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Opioid Use Guidance Document for Prescribers

BEFORE PRESCRIBING
[J] Confirm the patient’s family physician is willing to prescribe opioids — if not why not
[J Conduct a complete history and appropriate physical exam

e Assess mental health comorbidities as these may increase risk of addiction /
opioid use disorder and overdose

e Document efficacy of other pharmacological and non-pharmacological treatment
options

[J Complete the Opioid Risk Tool
[] Use a Written Prescribing Agreement (Appendix 1) to:

e Discuss the outcome goals of improving the patient’s health and function

e Discuss side effects and risks of opioids

e Discuss the use of urine drug tests — initial baseline, and then frequency based on
risk

e Recommend a take home Naloxone kit for patients at increased risk for opioid

overdose, including:

o History of overdose, history of substance use disorder, higher opioid
doses, i.e. > 90 mg morphine equivalent daily dose (MEDD), concurrent
benzodiazepine use, important medical co-morbidity (ie COPD),
important mental health comorbidity (severe depression with suicidal risk)

Sign and provide a copy of the agreement to the patient or document discussion in
your clinic note
[] Use the Opioid Information handout from the Canadian Opioid Guidelines (Appendix
2)
[ ] Document functional goals:
e Use SMART approach (see Appendix 3)
[] Discuss risks and tapering off concurrent benzodiazepines (see Appendix 4)

INITIATING OPIOID PRESCRIBING

[] Confirm the patient’s current medications and when last filled

[] Select one consistent pharmacy for all prescriptions (staff can do this).

[] Cancel any outstanding opioid refills.

[] Patient should return unused medication to pharmacy and obtain receipt if

changing/switching opioids

[] Initial prescription should only be given in 7-day part fills. This keeps meds on hand

at a minimum and if dose needs to be altered there are fewer extra meds

[] Should always prescribe 7,14, 28 days fills not 30 days, so the day of dispense

remains constant and the patient does not accumulate meds at the end of refills.

[] For higher risk patients, start with daily or weekly dispensing using blister packs
Consider tamper resistant or other opioid formulations of lower street value

[J Prescription should never be refilled for more than 12 weeks at a time.
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ONGOING OPIOID TREATMENT

[] Re-assess within 1-2 weeks of initiating or increasing dose, at least every 12 weeks in

stable dose patients

[] Document patients function and pain at each reassessment visit

[] Consider periodic UDS based on the risk level of the patient:

-at least annually for low risk patients on low doses of opioids

-every 3-4 months for patients at elevated risk or on moderate dose opioids
-at least monthly for patients at high risk or on high dose opioids

-UDS should ideally be random

[] Ensure there is only one prescriber for all opioids (exceptions allowed for vacation or

sick leave coverage or emergency treatment of a new acute pain problem)

[] Send prescriptions from CAIS by fax to a single pharmacy

[] Write prescriptions with dispensing intervals of < 28 days; use q 1-2 week part-fills in

elevated risk patients

[ ] Always document any changes to dose, dispensed in CAIS, never by fax sheet from

pharmacy unless CAIS unavailable.

[] Reassess evidence of individual benefits and risks if considering an increase to > 50

mg MED

[] Avoid increasing new start patients to a dose > 90 mg MED,

e Prescribing a dose of opioids higher than 90 MED, requires documenting a significant
improvement in function, a minimum of 30% improvement in pain, without
unacceptable persistent side effects and without any ambiguous drug-related
behaviours; otherwise, taper and discontinue opioids. Obtain a second opinion from
an experienced pain prescriber if unsure.

[] Before rotating opioids, make sure to use a validated conversion tool (Appendix 5)
and rotate to 50% of the calculated equianalgesic dose; provide an adequate, but short
supply of immediate release opioids to reduce the risk of withdrawal during the transition
[] Order testosterone levels only if the patient is symptomatic and there is a plan to treat
[] Monitor for the possibility of cognitive impairment and driving risk and refer for
formal testing if any doubt about driving safety

[] Ask about and document any opioid-related side effects and recommended solutions.
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TAPERING OPIOIDS

[ ] The following are reasons to consider tapering opioid therapy:
o Patient request
Pain condition resolved
Persistent and unacceptable side effects on current dose of opioid
Risks outweigh benefits (high risk behaviours for overdose, hyperalgesia)
Medical complications
Not achieving goals of therapy — pain relief or functional improvement
Regulatory recommendation (>*90mg MED)

O O O O O O

[] Consider inpatient taper with relevant specialist guidance for patients at high risk
for complications of withdrawal (ie. pregnancy, a “fragile” medical or psychiatric
condition).
Other than an inpatient switch to methadone for women with OUD, pregnant
women should generally not have their opioids switched or tapered due to the
withdrawal-mediated increased risk of miscarriage.

