
AND MAINTENANCE THERAPY

OUTPATIENT DETOX



Using medications to lessen the severity of withdrawal symptoms is indicated when 
opioid dependent patients abruptly stop taking the opioid. Patients may do so for a 
number of reasons, such as:
 As the first step in treatment for opioid use disorder, involving transition to an 

opioid or nonopioid medication-assisted treatment.

 To establish an abstinent state with controllable withdrawal symptoms, which 
may be a requirement of the patient’s setting or status (e.g., incarceration, 
probation, or a drug-free residential program). 

Reasons for Initiation of MAT



Reasons for Initiation of MAT

 The patient ran out of the financial means to obtain opioids illicitly.
 The clinician who prescribed the opioid stopped doing so or 

transferred patient (e.g., for breaking a treatment agreement).
 A patient dependent on heroin is hospitalized and lacked access to 

the drug.
 An opioid-dependent individual wants “a break” from use of the 

drug



So It all Boils down to one of these 
three:

 Rapid Detoxification

 Stabilization with treatment

 Long Term Maintenance

HOW DO YOU DETERMINE WHICH OF THESE THREE  IS RIGHT FOR YOUR 
PATIENT?



BIO, PSYCHO,SOCIAL INFO:
ASAM STYLE

 DETOXIFICATION/DANGER

 BILOGICAL/ MEDICAL ISSUES

 EMOTIONAL/PSYCHIATRIC ISSUES

 TREATMENT RESISTANCE/ACCEPTANCE

 RELAPSE POTENTIAL/PROBLEMS

 RECOVERY ENVIRONMENT



 The severity of withdrawal and its exact symptoms do not always correlate with the 
daily morphine equivalent dose of the previous drug or the reported duration of use.

 We use the Clinical Opioid Withdrawal Scale (COWS) because of its ease of use and 
sensitivity. The COWS rates the severity of 11 signs/symptoms of opioid withdrawal on 
a scale from 0 to 5. 

Other well-described instruments include; 

 Objective Opioid Withdrawal Scale (OOWS): 13 signs of opioid withdrawal scored 
present or absent

 Subjective Opioid Withdrawal Scale (SOWS): 16 subjective symptoms self-rated 0 to 5

 Clinical Institute Narcotic Assessment (CINA): 11 self-report and observer rated items, 
scored 0 to 4 or 0 to 5

MONITORING During Induction



5 to 12 = mild
13 to 24 = moderate

25 to 36 = moderately severe
more than 36 = severe withdrawal
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There are always withdrawal symptoms…..We help the patient remain 
in treatment!



 The timing of initiation is based in part on the half-life of the prior opioid 
and the time of last use. A patient dependent on a short-acting agent 
such as oxycodone would be advised to take their last dose 6 to 12 hours 
before coming in for initiation. A patient who has been regularly 
using methadone, a long-acting drug, would take their last dose 36 hours 
before treatment. Timing can be informed by patients, who usually know 
how long after their last use withdrawal symptoms will start.

 Once the patient is in withdrawal, as assessed by objective scoring of signs 
of withdrawal (COWS 12 or greater), he or she is given the first dose 
of buprenorphine, 2 to 4 mg sublingually. In most cases, 4 mg is well 
tolerated and allows for fewer reassessments later. Relief of symptoms can 
occur in minutes, though often 30 to 60 minutes is needed for the full 
effect. Many will report reductions in COWS score to 5 or less.

 If the patient experiences sufficient relief after the initial 4 mg dose (COWS 
score less than 6), vital signs are stable, and there are no other adverse 
effects, the patient can go home with a second 4 
mg buprenorphine dose, which they are instructed to take if withdrawal 
symptoms and/or craving becomes prominent prior to the next morning. 

 If withdrawal symptoms are insufficiently controlled following the first dose, 
up to 4 mg can be given within an hour, which almost always provides 
marked relief, after which the patient may go home. 

