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Primary care for opioid use disorder
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Recent reports on prescription opioid misuse and abuse have described unprecedented 

peaks of a national crisis and the only answer is to expand prevention and treatment, 

including different levels of care.1 Nonetheless, concerns remain about the ability of 

busy primary care settings to manage problem opioid users along with other patients. 

In particular, proposed extensions of buprenorphine treatment, a critically effective 

intervention for opioid use disorder (OUD), are cautiously considered due to the 

potential risk of misuse or abuse.2 General practitioners are already facing this burden 

daily in the treatment of chronic pain, and expert supervision and treatment model 

adjustment are needed to help improve outcomes. Approximately 20% of patients 

in primary care have noncancer pain symptoms, with most of them receiving opioid 

prescriptions by their physicians, and their number is increasing.3 Pain diagnoses are 

comparable in severity to those of tertiary centers and are complicated by significant 

psychiatric comorbidity, with a measurable lifetime risk of developing OUD.4,5 Some 

primary care physicians report frustration about opioid abuse and diversion by their 

patients; support from pain specialists would improve their competence, the quality 

of their performance, and the ability to identify patients at risk of opioid misuse.6 

Thus, buprenorphine treatment should not be adding to a complex clinical scenario. 

To this end, the promising models of care emphasize the integration of medical with 

psychological and pharmacological expertise for the management of OUD.

Primary care is an important entry point for all patients suffering from chronic 

conditions, including substance use disorders. Even in the absence of chronic opioid 

therapy for pain as a predictor of problem opioid use, the wealth of medical and 

behavioral information available for a diagnosis is potentially unmatched by what the 

tertiary level physician (or specialist) would be able to gather. Despite limited time 

and the self-reported low level of preparedness, primary care is arguably the ideal 

place where substance use treatment can be successfully integrated into medical care, 

if adequate support is guaranteed. In addition to psychosocial, educational, and inte-

grated treatments for substance use disorders, office-based buprenorphine therapy has 

demonstrated adaptability to a primary care setting.7 Also, buprenorphine primary care 

prescribers have gradually been closing the number gap with psychiatrists, though a 

reduced presence in rural areas and a low prescribing rate continue to leave part of the 

demand unanswered,8,9 indicating the work to be done even before buprenorphine treat-

ment expansion occurs. In some areas of the US, there are less than three  prescribers 
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per 100,000 persons, the average number of patients for 

certified prescribers is only one-quarter of the current limit 

of 100, and one-quarter of physicians with a waiver have 

never prescribed the medication.2

Of course, the setting is instrumental and the standard 

quality of care is importantly correlated with composite 

outcomes. In Federally Qualified Health Centers, which 

provide patient-centered health care services and systematic 

focus on quality as defined in the Affordable Care Act, the 

implementation of buprenorphine treatment has been associ-

ated with improved medical outcome and health indicators, 

as well as with longer retention compared to specialist treat-

ment.10 Thus, supervision and mentoring by tertiary level 

specialists may enhance the knowledge and self-confidence 

of prescribers to boost the rate of prescriptions, while tele-

medicine web-based interventions and the use of long-acting 

medication formulations could assist the attempt to delve 

into underserved area.11,12 However, for better results, the 

clinical environment must be patient-centered, and substance 

use disorder management has to receive as much attention 

as other problems, producing a synergistic effect to improve 

the quality of life of patients.

Effective responses to minimize physician burden, opti-

mize care, and prevent diversion can be primarily identified 

in the extension of collaborative care involving the physi-

cian assistants, nurse practitioners, and pharmacists more 

directly in the prescription or dosing of buprenorphine. The 

dissemination of this type of interventions has gone through 

years of experimental application and is now being extended 

to clinical practice.13,14 Additional instruments to monitor 

and prevent buprenorphine diversion and abuse are already 

available in many cases of evidence-based standard of care. 

Treatment teams can routinely share medical information 

through electronic health records, and the prescription of red-

flagged medications can be monitored as potentially harmful, 

in full respect of protected health information.15 Currently, 

49 states and the District of Columbia have authorized the 

creation of prescription drug monitoring programs, and pain 

specialists as well as buprenorphine prescribers who may 

want to expand treatment numbers following a legislative act 

are recommended by policies and guidelines to more closely 

review the records of their patients for doctor shopping and 

multiple prescriptions of controlled substances to treat the 

same symptoms.16

Nonetheless, the more effective abuse prevention and 

intervention tools consist of providing valid treatment 

alternatives. From a pharmacological standpoint, naloxone 

prescribing for overdose prevention complements the basic 

educational strategies that can be employed in primary 

care, giving physicians the opportunity to prevent mortality 

even among patients who have not formally entered addic-

tion treatment “status”. Recently introduced long-acting 

buprenorphine formulations open up the possibility of 

reducing treatment costs and maximizing the use of primary 

care by decreasing the frequency of prescriber visits.17 The 

option of using slow-release naltrexone also adds to this 

outlook the potentiality of an opioid antagonist treatment 

to prevent relapse without abuse potential or the need to 

manage opioid withdrawal symptoms at discontinuation. 

Naltrexone is not classified as a controlled substance and 

can be prescribed in primary care settings by physicians, 

physician assistants, or nurse practitioners, but the clinical 

use has been limited by low patient acceptance and difficult 

transition from opioid agonist therapies.18 Further research 

on these and other medications and their combination with 

behavioral interventions in primary care settings will be 

instrumental for informing future efforts at dissemination 

and expansion of OUD treatment while understanding the 

optimal methods for coordination and integration of care. 

Other future research venues include, but are not limited 

to, the recognition of patient improvement in relation to 

specific types and intensity of psychosocial services, and 

the identification of indicators of quality of care and their 

measurement. Given the high comorbidity levels in this 

population, research on management of OUD with psychi-

atric comorbidity, use of multiple substances, and/or medi-

cal complications is also important to inform and reinforce 

evidence-based approaches.

Treatment of substance use disorders is an essential 

health benefit under the health care reform. Increasing 

numbers of individuals with OUD are acquiring health 

insurance, which should facilitate their access to evidence-

based treatments for OUD. The answer cannot be to push 

them into the bottleneck of specialty care, not before a long 

waiting time and the risk of patients to be lost in the gap 

between primary care and specialty treatment. The goal is to 

offer patient-centered treatment for OUD, including shared 

decision making about medications and evidence-based 

interventions, and the primary care environment perhaps 

looks like the best one to reach it.
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