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Evidence Based Practice (EBP)

 Blends current scientific evidence with clinical judgment.

 A provider’s personal preference is NOT a part of EBP. This is 
important in choosing treatment options for our own 
personal healthcare, but NOT in what treatment options 
we offer to patients.



The best chances for achieving and sustaining remission of 
OUD and recovery include the use of evidence-based 
medication assisted treatment (MAT). 

 The 3 forms of medication-assisted therapy with an evidence basis supporting 
their use in the treatment of opioid use disorder are:

1.  Sublingual/buccal/subcutaneous buprenorphine maintenance treatment

2.  Methadone maintenance treatment

3.  Naltrexone

 All 3 of these options should be offered as equally acceptable to patients with 
an opioid use disorder.  It is not acceptable to promote non-opioid replacement 
therapy as superior to opioid replacement therapy.  

 It is not acceptable to promote opioid replacement therapy as replacing one 
addiction for another.

 It is not acceptable to use a medication other than the 3 listed above, as an 
alternative to opioid replacement therapy or mu-opioid receptor antagonism.

 All 3 of these constitute abstinence-based treatment



Nonpharmacological therapies/supports can be extremely 
helpful in the treatment of opioid use disorder, as an adjunct 
to evidence base pharmacotherapy.  These include:

1.  Cognitive behavioral therapy relapse prevention

2.  Community reinforcement approach

3.  Motivational enhancement therapy

4.  12 step/mutual help groups

5.  Seeking safety

6. Dispensing naloxone rescue kit with training on 
identifying signs/symptoms of opioid overdose



Duration of Treatment
 Clinical evidence suggests that a longer duration that a patient with 

OUD remains in treatment with 1 of the 3 evidence-based medications 
recommended here is associated with better treatment outcomes, 
including recovery for problematic substance use, and death due to 
opioid overdose. 

 Clinical evidence from multiple trials consistently shows that when 
patients are taken off of evidence-based pharmacotherapies for OUD, 
that relapse rates soar as high as 90%. These high relapse rates are 
associated with high rates of lethal opioid overdose. 

 For this reason, patients should be encouraged to continue either 
opioid replacement therapy or mu-opioid antagonist therapy as long 
as possible, including indefinitely.  



Individuals with a diagnosis of opioid use disorder 
should be screened for the following psychiatric 
comorbidities in order to maximize their chances of 
responding to treatment:

1.  Alcohol use (including identification of "risky drinking," and/or 
alcohol use disorder).

2.  Benzodiazepine/sedative hypnotic use (including identification of 
risky use of sedative hypnotics, and/or anxiolytic/sedative/hypnotic use 
disorder).

3.  Tobacco use disorder.

4.  Methamphetamine use disorder.

5.  Major depressive disorder.

6.  Posttraumatic stress disorder.

7.  Generalized anxiety disorder.

8.  Suicidal ideation.



Individuals with a diagnosis of opioid use disorder 
should be screened for the presence of end-organ 
damage, and conditions signifying risks of higher 
medical complications:
1.  Complete blood count (to evaluate for acute infections)

2.  Basic metabolic panel (to evaluate electrolytes and renal function)

3.  Liver function testing (to evaluate hepatic function)

4.  Pregnancy (for females ages 11-50)

5.  Screen for hepatitis C

6.  Screen for HIV

7.  Evaluate cardiac status (history of myocardial infarction within 6 weeks, 
congestive heart failure, untreated/unstable dysrhythmias)

8.  Evaluate for abscesses/cellulitis (IV drug use)

9. Evaluate the risk of sleep disordered breathing  (E.g. STOP-BANG Screen)

10. Evaluate for severe COPD



Individuals with a diagnosis of opioid use disorder 
should have a thorough evaluation of their 
psychosocial needs, in order to best position them 
for success in treatment, including:
1.  Housing status

2.  Employment/income

3.  Insurance status

4.  Primary care provider relationship

5.  Social support network (friends, family, religious 
community)

6. Transportation

7. Criminal justice involvement



If a patient who is on maintenance opioid replacement 
therapy with methadone or buprenorphine is found to have 
opioids in their urine drug screen or reports a recent relapse 
to opioid use, what should the response be?

• The appropriate response to a patient who demonstrates a relapse to 
problematic opioid use is to increase the structure of treatment, such as 
increasing the intensity of psychotherapy or participation in mutual-help 
groups, and an increase in the frequency of urine drug screen monitoring. 

• It is not appropriate to discontinue treatment in response to a relapse, or 
to detoxify a patient from opioid replacement unless the plan is to 
transition them to treatment with a mu-opioid antagonist.



If a patient on maintenance therapy with naltrexone, 
methadone, or buprenorphine is found to have cocaine, 
methamphetamine, or cannabis in their urine drug screen, 
what should the response be?

• The appropriate response to a patient using cocaine, 
methamphetamine, or cannabis is to evaluate whether the use of those 
substances constitutes a substance use disorder, and if so, to develop a 
treatment plan to address that substance use disorder. 

• Treatment with naltrexone, methadone, or buprenorphine is not 
expected to affect the use of other addictive substances (with the 
exception of naltrexone’s effect on alcohol use). For this reason, it would 
not be appropriate to discontinue treatment with naltrexone, 
methadone, or buprenorphine solely based on that patient using those 
other substances. 



Thank You!


