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Learning Objectives – at the end of 
this talk participants should be able to:

1. Screen (and bill) for risky substance use using a patient self-administered 
tool

2. Limit benzodiazepine prescribing to best practice indications

3. Test for fentanyl when monitoring OUD patients

4. Adjust buprenorphine induction strategies in response to fentanyl

5. Recognize impacts of novel synthetic opioids and adulterants

6. Implement evidence-based medical treatments for methamphetamine 
use disorder

7. Avoid harms caused by unilateral opioid tapering



Screening THE TAPS: A PROVIDER-OR 
PATIENT-ADMINISTERED TOOL



Ms. Graza

u 34 yo female presents for neck arthritis evaluation. PMHx includes generalized 
anxiety, depression, insomnia

u Medications: Venlafaxine XR 225 mg/d, Clonazepam 0.5 mg BID

u SocHx: Raising 2 children with long-term partner, works as project manager

u ROS: daytime fatigue, unrestful sleep

u Vitals: BP 138/88 HR 74 BMI 29

u PE: Overweight, otherwise unremarkable exam

u Lab: HgbA1c = 5.8, TGs = 263, ALT = 52



Would you screen this patient for risky 
alcohol/rug use?

A. No, I would not screen

B. Yes, would screen with CAGE 

C. Yes, would screen with SBIRT-ASSIST

D. Yes, would screen with AUDIT or other tool

E. I have no idea; I just ask the questions in my system’s EHR



SBIRT

www.uspreventiveservicestaskforce.org/uspstf/recommendation/drug-use-illicit-screening

Screening, brief intervention

Early initiation
Low-risk use

Identification, brief treatment

Misuse
High-risk use

Treatment referral

Dependence

http://www.uspreventiveservicestaskforce.org/uspstf/recommendation/drug-use-illicit-screening


Screening 
Tools

https://nida.nih.gov/nidamed-
medical-health-
professionals/screening-tools-
resources/chart-screening-tools



TAPS: Screening
u Replaces NIDA Quick Screen

u Clinician- or self-administered

McNeely J, et al. Ann Intern Med 2016
Gryczynski J, et al. JGIM 2017



Peer Assistance 
Services Screening Tool

Screeningtools.peerassistanceservices.org
www.sbirtcolorado.org

SBIRT Pocket Card

http://screeningtools.peerassistanceservices.org/


CO Medicaid-
approved screeners:

u AUDIT

u DAST

u ASSIST

u CRAFFT

u POSIT

u CUDIT-R

u S2BI

u TAPS

Billing



Reimbursement

https://www.samhsa.gov/sbirt/coding-reimbursement



Benzodiazepine 
Update

NEW RECOGNITION OF RISKS AND 
PRESSURE TO DE-PRESCRIBE



Monthly BZD prescription rates remain stable 

Milani S et al. JAMA Network Open 2021



Yet BZDs increasingly associated with 
overdose deaths

Tori M et al. JAMA Network Open 2020
CDC Wonder Online Database 2021

The push is on for 
stricter monitoring 



Outpatient Indications

First Line
u Withdrawal from benzodiazepines

u Withdrawal from alcohol

u Acute severe movement disorders

Second & Third Line
u ‘Crisis’ anxiety

u Short-term treatment of severe acute 
insomnia

u Short-term treatment of severe acute 
spasm (MS, dystonias)

Limit prescribing to when function is substantially limited

Silvernail CM, Wright SL, Advances in Therapy 2022



You check the PDMP and order POC urine toxicology 
testing. EtG/EtS positive, benzodiazepines negative. 
The most likely explanation is:

A. She hasn’t taken her clonazepam but has been drinking alcohol

B. She has been taking her clonazepam and has been drinking

C. Either A or B

D. I don’t know



Benzodiazepine metabolism

u Standard EIA usually based on 
nordiazepam or oxazepam

u Will not detect clonazepam

u May not detect alprazolam, 
lorazepam

Craven C, Fileger M, Woster P. Practical Pain Management 
Volume 14 2014.
https://www.practicalpainmanagement.com/treatments/addicti
on-medicine/drug-monitoring-screening/demystifying-
benzodiazepine-urine-drug



