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and Opioid 
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An Open Conversation about Medication-
Assisted Treatment 

The purpose of today’s educational seminar is to 
provide addiction and other helping professionals 

with useful, unbiased information concerning 
medication-assisted treatment for opioid 

dependence so clients are afforded the best 
available resources and options for their treatment. 

 
However, there are many strongly felt emotions 

held by addiction and other helping professionals 
towards medication-assisted treatment for opioid 

dependence. 

Medications and Counselors 

§  Detailed aspects of each medication-assisted treatment for 
opioid dependence will be explained, including 
appropriateness of use, special precautions, missed dose 
instructions and side effects.   

§  Depending on your professional licenses and credentials, 
many of the items discussed in the next section are beyond 
the scope of practice for most counselors, since most 
counselors do not have prescribing privileges.  

§  The information in the next section should be used for 
information only and as a resource for educating clients, 
their families and sometimes prescribers - within the 
addiction professionals’ scope of practice. 

Medications and Counselors 

§  It is important for addiction counselors and other helping 
professionals to be as familiar with medication-assisted 
treatments as possible.    

§  Often, counselors see the client the most and are in the 
best position to recognize danger signs, abnormal side 
effects and to monitor compliance.  

Addiction professionals should always direct a 
client to his or her prescriber if any questions or 

concerns regarding prescribed medications arise. 

 

Identifying Opiates and Opioids 

Regardless of the type of opioid, naturally occurring 
or synthetic, each opioid works basically in the same 
way in the brain and body and can be divided further 

into three groups:  

§  agonists 

§  partial agonists 

§  antagonists 
 

Let’s discuss each of these categories separately. 

Opioid Agonists 

Agonists activate opioid receptors and cause the physiological and 
psychological effects most commonly associated with opioid use.  The 

following effects increase until the receptor is fully activated and a 
maximum effect is reached: 

§  pain relief 
§  euphoria 
§  bobbing head (nodding) 
§  warm flushing of skin, face, neck 

and chest 
§  constricted, pinpoint pupils 
§  suppression of cough 
§  reduction of respiratory functions 
§  decrease in blood pressure 
§  drowsiness 
§  slurred speech 

§  constipation 
§  nausea 
§  sedation 
§  vomiting 
§  itching 
§  inability to urinate 
§  mental clouding 
§  impaired judgment 
§  decreased anxiety 
§  lowered libido 
§  dry mouth 

Opioid Agonists 

§  Most opioids fall into the agonist category.   

§  These opioids are usually administered through 
intravenous injection, smoking, snorting, rectally or 
orally in pill form.   

§  The duration of effects can last anywhere from 3 
to 6 hours for codeine and 12 to 36 hours for 
methadone, which is why opioids are often 
referred to as short-acting opioids and long-acting 
opioids.   
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Opioid Agonists 

§  Opium - a naturally occurring short-acting 
opioid that is also commonly known as 
Laudanum, Pantopon or Paregoric.19   

§  Morphine - a naturally occurring short-acting 
opioid that is also commonly known as Roxanol.  
MS Contin is a morphine extended-release 
product and is therefore, long-acting. 

§  Codeine - a naturally occurring short-acting opioid 
that is also commonly included in Tylenol #3 or 
Empirin. 

Opioid Agonists 

§  Diacetylmorphine - a synthetically manufactured short-acting 
opioid that is also commonly known as heroin.20 

§  Hydromorphone - a synthetically 
manufactured short-acting opioid that 
is also commonly known as Dilaudid.21 

Opioid Agonists 

§  Oxycodone - a synthetically manufactured short-
acting opioid that is contained in OxyContin, 
Percodan, Perocet or Tylox.22 

§  Hydrocodone - a synthetically 
manufactured short-acting opioid 
that is contained in Vicodin or Lortab.
23 

§  Propoxyphene - a synthetically 
manufactured short-acting opioid that is 
contained in Darvon or Darvocet-N.24 

Opioid Agonists 

§  Meperidine - a synthetically manufactured short-acting opioid 
that is also commonly known as Demerol or Mepergan. 

