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Abstract

Purpose of review The use of opioids and opioid-related deaths in the USA has risen to
epidemic proportions. Until recently, the impact of this public health crisis in older adults
has not been adequately emphasized. This paper reviews the extant literature for the
management of opioid use disorder (OUD) in older adults, with a focus on both pharma-
cologic and non-pharmacologic interventions for OUD in older adults.
Recent findings Opioid prescriptions for older adults have dramatically increased since the
1990s. OUD in older adults is under recognized and under treated in clinical settings. Once
identified, appropriate treatments for OUD should be offered to older adults. These include
a combination of psychosocial and pharmacologic approaches. Pharmacologic treatments
include antagonist and agonist therapies. Antagonist agents, such as naloxone for acute
overdoses and naltrexone for maintenance treatment, and agonists, such as
buprenorphine and methadone, have been used. Psychosocial treatments include motiva-
tional interviewing (MI) and motivational enhancement treatment (MET) approaches, as
well as family support and community resource linkage.
Summary In order to optimally address OUD in older adults, a multi-dimensional approach
involving pharmacotherapy in combination with psychosocial treatments is recommended.
Directions for future research include studies aimed at evaluating the efficacy of such
treatments specifically in older adults including those with chronic pain and other
comorbidities for which opioid use presents both benefits and challenges.
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Introduction

Since the 1990s, the number of opioid prescriptions
dispensed in the USA has significantly increased [1].
Subsequently, the increase in heroin use and opioid-
related overdose deaths has led to the designation of
opioid use as a public health epidemic. Until recently,
the impact of opioid use in older adults has been
overlooked. Pain conditions are more prevalent in older
adults potentially increasing their risk of exposure to
opioid pain medications [2, 3•]. Age-related changes in
drug metabolism, higher frequency of polypharmacy,
and comorbidmedical conditionsmay predispose older
adults to drug-drug interactions andmore severe adverse
drug reactions associated with opioids (e.g., mild cogni-
tive impairment, sedation, dizziness, delirium, falls and
fractures, constipation, urinary retention, nausea, and
vomiting) [2, 4, 5]. From 1995 to 2010, office-based
opioid prescriptions for older adults increased nearly
nine-fold [6]. Since then, opioids have been added to
the Beers Criteria list of central nervous system (CNS)
medications that should be avoided in individuals with
a history of falls or fractures [7]. Nevertheless, a 2017
study found that opioids were the most common com-
ponent of CNS polypharmacy and accounted for the
largest share of the overall increase in CNS
polypharmacy in older adults in the USA [8].

Studies have also shown an increase in misuse of
opioids in older adults (e.g., prescription sharing,
obtaining the same drug from more than one doctor)
[9]. A 2016 study of adults age 60 and older inNew Jersey
(n = 725) revealed that 14% had a history of using pre-
scription opioids recreationally, and those with a previ-
ous history of recreational opioid use had three times the
risk of high risk opioid obtainment behavior compared
to those without a history of recreational use [10]. Sub-
stance use disorders (SUDs) are likely under reported,

undetected, and under treated in older adults [3•]. Phy-
sicians should universally screen for SUDs in older adults
including those without a prior SUD diagnosis. Health
care provider bias, insufficient training in screening older
adults for SUDs, and stigmamay be barriers for reporting
SUDs, the symptoms of which may also be mistaken for
other comorbidities, age-related changes, or reactions to
stressful life situations [3•, 11].

An estimated 2.5 million older adults in the USA
have an SUD, which has been cited by some as one of
the fastest growing health problems in the USA [11].
From 2000 to 2012, SUD treatment admissions in older
adults for heroin increased 26%, nonprescription meth-
adone increased 200%, and other opiates/synthetics in-
creased 221% [12•]. From 2006 to 2013, the death rates
from intentional exposures to prescription opioids (i.e.,
abuse, misuse, and suicidal intent) for older adults in-
creased nearly three-fold, surpassing that of younger
adults [9]. Huang et al. found a cohort effect in baby
boomers (born 1947 to 1964) with 20% increased mor-
tality from prescription opioids and heroin overdose
compared to the reference cohort (1977–1978) [13]. A
gender difference was also noted with a stronger cohort
effect for prescription opioid overdose mortality in men
and for heroin overdose mortality in women. Another
study showed that methadone overdose rates increased
in those 65 years and older from 2014 to 2015 [14].
Clearly, older adults have been and continue to be af-
fected by the opioid epidemic. Given that opioid use
disorder (OUD) is the third leading cause of SUD-
related deaths, it is important for physicians to be famil-
iar with SUD screening, opioid prescribing guidelines,
adherence monitoring (e.g., prescription drug monitor-
ing programs, pill counts, urine drug screens), and avail-
able treatments for OUD [3•].

