
BUPRENORPHINE TREATMENT: 
A TRAINING  FOR 
MULTIDISCIPLINARY 
ADDICTION PROFESSIONALS



NIDA/SAMHSA 
Blending Initiative

According to the Webster Dictionary definition

To Blend means: 
a. combine into an integrated whole; 
b. produce a harmonious effect 

http://www.webster.com/cgi-bin/dictionary?book=Dictionary&va=blend



NIDA/SAMHSA 
Blending Initiative

Developed in 2001 by NIDA and SAMHSA/CSAT, the 
initiative was designed to meld science and practice
together to improve drug abuse and addiction treatment. 

"Blending Teams," include staff from CSAT's ATTCs and 
NIDA researchers who develop methods for 
dissemination of research results for adoption and 
implementation into practice. 

With the skills, resources, and knowledge of these two 
Federal agencies, important scientific findings are able to 
reach the frontline service providers treating people with 
substance use disorders.  This is imperative to the 
success of drug abuse treatment programs throughout 
the country. 



So who are the 
participants in this 

endeavor?



The ATTC Network
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An Introduction to the 
Clinical Trials Network



NIDA’s Clinical Trials Network

Established in 1999
NIDA’s largest initiative to blend research 
and clinical practice by bringing promising 
therapies to community treatment 
providers
Network of 17 University-based Regional 
Research and Training Centers (RRTCs) 
involving 116 Community Treatment 
Programs (CTPs) in 24 states, Washington 
D.C., and Puerto Rico
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A Brief History of 
Opioid Treatment





A Brief History of 
Opioid Treatment

1964: Methadone is approved.  

1974: Narcotic Treatment Act limits 
methadone treatment to specifically licensed 
Opioid Treatment Programs (OTPs).

1984: Naltrexone is approved, but has 
continued to be rarely used (approved in 1994 
for alcohol addiction).

1993: LAAM is approved (for non-pregnant 
patients only), but is underutilized.



A Brief History of Opioid 
Treatment, Continued 

2000: Drug Addiction Treatment Act of 2000 
(DATA 2000) expands the clinical context of 
medication-assisted opioid treatment. 

2002: Tablet formulations of buprenorphine
(Subutex®) and buprenorphine/naloxone 
(Suboxone®) were approved by the Food and 
Drug Administration (FDA).

2004: Sale and distribution of ORLAAM® is  
discontinued.



Understanding 
DATA 2000



Drug Addiction Treatment Act of 
2000 (DATA 2000)

Expands treatment options to include 
both the general health care system and 
opioid treatment programs.

Expands number of available treatment 
slots
Allows opioid treatment in office settings
Sets physician qualifications for prescribing 
the medication



DATA 2000: 
Physician Qualifications

Physicians must:
Be licensed to practice by his/her state
Have the capacity to refer patients for 
psychosocial treatment
Limit their practice to 30 patients receiving 
buprenorphine for first year and 100 
patients after that
Be qualified to provide buprenorphine and 
receive a license waiver



A physician must meet one or more of the following 
qualifications:

Board certified in Addiction Psychiatry 
Certified in Addiction Medicine by ASAM or AOA
Served as Investigator in buprenorphine clinical 
trials
Completed 8 hours of training by ASAM, AAAP, 
AMA, AOA, APA (or other organizations that may 
be designated by Health and Human Services)
Training or experience as determined by state 
medical licensing board
Other criteria established through regulation by 
Health and Human Services

DATA 2000: 
Physician Qualifications



Development of 
Subutex®/Suboxone®

U.S. FDA approved Subutex® and 
Suboxone® sublingual tablets for opioid 
addiction treatment on October 8, 2002.

Product launched in U.S. in March 2003

Interim rule changes to federal regulation 
(42 CFR Part 8) on May 22, 2003 enabled 
Opioid Treatment Programs (specialist 
clinics) to offer buprenorphine.



Only physicians can 
prescribe the medication.  

However, the entire 
treatment system should be 
engaged.