§  Methadone - a synthetically manufactured long-acting opioid 
also sold as Dolophine or Methadose. 

§  Levo-alphaacetylmethadol - a synthetically manufactured 
long-acting opioid that is trademarked as ORLAAM or 
LAAM, which are no longer being manufactured in the U.S. 

§  Methylfentanyl - a synthetically manufactured short-acting 
opioid that is also commonly known as Fentanyl. 

Partial Opioid Agonists 

§  Partial opioid agonists share some characteristics of 
agonists in the sense that they activate opioid receptors 
and cause the physiological and psychological effects 
most commonly associated with opioid use.   

§  At low doses, partial and full agonists resemble one another.  

§  However, at high doses, partial agonists do not produce as 
great as an effect as full agonists.   

§  This phenomenon is known as the ceiling effect.  

Partial Opioid Agonists 

Partial opioid agonists include: 

§  Buprenorphine – a synthetically manufactured 
long-acting opioid that is also commonly 
known as Buprenex, Subutex or Suboxone. 

§  Pentazocine – a synthetically manufactured 
short-acting opioid that is also commonly 
known as Talwin. 
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Opioid Antagonists 

Opioid antagonists also work by binding to opioid receptors, but they 
do not activate them like full or partial opioid agonists.  Antagonists 

do not cause any psychoactive effects, such as euphoria, but instead, 
antagonists occupy the receptors and block the effects of competing 

agonists.   

§  Naloxone – a synthetically manufactured short-acting 
opioid antagonist that is also commonly known as Narcan. 

§  Naltrexone – a synthetically manufactured long-acting 
opioid antagonist that is also commonly known as ReVia or 
Depade. 

Neither of these medications are derivatives of the opium poppy, but they 
are designed to mimic the chemicals that bind to the opioid receptors. 

Effects of Opioids 

The following diagram illustrates the differing effects of full 
opioid agonists, partial opioid agonists and opioid antagonists.

25 

Section Two: 
Psychopharmacology 

of Opioids!

Basic Brain Functioning 101 

To understand how opioids affect the brain, one needs to 
review basic brain functioning.   

 
Psychoactive chemicals mostly affect the central nervous 
system, which consists of the brain and spinal cord.  The 

central nervous system is primarily responsible for: 
 

§  thinking, learning and judgment 
§  emotions (happiness, paranoia, anger, anxiety, fear, love) 
§  voluntary movements (walking, running, reaching, sitting) 
§  sensory inputs (smelling, tasting, hearing, feeling) 

Basic Brain Functioning 101 

To ensure the human body respond appropriately to the 
outside world, the brain manages itself by rapidly sending 
chemical signals or messages to billions of little neurons 

that are located throughout in the human body.  

§  These messages are relayed via neurotransmitters and 
instruct the neuron to take action.   

§  Neurons are commonly referred to 
as the building blocks of the entire 
nervous system, and each has its 
own shape, size, and function 
specific to the type of chemical 
signals (neurotransmitters) it can 
receive.29 

Basic Brain Functioning 101 

Generally speaking, when a neurotransmitter is released from 
the pre-synaptic neuron and reaches the post-synaptic neuron, 

it binds to its receptors and activates the neuron.30   
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Receptor!

= neurotransmitters 

Post-Synaptic Neuron!

Basic Brain Functioning 101 

However, binding works on a “lock 
and key” mechanism, meaning not 
all neurotransmitters can bind to all 
receptors, much like not all keys fit 
into all locks. 

X 

X 

X 

Only the circle neurotransmitters 
will bind to the receptors, 
whereas, the square 
neurotransmitters will not.  

Basic Brain Functioning 101 

As discussed earlier, agonists activate the opioid 
receptors.  This is comparable to a key that fits into a 

lock, turns it and opens the door all the way.   

Partial agonists can fit the lock and turn, but the door 
only opens half way.   