Monitor for use disorder, high risk  or 
lack of benefit

u Misuse, abuse, dependence

u Combination with other CNS-sedating 
medications, especially opioids

u Rebound symptoms in dosing interval, 
worsening anxiety

u Increasing recognition of chronic 
benzodiazepine injury



Benzodiazepine de-prescribing

u Shared decision-making; not forced

u Complete discontinuation may not be possible; dose reduction may be 
appropriate goal

u Support patient, including fear of coping without bzds

u Slow (4-6 months) to very slow tapers (12-18 months) often necessary

u Monitor for both acute and protracted withdrawal symptoms (“BIND”)

u May offer supportive medications: carbamazepine, pregabalin, hydroxyzine

u CBT for anxiety, insomnia 



Benzodiazepine tapering and 
discontinuation

u Consider for age >65, concurrent benzo/opioid 
use, SUDs cognitive dysfunction, other 
consequences

u Switch to long-acting benzodiazepine

u Taper dose gradually, 4-6 months generally 
u High doses, longer duration of use may sometimes 

require prolonged tapering

u Psychotherapy, frequent follow-ups, and 
withdrawal management instructions help

Canadian Agency for Drugs and Technologies in Health 2015
Ogbonna C, Lembke A. Am Fam Phys 2017



Ms. G, continued

u At next visit, Ms. G also reports she has been using oxycodone “off the 
street” for her chronic back pain since being “cut off” by her former PCP

u Medication was initially helpful, now must use simply to avoid withdrawal 
symptoms

u Her use has impacted her finances and relationships, and her erratic mood 
has got her in trouble at work.

u She admits things are getting unmanageable and asks for your help.



Which of the following medications for 
OUD  would be the easiest for Ms. G to  
tolerate today? 

A. Buprenorphine/naloxone

B. Naltrexone

C. Methadone

D. Sublocade (injectable, long-acting buprenorphine)

E. All of the above except naltrexone



Fentanyl & novel 
drugs of abuse



1913

900



u Overdose deaths from illicit fentanyls 
increased sharply in Midwest, South, West

u 40% of fentanyl-involved deaths included 
stimulants

u 56% of fatalities had no pulse upon arrival of 
first responders

u Injection drug use in 25%

u Non-injection in 27% of deaths

O’Donnell J et al. MMWR 2021



Witting vs unwitting fentanyl use

Intentional fentanyl users
u Individuals with OUD

u May prefer another opioid (heroin) but 
fentanyl more readily available

u Smoking common

Unintentional users
u Not regular users

u May be purchasing counterfeit 
alprazolam powder cocaine, or other 
drug

Twillman R et al, JAMA Network Open 2020



Xylazine

u Veterinary tranquilizer

u Alpha-2-adrenergic agonist

u Originally found in Puerto Rico, Philadelphia

u 28% of samples tested in MA 1/2022-6/2022

u May cause prolonged sedation

u Likely additional respiratory depressive effects

u May be contributing to deaths



Benzimidazole (“Nitazene”) opioids

u Up to 20x more potent that fentanyl

u Implicated in a few overdose deaths in CO



Benzimidazole (”Nitazene”) opioids



When do you test for fentanyl with urine 
toxicology testing?