Effective treatment generally requires 
many facets.  Treatment providers are 
important in helping the patients to:

Manage physical withdrawal symptoms

Understand the behavioral and cognitive 
changes resulting from drug use

Achieve long-term changes and prevent relapse

Establish ongoing communication between 
physician and community provider to ensure 
coordinated care

Engage in a flexible treatment plan to help them 
achieve recovery



Dependence vs. Addiction:  
What’s the Difference?

A Point of Discussion



Possible Acute Effects 
of Opioid Use

Surge of pleasurable sensation = “rush”
Warm flushing of skin
Dry mouth
Heavy feeling in extremities
Drowsiness
Clouding of mental function
Slowing of heart rate and breathing
Nausea, vomiting, and severe itching 



Consequences of Opioid Use
Addiction 

Overdose

Death

Use related (e.g., HIV infection, malnutrition)

Negative consequences from injection:
Infectious diseases (e.g., HIV/AIDS, Hepatitis B and C) 
Collapsed veins 
Bacterial infections 
Abscesses 
Infection of heart lining and valves 
Arthritis and other rheumatologic problems 



Opioid Withdrawal 
Syndrome

Acute Symptoms
Pupillary dilation

Lacrimation (watery eyes)

Rhinorrhea (runny nose)

Muscle spasms (“kicking”)

Yawning, sweating, chills, gooseflesh

Stomach cramps, diarrhea, vomiting

Restlessness, anxiety, irritability



Opioid Withdrawal 
Syndrome

Protracted Symptoms
Deep muscle aches and pains

Insomnia, disturbed sleep

Poor appetite

Reduced libido, impotence, anorgasmia

Depressed mood, anhedonia

Drug craving and obsession



Development of 
Tablet Formulations of 

Buprnorphine
Buprenorphine is marketed for opioid treatment 
under the trade names of Subutex®
(buprenorphine) and Suboxone®
(buprenorphine/naloxone) 

Over 25 years of research
Over 5,000 patients exposed during clinical trials
Proven safe and effective for the  treatment of 
opioid addiction



Buprenorphine: 
A Science-Based Treatment

Clinical trials have established the effectiveness 
of buprenorphine for the treatment of heroin 
addiction. Effectiveness of buprenorphine has 
been compared to:

Placebo (Johnson et al. 1995; Ling et al. 
1998; Kakko et al. 2003) 
Methadone (Johnson et al. 1992; Strain et al. 
1994a, 1994b; Ling et al. 1996; Schottenfield
et al. 1997; Fischer et al. 1999) 
Methadone and LAAM (Johnson et al. 2000)



Buprenorphine Research
Outcomes

Buprenorphine is as effective as moderate 
doses of methadone.
Buprenorphine is as effective as moderate 
doses of LAAM. 
Buprenorphine's partial agonist effects make 
it mildly reinforcing, encouraging medication 
compliance. 
After a year of buprenorphine plus 
counseling, 75% of patients retained in 
treatment compared to 0% in a placebo-plus-
counseling condition. 



The Role of Buprenorphine in 
Opioid Treatment

Partial Opioid Agonist
Produces a ceiling effect at higher doses
Has effects of typical opioid agonists—these effects 
are dose dependent up to a limit
Binds strongly to opiate receptor and is long-acting

Safe and effective therapy for opioid maintenance 
and detoxification



Partial vs. Full Opioid Agonist

Dose of Opiate

Opiate
Effect

death

Full Agonist
(e.g., methadone)

Partial Agonist

(e.g. Naloxone)
Antagonist

(e.g. buprenorphine)



Transferring Patients 
Onto Buprenorphine:

3 Ways Significant Withdrawal 
Could Occur

Insufficient 
agonist 
effects

Dose too low?



If dose is too low, the patient will 
experience withdrawal
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Transferring Patients 
Onto Buprenorphine:

3 Ways Significant Withdrawal 
Could Occur

Insufficient 
agonist 
effects

Dose too low?

May not
fully 

substitute

Not full agonist



If the patient needs a high level of 
medication to achieve maintenance, the 

ceiling effect of buprenorphine may result 
in withdrawal
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Transferring Patients 
Onto Buprenorphine:

3 Ways Significant Withdrawal 
Could Occur

Insufficient 
agonist 
effects

Dose too low?