Antagonists are similar to agonists in that they bind to 
the receptor but, unlike agonists, they do not activate it.  
Antagonists are similar to a key that fits into the lock but 
is not able to unlock it.  Instead, it simply sits in the lock 
and prevents any other key from unlocking the door and 

activating the receptor.  

Neurotransmitters 

There are three main neurotransmitters relevant to this 
discussion of opioid consumption and dependence: 

§  dopamine – regulates motivation and pleasure; most addictive 
psychoactive chemicals increase dopamine, as do eating, gambling 
and sex 

§  endogenous opioids – produces euphoria and is a naturally 
occurring pain reducer that are naturally increased when one 
feels pain or experiences pleasure 

§  noradrenaline – also known as norepinephrine, contributes to 
the “fight or flight response,” stimulates wakefulness, 
breathing, blood pressure and alertness 

Neurotransmitters 

Use the following illustrations to help you remember the 
primary function of each neurotransmitter as we discuss the 
effects they have on the brain when opioids are consumed.  

dopamine – 
because it 
makes you 

happy 

endogenous 
opioids –  

because they 
make you 

euphoric and 
feel no pain 

noradrenaline – 
because it 

wakes you up 

Opioid Dependence in the Brain31 

Researchers have pinpointed the biological changes in 
the brain caused by excessive opioid consumption. 

 

§  There are two main neuronal activities that take place in the 
brain simultaneously - there are others, but we will only 
discuss these two for our purposes.   

§  These advances have afforded researchers the opportunity 
to address opioid dependence from a biological perspective 
and develop pharmacotherapies to aid in treatment. 

§  Changes or adaptations in neuronal functioning occur 
regardless of whether a person is taking medication for pain 
relief or injecting heroin on the streets. 

First Neuronal Activity31 

1)  Opioids are ingested. 

2)  Opioids bind to opioid receptors.   

3)  Neurons located in the area of the brain called the 
locus ceruleus (LC) are suppressed and unable to 
release noradrenaline to various parts of the brain. 

If noradrenaline is suppressed when opioids are 
consumed, what physiological effects would you expect an 
opioid user to experience?  

q drowsiness    q slowed breathing    q low blood pressure ü ü ü 



6 

Second Neuronal Activity31 

1)  Opioids are ingested. 

2)  Opioids bind to the opioid receptors.   

3)  The increase in opioid 
stimulation activates two areas 
of the brain called the ventral 
tegmental area (VTA) and the 
nucleus accumbens, resulting in 
the release of dopamine.32 

Ventral Tegmental  
Area (VTA)  

Nucleus Accumbens  

Locus 
Ceruleus 

(LC) 

Second Neuronal Activity31 

4)  Since dopamine is a main reward 
neurotransmitter, increases in the nucleus 
accumbens makes the opioid user feel happier. 

5)  The brain remembers those good feelings 
caused by increases in dopamine activity. 

6)  The brain of the opioid user desires to repeat the behavior 
again to get the same good feelings. 

7)  The cycle of opioid dependence begins or ends, depending 
upon the frequency of consumption. 

Onset of Opioid Dependence31 

In the absence of drugs, the human brain carefully 
coordinates the activity of all the billions of neurons 

throughout the body.   

When the brain is exposed to external substances, 
such as opioids, the brain is overridden and 

functioning is altered.   

Typically, when a person does not chronically abuse 
opioids, the brain is able to return to normal levels of 

functioning after the opioids have been detoxified 
from the body.  

Onset of Opioid Dependence31 

When a person repeatedly consumes opioids, 
the brain is in a constant state of imbalance.   

The brain naturally seeks to always function in 
a state of equilibrium, called homeostasis, and 
it will work to restore the balance in spite of the 

presence of opioids.   

Opioid dependence is established when the 
brain adapts to the constant presence of 

opioids.  