Induction



 The goal of induction is to reduce withdrawal symptoms to a 
functional level on a stable daily medication dose. Dosing change 
on the second visit is based on the daily amount 
of buprenorphine prescribed during the first visit and 
the presence/absence of continued withdrawal symptoms. If the 
patient takes a total of 8 mg daily(usually the case) and reports less 
withdrawal symptoms upon returning, 8 mg can be given as a single 
dose.

 If the subject reports continued withdrawal 
symptoms and/or craving on the second visit, the daily dose can be 
raised to 12 mg/day. 

 If the patient continues to report ongoing symptoms at the third visit,  
the dose can be raised to 16 mg/day. 

INDUCTION CONTINUED



 In a study of 234 patients treated with buprenorphine for opioid withdrawal, even among 
patients receiving 16 mg/day of buprenorphine, a majority of patients needed at least 
one adjunctive medicine for relief of anxiety, restlessness, or arthralgia's.

 Benzodiazepines should not be used to treat anxiety, restlessness, and muscle 
spasm during inpatient supervised withdrawal. Prescribed benzodiazepines can confound 
urine drug screen surveillance for illicit benzodiazepine use, they are addictive, and they 
increase the chance of respiratory suppression. They are a “tar pit.”

 Comorbid psychiatric disorders and medications may impact the choice of symptomatic 
treatments during the withdrawal. Anxiety disorders, including panic disorder, must be 
recognized and adequately addressed to facilitate completion of supervised withdrawal. 
The risk of suicide is elevated in anxiety and mood disorders and must be constantly 
assessed during the course of detoxification. 

 Trauma-based conditions, such as posttraumatic stress disorder, may adversely affect the 
patient's ability to tolerate residential or inpatient environments. Lithium levels can vary 
markedly with withdrawal-associated dehydration and must be monitored closely.

Cautions and Contraindications



Clonidine can most effectively relieve the autonomic 
symptoms of sweating, diarrhea, intestinal cramps, nausea, anxiety, and 
irritability. They are least effective for myalgia's, restlessness, insomnia, and 
craving. Side effects are principally hypotension and sedation. 
Contraindications include hypotension, moderate or worse renal 
insufficiency, cardiac instability, pregnancy, and psychosis.

 Tizandine is a centrally-acting alpha-2 adrenergic agonist, it has not been 
widely studied as a primary detoxification agent, but is used to relieve 
muscle spasms occurring during opioid withdrawal.

 Tricyclic antidepressants, which desensitize alpha-2 adrenoreceptors, should 
be stopped three weeks prior to use of clonidine

Adjunctive Medications



ANXIETY, GI

Anxiety, irritability, restlessness

Diphenhydramine •May also treat nausea
•Use reduced dose in hepatic impairment

Hydroxyzine
•May also treat lacrimation and rhinorrhea
•Use reduced dose (50%) in renal or hepatic 
impairment

Abdominal cramping Dicyclomine
•IM administration available (lower doses are used)
•Use with caution and reduce dose in renal or hepatic 
impairment

Diarrhea
Bismuth •Monitor for dehydration and maintain fluid levels with 

oral and/or IV hydrationLoperamide

Nausea/vomiting

Ondansetron

•Monitor for dehydration and maintain fluid levels with 
oral and/or IV hydration
•Dose-dependent QT interval prolongation; risk of rare, 
potentially fatal, ventricular arrhythmia; use with 
caution (e.g., monitor baseline and post-dose ECG) or 
avoid in patients with features of elevated risk
•Use caution and reduced dose (50%) in severe 
hepatic impairment

Prochlorperazine
•Monitor for dehydration and maintain fluid levels with 
oral and/or IV hydration
•Use with caution in mild to moderate hepatic 
impairment; avoid in severe hepatic impairment

Promethazine
•Monitor for dehydration and maintain fluid levels with 
oral and/or IV hydration
•Use with caution in mild to moderate hepatic 
impairment; avoid in severe hepatic impairment

Clonidine has anxiolytic properties by lowering circulating 
noradrenaline



INSOMNIA, PAIN, SPASM, RESTLESS LEGS

Insomnia

Trazodone •May titrate nightly up to 300 mg at bedtime if needed
•Use with caution in severe hepatic or renal impairment

Doxepin •Use with caution and reduce dose in severe hepatic impairment

Mirtazapine •May need to use lower dose in moderate to severe hepatic or renal 
impairment

Quetiapine •Use lower initial dose (25 mg) in hepatic impairment and adjust based on 
response

AMBIEN?? •BENZO!