May not
fully 

substitute

Not full agonist

Ceiling 
effect

Precipitates
Withdrawal



Buprenorphine will replace other opioids 
at the receptor site.  The patient therefore 

experiences withdrawal
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1. Patient can participate fully in treatment 
activities and other activities of daily living 
easing their transition into the treatment 
environment

2. Limited potential for overdose

3. Minimal subjective effects (e.g., sedation) 
following a dose

4. Available for use in an office setting

5. Lower level of physical dependence

Advantages of Buprenorphine in 
the Treatment of 
Opioid Addiction



Combination tablet is being marketed 
for U.S. use

6. Discourages IV use

7. Diminishes diversion

8. Allows for take-home dosing

Advantages of 
Buprenorphine/Naloxone in the 
Treatment of Opioid Addiction



Disadvantages of 
Buprenorphine in the 

Treatment of Opioid Addiction

1. Greater medication cost

2. Lower level of physical dependence (i.e., 
patients can discontinue treatment)

3. Not detectable in most urine toxicology 
screenings



Why was Buprenorphine/Naloxone 
Combination Developed?

Developed in response to increased reports 
of buprenorphine abuse outside of the U.S.

The combination tablet is specifically 
designed to decrease buprenorphine abuse 
by injection, especially by out of treatment 
opioid users.



What is the Ratio of Buprenorphine 
to Naloxone in the Combination 

Tablet?
Each tablet contains buprenorphine and 
naloxone in a 4:1 ratio

Each 8 mg tablet contains 2 mg of naloxone
Each 2 mg tablet contains 0.5 mg of naloxone

Ratio was deemed optimal in clinical studies
Preserves buprenorphine’s therapeutic effects 
when taken as intended sublingually
Sufficient dysphoric effects occur if injected by 
some physically dependent persons to 
discourage abuse.



Why Combining Buprenorphine and 
Naloxone Sublingually Works

Buprenorphine and naloxone have different 
sublingual (SL) to injection potency profiles 
that are optimal for use in a combination 
product.

SL Bioavailability Injection to Sublingual
Potency

Buprenorphine 40-60%             Buprenorphine  ≈ 2:1 

Naloxone 10% or less Naloxone           ≈ 15:1

SOURCE: Amass et al., 2004.



Buprenorphine/Naloxone: 
What You Need to know

Basic pharmacology, pharmacokinetics, 
and efficacy is the same as buprenorphine 
alone.
Partial opioid agonist; ceiling effect at 
higher doses
Blocks effects of other agonists
Binds strongly to opioid receptor, long 
acting



The Use of Buprenorphine 
in the Treatment of Opioid 
Addiction

Induction
Maintenance
Tapering Off/Medically-Assisted 
Withdrawal



Induction



Induction Phase

Working to establish the appropriate 
dose of medication for patient to 
discontinue use of opiates with 
minimal withdrawal symptoms, side-
effects, and craving 



Buprenorphine is 
administered sublingually.



What will the tablets look like?
How will they taste?

Light orange tablet 

Flavor = natural lemon & lime 
Sweetener = acesulfame potassium

This is done to overcome the perceived 
bitterness of the naloxone hydrochloride in the 
Suboxone tablets. The orange color has been 
added to ensure clear differentiation between 
Subutex and Suboxone tablets.



If the patient is in mild withdrawal the 
medicine will bring them back to a 

comfortable level
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Direct Buprenorphine Induction 
from Short-Acting Opioids 

Ask patient to abstain from short-acting opioid 
(e.g., heroin) for at least 6 hrs. and be in mild 
withdrawal before administering 
buprenorphine/naloxone.
When transferring from a short-acting opioid, be 
sure the patient provides a methadone-negative 
urine screen before 1st buprenorphine dose.

SOURCE: Amass, et al., 2004, Johnson, et al. 2003.



Direct Buprenorphine Induction 
from Long-Acting Opioids 

Controlled trials are needed to determine 
optimal procedures for inducting these 
patients.
Data is also needed to determine whether 
the buprenorphine only or the 
buprenorphine/naloxone tablet is optimal 
when inducting these patients.