Onset of Opioid Dependence31 

1)  Since the neurons located in the locus ceruleus (LC) 
are constantly being suppressed and unable to 
distribute noradrenaline, they adjust by increasing their 
level of activity in an effort to regain homeostasis.  

2)  Roughly normal amounts of noradrenaline can now 
be distributed throughout the body, and the opioid 
dependent feels more or less like normal. 

What physiological effects would you expect to see from an 
opioid dependent client who stops consuming opioids and 
now has an influx of noradrenaline?  

q jitters       q anxiety       q muscle cramps       q diarrhea  ü ü ü ü 

Onset of Opioid Dependence31 

3)  Also, the opioid receptors gradually become less responsive to opioids 
because of the constant over-activity.  This means that the same amount of 
opioids no longer produces the same level of stimulation.  This adaptation 
is called tolerance. 

4)  Since the opioid receptors are not as responsive to opioids as they used to 
be, the VTA and nucleus accumbens are not being activated with the same 
intensity. 

5)  As a result, not as much dopamine is released. 

6)  The opioid dependent person does not feel the same level of pleasure as 
previously experienced. 

7)  Often, the dependent will consume a greater amount of opioids in an 
effort to achieve the same level of “high” as previously experienced 
before the onset of tolerance.  This phenomenon is commonly referred 
to by opioid dependents as “chasing the high.” 
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Opioid Withdrawal31 

When opioid dependent clients stop consuming opioids, the brain is 
once again forced to experience an imbalance.  

1)  When opioids are not present, neurons located in the 
locus ceruleus (LC) are free to behave normally. 

2)  This causes the amount of noradrenaline 
released and distributed throughout the body 
to increase dramatically. 

3)  The opioid dependent client experiences withdrawal 
symptoms. 

Opioid Withdrawal31 

The intensity of opioid withdrawal symptoms will depend on 
the type, amount and frequency of opioid consumed, as well 

as the duration of abuse.   

Withdrawal symptoms are basically a resurfacing of 
functions that have been suppressed or altered by opioid 

consumption.   

Even though opioid withdrawal symptoms are incredibly 
uncomfortable, they are not life threatening for individuals 

who are otherwise generally healthy.   

 Opioid withdrawal symptoms are experienced in two phases:  
§  acute opioid withdrawal  

§  protracted opioid withdrawal 

Acute Opioid Withdrawal Symptoms31 

Acute opioid withdrawal symptoms are the opposite of acute 
intoxication symptoms, including: 

§  anxiety 
§  chills 
§  craving 
§  diarrhea 
§  dilated pupils 
§  dizziness 
§  exaggerated pain response 
§  extreme fatigue 
§  fever 
§  gooseflesh 
§  headache 
§  increased blood pressure 

§  insomnia 
§  irritability 
§  loss of appetite 
§  muscular spasms 
§  rapid heart rate 
§  runny nose 
§  stomach cramps 
§  sweating 
§  vomiting 
§  watery eyes 
§  yawning 

Opioid Half-Lives31 

§  The length of time an opioid dependent client 
experiences acute withdrawal symptoms depends on 
the half-life of the opioid last consumed.   

§  Most opioid dependents consume their next dose of 
an opioid when half of the last dose has been 
removed from the body, known as half-life.   

§  If the brain is accustomed to the constant presence of 
opioids, more opioids must be consumed at this time 
to avoid withdrawal symptoms.   

Cycle of Opioid Dependence31 

A typical opioid dependent who injects heroin several times a day is always 
fluctuating between being “high” on opioids and being “sick” from acute 

opioid withdrawal symptoms.   

This occurs because heroin has a relatively short time in the blood stream 
before it is broken down by liver enzymes.   

 

This diagram shows the experience of a typical client dependent on heroin:34 

Protracted Opioid Withdrawal Symptoms31 

Protracted opioid withdrawal symptoms are generally less 
severe than acute withdrawal symptoms, but they can still 

be very uncomfortable: 

Regardless of the length of the time acute withdrawal 
symptoms persist, protracted withdrawal symptoms occur for 

weeks or months after the last opioid is consumed. 

