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Abstract 

Background: Ontario patients on opioid agonist treatment (OAT) are often prescribed methadone instead of 
buprenorphine, despite the latter’s superior safety profile. Ontario OAT providers were surveyed to better understand 
their attitudes towards buprenorphine and potential barriers to its use, including the induction process.

Methods: We used a convenience sample from an annual provincial conference to which Ontario physicians who 
are involved with OAT are invited.

Results: Based on 85 survey respondents (out of 215 attendees), only 4% of Ontario addiction physicians involved 
in OAT routinely used unobserved “home” buprenorphine induction: 59% of physicians felt that unobserved induc-
tion was risky because it was against “the guidelines” and 66% and 61% respectively believed that unobserved “home” 
induction increased the risk of diversion and of precipitated withdrawal.

Conclusions: Ontario addiction physicians largely report following the traditional method of bringing in patients 
for observed in-office buprenorphine induction: they expressed fear of precipitated withdrawal, diversion, and going 
against clinical guidelines. The hesitance in using unobserved induction may explain, in part, Ontario’s reliance on 
methadone.
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Background
Buprenorphine/naloxone is an effective treatment for 
opioid use disorder (OUD) [1] and is now considered a 
first-line treatment for OUD [2, 3] over methadone treat-
ment because of its favourable safety profile and its fea-
sibility in primary care settings. However, the majority 
of patients currently on opioid agonist treatment (OAT) 
in Ontario are still prescribed methadone. In 2017, there 
were 60,758 patients (4.3 per 1000 population) on OAT 
in Ontario and, of these, 44,375 were on methadone [4]. 
This is relevant considering that in 2017, methadone was 
involved in 211/1265 (16.7%) of opioid-related deaths and 
cited as one of the three opioids most commonly respon-
sible in single-opioid deaths [5, 6].

Various facilitators and barriers have likely contrib-
uted to the current prevalence of methadone prescribing 
compared with buprenorphine in Ontario. Methadone 
has been available for the treatment of OUD in Canada 
for decades, whereas buprenorphine was only  approved 
for use in Canada in 2007, and full public drug cover-
age1 for buprenorphine has been in place in Ontario only 
since 2016. While the rate of buprenorphine prescribing 
increased from 0.23 to 0.85 per 1000 Ontarians between 
2012 and 2016, the rate of methadone prescribing 
remained robust and increased from 2.0 to 2.6 per 1000 
Ontarians in the same period [7]. This finding suggests 
that there are other potential barriers to buprenorphine 
being prescribed.

Open Access

Addiction Science & 
Clinical Practice

*Correspondence:  anita.srivastava@utoronto.ca 
Women’s College Hospital, 76 Grenville St., Toronto, ON M5S 1B2, Canada

1 Ontario Drug Benefits cover drug costs for all Ontario residents under age 
25, over age 64, and anyone receiving social assistance, disability support, 
long-term care, or prescription drug coverage assistance if they spend a large 
part of their income on prescription medications.

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13722-019-0146-4&domain=pdf


Page 2 of 8Srivastava et al. Addict Sci Clin Pract           (2019) 14:18 

We hypothesized that one of the main barriers for 
both addiction physicians and primary care physicians to 
prescribing buprenorphine is the recommendation that 
the initial doses of buprenorphine be taken in the office 
under the observation of a clinician. This could play a 
role in some addiction medicine prescribers’ preference 
for methadone overall.

Most buprenorphine guidelines have recommended 
that the initial dose be taken in an observed clinical set-
ting [8, 9] to prevent diversion, buprenorphine toxic-
ity, and precipitated withdrawal. Yet, the logistics of 
observed office induction are onerous, as physicians or 
nurses are required to assess the patient several times 
over a period of a few hours and the initiation process has 
been described as a barrier to buprenorphine prescribing 
[10–13]. Recent studies have demonstrated the safety of 
unobserved induction [14, 15] and that this is becoming a 
more widely accepted practice in some jurisdictions [16, 
17].

We designed a survey of Ontario OAT providers, 
who are largely primary care physicians with focused 
addiction practices, to better understand their attitudes 
towards buprenorphine. In particular, we explored 
potential barriers to buprenorphine’s use, including atti-
tudes and practices regarding home induction.

Methods
Study design
A cross-sectional survey was designed (Appendix A) to 
elicit a better understanding of the beliefs and practices 
around buprenorphine prescribing in Ontario’s OAT 
prescribing community. The questions were developed 
by the authors with a view to assessing the outcomes of 
interest as described in more detail below. The questions 
were developed by author discussion and consensus and 
were not adapted from another source. The survey was 
pre-tested among five family practice residents for clarity 
and time to completion, which ranged from 5 to 10 min. 
The survey was then administered to five addiction medi-
cine physicians who prescribe both buprenorphine and 
methadone to determine relevance and clarity of the 
questions.