[] Educate the patient on the risks of continuing opioids and the potential benefits of
tapering (use handout from the 2017 Canadian Opioid Guidelines — Appendix 6). It is
ideal to have a significant other present when explaining.

[J Provide information on the process of opioid withdrawal and treatments to reduce
the severity (use handout in Appendix 7)

[] Negotiate the amount and speed of tapering, depending on the circumstances and
the patient. Taper faster if the risk is high or the patient is managing the taper well,
and longer if the risk is low or if the patient is having difficulty tolerating the taper.
There is no robust published evidence for an ideal rate of taper. Generally, an
acceptable rate of outpatient tapering can range from 10% weekly to 5% monthly.
Use interval dispensing, every time you reduce the dose.

[] If you are tapering because of a concern for opioid use disorder, coordinate with
an Opioid Replacement Therapy provider to transition the care of the patient.

[] Use multimodal treatments by an interprofessional team, if available, to help
patients learn non-pharmacological coping strategies.

[] Prescribe adjuvants to reduce severity of withdrawal. (see handout for physicians
in Appendix 8)

[] Be prepared to pause or discontinue the taper if the patient demonstrates a
significant increase in pain and decrease in function that persists longer than 1 month
after a dose reduction (Recommendation 9, 2017 Canadian Opioid Guideline).
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[] The goal is to reduce the opioid dose to the lowest dose possible, not necessarily
tapering below 90mg MED or discontinuing completely.

[J Consider a switch to Suboxone and taper over a longer period for patients
struggling with tapering their usual opioid. (See Appendix 9)

[J Continue to explore non-opioid and non-pharmacological options to treat pain.
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APPENDIX 1: WRITTEN TREATMENT AGREEMENT

10.

11.

MGD Patient Agreement for Long-term Opioid Therapy

I agree that Dr. will be the only physician prescribing
OPIOID (also known as NARCOTIC) pain medication for me and that [ will obtain all of my prescriptions for
opioids at one pharmacy. The exception would be an emergency situation or in the unlikely event that I run
out of medication. Should such occasions occur, I will inform my physician as soon as possible.

I will take the medication at the dose and frequency prescribed by my physician. 1 agree not to increase the
dose of opioid without first discussing it with my physician. [ will not request earlier prescription refills.

[ will attend all reasonable appointments, treatments and consultations as requested by my physician. I

agree to other pain ConsultationSZmanagement strategies as necessary.

[ understand that the common side effects of opioid therapy include nausea, constipation, sweating and
itchiness of the skin. Drowsiness may occur when starting opioid therapy or when increasing the dosage. 1
agree to refrain from driving a motor vehicle or operating dangerous machinery until such drowsiness
disappears.

[ understand that using long-term opioids to treat chronic pain may result in the development of a physical
dependence on this medication, and that sudden decreases or discontinuation of the medication will lead to
the symptoms of opioid withdrawal. I understand that opioid withdrawal is uncomfortable but not life
threatening.

[ understand that there is a small risk that I may become addicted to the opioids I am being prescribed. As
such, my physician may require that I have blood, urine or hair testing and/or see a specialist in addiction
medicine should a concern about addiction arise.

[ understand that the use of a mood-modifying substance, such as tranquilizers, sleeping pills, alcohol or
illicit drugs (such as cannabis, cocaine, heroin or hallucinogens), can cause adverse effects or interfere with
opioid therapy. Therefore I agree to refrain from the use of all of these substances without prior agreement
from my physician.

I understand that I should check with my physician or pharmacist before taking other medications
including over-the-counter and herbal products.

[ agree to be responsible for the secure storage of my medication at all times. I agree not to give or sell my
prescribed medication to any other person. Depending on the circumstances, lost medication may not be
replaced until the next regular renewal date.

I consent to open communication between my doctor and any other health care professionals involved in
my pain management, such as pharmacists, other doctors, emergency departments, etc.

I understand that if I break this agreement, my physician reserves the right to stop prescribing opioid
medications for me.

