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Guideliness for Buprenorphine Treatment: Induction, Stabilization and
Maintenance
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Dr. Fiellin: You are struggling with the recommendations you want to provide
regarding dosing and appropriate dosage. The appropriate dosing is to allow
patients to be abstinent. If an individual patient is 4mg or 8mg and they’re able
to maintain abstinence without withdraw symptoms toward the end of the
dosing cycle, | don’t think you want to make a guidelines that mandates a
higher dose. You might want to provide some level of recommendation about
target dose but also have a statement indicating that there is a subset of
patients who may be comfortable after a period of stabilization with a reduction
in their dose. As far as the issue of thrice weekly dosing, there is some good
literature that has looked at every other day and thrice weekly dosing. They
even at one point want to take out at every 72 hours of dosing and found it was
too uncomfortable for the patients. A recommendation at least acknowledges
good research support to say thrice weekly dosing is a reasonable strategy.
You may want to be able to assess substance use that may occur in an
intermittent period of time.
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= [t If we give a patient the first test dose of 4mg of Suboxone, for how long
should we wait to determine the possible specific withdraw? Does it have to be
2 hours? Is 30 min enough?

Dr. Fiellin: My clinical experience is an hour. Oftentimes 2 hours may be too
long for most patients. 30 min is too short. 1 hour is typically the right duration.
4 hours sounds like a very long period of time for waiting so | hope you can
avoid that.
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Discussion on Takeaways- Taiwan

Dr. Fiellin: The decision is made that there would be no takeaway for Subutex
or for the mono product and | think it's probably a good decision. The only



exception is for pregnant women who might need the mono product. With the
two consecutive drug screens, how frequently are we making the assumption
that the screens are taken? Is it Monday and Tuesday? The recommendation
is to have it on a weekly basis. | think it's a good issue to discuss and debate.
From our research we do have some good information that if you're able to
maintain abstinence within the first 2 weeks after induction, that is a fairly
strong predictor for long term success. That's abstinence from anything
including cocaine and opioids. But it's not 100%. It's not as if everybody who is
able to maintain abstinent within that period of time will always have
abstinence in the entire period of time. Correspondingly there are patients who
are able to string two weeks together but then relapse and don’t do well for a
long period of time. It's arbitrary to say 2 weeks. What are we trying to protect
against? | think the issue is related primarily to diversion. You're making the
assumption that 2 weeks of abstinence helps identify patients who are less
likely to divert the medication and that may not be true. There are other factors
that go along with diversion including financial gain, the number of individuals
surrounding you who may need the medication to have it diverted to them. The
big risk of diversion is diversion to opioid naive individuals: people who should
not have access to this medication for whom it could create more problems
than it's going to help. You might make an argument that somebody may lose
their access to takeaways if they have evidence of that type of behavior. I think
the other criteria is totally appropriate and reasonable.
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Dr. Fiellin: Are there going to be criteria of losing the takeaway privilege? How
severe does your drug use need to be? Two consecutive and any one positive
that would lead to the takeaway of takeaway privileges?

N =t After the patient takes away but positive urine test result dose not
necessarily take away his/her privilege. But missing appointments/follow-ups is
definitely a criteria. Sign of diversion would also take away the takeaway
privilige.
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Dr. Fiellin: You're doing well by indicating you want negative opioid screens in
combination with no evidence of uncontrolled comorbid substance use
disorder. Benzodiazepine dependence or abuse, episodic positive urines for
methamphetamine might be ignored but consistent repeated ongoing evidence
of uncontrolled methamphetamine would be a reason to not provide
takeaways.
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Guidelines for the Management of Heroin Withdrawal
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Dr. Fiellin: So you will have separate recommendations for inpatient and
outpatient? For the inpatient, you opted to go for a 5-day protocol? Any
rationale for 5 over 3? It may be easy to handle that in the text of a document
and provide examples such as a 5-day scenario that you can follow. What
would constitute a need dose? Do we identify a certain number on withdraw
scale or identify specific symptoms or just leave it open?
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Complications and Adverse Events with Buprenorphine Treatment
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Dr. Fiellin: It sounds like the patients | took care of. Could we have given him
more medication on the first day. My interpretation is that you're uncomfortable
doing that because heavy heroin use within a recent period of time?