Study sample
This survey was administered to a convenience sample of 
Ontario OAT providers at the 2016 annual Ontario OAT 
providers’ conference held in Toronto, Ontario. The con-
ference was co-hosted by the Centre for Addiction and 
Mental Health (CAMH) and the College of Physicians 
and Surgeons of Ontario (CPSO). There were 215 confer-
ence registrants: attendees are typically family physicians 
with focused addiction medicine practices and the con-
ference is intended to provide annual education to these 

focused practice primary care physicians who provide 
Ontario’s population with OAT. In 2017, there were a 
total of 536 registered methadone prescribers in Ontario 
although they are not necessarily all actively prescrib-
ing or practicing (personal communication with the data 
committee, CPSO) [4]. Most physicians regularly pre-
scribing OAT with focused addiction medicine practices 
in Ontario are registered methadone prescribers: there 
may be some who prescribe buprenorphine but are not 
registered methadone prescribers.

Data collection
At the conference registration table, conference attend-
ees who were practicing physicians were provided with a 
paper copy of the survey upon registration. A cover letter 
accompanied the survey explained its purpose and that 
research ethics board (REB) approval had been obtained 
from Women’s College Hospital. Contact information 
for the investigators and the research ethics board was 
included in the cover letter. As approved by the REB, for-
mal consent was not obtained from participants: consent 
was implied by the return of the survey. Attendees who 
chose to participate in the survey were asked to return 
their completed surveys at the registration desk before 
conference departure. There was no incentive offered to 
complete the survey. An address, but no stamped enve-
lope, was provided. All participants returned their survey 
at the registration desk: one participant mailed back the 
survey. No identifying data was requested on the surveys.

Outcomes of interest
Participants were surveyed on their opinions and prac-
tices towards buprenorphine and home induction. Lik-
ert scales were used to assess attitudes towards home 
induction, perceived barriers to buprenorphine use, and 
current buprenorphine induction practices, all of which 
were of particular interest.

Statistical analysis
Survey responses (on paper) were entered into an elec-
tronic database and analyzed descriptively. Ten surveys 
were randomly selected and double-entered to ensure 
accuracy of data entry.

Results
We received 88 responses to our survey. Three incom-
plete surveys were excluded from the analysis as the par-
ticipants did not answer the likert scale questions. The 
remaining 85 completed surveys represent 39.5% of the 
total number of 215 attendees at the 2016 conference. 
It likely represents a greater percentage of the physician 
attendees as the 215 attendees include allied health pro-
fessionals and policy makers.
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The group of respondents was relatively new to OAT 
practice: 35% had only been practicing for 1–5  years 
and 37% had been practicing for 6–15  years (Table  1). 
The majority of the physicians identified their practices 
as being urban (58%) or suburban (20%). Almost half 
of the physicians (48%) prescribed OAT for more than 
100 patients and 13% had more than 300 opioid agonist 
patients in their practice. A significant percentage of phy-
sicians (41%) indicated that they had initiated buprenor-
phine rather than methadone in more than 40% of their 
new opioid agonist starts in the past year. The survey 
explored three main approaches to initiating buprenor-
phine (Table  2). A large majority (74%) of respondents 
indicated that they usually or always have patients take 
their initial doses at the clinic; 31% indicated that they 
usually or always have patients take the first 1–2 doses 
observed at the clinic and allow the rest of the day’s dose 
to be taken unobserved. Only 4% indicated that they usu-
ally used unobserved induction for the first few doses of 
buprenorphine. Yet, when asked about the convenience 
of unobserved induction, 64% respondents agreed or 
strongly agreed that it was more convenient for patients 
and 35% agreed or strongly agreed that it was more con-
venient for physicians (Table 3).

When asked about barriers to buprenorphine induc-
tion, 51% of respondents indicated that they usually 
or sometimes had to prescribe methadone rather than 
buprenorphine for patients who were unable to come to 
the clinic in withdrawal. (Table 2).

When asked about risks of unobserved induction, 
59% of physicians agreed or strongly agreed that unob-
served induction was risky because it was against 
“the guidelines,” 66% agreed or strongly agreed that 
it increased the risk of diversion, and 61% agreed or 
strongly agreed that it increased the risk of precipitated 
withdrawal.

We explored other areas of interest related to the 
uptake of buprenorphine prescribing in primary care 
and the perceptions of addiction physicians related 
to the possible advantages and disadvantages of 

Table 1 Physician demographics

N (%)

How many years have you been prescribing methadone 
(N = 82)?