Date:

(Signature - Patient) (Signature Physician)
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APPENDIX 2: MESSAGES FOR PATIENTS TAKING OPIOIDS

Note: Opioids are a group of similar medications that are used to help with pain — there
is more than one type of opioid and they have different names for example, Percocet®,
OxyContin®, Tylenol® No. 2, Tramacet®.

1. Opioids are used to improve your ability to be active and reduce pain.

o You and your doctor will set goals and ensure the medication is effective
in achieving the goals, e.g. improving your ability to do the things you did
before pain prevented you.

o Ifyou seem to benefit from the pain medication, your doctor will see you
for follow-up visits to assess pain relief, any adverse effects, and your
ability to meet your set activity goals.

2. There are side effects from opioids, but they can be mostly controlled with
increasing your dose slowly.

o Common side effects include:

= nausea (28% of patients report it), constipation (26%),
= drowsiness (24%), dizziness (18%), dry-skin/itching (15%), and
= vomiting (15%).

o Side effects can be minimized by slowly increasing the dose of the drug
and by using anti-nausea drugs and bowel stimulants.

3. Your doctor will ask you questions and discuss any concerns with you about
your possibility of developing addiction.

o Addiction means that a person uses the drug to “get high,” and cannot
control the urge to take the drug.

o Most patients do not “get high” from taking opioids, and addiction is
unlikely if your risk for addiction is low: those at greatest risk have a
history of addiction with alcohol or other drugs.

4. Opioids can help but they do have risks — these can be managed by working
cooperatively with your doctor.

o Take the medication as your doctor prescribed it.

o Don’t drive while your dose is being gradually increased or if the
medication is making you sleepy or feel confused.

o Only one doctor should be prescribing opioid medication for you — don’t
obtain this medication from another doctor unless both are aware that you
have two prescriptions for opioids.

o Don’t take opioids from someone else or share your medication with
others.

o You may be asked for a urine sample — this will help to show all the
drugs you are taking and ensure a combination is not placing you at risk.

o Your doctor will give you a prescription for the amount of medication that
will last until your next appointment — keep your prescription safe and
use the medications as instructed — if you run out too soon or lose your
prescription your doctor will not likely provide another

o If'you cannot follow these precautions it may not be safe for your doctor
to prescribe opioid medication for you.
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5. If you stop taking your medication abruptly, you will experience a
withdrawal reaction.

o

Withdrawal symptoms do not mean you are addicted — just that you
stopped the drug too quickly — your doctor will direct you on how to
slowly stop this medication so you won’t have this experience.

Opioid withdrawal symptoms are flu-like, e.g., nausea, diarrhea, and
chills.

Withdrawal is not dangerous but it can be very uncomfortable.

If you interrupt your medication schedule for three days or more for any
reason, do not resume taking it without consulting a doctor.

6. Overdose from opioids is uncommon, but you and your family should be
aware of the signs.

o

Opioids are safe over the long term, BUT can be dangerous when starting
or increasing a dose.

Overdose means thinking and breathing slows down — this could result in
brain damage, trauma, and death.

Mixing opioids with alcohol or sedating drugs such as pills to help anxiety
or sleeping, greatly increases the risk of overdose.

You and your family should be aware of signs of overdose — contact a
doctor if you notice: slurred or drawling speech, becoming upset or crying
easily, poor balance or, “nodding off” during conversation or activity.

7. The medication the doctor prescribes for you can be very dangerous to

others.

@)

Your body will get used to the dose your doctor sets for you but this same
dose can be very dangerous to others.

You have reached your proper dose slowly, but someone who is not used
to the medication could have a serious reaction, including death — don’t
give your medication to anyone else — it is illegal and could harm them.
Keep your medication securely stored at home — the bathroom medicine
cabinet is not a safe place; research has shown that others, particularly
teenagers might help themselves to these drugs from friends or relatives.
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APPENDIX 3: SMART goals

(example in brackets)

Specific (walking)

Measurable (100m or 5 mins 3X/week to increase by 10% weekly)
Achievable (within pts present ability — cane, walker etc)

Realistic (mall walking or within home setting)

Timely (achieve goal within 1 month)

APPENDIX 4: BENZODIAZEPINE TAPERING GUIDELINES

1. Discuss benefits of a benzodiazepine taper, including increased alertness and energy,
improved quality of sleep, memory, mental clarity, and mood, etc.