Medications for the treatment of OUD in older adults

The extant literature on pharmacotherapy for OUD is growing, though the
literature specific to older adults remains quite limited. To our knowledge, there
have been no trials conducted solely in the older adult population [15•].
However, studies have demonstrated that older adults benefit from treatment
and, at times, have better outcomes compared to a younger cohort [16].

Determining the optimal medication for a patient with OUD begins with a
thorough clinical evaluation. Information about current use of opioids including
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frequency, amount, method of administration, duration, and level of physiolog-
ical dependence, as well as concomitant other substance use, should be obtained.
Past substance treatment approaches andmedication trials should be assessed. A
careful and thorough evaluation of mental health and medical problems should
be performed, to include a current and accurate list of medications. Mood
disorders are fairly prevalent among both treatment and non-treatment seeking
patients with OUD, with 20–25% having a past history of major depression and
15% with current major depression [17]. A physical examination should be
performed or a recent physical examination reviewed [18].

When selecting and recommending OUD pharmacotherapy, prescribers
must consider factors such as patient presentation and history, medical or
psychiatric comorbidities, concomitant medications, and patient preference.
Logistic considerations such as access, transportation, and finances are equally
salient. Psychosocial interventions are an integral part of OUD treatment and
are recommended along with all pharmacotherapy for OUD [18]. Access to all
treatment modalities, including detoxification, may not be available in the
older person’s local area. Methadone clinics may be the least accessible, or local
providers prescribing buprenorphinemay not be available [19, 20]. For patients
with Medicare Part D coverage, only certain pharmacotherapies for OUD are
covered [21]. Expensive medications and their associated copayments may be
cost-prohibitive on a fixed income. Assessing and engaging family support is
another consideration as family members may be able to assist with accessing
treatment and providing important collateral information.

Antagonist treatment: naltrexone and naloxone

There are no studies examining oral naltrexone (NTX) or intramuscular inject-
able extended-release naltrexone (XR-NTX) specifically in older adults. Extrap-
olation of findings from studies in the general population is applied with
special considerations for older adults withOUD.Of note, a naltrexone implant
is available in some countries but is not approved for use by the Federal Drug
Administration (FDA). This review will focus only on oral NTX or XR-NTX
formulations, which both block opioid receptors and attenuate response to
opioids.

Patients who may be good candidates for NTX treatment include those who
are highly motivated for abstinence, those not successful with previous trials of
methadone or buprenorphine, or those previously successful on an opioid
agonist who desire to discontinue agonist treatment [16]. Patients must be fully
detoxified to initiate NTX, which can present some challenges. Previous studies
demonstrated that over half of discontinuations from XR-NTX occur after
administration of one dose only [22]. A patient who is unable to tolerate
detoxification, experiences prolonged withdrawal symptoms, or requires opi-
oids for chronic pain management may not be appropriate for NTX treatment
[15•]. Naltrexone is generally considered safe in individuals with Hepatitis C or
heavy alcohol drinkers but should be avoided in those with advanced liver
disease [23•]. Potential serious side effects include injection site reactions (for
XR-NTX), allergic reactions, liver impairment, depression, and suicidality.
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Oral NTXwas approved for the treatment of OUD in 1984, and XR-NTXwas
approved in 2010 [16]. Studies examining efficacy in opioid abstinence main-
tenance typically utilize oral naltrexone [23•]. However, after FDA approval of
XR-NTX for OUD, research on this formulation has continued to grow, which
could be helpful as adherence with oral NTX can be particularly problematic
[24]. Adherence concerns have prompted debate about the efficacy of NTX.
Adherence rates for NTX decrease over time and are inferior to adherence rates
with buprenorphine and methadone [23•]. A 2011 Cochrane review and other
studies found no difference between NTX and placebo with regard to substance
use and treatment retention [3•, 25, 26]. In other studies, both NTX and XR-
NTXwere superior to placebo for themaintenance of opioid abstinence, though
some studies indicate that XR-NTX has better overall outcomes compared to
oral NTX [23•, 25]. Supervised administration of oral NTX may improve
adherence [18].