 < 1 year 6 (7)

 1–5 years 29 (35)

 6–10 years 14 (17)

 11–15 years 16 (20)

 16–20 years 13 (16)

 20+ years 4 (5)

Currently, for how many patients do  you prescribe either 
methadone or buprenorphine (N = 82)?

 1–20 7 (9)

 21–50 17 (21)

 51–100 18 (22)

 101–200 18 (22)

 201–300 11 (13)

 > 300 11 (13)

In the past year, what percentage of new opioid agonist patients 
did you start on buprenorphine instead of methadone initia-
tion (N = 82)?

 < 10% 12 (15)

 10–20% 13 (16)

 21–40% 23 (28)

 41–60% 18 (22)

 61–80% 9 (11)

 81–100% 7 (8)

Table 2 Physician practice with  respect to  buprenorphine 
induction

N (%)

Practice

Patients attends clinic in withdrawal and all of first day’s doses 
observed at clinic (N = 81)

Rarely or never 8 (10)

Sometimes 13 (16)

Usually 13 (16)

Almost always 47 (58)

Patients attend clinic in withdrawal, 1–2 doses observed, take-home 
doses for rest of the day (N = 80)

Rarely or never 27 (34)

Sometimes 28 (35)

Usually 12 (15)

Almost always 13 (16)

Patients given take-home doses for 1–2 days, instructed to take first 
dose after onset of withdrawal (N = 80)

Rarely or never 63 (79)

Sometimes 10 (12)

Usually 3 (4)

Experience: I end up prescribing methadone because:

The patient doesn’t want to be in withdrawal (N = 81)

Rarely or never 17 (21)

Sometimes 38 (47)

Usually 20 (25)

Almost always 6 (7)

The patient misses the induction appointment or has trouble arriv-
ing in withdrawal on induction day (N = 80)

Rarely or never 39 (49)

Sometimes 32 (40)

Usually 8 (10)

Almost always 1 (1)

Almost always 4 (5)
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buprenorphine in a primary care setting. Thirty-six 
percent of respondents agreed or strongly agreed that 
primary care physicians without focused addiction 
medicine practices should not prescribe buprenor-
phine. However, only 19% of physicians disagreed or 
strongly disagreed with the statement that non-addic-
tion physicians should prescribe buprenorphine when 
travel to a specialized clinic is very difficult for patients 
(Table 3).

The majority (82%) of respondents agreed or strongly 
agreed with the statement that buprenorphine was 
preferred for patients with benzodiazepine or heavy 
alcohol use, and most (84%) agreed or strongly agreed 
that buprenorphine was preferred for patients who 
were working or were not close to a pharmacy. The 
vast majority of respondents (83%) agreed or strongly 
agreed with the statement that buprenorphine is   
the preferred treatment choice for youth.

Discussion
Our finding that only 4% of surveyed Ontario addic-
tion physicians involved in OAT routinely used unob-
served “home” induction differs from similar studies in 
other jurisdictions which have found that unobserved 
induction is widely used: a survey of physicians in Mas-
sachusetts [16] found that 43% of patients were given 
take-home doses on initiation of treatment. A more 
recent survey [17] of New York providers found that 

Table 3 Physician beliefs on buprenorphine

N (%)

Compared to office induction, home induction is:

Risky because it is against the guidelines (N = 77)

Strongly agree 15 (19)

Agree 31 (40)

Neutral 19 (25)

Disagree 7 (9)

Strongly disagree 5 (7)

Increases the risk of adverse events such as precipitated withdrawal 
(N = 78)

Strongly agree 22 (28)

Agree 26 (33)

Neutral 17 (22)

Disagree 10 (13)

Strongly disagree 3 (4)

Increases the risk of diversion (N = 78)

Strongly agree 17 (22)

Agree 34 (44)

Neutral 14 (18)

Disagree 9 (11)

Strongly disagree 4 (5)

Buprenorphine is preferred over methadone for patients who 
are adolescents or younger patients (N = 85)

 Strongly agree 33 (39)

 Agree 37 (44)

 Neutral 8 (9)

 Disagree 7 (8)

 Strongly disagree 0 (0)

Physicians who lack a methadone exemption should prescribe 
buprenorphine for patients who must travel long distances 
to attend a methadone clinic (N = 83)

 Strongly agree 17 (21)

 Agree 35 (42)

 Neutral 15 (18)

 Disagree 10 (12)

 Strongly disagree 6 (7)

Compared to office induction, home induction is:

More convenient for patients (N = 77)