2. Taper with current benzodiazepine (preferred) or switch to an equivalent dose of
diazepam using the table below (Note: diazepam tablets are available as 2 mg, 5 mg, and
10 mg tablets; all are scored and can be split).

3. Taper by 10% every 2 weeks or longer (generally up to 5 mg diazepam equivalent per
week). Slower tapers are more likely to be successful. Alternatively, decrease by quarter-
or half-tablets on select days of the week; see

http://www.criugm.qc.ca/fichier/pdf/ BENZOeng.pdf (case-sensitive)

4. Use the multidisciplinary team to schedule regular follow-ups and support the taper.
5. Consider referral to psychologist. Cognitive behavioural therapy combined with
tapering is more effective than tapering alone.

6. Once the dose has reached 20% of the original dose, consider slowing the taper to 5%
every 4 weeks or longer.

Benzodiazepine Brand Name Equivalence to
Equivalence Table Diazepam (Valiume)10
Benzodiazepine mg*
Alprazolam Xanax® 1 mg
Bromazepam Lectopam® 6 mg
Chlordiazepoxide Librium® 25 mg
Clobazam Frisium® 20 mg
Clonazepam Rivotril® 1 mg
Clorazepate Tranxene® 15 mg
Flurazepam Dalmane® 30 mg
Lorazepam Ativan® 1 mg
Nitrazepam Mogadon® 10 mg
Oxazepam Serax® 20 mg
Temazepam Restoril® 20 mg
Triazolam Halcion® 0.5 mg
Benzodiazepine-Like Z-Drugs**

Zolpidem Sublinox® 20 mg
Zopiclone Imovane® 15 mg
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*Please note this is a guideline only. Wide variation exists between patients.
**Listed to show dose equivalence to benzodiazepines; z-drugs are usually not converted
to a benzodiazepine for tapering purposes.

Patient Resources to explain risks of benzodiazepines and sample tapering schedules:
http://www.criugm.qc.ca/fichier/pdf/ BENZOeng.pdf (case-sensitive)
www.benzo.org.uk/manual
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APPENDIX 6:

Opioid Tapering- Information for Patients

Why should I taper or decrease my opioid medication?

Taking high doses of opioids may not provide good pain relief over a long period of time. The amount of
pain relief from opioids can become less at higher doses because of tolerance. Sometimes, opioids can
actually cause your pain to get worse. This is called “opioid induced hyperalgesia”.

The many side effects of opioids increase with higher doses. Sometimes people using opioids do not
connect certain side effects to the medication. That is why many people who try a gradual taper to
lower doses, report less pain, and better mood, function and overall quality of life. Sometimes, it is only
after such a taper that patients appreciate how opioids were not helping as much as they thought.

What are the side effects of opioid therapy over the long term?
Some of the adverse effects of opioid therapy over the long term include:

e Tolerance- The medication becomes less effective over time with patients needing higher doses
of opioid to achieve the same level of pain control. By itself, this does not mean patients are
addicted, although in some patients it is part of addiction.

e Physical dependence —If you abruptly stop or decrease your opioid dose by a large amount, you
may experience unpleasant symptoms called withdrawal. This is an expected response to
regular opioid therapy that is not the same as addiction. One of the early symptoms of
withdrawal is an increase in pain, which is temporarily improved by taking more opioid. Many
people on long-term opioids believe that this proves that the opioid is working, rather than being
a symptom of withdrawal that will lessen with time.

e Constipation- leading to nausea and poor appetite and less commonly, bowel blockage.

e Drowsiness causing falls, broken bones, and motor vehicle accidents

e Fatigue, low energy, depression -This can significantly affect your function and ability to work or
do day-to-day activities.

e Sleep apnea or impaired breathing while sleeping — This can contribute to daytime fatigue and
poor thinking ability. It increases your risk for many health conditions and also increases your
risk of having a car accident.

e Low testosterone hormone levels in men — This can lead to low sex drive, low energy, depressed
mood, slower recovery from muscle injuries and decreased bone density (thinning of the
bones).

e Low estrogen and progesterone hormones in women- leading to decreased bone density and low
energy.

e Pain can get worse in some people, especially at higher doses (opioid-induced hyperalgesia)

What can | expect when tapering or decreasing my opioid medication?