XR-NTX is considered safe and effective for OUD treatment [27]. In a 1-year
open-label extension phase study, 114 patients in Russia were maintained on
XR-NTX along with monthly counseling sessions. Approximately 20% of sub-
jects experienced adverse effects from the medication which included injection
site reactions (6.1%) and liver function elevations (16.7%). However, neither of
these was considered clinically significant. At the end of the open-label phase,
62.3% of subjects completed the study, and 50.9%were abstinent from opioids
[27]. Although these are robust outcomes, it is important to note that agonist
therapy is not permitted in Russia where government funds are available for
inpatient treatment [24]. In the USA, as noted above and discussed further
below, XR-NTX induction can be challenging and affects treatment retention.

A recent study by Tanum et al. compared abstinence rates in 159 adult
outpatients in Norway randomized to either XR-NTX or buprenorphine/
naloxone [28]. XR-NTX was as effective as buprenorphine/naloxone in achiev-
ing short-term (12 weeks) abstinence from heroin and other illicit opioids. In a
24-week multi-site US study of individuals in acute inpatient detoxification
settings (n = 570), XR-NTX induction was difficult, and relapse rates were higher
in the intent-to-treat population with XR-NTX compared to buprenorphine/
naloxone. However, once XR-NTX was successfully initiated, safety and effec-
tiveness between the two groups was similar [29].

The combination of oral NTX and XR-NTX has also been examined to assess
methods to improve both oral NTX adherence and XR-NTX induction. Sullivan
and colleagues examined a behavioral therapy intervention and concomitant use
of oral NTX with a single dose of XR-NTX (384 mg) given at the outset of
treatment in 125 patients [30]. Individuals with lower severity opioid depen-
dence (defined as G 6 bags of heroin per day) who received behavioral therapy
along with the single dose of XR-NTX followed by oral NTX had improved
treatment retention up to 6months compared to individuals with higher severity
opioid dependence (9 6 bags of heroin) [30]. In an effort to improve XR-NTX
induction, Manelli and colleagues titrated the dose of oral NTX along with
tapering doses of buprenorphine in the days leading up to administration of
XR-NTX [31]. Fourteen of the twenty patients received XR-NTX and reported
tolerability of the medications and the withdrawal procedure. A more recent
study by Sullivan and colleagues also examined the use of buprenorphine and
oral NTX in the transition period to XR-NTX in 150 patients [32]. One arm of the
study administeredonedose of buprenorphine followedbyoralNTXover 1week
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followed by the transition to XR-NTX. The other arm administered 1 week of
buprenorphine followed by 1-week washout after which they transitioned to XR-
NTX. Those in the NTX titration arm were more likely to receive the first and
second dose of XR-NTX (56.1 and 50% respectively) compared to those in the
buprenorphine arm (32.7 and 26.9%, respectively) [32].

The effects of naltrexone on symptoms of depression, including anhedonia,
have raised a concern. However, two recent studies have demonstrated that
depression appears to improve after treatment with different formulations of
naltrexone (oral, XR-NTX, and implant) without worsening anhedonia [33, 34].
Clinicians should nevertheless remain vigilant for the emergence of depressive
symptoms.

Naloxone, also an opioid antagonist, is not a maintenance treatment for
OUD but can play a vital role in OUD, specifically in overdose. The Centers for
Disease Control published guidelines in 2016 encouraging providers to con-
sider naloxone in patients prescribed opioids who have had a previous over-
dose, are on high doses of prescribed opioids, have a history of SUDs, or are also
on benzodiazepines [35]. Several studies have shown naloxone reduces opioid
overdose death rates in certain populations (e.g., newly released prisoners), but
questions about optimum implementation remain [36]. Patients receiving
treatment with methadone or buprenorphine should receive a prescription for
naloxone in the event of overdose to provide the opportunity for family or
friends to intervene [3•]. Patients should be counseled that tolerance to opioids
is lower after detoxification, and patients may be at risk for fatal overdose if
opioid use is resumed after treatment with NTX [18]. However, NTX does not
increase the risk of overdose death more so than detoxification [30].