Strongly agree 14 (18)

Agree 35 (46)

Neutral 21 (27)

Disagree 4 (5)

Strongly disagree 3 (4)

More convenient for physicians (N = 78)

Strongly agree 10 (13)

Agree 17 (22)

Neutral 27 (34)

Disagree 18 (23)

Strongly disagree 6 (8)

Physicians who lack a methadone exemption should prescribe 
buprenorphine:

Table 3 (continued)

N (%)

For stable patients transferred from an addiction physician 
(N = 83)

Strongly agree 23 (28)

Agree 23 (28)

Neutral 18 (22)

Disagree 11 (13)

Strongly disagree 8 (9)

For stable patients who must travel long distances to attend a 
methadone clinic (N = 83)

Strongly agree 17 (21)

Agree 35 (42)

Neutral 15 (18)

Disagree 10 (12)

Strongly disagree 6 (7)

Rarely, if ever, because they lack the knowledge and skill to pre-
scribe safely (N = 83)

Strongly agree 7 (8)

Agree 23 (28)

Neutral 16 (19)

Disagree 29 (35)

Strongly disagree 8 (10)
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unobserved buprenorphine induction was standard 
practice amongst 65% of respondents even though a sig-
nificant number (38%) felt that concern about diversion 
was a barrier to buprenorphine prescribing. One pos-
sible explanation for the differences between Ontario 
physicians and those in other jurisdictions is that the 
former can prescribe both methadone and buprenor-
phine (methadone is only available in specialized clinics 
in the United States). Thus, the Ontario physician can 
prescribe methadone if the patient is unwilling or una-
ble to present to the office in withdrawal for buprenor-
phine induction.

Our survey results support the hypothesis that 
many patients who were either eligible or intended for 
buprenorphine treatment ended up on methadone: 25% 
of respondents said that they usually ended up prescrib-
ing methadone because the patient did not want to be 
in withdrawal, and almost half said this often occurred. 
More than 50% indicated that they usually or sometimes 
had to prescribe methadone because patients would miss 
their induction appointment or had trouble arriving in 
withdrawal on the scheduled induction day. This may 
help explain, in part, the high use of methadone prescrib-
ing in Ontario despite the greater educational require-
ments for physicians prescribing methadone.

It is interesting that the Ontario addiction physi-
cians we surveyed largely did not use unobserved home 
induction even though cohort studies have established 
the safety of unobserved induction, with a low inci-
dence of adverse events and good treatment retention 
rates [14, 15]. Concerns were expressed around “going 
against the guidelines”: in Ontario, physicians who pre-
scribe methadone have clinical guidelines that are often 
used as the standard of care to which they are held 
accountable by the province’s medical licensing author-
ity. This may have created a culture in which addiction 
physicians are reluctant to go outside the parameters of 
clinical guidelines in prescribing OAT. The first set of 
clinical guidelines for buprenorphine in Ontario were 
published in 2011 [8] and were, until recently, the ones 
most clinicians likely used in their clinical practices. 
Those guidelines did not endorse unobserved induc-
tion. Newer guidelines in Canada and United States 
[18–20] recommend caution with unobserved induc-
tion and recommend that only experienced providers 
attempt it.

The acceptance of home induction as a mainstream 
practice could decrease reliance on methadone and 
expand access to buprenorphine treatment. Physi-
cians could consider home induction for patients who 
cannot attend the office in withdrawal for planned 
buprenorphine inductions rather than feeling that their 
only option was to initiate methadone. Emergency 

Department (ED) physicians would be able to prescribe 
buprenorphine to patients not yet in withdrawal. Pri-
mary care physicians similarly may be more amena-
ble to prescribe buprenorphine if they do not have to 
arrange office induction. Aside from being hard to 
schedule and time consuming, office induction also 
creates the impression that buprenorphine induction 
involves considerable risk and may discourage pri-
mary care physicians from incorporating buprenor-
phine treatment into their practices. Our survey results 
suggest that addiction physicians are open to work-
ing with primary care physicians to expand access to 
OAT: respondents believed that prescribing physicians 
should be experienced but that if distance was a bar-
rier for patients then their family doctor should provide 
OAT.

However, family doctors and addiction physicians 
may be hesitant to routinely use unobserved “home” 
induction until there are clinical guidelines clearly stat-
ing that it is an acceptable alternative to office induc-
tion. Clinical guidelines and practices in Ontario 
continue to represent a barrier to both its adoption into 
primary care as well as a barrier to treatment entry for 
many patients who are unable to present in withdrawal 
to an ambulatory appointment. The existing recom-
mendations could be revised to more clearly state the 
acceptability of home induction, as the risks of a small 
limited supply of buprenorphine tablets are minimal.

