Launched PDSI Phase 3  

2016 
VA-DoD CPG on Management of Substance Use Disorders Comprehensive Addiction and Recovery Act (CARA) 

2014 
Targeted interventions for opioid reduction and opioid overdose education and naloxone distribution (OEND) 

2013 
Launched the Opioid and Psychotropic Drug Safety Initiatives (PDSI) 

 2011 
Created standardized metrics for pain management therapies to pilot opioid safety initiative in 2012 

2010 
VA-DoD Clinical Practice Guideline (CPG) Opioid Therapy in Chronic Pain (FIRST) 

2008                                                                                        2009 
Policy required access to medication for opioid use disorder VA Pain Directive - established Stepped Care Model for Pain 

2007 
Launched the Buprenorphine in VA (BIV) Initiative  Opioid High Risk Medication Initiative 
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Kertesz. Substance Abuse journal, 2017 
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BUPRENORPHINE PRODUCTS 

• Buprenorphine IV  (1981)   
– Indication: Pain 

• Buprenorphine (2002) 
– Indication: Opioid use disorder 

• Buprenorphine/Naloxone (2002) 
– Indication: Opioid use disorder 
– SL/Buccal Tablets and Film available 

• Buprenorphine Patches (2010)  
– Indication: Pain  

• Buprenorphine Implants (2016)  
– Indication: Opioid use disorder 

• Buprenorphine Depot Injections (2018) 
– Indication: Opioid use disorder 

 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=3CFL1cpCEvxOSM&tbnid=rZnnkTL0dsgPNM:&ved=0CAUQjRw&url=http://www.bedfordlabs.com/our_products/online_catalog/products/buprenorphine.html&ei=YCVyU4iJH8qMyASNxoKgCQ&bvm=bv.66330100,d.aWw&psig=AFQjCNHk_nV8Fj9ITe36zZylZgU07dl4oA&ust=1400075875810927
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=dT9Ait-emXpyUM&tbnid=sAmxfy_-SyJkqM:&ved=0CAUQjRw&url=http://multivu.prnewswire.com/mnr/butrans/47700/&ei=IidyU_bjCcGbyASU6oGoBg&bvm=bv.66330100,d.aWw&psig=AFQjCNEytizIYyc_Yy5EKZpSmephKcUfTg&ust=1400076332376832
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Fiellin et.al. NEJM. 2015 

BUPRENORPHINE WORKS 

Almost all formative studies 
regarding buprenorphine 
were in primary care 
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OFFICE-BASED SETTINGS FOR ADDICTION 

• Addiction treatment for can be provided in 
office-based settings similar to treatments for  
– Like other medical and mental health disorders  

• Barriers to initiate or provide addiction care 
occur when providers in office-based settings 
attempt to make these environments “feel” 
like formal substance abuse treatment 
program environments 
– These environments are different! 
– Its hard to replicate an addiction treatment 

environment 
– “Keep it simple” and “grow from experience” 

Gordon AJ, et. Al. Models for implementing buprenorphine treatment in the VHA. Fed Pract. 2009. 
 Gordon AJ, et. al. . Facilitators and barriers in implementing buprenorphine in the Veterans Health Administration. Psychol Addict Behav.2011  

 Oliva EM et. al. Barriers to use of pharmacotherapy for addiction disorders and how to overcome them. Curr Psychiatry Rep. 2011. 
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Dick AW, et.al. Growth In Buprenorphine Waivers For Physicians Increased Potential Access To Opioid 
Agonist Treatment, 2002–11. Health Affairs. 2015 
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Dick AW, et.al. Growth In Buprenorphine Waivers For Physicians Increased Potential Access To Opioid 
Agonist Treatment, 2002–11. Health Affairs. 2015 

 

MORE BUPRENORPHINE IMPROVES ACCESS 

No 
Help! 

Helps! 
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Stein BD, et.al. Physician Capacity to Treat Opioid Use Disorder With Buprenorphine-Assisted 
Treatment . JAMA. 2016. 