§  craving 
§  decreased blood pressure 
§  decreased body temperature 
§  decreased heart rate 
§  deep muscle aches 
§  depressed mood 

§  impotence 
§  inability to have an orgasm 
§  insomnia 
§  overall lack of pleasure 
§  poor appetite 
§  reduced libido 
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Section Three: 
Opioid Dependence 

Treatment!

Medication-Assisted Treatments for Opioid 
Dependence 

1964 1984 1993 2002!

methadone! naltrexone!

LAAM 

buprenorphine !

There are currently four FDA-approved medication-assisted 
treatments for opioid dependence. 

Note: LAAM is approved by the FDA for opioid dependence treatment.  
However, recent discoveries concerning its safety have led to it being 
discontinued; therefore, it will not be discussed in this next section.41  

Naltrexone General Facts42 

§  Generic Name:  
 naltrexone hydrochloride 

§  Marketed As:  
 ReVia® and Depade® 

§  Purpose:  
 To discourage opioid use by reducing or eliminating the euphoric 
effects experienced by consuming exogenous administered 
opioids.  

§  Indication: 
 In the treatment of alcohol dependence and for the blockade of the 
effects of exogenous administered opioids. 

 
§  Year of FDA-Approval: 1984 

§  Class: antagonist 

(information from medication package insert) 

Naltrexone General Facts42 

Amount: one 50mg tablet 
Method: mouth 
Frequency: once a day 
 

Can be crushed, diluted, halved or mixed with food. 
 

Abstinence requirements: must be abstinent from opioids for at least 
7-10 days prior to treatment initiation 

 

There is no difference between the starting, maintenance and ending 
dosages.!

(information from medication package insert) 

Risk of Overdose: While overdose is possible, doses up to 800mg 
daily did not produce any serious side effects.  However, in the event 
of an overdose, appropriate medical treatment should be sought. 

Naltrexone General Facts42 

§  Addictive Properties:  
 Has not been found to be addictive, does not have a high 
abuse liability, will not cause the development of tolerance or 
produce withdrawal symptoms when the medication is ceased.  
There were no reports injection, smoking or prescription 
deviation during the clinical trials.  However, administering 
naltrexone will invoke opioid withdrawal symptoms in clients 
who are physically dependent on opioids. 

 
 
§  Third-Party Payer Acceptance:  

 Covered by most major insurance carriers, Medicare, 
Medicaid and the VA. 

(information from medication package insert) 
How Does Naltrexone Work? - Opioids 

Nucleus  
Accumbens 

Ventral  
Tegmental 

Area 
There is an increase in 
opioid stimulation in the 

nucleus accumbens and the 
ventral tegmental area 
(VTA), and dopamine is 

released.!

Dopamine in these areas makes us feel 
good, and we remember it! 
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Opioid 
Receptor!

N 

N 

N 

N 

N 

N 

N = naltrexone 

Post-Synaptic Neuron!

Naltrexone is an opioid 
receptor antagonist and 
blocks opioid receptors 
when opioids are 
consumed.  
 

How Does Naltrexone Work? - Opioids 

1)  Sits on the receptor 
and blocks activity  

2)  Diminishes the 
“reward” and acute 
reinforcing effects 
from dopamine 

Methadone General Facts46 

§  Generic Name:  
 methadone hydrochloride 

§  Marketed As:  
 Methadose® and Dolophine®  
 (among others) 

§  Purpose:  
 To discourage illicit opioid use due to cravings or the desire to 
alleviate opioid withdrawal symptoms.  

§  Indication: 
 For the treatment of moderate to severe pain not responsive to non-
narcotic analgesics; for detoxification treatment of opioid addiction; for 
maintenance treatment of opioid addiction, in conjunction with 
appropriate social and medical services. 