SOURCE: Amass, et al., 2004; Johnson, et al. 2003.



Direct Buprenorphine Induction 
from Long-Acting Opioids

Clinical experience has suggest that induction 
procedures with patients receiving long-acting 
opioids (e.g. methadone-maintenance patients) are 
basically the same as those used with patients 
taking short-acting opioids, except:

The time interval between the last dose of medication and 
the first dose of buprenorphine must be increased.
At least 24 hrs should elapse before starting 
buprenorphine and longer time periods may be needed 
(up to 48 hrs).
Urine drug screening should indicate no other illicit opiate 
use at the time of induction.



Stabilization and 
Maintenance



Stabilization Phase

Patient experiences no withdrawal 
symptoms, side-effects, or craving



Maintenance Phase

Goals of Maintenance Phase:
Help the person stop and stay away 
from illicit drug use and problematic 
use of alcohol

1. Continue to monitor cravings to 
prevent relapse 

2. Address psychosocial and family 
issues  



Maintenance Phase

Psychosocial and family issues to be addressed:
a) Psychiatric comorbidity 
b) Family and support issues  
c) Time management
d) Employment/financial issues
e) Pro-social activities
f) Legal issues
g) Secondary drug/alcohol use



Medically-Assisted 
Withdrawal
(a.k.a. Dose Tapering)



Buprenorphine Withdrawal

Working to provide a smooth transition from a 
physically-dependent to non-dependent state, 
with medical supervision

Medically supervised withdrawal 
(detoxification) is accompanied with and 
followed by psychosocial treatment, and 
sometimes medication treatment (i.e., 
naltrexone) to minimize risk of relapse.



Medically-Assisted Withdrawal 
(Detoxification)

Outpatient and inpatient withdrawal are both 
possible

How is it done?
Switch to longer-acting  opioid (e.g., 
buprenorphine) 

Taper off over a period of time (a few days to weeks 
depending upon the program)
Use other medications to treat withdrawal symptoms

Use clonidine and other non-narcotic medications 
to manage symptoms during withdrawal



The Two Buprenorphine-
Naloxone Protocols

NIDA-CTN 0001:
Buprenorphine-Naloxone vs. Clonidine for Short-Term 

Inpatient Opiate Detoxification

NIDA-CTN 0002:
Buprenorphine-Naloxone vs. Clonidine for Short-Term 

Outpatient Opiate Detoxification

Initiated in 8 Regional Nodes and 
12 Community Treatment Programs



Pacific
Betty Ford Center

Great Lakes
Shar House Ohio Valley

Maryhaven

Florida
Operation PAR
Center for DFL

Long Island
Phoenix House

Site Participation: 
NIDA-CTN 0001



Pacific
Aegis

Ohio Valley
Midtown New York

ARTC
Bellevue

Delaware Valley
Mercer

Oregon
Kaiser

Permanente

Site Participation: 
NIDA-CTN 0002



NIDA CTN 001/002 Buprenorphine-
Naloxone Detoxification Protocols

Two, open-label, randomized clinical trials
Compared Buprenorphine-Naloxone 
(BUP/NX) and Clonidine for Short-Term (2 
weeks) opioid Detoxification in Residential 
or Outpatient Settings



Community Treatment Programs

2 Therapeutic Communities
1 Free-standing, Chemical 

Dependency Hospital
2 Detox Units with Integrated 

Addiction and Mental 
Health Services

1 Long Term Residential

4 Opioid Treatment Programs
1 HMO
1 Community Mental Health 

Center

6 Inpatient 6 Outpatient

Usual care approaches: 
50% methadone, 50% 
clonidine

Usual care approaches: 
methadone in OTPs and 
clonidine in HMO



Study Schema
1. Obtain Informed Consent

2. Perform Screening/Baseline Assessments

Follow-up at 1 month

Follow-up at 3 months

Randomize (2:1) and Enroll

N=240
Buprenorphine/Naloxone

13 days detoxification

N=120 
Clonidine

13 days detoxification

Follow-up at 6 months



Primary Efficacy Endpoint

It is hypothesized that BUP/NX detoxification, 
compared to clonidine, will be associated with a 
better treatment response. 