 
 

• Among 3,234 buprenorphine prescribers, 
245,016 patients who received a new 
buprenorphine prescription: 
– Prescribers' median monthly patient census was 

13 patients  
– the median episode duration was 53 days  
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PA MEDICAID OUTCOMES 

Lo-Ciganic W et. al. Association between Trajectories of Buprenorphine Treatment and Emergency 
Department and In-patient Utilization Addiction. 2016. 
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PA MEDICAID OUTCOMES 

• Six trajectories were identified:  
– 24.9%  discontinued buprenorphine <3 months 
– 18.7%  discontinued between 3 and 5 months 
– 12.4%  discontinued between 5 and 8 months 
– 13.3%  discontinued >8 months 
– 9.5%  refilled intermittently 
– 21.2%  refilled persistently for 12 months 

• Persistent refill trajectories associated with: 
– 18% lower risk of all-cause hospitalizations  

• HR =0.82, (CI) = 0.70-0.95  
– 14% lower risk of ED visits  

• HR=0.85, 95% CI= 0.78-0.95 
Lo-Ciganic W et. al. Association between Trajectories of Buprenorphine Treatment and Emergency 

Department and In-patient Utilization Addiction. 2016. 
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VA: EARLY ADOPTER OF BUPRENORPHINE 

Gordon AJ, et.al. Implementation of buprenorphine in the Veterans Health Administration: Results of 
the first 3 years. Drug and Alciohol Dependence. 2007. 

• Take home points: from 2003-2005  
• Opioid Dependence increased 7.3% (to 26,859) 
• Veterans prescribed BUP increased from 53 to 739 
• 16 of 21 regional VA networks had prescribed any 

buprenorphine 
• Two VA regional networks accounted for 31% of 

buprenorphine prescriptions 
 



BUPRENORPHINE IN THE VA (BIV)  

Listserve Engagement 
VHA National 

Buprenorphine 
VHA National Opioids 

VHA National Addictions 
BIV 

Monthly eNewsletter 
“A Tool For 

Buprenorphine Care” 
79 issues produced since 

2007 

Voluntary Prescriber List 
Creation and maintenance 

of a 100+ member list 
used for the transfer of 

patients within VA 

Guidances 
Resource Guide, 

Protocol/SOP guides, 
guidance collections 

for common situations 

Answers to Common 
Inquires 

Buprenorphine and 
Telehealth, 

Model Informed Consent, 
policies and procedures 

In-Service Webinar 
Trainings 

Conducted monthly 
40-50 average attendance 
25 produced since 2007 
Scholarship Reputation 
Peer-reviewed published 
articles on buprenorphine 
usage, implementation, 

access, opioid-use disorder 
assessment 

approximately 100 email contacts per month 

Sharepoint 
These resources are 

broadcast to listserves and 
are available on the BIV 

Sharepoint site, hosted by 
OMHS 
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IN THE VETERANS ADMINISTRATION… 

 
Gordon, Personal communication 
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VA MEDICATION TREATMENT FOR OUD 

• 34% of patients diagnosed with OUD  
receive medications  
 

• ~20,000 Veterans on medication treatment 
for opioid use disorder 
 

• Big push to do in Primary Care 
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RECOGNITION OF PROBLEM 

• In primary care clinic: 
– 58% have any addiction history 
– 50% have had a mental health diagnosis  
– 26% have chronic pain 

• The most vexing patients (pain and 
addiction) are in primary care 

• Addiction treatment services are 
(generally) swamped and provide one 
modality of treatment 

• Patients may prefer primary care 
environments for addiction 

 



© U N I V E R S I T Y  O F  U T A H  H E A L T H ,  2 0 1 8  

IF OPIOID USE DISORDER IS A CHRONIC 
DISORDER… 

....why are we 
treating it like an 

episodic 
disease? 
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ADDICTION DISORDERS ARE TREATABLE  
LIKE ANY OTHER CHRONIC ILLNESS 
• Type 1 Diabetes  

– 30% to 50% relapse each year requiring additional medical 
care 

– Significant societal consequences 
• Hypertension and Asthma 

– 50% to 70% relapse each year requiring additional medical 
care 

– Significant societal consequences 
• Alcohol and Other Drug Diseases  

– 40% to 60% relapse each year 
– Significant societal consequences 
– Few patients receive treatment! 