 
§  Year of FDA-Approval: 1964 

§  Class: agonist 

(information from medication package insert) 

Methadone General Facts46 

Amount: maintenance dose of 80 to 120mg  
Method: mouth 
Frequency: once a day 
 

The effect of consuming food with methadone has not been evaluated 
and therefore, is not recommended. 

 

Abstinence requirements: must be abstinent from opioids long enough 
to experience mild to moderate opioid withdrawal symptoms. 

 

Initial dose will vary depending upon the client’s usage pattern, but 
should not exceed 40mg.!

(information from medication package insert) 

Risk of Overdose: Just like with any opioid, overdose is possible. 
In the event of an overdose, appropriate medical treatment 
should be sought. 

Methadone General Facts46 

§  Pregnancy:  
 Methadone has not been adequately tested on pregnant women.  Therefore, 
methadone has a Pregnancy Category C designation, meaning that it should 
be used during pregnancy only if the potential benefit justifies the potential 
risk to the fetus.  Caution should be exercised when using methadone with 
this population.  Babies born to mothers who have been taking opioids 
regularly prior to delivery may be physically dependent and may experience 
opioid withdrawal symptoms.  It is known that methadone is excreted through 
breast milk, and a decision should be made whether to discontinue nursing or 
to discontinue the medication, taking into account the importance of the 
medication to the mother and continued illicit opioid use. 

 Methadone is the preferred method of treatment for medication-assisted 
treatment for opioid dependence in pregnant women.  An expert review of 
published data on experiences with methadone use during pregnancy 
concludes that it is unlikely to pose a substantial risk.  But, there is insufficient 
data to state that there is no risk.  

(information from medication package insert) 

Methadone General Facts46 

§  Addictive Properties:  
 Chronic administration produces physical 
dependence.  Since methadone is an opioid, it does 
have a high abuse liability and does produce 
withdrawal symptoms when the medication is 
ceased too abruptly or tapered down too quickly. 
  

 
§  Third-Party Payer Acceptance:  

 Covered by most major insurance carriers, 
Medicare, Medicaid and the VA. 

(information from medication package insert) 

Buprenorphine General Facts50 

§  Generic Name:  
 buprenorphine hydrochloride 

§  Marketed As:  
 Subutex® and Suboxone® 

§  Purpose:  
 To discourage illicit opioid use due to cravings or the desire 
to alleviate opioid withdrawal symptoms. 

§  Indication: 
 For the treatment of opioid dependence. 

 
§  Year of FDA-Approval: 2002 

§  Class: partial agonist 

(information from medication package insert) 
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Buprenorphine General Facts50 

Abstinence requirements: Client needs to be abstinent from opioids 
long enough to experience mild to moderate opioid withdrawal 
symptoms.  This period of abstinence will vary depending on 
previous opioids used and level of dependency. 

(information from medication package insert) 

Both Subutex and Suboxone are administered as a single dose 
sublingually in a range of 4mg to 24mg per day. 

Tablets should be placed under the 
tongue until they are completely 
dissolved.  Swallowing the tablets 
reduces the bioavailability of the 
medication.  Do not take with food, 
crush, half or dilute in liquid.53 

Dosage Instructions for Buprenorphine50 

There are four phases associated with medication-
assisted treatment for opioid dependence:  

§  induction 

§  stabilization 

§  maintenance  

§  medically-assisted withdrawal  

(information from medication package insert) 

Buprenorphine General Facts50 

§  Pregnancy:  
 Buprenorphine has not been adequately tested on pregnant women and 
has a Pregnancy Category C designation, meaning that it should be used 
during pregnancy only if the potential benefit justifies the potential risk to 
the fetus.   

 Neonatal withdrawal has been reported in the infants of women treated 
with buprenorphine during pregnancy.  Caution should be exercised when 
using buprenorphine with this population.   

 Furthermore, buprenorphine is excreted through human breast milk, and 
breast-feeding is therefore not advised.  

 However, clinical trials conducted to date suggest that buprenorphine 
may be an excellent option for pregnant women.  Randomized trials 
are underway to determine the safety and effectiveness of using 
buprenorphine during pregnancy.  Until safety can be determined, 
methadone is the recommended treatment for pregnant women. 