A treatment responder = anyone who completes 
the 13-day detoxification and whose last urine 
specimen is negative for opioids. 



So,

what did we find?



6.6 (8.1)--Mean Years of Heroin Use (SD)
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Present and Opioid Negative
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Present and Opioid Negative 
0001 (Inpatient)
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9.4 (9.6)--Mean Years of Heroin Use (SD)

12.4 (2.1)--Mean Education in Years (SD)

56.8--Employed (%)

-40.038.3Age in Years: Mean
(Range 21-61)
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Demographics 0002 (Outpatient)



Present and Opioid Negative 
0002 (Outpatient)
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NNT: Number Needed to Treat

NNT= Number of patients needed to treat 
to achieve 1 treatment success

CTN 0001 (Inpatient)
• NNT for Bup/Nx 77/59 = 1.31 
• NNT for Clonidine 36/8  =  4.5

NNT  Clonidine : BupNx = 3.44

CTN 0002 (Outpatient)
• NNT for Bup/Nx:  157/46 = 3.4 
• NNT for Clonidine: 74/4  =  18.5 

NNT Clonidine : Bup/Nx = 5.44



BuprenorphineBuprenorphine



BuprenorphineBuprenorphine TreatmentTreatment

Three phases of treatmentThree phases of treatment

InductionInduction
StabilizationStabilization
Medically supervised WithdrawalMedically supervised Withdrawal

Ideal Candidates for Opioid addiction treatment with Ideal Candidates for Opioid addiction treatment with BuprenorphineBuprenorphine

1.1. Stable MMT patient with methadone dosage  below 30 mg per Stable MMT patient with methadone dosage  below 30 mg per 
day day 

2.2. Patients with 4Patients with 4--6 previous attempts to complete medically 6 previous attempts to complete medically 
supervised withdrawalsupervised withdrawal

3.3. New patients with a short history of opiate useNew patients with a short history of opiate use
4.4. Young users ( 18 years of age or older)Young users ( 18 years of age or older)



InductionInduction

•• Present in mildPresent in mild--toto--moderate withdrawalmoderate withdrawal
(If on methadone, reduce maintenance dose to (If on methadone, reduce maintenance dose to 
around 30around 30--40 mg, then must abstain 240 mg, then must abstain 2--3 days)3 days)

Precipitated WithdrawalPrecipitated Withdrawal

•• History of dependence will be evaluated by History of dependence will be evaluated by 
medical staffmedical staff

•• UDS will be obtainedUDS will be obtained



Day OneDay One

•• Receive 4mg Receive 4mg buprenorphinebuprenorphine, sublingual, sublingual

•• Wait 1 hour, and if signs/symptoms of Wait 1 hour, and if signs/symptoms of 
opiate withdrawal are still present, opiate withdrawal are still present, 
administer another 4mg administer another 4mg burenorphineburenorphine, , 
sublingualsublingual



Day TwoDay Two

•• If signs/symptoms of withdrawal still If signs/symptoms of withdrawal still 
present, begin day two by administering present, begin day two by administering 
12mg 12mg buprenorphinebuprenorphine sublingualsublingual

•• After 1 hour, may administer another 4mg After 1 hour, may administer another 4mg 
buprenorphinebuprenorphine sublingual, for a total of sublingual, for a total of 
16mg.16mg.



DayDay ThreeThree

•• If patient presents with continuing If patient presents with continuing 
withdrawal signs/symptoms, administer withdrawal signs/symptoms, administer 
20mg 20mg buprenorphinebuprenorphine sublingual.sublingual.

•• After 1 hour, may give an additional 4mg After 1 hour, may give an additional 4mg 
buprenorphinebuprenorphine sublingual for a total of sublingual for a total of 
24mg24mg



Day FourDay Four

•• If patient presents with signs/symptoms of If patient presents with signs/symptoms of 
withdrawal, may administer 28mg withdrawal, may administer 28mg 
buprenorphinebuprenorphine..

