Starting Injectable Naltrexone During Opioid Detoxification:
Linkage to Primary Care
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RESULTS

Measures

INTRODUCTION

Demographic information, drug use and treatment history, and aftercare planning were
assessed. Demographic sample descriptors included age, gender, race/ethnicity, marital
status, employment (part or full-time vs. unemployed), living with a child under 14
years old, homelessness (any nights on street or in a shelter in the prior 90 days), years
of education, and having previously been seen by a primary care physician at SSTAR.
We assessed “What is your legal status?” with response options: none, on probation, on
parole, on pretrial release. Drug use variables including years of opiate use, injection
drug use in the 30 days prior to this detoxification, overdose in the past year, and any
cocaine, alcohol, marijuana or benzodiazepine use in the prior 30 days.

Opioid use disorders commonly require ongoing medication-assisted treatment (MAT)
to reduce relapse.
MAT options include full agonist (methadone), partial agonist (buprenorphine) and
antagonist (naltrexone) agents.
Traditional oral naltrexone has been shown to have low adherence rates in the opioid
addicted population. A 30-day dose in a single injection of extended-release naltrexone
(XR-NTX) was developed to address these low adherence rates.

Participants reported if they had been in opioid detoxification in the past year, and if
they had ever been prescribed methadone or buprenorphine or XR-NTX. Finally, we
assessed whether participants were discharged from SSTAR detoxification with
aftercare plans for residential treatment, intensive outpatient treatment, or other group
treatment.

XR-NTX has no abuse or overdose potential, no diversion potential, can be stopped
without withdrawal effects, does not require special waivers or specific licenses to
prescribe or dispense, and has efficacy in patients across a range of demographic and
severity characteristics.1-3

No variables were associated with continued XR-NTX treatment, which is in line with
previous clinical trials.1,3

Our aim was to examine the follow-up rates of persons who received an initial XRNTX during an extended inpatient detoxification and were referred to a primary care
where XR-NXT can be administered long-term.

There is growing interest in XR-NTX treatment among OUD populations, particularly
among daily heroin users.8
Transition from inpatient to outpatient care is a challenge for all persons with chronic
medical or psychiatric illness. Continuing treatment is critical to long-term opioid
abstinence in persons initiating any form of treatment, and linkage between care sites is
of great interest to providers as access to still relatively new XR-NTX expands.

32.3%

67.7%

METHOD

Future studies examining the reasons for XR-NTX drop-out will be important to
developing and testing psychosocial therapies that may improve early linkage to primary
care and longer term treatment success.
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SSTAR’s detoxification program has 38 beds and is a 24-hour medically supervised
treatment facility that provides evaluation and withdrawal management using a
methadone taper protocol (as well as individual and group counseling and case
management).
During the standard 5-day detoxification, persons interested in XR-NTX speak with a
case manager about insurance coverage for XR-NTX and aftercare planning. Persons
who decide to receive XR-NTX must remain at SSTAR in a step-down residential care
unit for ten days after their last methadone dose.
Prior to receiving a shot of XR-NTX, clients receive an oral dose of naltrexone (25
mg), and if they show no withdrawal symptoms, they receive an additional 25 mg one
hour later. If again there are no symptoms, XR-NTX (380mg) is delivered 90 minutes
later. After receipt of injection, patient can be discharged.

CONCLUSION
54.8% successfully received a second injection in a primary care setting at the scheduled
follow-up one month later.

XR-NTX has been associated with few opioid-related and non-opioid related
hospitalizations, and total healthcare costs 49% lower than methadone4,5, suggesting
that despite its current high cost, its use is likely to expand.

We reviewed the electronic health records of 62 consecutive opioid dependent adults
who received an initial injection of XR-NTX while inpatient at Stanley Street
Treatment and Resources, Inc. (SSTAR) in Fall River, Massachusetts, from March
2013 to August 2015 and were referred to the SSTAR primary care health center for
follow-up care.

Participants averaged 32.4 (±7.8) years of age, 90.3% were non-Latino Caucasian. 24.2%
were involved in the legal system, 35.5% were homeless, 21.3% reported a drug overdose
in the last year, and 53.2% had been in opioid detoxification within the last year. No
demographic, substance use behavior, treatment history, or aftercare plan variables were
associated with receipt of a second injection (p<.20). Of the 62 participants referred to the
SSTAR health center, 34 (54.8%) followed up with the health center to receive their
second XR-NTX injection the next month. Twenty of these persons (32.2% of those given
first injection) received at least a third XR-NTX injection, 14 (22.6%) had four or more
injections, and 11 (17.7%) had six or more injections. These retention rates are
comparable to rates seen with buprenorphine maintenance.6,7
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