Agonist treatment: buprenorphine and methadone

Evidence supports agonist treatment, such as buprenorphine or methadone for
OUD, with methadone as the gold standard of care [25]. Sublingual
buprenorphine, a partial mu agonist and kappa antagonist, was approved by
the FDA for use in patients with OUD in the USA after the Drug Addiction
Treatment Act of 2000 paved the way for office-based treatment for OUD [21].
While several formulations of buprenorphine have been approved for OUD,
including sublingual, implant, and depot, we will focus on the sublingual
formulation in combination with naloxone, except when noted otherwise.
The buprenorphine implant and depot injection were FDA approved in
May 2016 and November 2017, respectively. Prior to the turn of the century,
the only agonist treatment for OUD was methadone, a full mu opioid agonist.
Methadone is available only in federally licensed clinics, also known as opioid
treatment programs (OTP), and typically requires almost daily visits during the
initial phase of treatment [23•]. Buprenorphine is increasingly available in
OTPs also [20].

Patients on buprenorphine or methadone have consistently demonstrated
improvement not only in health outcomes but in overall quality of life. Agonist
maintenance treatment reduces overdose deaths, opioid use by diminishing
craving, and risk of Hepatitis C and HIV infection. Further, it enhances adjust-
ment and adherence to HIV treatment for those already infected, improves the
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ability to work, improves quality of interpersonal relationships, and decreases
crimes associated with drug use [23•, 24, 37]. The potential for diversion is also
a consideration. Buprenorphine appears to have lower risk of abuse and less
euphoria compared to methadone [15•], though abuse and diversion of
buprenorphine still occurs [23•].

Both buprenorphine and methadone are effective treatments for moderate
OUD [15•]. Patients with OUD, specifically those with prescription opioid use,
have benefitted from either treatment. A 2013 secondary analysis of 731 sub-
jects who completed a 6-month study found that buprenorphine was not
superior to methadone in treating patients with OUD who identified prescrip-
tion opioids as their preference (versus heroin or a combination of heroin and
prescription opioids) [38]. In a 2016 Cochrane review across six studies with
607 prescription opioid dependent patients, Nielson and colleagues found low
to moderate quality evidence that agonist treatment was effective and that
methadone and buprenorphine appeared to be equally effective [39]. This
finding was supported in a 2017 review of six studies [40].

There is some debate about the best choice of agonist therapy for OUD in
older adults. Some sources cite that buprenorphine is a superior treatment for
the elderly based on cohort and case-control studies, while others report that
methadone is a safe option with close monitoring and medical oversight [15•,
41]. The use of agonist therapies in older adults should include consideration of
other medical comorbidities [42]. Methadone has the potential to prolong the
QTc interval, particularly in higher doses (defined as 100 mg or greater), which
can cause arrhythmias, namely torsade de pointes [23•, 41]. Methadone doses
reported to increase risk for QTc prolongation vary, ranging from as low as
30 mg daily up to 200 or 300 mg daily [15•, 41]. An electrocardiogram (EKG)
should be obtained when initiating and titrating methadone or when com-
bined with medications that may inhibit the CYP 450 3A4 pathway [15•].
Buprenorphine is not known to affect the QTc interval [41]. Older patients on
opioids are at greater risk of falls, and buprenorphine may be a better choice for
this reason as well [41]. Buprenorphine is also less likely to cause erectile
dysfunction in men compared to methadone or constipation compared to
other opioids [15•, 41]. Furthermore, individuals with severe cardiac or respi-
ratory illness, such as sleep disordered breathing, may be more sensitive to
methadone-related medical complications [23•].

Particular attention should be given to individuals with chronic pain con-
ditions. The analgesic effects ofmethadone and buprenorphine are shorter than
their effects on either craving or withdrawal symptoms; therefore, patients with
comorbid chronic pain andOUDmay not obtain adequate pain relief on either
methadone or buprenorphine maintenance [43]. Generally, depressive symp-
toms improve within several weeks of treatment for OUD, and there is no data
supporting better outcomes for either methadone or buprenorphine [17].
However, there is some evidence to suggest that individuals on buprenorphine
perform better on cognitive and psychomotor testing compared to those on
methadone [41]. A 6-month study examining liver health in patients (n = 1260)
with OUD on either methadone or buprenorphine found no evidence of
hepatic impairment and concluded that both medications are “without major
concern for liver injury” [44].