Muscle aches, joint pain, headache

Ibuprofen
•Patient should be well hydrated and without significant kidney disease
•Use with caution in mild to moderate hepatic or renal impairment
•Avoid all NSAIDs in severe renal or hepatic impairment or cirrhosis

Acetaminophen
•Appropriate analgesic for most patients
•Use reduced dose (i.e., 2000 mg daily) or avoid in hepatic impairment or if 
malnourished

Ketorolac

•Patient should be well hydrated and without significant kidney disease
•Limit use to 5 days or less
•Use with caution and reduce dose (50%) in older adults and patients with 
mild to moderate renal impairment
•Use with caution in mild to moderate hepatic impairment
•Contraindicated in severe renal or hepatic impairment or volume depletion

Naproxen
•Patient should be well hydrated and without significant kidney disease
•Use with caution in mild to moderate hepatic or renal impairment
•Avoid all NSAIDs in severe renal or hepatic impairment or cirrhosis

Muscle spasm, restless legs

Cyclobenzaprine •Use reduced dose in mild hepatic impairment
•Avoid in moderate to severe haptic impairment

Baclofen •Use reduced dose in renal impairment

Diazepam (DON’T USE THIS EITHER!) •Use with caution in hepatic or renal impairment
•Avoid in severe hepatic impairment or hepatic encephalopathy

Methocarbamol •Use with caution in hepatic or renal impairment
•formulation in renal impairment (propylene glycol additive)



Stabilization

 Once withdrawal symptoms are well controlled and the patient is 
functional, they are considered to be stabilized. This is when the real 
treatment begins. 

 The role of the prescriber is to monitor for cravings and assess if 
medication adjustments are needed

 The prescriber can play a critical role in motivation, redirection and 
support. It is critical that the prescriber have a good working 
relationship with the therapist as well as the patient.



 The longer the taper, the higher the chance of a positive outcome, 
keeping in mind how well the patient is functioning.  Short tapers are 
usually around 5-8 days where moderate tapers are 10-14 days. 
Rule of thumb is decreasing by 2 mg every 2-3 days…or two to three 
weeks. There is nothing wrong with tapers that take months

 In any event, unless one absolutely has to taper and discontinue 
quickly, I generally take my time.  The longer they’ve been using 
opiates, the longer my stabilization and the slower my taper.

 During tapers and early abstinence, relapse and death rates are 
elevated

A word about Tapers…



Once withdrawal symptoms have been well controlled and the patient is functional, a gradual 
taper of patient’s daily buprenorphine dose can be started if indicated. Keep in mind it is 
individualized and highly variable from patient to patient.
 •From 12 mg – Decreases of 2 mg/day, to 10 to 8 to 6 to 4 to 2 mg/day over the next five days
 •From 16 mg – Decreases of 4 and then 2 mg/day, to 12 to 8 to 6 to 4 to 2 mg/day over the next 

five days
………...TAKE YOUR TIME. THE LONGER THEY HAVE BEEN ON OPIATES, THE LONGER WE TAKE…………..
Decreases from higher doses typically have fewer symptoms than decreases from 4 mg and below. 
If the patient experiences continued withdrawal symptoms or symptoms emerge as lower doses are 
reached, there are several therapeutic options:

 •Slow the taper and hold at the lowest effective dose
 •OR Provide clonidine and adjunctive medications to allow the taper to proceed 
 •OR Raise the buprenorphine dose and provide as continuing office-based opioid treatment, 

with taper attempted at a later date
Modify the patient's environment to reduce cue or stress-induced relapse risk (e.g., residential 
treatment)

The Taper
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