1. Pain- One of the first symptoms of opioid withdrawal is increased pain. This pain may be the
same pain that you are being treated for, as well as total body joint and muscle aches. Some
people will complain of a recurrence of pain at the site of an old healed injury, such as a broken

10
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medical®rEnentalthealth®onditions,Bvhere@Endnpatient@hemical@vithdrawal@vouldibeBafer.?l
2.[Thelpatient@ndBhysician®angree®o@vithdraw@more&juicklyfoverfl0-14&ays)@esulting@n@EnoreBeverel
butBhorter®veralleriod®fBymptoms,rizoRaperver@veeks@o@nonths@End@xperience@@nilderbut@norel
prolonged@vithdrawal. Reducehe@loselyF 0%EtRhegreed@iponnterval.@selnterval@ispensingorvery
dose@eduction.@onsiderblister@acks@othelp@he@atientBtay®nBchedule.High-risk@atients@nay@equire
daily@lispensing.@nce-daily®pioiddormulationsfi.e.,Kadian)@naynake@he@vithdrawal@rocessBimpler. AR
methadoneaper@llowsHordessAntenseutdongerderiod®f@vithdrawalBymptoms.Erhis@equires@Federal
methadone@rescribing@uthorization.B\Bwitch@oBUP-NXHollowedbyzRapers@nother®ption@specially?
for@@apid@pioid@aper.fhisAsGvailable®hrough@hysicians@vhothave@nethadoneforZddictionExemptions?
andis@Iso®ffered@nBomebrivate@ietoxlinics.ABuggested@-day@BUP-NXdoading@rotocoldstttached.B
3.ilonidinethasibeen@ised®hedongest®o@ecreaseBomedheutonomicBymptomsdfpioid@vithdrawal.@l
The@mainBide®ffects@re@®rthostaticthypotension@ndBZedation.@

Prescribef. 1-0.2@ng@o@j6h@rn@naximum@Eabsiber@ay.CThe@lose@naythaveobedoweredafithel
patient@eportsrthostaticBymptomsirihas@iEBPHesshan®0/60@nmHg,Ahour@ifter@i@iose.@ontinuel
clonidine@untildfffpioids@orB-5@lays,Ehen@apervermextB-5@lays.
4. Mne®ftheRarlyBymptoms@fpioid@vithdrawal@sd@ncreasediainEFEhe@atient’s@isual@ainGlusEdditionald
arthralgias@nd@myalgias.mThisEnay@ersistdonger®han@®ther@vithdrawalBymptoms,but@vill®ventuallyBettle.?
Acetaminophen,@NSAIDs,BrEramadol@naytebthelpful Af@ttemptingRoe-evaluate@ipatient’sihain@ R
opioids,@he@®pioidstheed@olbeiscontinuedfor@tieast@-6@veeksRoFEethrough@vithdrawal@ainndiol
allowpioid@eceptors@o@reset.”At@EanREake@EvhileForEnAndividual’ sE@ndogenouspioids@olbegini
productiongain.?
5.foperamidedOTC)@anthelp@ecrease@bdominal@ramping@ndiliarrhealfithese®ccur.@
6.Bcupuncture®rTENSthavebeenBhown@nBome&tudiesEo@lecreaseBymptomsfbpioid@vithdrawal @
7.Bhort-termAise®Bregabalind75-150mgbbid),End/or@he@annabinoidhabilonef0.5EHA mgbid)ForEhedirste
1-2@veeksBnaythelpAvithBainGsAvellEsBleepnd@nxiety.?
References:@
BrandsBAEd.),KahanM,Belby®,MVilson.ManagementifIcohol,obacco@indtherrug®roblems.B@hysician’stManual.B
Toronto,@ntario:entredorfAddiction@ndMentalHealth,2000.2
Fishbain,®RosomoffiHL,LutlerR..@piate@etoxification@rotocolsE@Rlinical@nanual . BAnn&/in@sych@993;5(1):53-65.7
Ashburnm/IA,ElLipmaan,EEarrEID,EIRubinghBE.B’rinciplesl?bf@-\nalgesicﬁjsel?]nﬂheETreatmenﬂﬂ)fﬁncutela’ainmndﬁfance@ammSthDEdition).
Chicago,dAL:BAmerican®ainBociety,2003.0
GowingfR,BIiRL.ETheBlace®@etoxificationdAn@reatment®f®pioid@ependence. Eurr@pin®sychiatry2006May;19(3):266-70.[
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APPENDIX 9:
Appendix 6
ABuggested@utpatientProtocolforBUP-NXAnduction@ndTaper