 
Why the difficulty in engagement and treatment of 

addiction? Why is it so vexing for health care providers 
to treat addiction? 

 

McLellan, JAMA, 2000 
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DO WHAT ABOUT ADDICTIVE DISORDERS?  

They are treated by “normal” health care providers 
 
 

McLellan, et.al. Public Health Reviews, 2014  
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PRIMARY CARE APPROACH 

• Major push has been to screen for hazardous 
alcohol use in primary care 

• Emerging literature regarding how to screen 
for drug/prescription drug problems 

• Push for collaborative and integrative health 
care models 

• Push to consider pharmacotherapy for all 
patients identified as having addictions 

• SBIRT 
– Screening 

• assessment 
– Brief Interventions 

• or “treatment” 
– Referral to Treatment processes 
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VA-DOD STEPPED CARE MODEL FOR PAIN 
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VA STEPPED CARE FOR OPIOID USE DISORDER 

Self-management: 
Mutual help groups 
Skills application 

Addiction-focused 
medical 
management in 
PRIMARY CARE, 
Pain Clinic, Mental 
Health 

SUD Specialty Care: 
Outpatient 
Intensive 
outpatient 
Residential 
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MOVE FROM EDUCATION TO INTEGRATION 

• Integration and Coordination of Care is 
important 

– Addiction occurs in a variety of settings 
– Pain and addiction competency should be universal 
– Integration of pain and addiction services into Primary Care is important 

• BUT CHALLENGING !!! 

• No easy answers to patient complexity 
• Addiction impacts health and healthcare 

engagement 
• Big gaps in the evidence-base on pain and 

addiction and how to address concurrent 
problems 

• Patient centered care is important 
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ADDRESSING THE PROBLEM IN PRIMARY CARE 

• Change the culture 
– Team care and at least interdisciplinary approaches 
– Addiction is important and must be addressed 

• Empower all providers to address 
addiction 
– Active training and retraining of wrap around services 
– Co-location services (PC-MHI, co-location models) 

• Physician targets  
– Primary care addiction expertise (ABAM/ASAM) 
– Encourage buprenorphine waivered clinicians (58%!!!) 
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ADDRESSING THE PROBLEM IN PRIMARY CARE 

• Address “vulnerability” in specialized clinics  
• Provide easy linkages to addiction and 

mental health care 
• Don’t build a new system of care, do what 

you do but do it for patients with addiction 
– Don’t necessarily need more salaried 

employees or policies or procedures! 
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Gundlapalli AV, et al. Med Care 2017 
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Jones et.al. Subst Abus 2018 
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VULNERABLE VETERAN – 
INNOVATIVE PATIENT ALIGNED 

CARE TEAM: 
 

THE VIP INITIATIVE 

AN IDEAS2 – VISN 19 SERVICE AND 
RESEARCH COLLABORATIVE 
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VIP SERVES THE FOLLOWING VETERANS 

1. unhealthy alcohol use and/or addiction 
disorders  

2. co-occurring addiction and pain disorders  
3. social determinants (e.g., homeless or at-risk 

for homelessness)  
4. high “utilizers” of health care services  
5. Those with high risk for opioid medication 

influenced morbidity and in need of risk 
assessment and risk mitigation  

6. those who may need high intense, high 
frequency primary care engagement 

7. those who fall off the pain or opioid use 
disorder stepped care models 
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VIP INPUTS AND OUTPUTS 
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THE IDEA… 

 
 EMERGENCY 

DEPARTMENT
INPATIENT 

HOSPITALIZATION

ADDICTION
TREATMENT 
PROGRAM

OUTPATENT 
CARE

ADDICTION/OPIOID-MISUSE
CONSULT SERVICE

LONGITUDINAL
ADDICTION

PRIMARY CARE

OUTPATIENT
CLINIC

Health Care and Environment
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PITHY COMMENTS 

• Access to addiction care is complex and 
nuanced… 
– It may not be easy to mandate in large health 

systems 
 

• Facilitating access is difficult and involves 
patient, provider, and system factors… 