A. If I have clinical suspicion

B. Only in patients who use illicit drugs

C. In all patients who get urine toxicology testing, including chronic opioid 
therapy

D. I don’t test for fentanyl



OUD Treatment: 
fentanyl’s impact



Precipitated withdrawal

u Fentanyl rapidly distributes into 
vascular spaces, lipophilic

u Behaves like long-acting opioid, 
biphasic elimination

u Withdrawal occurs when full 
agonist replaced by antagonist 
or partial agonist

u Can be severe

full agonist
(e.g. morphine,
methadone)

partial agonist
(buprenorphine)

antagonist
(naloxone,
naltrexone)
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Buprenorphine micro-dosing

u Initiation of buprenorphine at very low doses while the 
patient continues to use his or her usual opioid

u The usual opioid is then discontinued after the patient 
reaches therapeutic level of buprenorphine

u Slowly replace the full agonist opioid with 
buprenorphine 

u Prevent precipitated withdrawal
u May still require clonidine, other supportive treatments

Hammig R et al. Subst Abuse Rehabil 2016. doi: 10.2147/SAR.S109919.



Changing approaches in the fentanyl era

u Fentanyl’s potency and lipophilicity have necessitated alternative 
buprenorphine induction strategies

u Low-dose inductions or micro-dosing inductions are a viable alternative to full-
dose inductions
u Require a lot of medication and provider support and reassurance

u High-dose inductions may also be an alternative approach
u More evidence is needed

Randhawa PA. CMAJ 2020
Becker WC et al. Annal Intern Med 2020
Herring A, et al. JAMA Netw Open 2021



Fentanyl to buprenorphine induction

u Wait longer  (36-48 hours minimum, 
sometimes much longer)

u Higher COWS (≥12)

u Start lower (1 mg – 2 mg)

u More doses

u Pause for mild-mod withdrawal

u Accelerate past point of commitment

Vasrhneya NB et al. J Addict Med 2021
Atoine D et al. Am J Addict 2021



Sublocade

u Long-acting injectable buprenorphine for 
intra-abdominal SC injection

u Usual dose: 300 mg/month x 2, then 100 
mg/month

u Full receptor occupancy after 2nd shot

u Consider for adherence, diversion concerns, 
patient preference, concurrent pain

u Being explored in conjunction with rapid 
macro-induction onto buprenorphine/nal in 
patients who use fentanyl

Coe MA et al. J Addict Med 2019
Compton W, and Volkow N. JAMA Netw Open 2021



Drug Checking

u Increasingly common in U.S.

u Utilizes test strip designed for urine

u High sensitivity and specificity

u Positive test associated with 5x 
likelihood of engaging in harm 
reduction behaviors

u Acceptable to PWID

Peiper et al, J Drug Policy 2019





Ms. G, continued 

u At the end of last visit, you referred her to an outpatient addiction 
treatment facility 

u She misses her intake appointment, deciding she just needs to find a new 
pain doctor 

u She tests a portion of a street oxycodone tablet with a fentanyl test strip 
supplied by a local harm reduction agency; the result is positive

u She undergoes UDT at the office of a pain specialist

u Her test is positive for fentanyl and methamphetamine



ARS 5: Which of the following 
medications show efficacy in treating 
methamphetamine use disorder?

A. Naltrexone

B. Amphetamine salts

C. Mirtazapine

D. Bupropion plus naltrexone



Methamphetamine 
Use Disorder



Methamphetamine trends 2015-2019

u Psychostimulant overdose deaths (other than cocaine) increased 180% 

u MA use rates increased 43%

u Frequent MA use increased 66%

Han B et al. JAMA Psychiatry 2021



Stimulants

u Modafinil 200-400 mg daily
u 5 studies/n = 642

u OR of use: 0.86 (NS)

u Bupropion 150 mg twice daily
u 6 studies/n = 151

u OR of use: 1.12 (NS)

u Methylphenidate 54-180 mg daily

u Dextroamphetamine 60-110 mg daily

u Most trials short: 8-12 weeks

Chan B et al. Addiction 2019
Bhatt M, et al. Systematic Reviews 2016
Longo M et al. Addiction 2010
Galloway GP et al. Clin Pharmacol Therapeutics 2011

u “No statistically significant benefit 
to any psychostimulant on 
frequency of use, sustained 
abstinence, or retention in 
treatment.”

u Need better delineation of reasonable 
outcomes (is reduced craving enough?