Polypharmacy is common in older adults [42]. Sedating and depressant
medications can pose serious risks to patients when used in conjunction with
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opioid agonists, particularly methadone [23•]. Older adults are more sensitive
to drug-drug interactions, and age-related decrements in both hepatic and renal
function may impair efficient clearance of medications [16]. In addition, re-
duced volume of distribution in older adults may dictate the need for lower
doses of medications [15•].

The process of initiating buprenorphine or methadone must also be con-
sidered. Methadone induction can be challenging due to its long half-life which
can result in overdose if the methadone dose is increased too quickly [23•].
Overall, mortality rates for buprenorphine induction are lower compared to
methadone induction [23•]. However, buprenorphine induction can precipi-
tate withdrawal if the patient is not already in mild to moderate withdrawal
when given the initial dose [18]. Currently, evidence suggests that retention
rates in methadone maintenance treatments are superior to those for

Table 1. Pharmacologic interventions for opioid use disorder and special considerations

Medication Mechanism of action Special considerations**
Naloxone Opioid antagonist •Used specifically for overdose (rather than maintenance)

Maintenance
treatments

Naltrexone Opioid antagonist •Consider for those highly motivated for abstinence
•Available PO and in long-acting injectable
•Not appropriate for persons requiring opioids for chronic
pain management
•Adherence to oral formulation can be problematic
•Monitor for depression, anhedonia, and suicidal ideation
•Consider liver function

Buprenorphine Partial mu opioid receptor
agonist and kappa
opioid receptor
antagonist

•Effective for moderate OUD
•May need lower doses for older adults due to risk of
respiratory depression
•Compared to methadone, less risk of falls, erectile
dysfunction, and constipation
•Potential for diversion
•Available sublingual, as an implant, and depot

Methadone Full mu opioid agonist •Effective for moderate OUD
•May not provide adequate pain relief for those with
chronic pain
•May need lower doses for older adults due to risk of
respiratory depression
•Use with caution in those with severe cardiac and
respiratory illness including sleep disordered breathing
•Can cause QTc prolongation (obtain EKG prior to
initiation)
•CYP450 3A4 interactions
•Available only at OTPs*
•Potential for diversion

**There are limited data on pharmacologic treatments of OUD in older adults
*OTP opioid treatment program
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buprenorphine [23•, 45]. Patient characteristics associated with a lower reten-
tion rate include use of heroin, intravenous use, younger age, Hispanic ethnic-
ity, and continued use of illicit substances during the treatment period [38, 45].
Patients on higher doses of buprenorphine (30-32 mg daily) had higher reten-
tion rates compared to those on lower doses of buprenorphine [45]. Addition-
ally, a recent retrospective study in a commercially insured population which
examined discontinuation rates of OUD treatments (oral naltrexone, XR-NTX,
transdermal buprenorphine, and SL buprenorphine/naloxone) with the excep-
tion of methadone found that patients on oral NTX, XR-NTX, and transdermal
buprenorphine had higher discontinuation rates compared to those on SL
buprenorphine/naloxone [22].

Table 1 summarizes the pharmacologic interventions and associated special
considerations.

Psychosocial treatments

Psychosocial treatments have undergirded themanagement of chronic or relapsing
conditions, whether medical (such as diabetes mellitus or hypertension), psychi-
atric (such as major depression), substance-related, or a combination [23•, 46].
The American Society of Addiction Medicine (ASAM) recommends psychosocial
treatments conjointly with any pharmacologic treatment of opioid use disorders.
ASAM guidelines list the following psychosocial treatment components:

& Psychosocial needs assessment
& Supportive counseling
& Family support linkages
& Community services referrals [18]

A variety of treatments have been developed for the management and
treatment of SUDs including cognitive-behavioral interventions (e.g., contin-
gency management and relapse prevention). Motivational enhancement thera-
py (MET), based on motivational interviewing (MI), is another evidence-based
framework focusing on enhancing motivation to change and treatment adher-
ence through education and minimizing relapse [47]. Self-help programs (e.g.,
Narcotic Anonymous) and individual and group counseling are also compo-
nents of rehabilitation approaches for SUDs [3•]. In a meta-analysis of psycho-
social interventions for SUDs, combined approaches have been shown to
decrease behaviors perpetuating substance use while enhancing development
of new behaviors to diminish SUD-related problems [43].