 
• Once access is obtained, can that care be 

longitudinal? 
– Addiction treatment services are generally 

episodic… 
– Chronic disease requires chronic treatment… 
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PITHY COMMENTS 

• We may be beyond access; will quality 
follow? 
– Defining quality is difficult and varies 
– Research can contradict policy implementation  

• (e.g., Medication Treatment with additional counseling) 
 

• Addiction care in the US is highly regulated 
politicized 
– Addiction health care providers are not treated 

like endocrinologists 
– Patients with addiction are not treated like 

patients with diabetes 
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Adam J. Gordon MD MPH 
adam.gordon@hsc.utah.edu 

adam.gordon@va.gov  

mailto:adam.gordon@hsc.utah.edu
mailto:adam.gordon@va.gov
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EXTRA SLIDES 
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DSM 5 DEFINITION: OPIOID USE DISORDER 

• Failure to fulfill role obligations at work, school,  
or home 

• Recurrent use in hazardous situations 
• Legal problems related to opioid use (GONE) 
• Continued use despite substance-related                                    

social or interpersonal problems 
• Tolerance 
• Withdrawal/physical dependence 
• Loss of control over amount of substances consumed 
• Preoccupation with controlling substance use 
• Preoccupation with substance use activities 
• Impairment of social, occupational, or recreational activities  
• Use is continued despite persistent problems related to 

substance use 
• Craving or a strong desire to use a substance (NEW) 

 
 

American Psychiatric Association, DSM-V 2013  

Criteria: 
2-3 (mild) 
4-5 (moderate) 
6 or more (severe) 
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WHAT ABOUT DOSE?  
PREDICTION MODEL FOR 2 YEAR RISK OF OPIOID OVERDOSE 
AMONG PATIENTS ON OPIOIDS 

Characteristic Unadjusted HR Adjusted HR 
Age +1 yr 0.93 (0.88-0.98) 0.93 (0.89-0.98) 
Mental Health Dx 4.2 (2.9-6.1) 3.4 (2.3-5.0) 
Psychotropic Rx 2.8 (1.9-4.3) 
Substance abuse/dependence 6.0 (4.0-9.0) 3.5 (2.3-5.4) 
Tobacco 2.3 (1.6-3.3) 1.5 (1.0-2.3) 
Hx opioid Rx in prior year  1.4 (1.0-2.0) 
Long-acting opioid 2.5 (1.3-4.9) 2.0 (1.0-3.9) 
Daily opioid +10 MME 1.01 (0.99-1.03) 
Hepatitis C  2.8 (1.0-7.6) 

 
Glanz, 2018. JGIM. ~43,000 Kaiser patients who qualified as chronic opioid recipients, 2006-2014 

 

Not an independent  predictor! 
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STRONG DIAGNOSTIC AND HEALTH CARE EVENT 
RISK FACTORS FOR OVERDOSE OR SUICIDE-
RELATED EVENTS 

 From Oliva, 2017 
 

Where 
is 

dose? 
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Data collected by VA PERC  
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• Voluntary + well-run 
programs 

• Dose reduction can be 
achieved for some 
patients 

• Some may feel better 
• “Very low quality 

evidence” 

F i n d i n g s  L i m i t a t i o
n s  

• May not apply to 
involuntary 

• No prospective study of 
mandatory, involuntary 
opioid discontinuation 

• Insufficient evidence on 
adverse events such as 
“overdose, switch to illicit 
opioids, onset of 
suicidality” 

 
Frank et al. Annals of Internal Medicine. August 1, 2017 
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PROPOSED: CMS PROPOSAL FOR 2019 

• 5 or 7 day limit for “opioid naïve” patients: 
no exception 
 
 
 

 
• Deny payment at point of sale if 

cumulative MED >90 
– Allow prior authorization 
– Exceptions: hospice, metastatic cancer 
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DO THE CDC GUIDELINES MANDATE TAPERS? 
 
 CDC Rec #7 (2016) 

 
REGULARLY REASSESS 

 

“If benefits do not outweigh harms of continued 
opioid therapy, clinicians should optimize other 

therapies and work with patients to taper opioids 
to lower dosages or to taper and discontinue 

opioids” 
 

Evidence Type 4 (Lowest evidence) 
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