There were limitations to our survey. The surveyed 
group was a convenience sample of physicians at the 
annual opioid primary care provincial conference. 
While we are able to capture a sizeable portion of active 
of Ontario methadone providers (almost half of the 
registered methadone prescribers in Ontario attended 
the conference and almost 40% of attendees responded, 
which is likely more than half the attending physi-
cians), we do not have the demographics of Ontario 
methadone prescribers as a whole to which we can 
compare our sample. The demographics of our survey 
respondents indicated that many were relatively new 
to practice, were starting new patients on buprenor-
phine, and the majority had practice sizes of fewer than 
200 patients, suggesting that we were likely survey-
ing addiction physicians who were already involved in 
buprenorphine treatment and who were not very high-
volume prescribers.

Conclusions
In our survey of Ontario addiction physicians who pre-
scribe OAT, the majority use observed office induc-
tion. Only 4% were routinely performing unobserved 
“home” buprenorphine inductions. Many participants 
stated that office induction was a barrier to treatment 
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for patients, but were apprehensive about possible pre-
cipitated withdrawal and about not following clinical 
guidelines that recommend observed induction. Initia-
tives to promote provider comfort with buprenorphine 
home induction may help improve access to opioid use 
disorder treatment.
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Appendix A: Final survey of physicians in home 
induction study

Survey
Main opioid agonist practice setting:  Urban⎕ Suburban⎕ Rural⎕

How many years have you been prescribing methadone?
⎕ <1  ⎕ 1-5   ⎕ 6-10    ⎕ 11-15  ⎕ 16-20   ⎕ 20+

Currently, for how many patients are you prescribing either methadone or buprenorphine? 
⎕ 1-20  ⎕ 21-50   ⎕ 51-100  ⎕ 101-200  ⎕ 200 – 300  ⎕ 300+

In the past year, approximately how many new patients have you started on opioid agonist 
therapy? 
⎕ 1-20 ⎕21-40    ⎕ 41-60  ⎕ 61-80   ⎕ 81-100    ⎕ 101+

In the past year, what percentage of your new opioid agonist patients did you start on 
buprenorphine?
⎕ <10%  ⎕ 10-20%    ⎕ 21-40%   ⎕ 41-60%    ⎕ 61-80%   ⎕81-100%  

Please indicate your agreement or disagreement with the statements below:

Statement Strongly 
disagree

Disagree Neutral Agree Strongly 
agree

Compared to methadone, patients on buprenorphine are more likely to: 
Use illicit opioids
Drop out of treatment
Divert (sell) buprenorphine to other drug 
users
Physicians who lack a methadone exemption should prescribe buprenorphine:
For stable patients transferred from an 
addiction physician
For patients who must travel long distances 
to attend a methadone clinic
Rarely, if ever, because they lack the 
knowledge and skill to prescribe safely
Buprenorphine is preferred over methadone for patients who:
Might benefit from early or extra carries 
because of work or family commitments
Are benzodiazepine users or heavy drinkers
Benefit from early carries (e.g., far from 
pharmacy, working, etc.)
Adolescents or younger patients
Methadone is preferred for all of the above 
situations because it is more effective at 
reducing substance use

Please indicate the ways in which you might initiate buprenorphine:

Practice Almost 
always

Usually Sometimes Rarely or 
never

Patient attends clinic in withdrawal and all of first 
day’s doses observed at clinic
Patient attends clinic in withdrawal, 1-2 doses 
observed, take-home doses for rest of the day 
Patient given take-home doses for 1-2 days, instructed 
to take first dose after onset of withdrawal

Please indicate your experiences with buprenorphine induction:

Experience Almost 
always

Usually Sometimes Rarely or 
never

I end up prescribing methadone, because the patient 
misses the induction appointment or has trouble 
arriving in withdrawal on induction day
I end up prescribing methadone, because the patient 
doesn’t want to be in withdrawal
I prescribe buprenorphine, but quickly switch to 
methadone because of precipitated withdrawal
I prescribe buprenorphine, but quickly switch to 
methadone because it does not adequately relieve 
withdrawal symptoms
Buprenorphine induction is successful among those 
patients who choose buprenorphine
Patients are satisfied with my induction process

Please indicate your agreement or disagreement with the statements below:

Statement Strongly 
disagree

Disagree Neutral Agree Strongly
agree

Compared to office induction, home induction is:  
More convenient for patients 
More convenient for physicians
Risky because it is against the guidelines 
Increases the risk of diversion 
Increases the risk of adverse events such as 
precipitated withdrawal 
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