:F'f'u’?fll : He used so much heroin that he refused to use higher dosage of
Suboxone.

Dr. Fiellin: I'll ask him to go home and come back the next day. He has to stick
around in your environment for maybe 8 hours and then you give him the first
dose. But you try to give him 8mg as quickly as possible because his ongoing
drug use is because he’s going through withdrawal before he gets his next
dosage. This is a more difficult situation to handle when you don’'t have access
to take-homes. With this type of individual, | might be able to allow him to take
4mg in the office, send him home with 2 or 3 tablets for him to take throughout
the day. You could do this in an inpatients site and give them a dose every
other hour. | made a point yesterday that you want to be empathetic with the
patient but scare them that if they don’'t get heroin out of their system,
Buprenephrine will be their worst enemy. Patients who don’t stop using heroin
and have Buprenephrine and feel sick will never come back. You need to
stress that they need to get heroin out of their system as much as possible.
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Dr. Fiellin: Is your question about when you would anticipate the onset of
withdrawal symptoms? Intoxication from Beuprenorphrine? I've never seen it.
If I saw it, | would reconsider if | made the right diagnosis of opioid dependence
to begin with just because of the partial agonist properties so you shouldn’t see
that kind of impact. The other thing | would look for is the other reason to
intoxication, is the patiernts using benzodiazepine or something else that might
decrease cognition. The withdrawal profile from Buprenorphine typically
presents earliest would be 24 hours in an under-dosed patient. More
commonly is 48-72 hours after the last dose. We should be cautious about
specifying specific Buprenorphine adverse effect. The only description | think
that | come across in the literature relates to HIV positive are patients who are
receiving atzenovier? which leads to an increased level of Buprenorphine and
can lead to some cognitive decline. | would rethink the diagnosis if you had this
kind of intoxication because it's such a low dose.
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Dr. Fiellin: So there are two scenarios. One is a planned procedure. You can
make a recommendation that it needs to be at least 24 hours between the last
dose of Beuprenorphine and the first dose of anesthesia. If it's not a planned
procedure, you can provide the antagonist immediately within 2 hours after the
last dose of Beuprenorphine. You probably want to do that under observation.
You would lose the blockade property of Beuprenorphine. As dose level
decrease, you get more and more agonist activity. The recommendation is to
provide adequate analgesia. If it takes such a high does of morphine
compound, you are likely to run into respiratory depression that you
recommend that patient to be observed on an inpatient basis. Do you have
PCA? | think it's a useful strategy for patients like this because they lock
themselves out so that can’t administer too much.
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= =+ Apatient of mine started Suboxone at 8mg the first day. The patient
said when | went home | used heroin again and used a lot. So | gave him 4mg
and see what happened. The third day the patient came back and said | still
used heroin a lot. The third day | added it to 24mg and the patient came back
and still used a lot of heroin. What should we do?

Dr. Fiellin: 1 would probably start at 16 or 24 and work on coping strategies. |

have to imagine that experiencing some level of narcotic blockade so he’s not
getting the same effect. He must be very rich! | won’t push the dose so early on
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in the treatment. | probably will wait 2 weeks before | go any further.
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Dr. Fiellin: Are you entertaining not having registration for Beuprenorphine? Do
you perceive any downside for registry? Oftentimes the argument that's made
against registration is that it discourages patients from enrolling because their
information becomes publicly available. In certain circumstances, they may
lose certain privileges or rights. The WHO document recommends registry only
if the privacy and confidentiality can be guaranteed.
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Dr. Fiellin: The discussion is in support of trying to allow non-psychiatrists to
be able to prescribe Beuprenorphine. | think it's a wonderful idea as an internal
medicine physician. The reason is that Beuprenorphine gives the opportunity
for physicians to be successful in treating addiction. If they’re successful,
they’ll be more interested in doing it in the future for other types of addictions
as well. They are provided with useful tools to treat patients and successes will
give them confidence in treating these patients. In addition, you can predict
that 2-3 years down the line, you may start to see more integrated care in the
system. The only question I'm not clear is the requirement for the physicians.
You talked about the 8-hour training, opioid dependence training in general,
pharmacology training and etc. You need to make sure that the trainings are
frequent enough for physicians to attend to meet the criteria. I'd be curious to
know how you provide this opportunity for people to become certified.
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