•• After 1 hour, if symptoms continue, may After 1 hour, if symptoms continue, may 
administer another 4mg administer another 4mg buprenorphinebuprenorphine for for 
a total of 32mg.a total of 32mg.



Pros and ConsPros and Cons

•• Once dose is stable, the patient can shift Once dose is stable, the patient can shift 
to alternate day dosing (e.g. MWF)to alternate day dosing (e.g. MWF)

•• Increase dose on dosing day by amount Increase dose on dosing day by amount 
not received on intervening days. (e.g. If not received on intervening days. (e.g. If 
the patient is on 8mg daily, switch to the patient is on 8mg daily, switch to 
16/16/24   on MWF)16/16/24   on MWF)

•• Currently, patient must abide by same Currently, patient must abide by same 
clinic rules as MMT clinic rules as MMT patientspatients



Adopting Buprenorphine-Naloxone Short-term 
Taper 

for Medically Managed Opioid Withdrawal

Gregory S. Brigham, Ph.D.

Maryhaven, Columbus, Ohio
NIDA CTN Ohio Valley Node

NIDA Blending Conference  (June 2008) 

Support from The Ohio Valley Node of the NIDA CTN, NIDA 5 U10 DA13732-04



Topics

A medication example of moving from 
clinical trial to clinical practice: 
Buprenorphine short-term taper at 
Maryhaven
Importance of ongoing monitoring, 
evaluation and, feedback on provider 
modifications to interventions







Types of Medications Used in Opioid 
Dependence Treatment

Dose of Opiate

Opiate
Effect

death

Full Agonist
(e.g., methadone)

Partial Agonist

(e.g. Naloxone)
Antagonist

(e.g. buprenorphine)



Buprenorphine/Naloxone combination 
and Buprenorphine Alone



Two, open-label, randomized clinical trials, residential & 
outpatient.
Compared Buprenorphine-Naloxone (n = 77) and Clonidine
(n = 36) for 13 day opiate detoxification in residential.
Initiated in 6 Community Treatment Programs.
Outcome:

BUP/NX = 77% (59) Present and Clean on day 13
Clonidine = 22% (8) Present and Clean on day 13

NIDA CTN Buprenorphine- 
Naloxone Detoxification Protocols

Ling, W., Amass, L., Shoptaw, S., Annon, J. J., Hillhouse, M., Babcock, D., Brigham, G., Harrer, J., Reid, M., 
Muir, J., Buchan, B., Orr, D., Woody, G., Krejci, J., Ziedonis, D., & Buprenorphine Study Protocol Group (2005). 
A multi-center randomized trial of buprenorphine-naloxone versus clonidine for opioid detoxification: Findings 
from the National Institute on Drug Abuse Clinical Trials Network. Addiction, 100, 1090-1100.



Conducted through NIDA’s
Clinical Trials Network (CTN) 

Motivational Incentives for Enhanced Drug 
Abuse Recovery

MIEDAR
NIDA Research

Hand-Off
Meeting

A collaboration–review research findings; preliminary 
dissemination strategies and Blending Team formation

Blending
Team Develops products for use in the field

PAMI Promoting Awareness of 
Motivational Incentives



Blending Team Products

Buprenorphine Treatment: A Training for Multidisciplinary 
Addiction Professionals 
Treatment Planning M.A.T.R.S.: Utilizing the Addiction 
Severity Index (ASI) to Make Required Data Collection 
Useful
Short-Term Opioid Withdrawal Using Buprenorphine: 
Findings and Strategies from a NIDA Clinical Trials 
Network Study 
Motivational Interviewing Assessment: Supervisory Tools 
for Enhancing Proficiency (MIA: STEP)
Promoting Awareness of Motivational Incentives 



Sources of NIDA CTN 
Dissemination  on the Web

NIDA CTN Dissemination Library Website 
http://ctndisseminationlibrary.org/

NIDA/SAMHSA-ATTC Blending Initiative 
http://www.nattc.org/aboutus/blendingInitiative
New.html

http://ctndisseminationlibrary.org/


Adopt This Treatment?

