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Barriers to Buprenorphine Treatment Examined

BY HEIDI SPLETE

Senior Writer

WASHINGTON — Buprenorphine was
approved for the treatment of opioid de-
pendence in 2002, but many physicians are
hesitant to prescribe it despite being li-
censed to do so.

Of more than 2.5 million opiate addic-
tion patients in the United States, only
200,000 are receiving opiate agonist treat-
ment with methadone or buprenorphine,
David Fiellin, M.D., reported at the annu-
al conference of the Association for Med-
ical Education and Research in Substance
Abuse.

“There is clearly a need to evaluate the
provision of treatment in alternative set-
tings, such as physician offices,” said Dr.
Fiellin of the department of internal med-
icine at Yale University, New Haven.

In 2000, Congress passed the Drug Ad-
diction Treatment Act, which allows qual-
ified office-based physicians to use ap-

Eight Percent of Opiate
Addiction Patients Receive
Methadone or Buprenorphine

8%

proved narcotics for the treatment of opioid
dependence. Buprenorphine was approved
for this purpose in 2002. Physicians can
qualify to provide treatment by participat-
ing in an 8-hour training program on car-
ing for opioid-dependent patients.

As of 2004, approximately 65,000 physi-
cians have received the training. Of these,
4,000 have notified the Substance Abuse
and Mental Health Services Administra-
tion (SAMHSA) that they want registra-
tion to prescribe buprenorphine, and 3,600
physicians have received their registra-
tions. Of these, 80% have agreed to be list-
ed on a Web site so patients and col-
leagues can locate them.

The gap between the number of physi-
cians who have been trained in treating
opioid addiction and the number who are
prescribing suggests a need to examine
barriers to treatment. Kevin Irwin and his
colleagues at Yale University conducted a
study, supported in part by the Robert
Wood Johnson Foundation, to assess bar-
riers that keep physicians from incorpo-

istered and were prescribing it. Barriers de-
scribed by physicians fell into four cate-
gories:

» Physician discomfort. “People do get
sort of difficult,” commented one physi-
cian during the interview. Several physi-
cians expressed similar concerns about
addiction patients becoming combative.
Others said that they weren’t in the habit
of treating addictions, and that they did
not think their staff members were pre-
pared to handle such patients.

» Medical marginalization. Treatment of
addiction “seems like something outside of
medicine, a subspecialty of psychiatry,”
one physician said. “It’s something we
weren't really taught about,” another doc-
tor commented. Others speculated that
the implementation of buprenorphine
treatment would mean a culture shift in
the office, reflecting a shift in how addic-
tion patients are treated compared with
methadone clinics.

» Need for support. Physicians said that

they would be more inclined to provide
buprenorphine treatment if they had an
avenue of communication to an addiction
specialist. “It would be helpful to know
ahead of time what can go wrong,” one
doctor commented. Other physicians ac-
knowledged that treating addiction is
more than writing a prescription, and that
some type of partnership with a specialist
would be helpful.

» Policy restrictions. The physicians who
were treating addiction patients with

The most common adverse events in pediatric trials included loss of appetite, insomnia, abdominal pain, and emotional lability.
The most common adverse events in the adult trial included dry mouth, loss of appetite, insomnia, headache, and weight loss.
The effectiveness of ADDERALL XR for long-term use has not been systematically evaluated in controlled trials. As with
other psychostimulants indicated for ADHD, there is a potential for exacerbating motor and phonic tics and Tourette’s
syndrome. A side effect seen with the amphetamine class is psychosis. Caution also should be exercised in patients with a
history of psychosis.

rating buprenorphine, and Dr. Fiellin pre-
sented the results.

The investigators conducted in-depth
interviews with physicians in one of four
categories: general internists with no spe-
cific interest in providing buprenorphine
treatment, those who received training
but weren’t registered with SAMHSA,
those who were registered but not pre-
scribing the drug, and those who were reg-
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buprenorphine mentioned this issue more
frequently. The current policy states that

working on a physician clinical support
system to provide physician mentors,” he
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able to whom they can pose questions af-
ter the training. Concerns about undesir-

online training courses are also available.
Cost is an issue as well. The science be-

noted. Office-based
buprenorphine treat-
ment has promise,
and clinical support
in the form of a men-
torship program may
help expand care.
An outreach plan,
the Physician Clini-
cal Support System,
funded by SAMHSA,
calls for medical societies to have infor-
mation for physicians at buprenorphine
training events, with local mentors avail-

a maximum of 30 patients can be treated
in any medical practice. The number 30 is
arbitrary, and some physicians expressed
frustration. “I prescribe all kinds of things
that are much more dangerous,” one doc-
tor commented. The intent of the limit
was to prevent any one office from be-
coming a prescription mill, but no evi-
dence supports a specific number of pa-
tients as appropriate for one office to
manage.

These concerns may explain the slug-
gish adoption of buprenorphine treat-
ment, Dr. Fiellin said. “We have been

able patients are un-
warranted, because
patients with addic-
tion problems are of-
ten already part of
any patient popula-
tion, Dr. Fiellin said.

Location of train-
ing programs is an-
other concern. Most
buprenorphine pre-
scribers are in the Northeast and on the
West Coast. Although locations have not
always been convenient for physicians,

hind buprenorphine is solid, but the fi-
nancing remains in flux, in part because
the cost has not been standardized. Pay-
ment for the treatment varies, with some
providers taking insurance and others tak-
ing cash.

Despite the potential problems, doctors
who initiate buprenorphine treatment
continue to prescribe it because they see
the good they can do for patients, Dr.
Fiellin said. “If you talk to physicians who
have implemented buprenorphine treat-
ments, you find the rewards outweigh the
barriers.” m

As of 2004, about 65,000
physicians had received
the training. But only
4,000 had notified
SAMHSA that they wanted
to register to prescribe.
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