(information from medication package insert) 

Buprenorphine General Facts50 

§  Addictive Properties:  
 Chronic administration produces physical dependence.  Since 
buprenorphine is an opioid, it does have a high abuse liability 
and does produce withdrawal symptoms when the medication is 
ceased abruptly or tapered down too quickly.   

 
 Due to the potential for abuse, Suboxone includes naloxone, 
preventing it from being enjoyable when intravenously injected.  
This mechanism drastically reduces its abuse potential and 
street value when compared to Subutex. 

 
 
§  Third-Party Payer Acceptance:  

 Covered by most major insurance carriers, Medicare, Medicaid 
(expect Louisiana) and the VA. 

(information from medication package insert) 

How Does Buprenorphine Work?57 

Buprenorphine is a partial opioid receptor agonist, which 
means that it has both agonist and antagonist 
characteristics.   

§  At low doses, buprenorphine binds to and activates 
opioid receptors much like other opioid receptor 
agonists.   

§  At higher doses, the agonist effects of 
buprenorphine level out, whereas the psychoactive 
effects of full opioid agonists continue to increase as 
the dosage increases.   

Opioid 
Receptor!

B 

B 

B 

B 

B 

B 

B = buprenorphine 

Post-Synaptic Neuron!

Buprenorphine works in two 
ways:  
 

How Does Buprenorphine Work?57 

1)  Prevents opioid 
withdrawal 
symptoms by 
providing mild 
agonist effects. 

2)  Occupies opioid 
receptors so illicit 
opioids will have no 
effect. 
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How Does Buprenorphine Work?57 

Think of buprenorphine as the “schoolyard bully.”   

If a client has recently consumed opioids, such as 
heroin, when a high dose of buprenorphine is taken, 

the heroin that has bonded to opioid receptors is 
“kicked off” and replaced with buprenorphine.   

Further, if an opioid dependent client consumes 
opioids while buprenorphine is in his or her system, the 

illicit opioids are unable to bind to the receptors, and 
the dependent will not experience the desired effects.  

How Does Buprenorphine Work?57 

§  Even though buprenorphine has a short half-life, it 
has a long duration of action.   

§  Besides half-life, the duration of action of a 
substance is also determined by receptor affinity, 
meaning the strength with which a substance binds 
to a receptor.   

§  Buprenorphine has a very high affinity for opioid 
receptors, and it will continue to occupy the 
receptors for 24 to 72 hours, depending on the 
administered dose.  

Safety Profile57 

Buprenorphine is considered a safe option available for 
medication-assisted treatment for opioid dependence for 
two reasons: 
 
1)  Buprenorphine’s agonist effects level off as the dose 

increases, making it difficult for clients to overdose.  This 
phenomenon is referred to as the “ceiling effect.”  The 
characteristic of opioid agonists that is the most 
dangerous to the consumer is the potential side effect of 
life-threatening respiratory suppression as the dose 
increases.  Respiratory suppression with buprenorphine 
is kept to a minimum and does not increase with dose. 

Safety Profile57 

2)  Buprenorphine is available in the United States in two 
different preparations:  

§  Subutex - contains only buprenorphine 

§  Suboxone - contains both buprenorphine and 
naloxone 

Suboxone is the preferred method of buprenorphine 
treatment because it deters clients from using the 

medication inappropriately or selling it illicitly.  

Safety Profile57 

Since buprenorphine is a partial opioid receptor agonist, 
it does have the ability to produce psychoactive effects if 

used inappropriately.   

Reports from other countries where buprenorphine was 
being abused led U.S. researchers to develop a 
preparation that was less likely to be misused.  

Thus, a medication combining both buprenorphine and 
naloxone (Suboxone) was invented for U.S. distribution. 