In response to the opioid epidemic, various organizations and healthcare
systems have developed clinical guidelines to aid in the management of OUDs.
The US Department of Veterans Affairs and the Department of Defense (DoD),
Substance Abuse and Mental Health Services Administration (SAMHSA),
ASAM, American Psychiatric Association (APA), and the Center for Disease
Control (CDC) all describe non-pharmacologic psychosocial approaches such
as motivational counseling and contingency management in conjunction with
medication-assisted treatment (MAT) as important elements of treatment [3•,
35, 48–49]. SAMHSA Treatment Improvement Protocol (TIP) 26 recommends
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motivational counseling (based on MI) as part of the evidence-based approach
to screening, brief intervention, and referral to treatment (SBIRT) for SUDs in
older adults [50]. Nevertheless, the extant literature to date on approaches
specific for older adults has been sparse. Limitations including findings gener-
alized from studies of mixed age populations and those of older adults with
alcohol use disorders [51•]. However, two projects have included older adults
with OUDs.

The Florida BRITE Project was modeled after SBIRT and based on SAMHSA
TIPs 26 and 34 recommendations for screening, brief intervention, and brief
therapies to address the underutilization of substance abuse treatment services
by older adults [52•, 53]. In this project, 3497 community-dwelling older
adults (mean age 75 years) were screened for alcohol, illicit drug (heroin),
and prescription and over-the-counter medication use. Nearly 30% of individ-
uals screened were prescribed “pain medications” (specific medications were
not recorded). Individuals with positive screens received brief intervention (BI)
involving 1 to 5 MI-based sessions using the BRITE Health Promotion Work-
book, modified from TIPS 26 and 34. Based on trained counselor determina-
tion, additional brief treatment (BT) consisting of 16 cognitive-behavioral
therapy (CBT) and self-management-based sessions on relapse prevention
was also implemented. Individuals receiving BI or BT were followed 30 days
post-completion. At discharge, 32% of individuals who misused prescription
medication at baseline (n = 187) had reduced misuse [52•].

An adaptation of the Geriatric Evaluation Team: Substance Misuse/Abuse
Recognition and Treatment (GET SMART) examined the outcomes of an 18-
session group therapy program using CBT, self-management, and
psychoeducation sessions, supplemented by casemanagement, individual ther-
apy, and medication management [53]. One hundred and ninety-nine individ-
uals age 50–89 (average age 58.5 years) participated in the study and 84
completed the program. Findings were noted at intake and 6 months post-
intake. Completers reported an average 81% reduction in the number of days of
non-medical prescription drug use (opiates other than heroin). Interestingly,
those who completed the program were more likely to report improvement in
their cognitive functioning and overall mental health [54•].

Conclusion

Stereotypes of aging once included the idea that older adults “mature out”
of SUDs [55]. However, recent studies support the need for adequate
screening for SUDs in older adults. Older adults may be at elevated risk
for opioid-related harms due to higher percentage of chronic pain, other
medical comorbidities, polypharmacy, and age-related changes. Prescribers
of opioids should have an awareness of opioid prescribing guidelines and
appropriate adherence monitoring. If OUD is identified, prescribers should
be familiar with treatment approaches and special considerations for older
adults.

Medications can play an important role in the treatment of OUD. Both
naloxone and naltrexone block the effects of opioids. Naloxone is utilized to
prevent overdose-related deaths and naltrexone for maintenance therapies for
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OUD. Methadone is an option for opioid agonist treatment; however, it is
associated with QTc prolongation and has the potential to interact with more
medications than buprenorphine. It also has a longer half-life which may be
problematic in older adults due to age-related changes in drug metabolism.
Additionally, it may be difficult for older adults to access a methadone clinic.
Buprenorphine can be administered in an office-based setting. Itmay be a better
option for some older adults due to its lower risk of unwanted side effects and
lower abuse potential. However, buprenorphine can precipitate withdrawal
symptoms during induction, and prior studies have indicated that treatment
retention rates may be higher for methadone versus buprenorphine.

Psychosocial interventions are important elements of OUD treatment
regardless of medication selection. Components include a psychosocial
needs assessment, supportive counseling, family support linkages, and
community services referrals. Motivational enhancement therapy, contin-
gency management, and screening, brief intervention, and referral to treat-
ment have all been well studied for use in the treatment of SUDs. Self help
groups as well as group therapy using CBT, self-management, and also be
helpful for the management of OUD. Group therapy using CBT, self-
management, and psychoeducation sessions supplemented by case
management, individual therapy, and medication management may also
be helpful for those with OUD.
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