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M ore than two million Americans have an opioid abuse
disorder.1 For each person who dies from an opiate

overdose, many more require emergency care or hospitaliza-
tion to survive. Central to the goal of reversing this epidemic is
the challenging task of improving linkage to treatment for
opioid-dependent patients. Despite strong clinical evidence,
the use of buprenorphine-naloxone as maintenance therapy for
opioid dependence remains low.
In this issue, D’Onofrio et al.2 explored whether emergency

department (ED)-initiated buprenorphine-naloxone with con-
tinued primary care is better for promoting treatment engage-
ment, deterring illicit drug use and reducing HIV risk behav-
iors over the long term (at 2, 6 and 12 months) than treatment
referral only or a brief intervention with referral to treatment.
Results of the study indicate that adult patients in the ED-
initiated study armwere more likely to still be in treatment and
to report less illicit opioid use at 2 months than those in the
comparator arms.
Benefits of ED-initiated buprenorphine-naloxone treatment

at the 2-month mark should be interpreted cautiously. First, the
veracity of self-reported drug use may have been influenced
by the fact that patients in the ED-initiated treatment arm were
still receiving 10 weeks of continued care through the study.
Second, there was no statistical difference in the urine toxi-
cology test results across the three groups.
The absence of differences in any of the outcomes at the 6-

and 12-month assessment points raises even broader questions
regarding the discontinuation of buprenorphine-naloxone ther-
apy and its associated consequences. Previous studies have
shown that patients who use buprenorphine for 12 months are
less likely to be hospitalized or to visit the ED than those who
discontinue treatment within 5 months.3 Treatment barriers

including scarcity of buprenorphine prescribers and coverage
gaps have been well documented, particularly within margin-
alized groups.4,5

The results at the 2-month mark indicate that patients of-
fered continued treatment were more likely to use it. This
finding suggests the need for concerted efforts by clinicians,
payers and policymakers alike to address not only the barriers
to buprenorphine therapy initiation, but also the challenges
that limit its continued use.
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