“We must find a better way to treat these 
patients, more that half of them are not 
continuing with treatment”

Maryhaven Medical Director



Three Groups

Prior to BNX implementation, n = 157
Admitted prior to BNX Implementation between 6/10/03 -
8/24/03 

After BNX implementation but no BNX, n = 227
Admitted between 8/25/03 - 1/31/04, but did not take BNX

Received BNX, n = 64
Admitted between 8/25/03 - 1/31/04 and received BNX



Day BNX Dose (mg of bup)
0 Darvocet N 100, Clonidine 0.1mg po tid & Lorazepam 1 mg.
1 4 plus 4 more if not contraindicated (subutex for 1st dose if long-acting)
2 8
3 16
4 14
5 12
6 10
7 8

 8-9 6
 10-11 4
 12-13 2

BUP/NX Taper at Maryhaven



Patient Demographics 
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Treatment Completion & Engagement
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* p = .0001
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* *

Brigham, G. S., Amass, L., Winhusen, T., Harrer, J. M., & Pelt, A. (2007). Using buprenorphine short-term taper to facilitate 
early treatment engagement . Journal of Substance Abuse Treatment, 32, 349-356.



QI Report Detects Problem

Maryhaven QI data showed decline in completion 
rates as the number of admissions increased.
Further investigation indicated that initial indicator 
of completion drop-off was not accurate but transfer 
drop off was substantial.
Chart review revealed adaptation of the treatment to 
treat greater number of patients with the unintended 
result of lower success rates.



Two Groups

100 patients admitted for short-term 
Buprenorphine Taper between 6/01/04 & 12/31/04 

BNX 7 Day Taper, n = 29

BNX 13 Day Taper, n = 71



BUP Taper Admits 
June Thru December 2004
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Taper Completion & Engagement
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Clinical Significance of Transfer

Detoxification is not a treatment for addiction
(National Institute on Drug Abuse (1999). Principles of drug addiction treatment: A 
research-based guide. NIH Publication No. 99-4180 

A critical quality indicator for detoxification is 
engagement in ongoing treatment 

Washington Circle Group (McCorry, F., Garnick, D.W., Bartlett, J., Cotter, F., & Chalk, 
M. (2000). Developing performance measures for alcohol and other drug services in 
managed care plans. Joint Commission on Quality Improvement, 26 (11), 633-643.; 
Garnick, D.W., Lee, M.T., Chalk, M., Gastfriend, D., Horgan, C.M., McCorry, F., 
McLellan, A.T., & Merrick, E.L. (2002). Establishing the feasibility of performance 
measures for alcohol and other drugs. Journal of Substance Abuse Treatment, 23, 375-
385. ) 
Center for Substance Abuse Treatment (CSAT). Clinical Guidelines for the Use of 
Buprenorphine in the Treatment of Opioid Addiction. Treatment Improvement Protocol 
(TIP) Series 40. DHHS Publication No. (SMA) 04 -3939. Rockville, MD: Substance 
Abuse and Mental Health Services Administration, 2004.



Risks of Opiate Detoxification

BNX detoxification taper without ongoing treatment leads to 
rapid relapse 

Fiellin, D.A., Kleber, H., Trumble-Hejduk, J.G., McLellan, A.T., & Kosten, T.R. 
(2004). Consensus statement on office-based treatment of opioid dependence using 
buprenorphine. Journal of Substance Abuse Treatment, 27, 153-159. 

Return to opioid use after even a brief period of abstinence 
may increase the risk for accidental drug overdose

Strang, J., McCambridge, J., Best, D., Beswick, T. Bearn, J., Rees, S., & Gossop, 
M. (2003). Loss of tolerance and overdose mortality after inpatient opiate 
detoxification. British Medical Journal. May 2003; 959-960. 



Timeline of Opiate Treatment 
Innovations at Maryhaven

2001 BUP Clinical Trial
2003 Adoption of BUP Taper
2005 Adoption of BUP Maintenance
2007 Open OTP with both Methadone and 

BNX 



Conclusion

Identify important outcomes
Measure & monitor outcomes
Evaluate impact of provider modifications to 
intervention; even small shifts in practice can 
have significant unintended consequences
Provide timely feedback to clinicians and 
other stake holders
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