Tiihonen J et al. Am J Psychiatry 2007
Miles SW et al. Addiction 2013
Ling W et al. Addiction 2014
Rezaei F et al. Daru 2015



Ready for prime time: Naltrexone + 
Bupropion: ADAPT-2

u Sequential parallel 
comparison

u 12-week design, adults 18-
65
u 2 x 6-week blocks

u 932 screened for 
participation
u 403 randomized into 

Stage 1

Trivedi MH, et al. NEJM 2021



Naltrexone + Bupropion: ADAPT-2

Primary Outcome
u % with at least 3 of 4 negative 

urine tests for MA at end of 
Stage 1 (weeks 5-6) or Stage 2 
(weeks 11-12)

Results
u Stage 1:  16.5% vs. 3.4%
u Stage 2:  11.4% vs. 1.8%

u Overall weighted: 13.6% vs. 
2.5% (absolute diff: 11.1%)

Trivedi MH, et al. NEJM 2021



ADAPT-2

Additional Findings
u Pre-spec analysis: pts who provided 

all 4 final UDTs: 18.7% difference
u Secondary outcomes: 

u Total percentage of MA-negative 
UDTs: -6.8%

u Craving (VAS, 0-100): -9.7 points
u Treatment Effectiveness Assessment: 

+4.0 points
u No difference in AEs

Take-Home Points
u Well-designed, enriched cohort (less 

placebo effect)
u Heavy-using cohort (mean use: 27 of 

past 30 days)
u Low dropout
u Short duration
u NNT = 9

Trivedi MH, et al. NEJM 2021



Summary
+ 2021: 28 Lags Medical Center pain clinics abruptly close

+ 28,000 patients without pain management

+ Created abandonment crisis of “legacy patients

+ Longer duration of opioid therapy, more abrupt tapers associated with: 
↑ risk of illicit opioid use, ↑ opioid-related ED visits and hospitalizations, ↑ 
rates of mental health crisis and overdose events, and ↑ mortality from 
overdose and suicide



Take Aways
+ When inheriting legacy patients:

▫ Review previous records, develop treatment plan that slowly 
adjusts to your practice

▫ Avoid big, radical, rapid changes
▫ Provide therapeutic bridge until a plan can be determined
▫ Develop individualized, consensual care plan with patient
▫ Assess for OUD and transition to buprenorphine if needed
▫ Document, document, document!



Opioid tapering risks

u Illicit opioid use, including heroin
u Overdose, opioid-related 

hospitalizations
u Mental health crisis
u Suicide
u Opioid use disorder diagnosis

Kertesz SG, Varley AL. JAMA Network Open 2022
Coffin PO, Barreveld AM. NEJM 2022



Recommendations

u Without evidence of direct harm, tapers should be 
undertaken collaboratively and voluntarily

u If patient is being directly harmed, document this!
u Do not aim tapers at a pre-determined threshold
u Counsel (consent?) patients about opioid tapering risk
u Diagnose and treat OUD without judgment or stigma

Kertesz SG, Varley AL. JAMA Network Open 2022
Coffin PO, Barreveld AM. NEJM 2022



Summary

u Consider universal screening for alcohol and substances, and get paid for it

u Limit new benzodiazepine prescribing to 1st line indications, for short durations. 
Monitor like opioids & discuss patient goal and weaning options

u Add fentanyl to your routine urine testing strategy, including for higher risk patients 
on chronic opioid therapy. Recognize pitfalls of urine toxicology interpretation

u Adjust buprenorphine induction strategy in response to fentanyl

u Look out for novel opioids and adulterants (and prescribe naloxone)

u Recommend or prescribe buproprion + depot naltrexone for patients with 
methamphetamine use disorder



End
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