Thisprotocolisforuselvith®pioidsDtherthaninethadone,in@patientivhoishot@tthigh®iskfor?
addiction@ndBhouldmotbeutilizedifthere@irefilsobenzodiazepinesinvolved. Arranget@aily?
pickup®fiinedsfromihepharmacyforhelfirst@@ays.
1.MakeBure@herels@R@esponsible@ther@dultfresent@uringheBwitchover@nd@hatBroufavelnet?
and@iscussed@he@rotocolBvith@hemnferson.Explain@hepossibilityBfprecipitatedBvithdrawal @
afterheffirst@oseBfBUP-NX.Q

2.Explain@heBUP-NX@oading@rotocolAndprovideBvritten@naterials.Miscussfhe@ommon@pioid@
withdrawalBymptoms@And@rovideAfandout@hat@escribesBvhatfo@xpect.?

3.Btophefrescription®pioid@tEnidnight.2

4.Themext@ay@Dayd )Bvait@intil@heBvithdrawalBymptomsAre@tieast@noderate@oBevere.Thel
longer@heatient@vaits,Bheflesshe@iskDfPrecipitatedBvithdrawal.Affising@he COWSHuestionnaire
to@AssessBeverity@f@vithdrawal, RimHorARotal Bcoredf@ 4-20.2

5.@Makeftheffirst@ose@fBUP-NXBAmgR.l.And&vaitB fours.B

6.MakeBUP-NXZmgR.l.§BhBrn@pHoAEnaximum@osedfA 2mgin@hefirst24 fours.dfthereAre&tillR
someB@everelvithdrawalBymptoms,fisefhe@ther@edsfclonidine,Bloperamide, ’GNBrfabilone) o2
getlthrough@helfirst24hours.?

7.0n&hef@norning®fay 2 for24Hours@fterthelfirst@osedfBUP-NX) R Hakethe@otal@ose dfBUP-
NX&equired®n@Day@A fmax@A 2mg)@n@ne@ose.@VaitB hours.AfBvithdrawal Bymptoms@AreAtHeast?
moderate@oBevere,Btartfoading@gainAy2ZmgR.1.GBh@iploMax24mg@aily@nDay2.Mheatient?
shouldmever@xceed24inginAny24hourperiod.n

8.MnMayB{48hoursAfterBtarting@UP-NX)-Hake@hefotaldose@fBUP-NXHEromMay 2 AndBplitEhel
total@oseBID.Repeat@his@ose@nEhe@orning@fay@.2

9.®nMay@Hollow-upvith@he@IDEofeassess.dfhepatientthasthad@@elatively@asyfransitionhenf
beginfthe@aperprocess.MTheBpeeddfBaper@epends@nihefnotivationfandFtamina) Bfthepatient.?
One@an@aperby@2mg@aily®r2mglveekly.MeassessthefatientBveeklyfodfferBupportEnd el
prepared@ofauseBvhen@equired.@Wselnterval@ispensing@olongerthan@ Bveek@part@uring@his@
time.l

10.@VhenBrou@eto2mgMaily,Brou@an@ither@plit@he®ill@ntoA mg@oses@rBake A2 mghillBvery2
days@nd@henBtop.R

11.0fheBatientBsBtillhaving@reat@ifficultyBtoppinghefastd mgBfBUP-NXEhenBwitch@hemEo
theBuprenorphine®atch@nd@aper.AR0ug/hrBUPDatchs@oughly@quivalent@o@AR.1.MosedfD.5@ngk
buprenorphine@er@ay.Therefore@®ne@anfise@RZ0ug/hratchBor@ Bveek,@hen@ Sug/hrfor@ Bveek,?
then@ Oug/hrfor@ Bveek@henBug/hrfor@ Bveek@henRtop.A

This@rotocolBvas@AdaptedByDr.R.M.Jovey, MD@sing@hefollowing®eferences:

LeedD,Woccilf,FiellinMA.MnobservedBhome"Anduction®ntoBuprenorphine.JAddictMed.2014Bep-Oct;8(5):299-308.0
LeelJD,Girossman(®,MiRocco®,@ourevitchMN.BHomebuprenorphine/naloxonefinductionnrimary@are.fifienAntern
Med.2009&eb;24(2):226-32.0
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