Safety Profile57 

§  Naloxone is an opioid receptor antagonist that is commonly used to 
help revive clients who have an opioid overdose by “kicking off” 
any opioids that are occupying opioid receptors.   

§  Naloxone thrusts clients in this situation into full-blown opioid 
withdrawal, but they are no longer experiencing respiratory 
depression and a life-threatening overdose.  

§  Since naloxone is not as easily absorbed through the oral tissues, a 
sublingual dose of Suboxone will provide a full dose of 
buprenorphine and only a small, non-effective dose of naloxone.   

§  However, if Suboxone is administered intravenously, the naloxone 
will override the effects of buprenorphine and the opioid dependent 
client will experience full-blown withdrawal symptoms.  



12 

Side Effects of Buprenorphine64 

§  abscess 
§  accidental injury 
§  anxiety 
§  back pain 
§  chills  
§  constipation  
§  depression 
§  diarrhea  
§  dizziness 
§  drowsiness 

§  fever 
§  flu syndrome 
§  headache  
§  increased cough 
§  infection 
§  insomnia 
§  lack of energy 
§  nausea 
§  nervousness 
§  pain 

The following side effects occurred in 5% or more of clients 
during the clinical trials:  

(information from medication package insert) 

§  pharyngitis 
§  runny eyes 
§  runny or 

congested nose  
§  sweat 
§  upset stomach 
§  vomiting 
§  withdrawal 

syndrome 

Contraindications for Buprenorphine64 

§  Buprenorphine should not be administered to clients who 
have previously shown hypersensitivity to buprenorphine 
hydrochloride or any other components of the 
medication.  Suboxone should not be administered to 
clients who have previously shown hypersensitivity to 
naloxone hydrochloride. 

§  Buprenorphine should not be administered to clients 
receiving opioid analgesics or actively using opioids.  

(information from medication package insert) 

Contraindications for Buprenorphine64 

§  Although NOT contraindicated, caution should be exercised with 
elderly or debilitated clients and those with alcohol dependence. 

§  Buprenorphine is NOT contraindicated for clients who have hepatic 
(liver) impairment, but caution should be exercised when using 
buprenorphine with this population.  Since buprenorphine and 
naloxone is metabolized in the liver, the plasma levels will be 
expected to be higher in clients with moderate to severe hepatic 
impairment.  Therefore, in clients with hepatic impairment, dosage 
should be adjusted, and clients should be observed for symptoms 
of precipitated opioid withdrawal. 

§  Buprenorphine is NOT contraindicated for clients who have renal 
(kidney) impairment.  However, the effects of naloxone with clients 
with renal failure are unknown. 

(information from medication package insert) 

Medication Comparison 

naltrexone methadone buprenorphine 
missed dose 
instructions 

Take missed dose if not almost time for the next dose; 
otherwise, skip missed dose and resume regular schedule. 

recommended 
length of treatment 

FDA alludes to 12 
weeks, but not 

definitive 

FDA has not limited 
the amount of 
treatment time 

FDA has not limited 
the amount of 
treatment time 

psychosocial 
counseling 

requirements 

should be used in conjunction with a comprehensive bio-
psycho-social-spiritual treatment program 

age range 18-65 18-65 16-65 

adolescents has not been FDA-approved for use with this population 

elderly has not been FDA-approved for use with this population 

polysubstance 
abusers has not been tested with this population 

Section Four: 
Program Review!

Review of Section Three 

Scott’s heroin addiction began in high school when he was first 
introduced to IV use by a friend of his.  Since that time he has been 
in and out of jail, treatment, methadone clinics and numerous other 
types of residential and outpatient programs.  He has been 
successfully treated with methadone for the past six months but 
occasionally misses a dose due to the inconvenient dosing schedule.  
He currently is employed, likes his job and has a girlfriend.  She is 
supportive of his efforts to change his life and even attends some 
treatment sessions with him.  

Do you feel Scott is a good candidate for medication-
assisted treatment? Which medication do you feel is 
best? 



13 

Review of Section Three 

Talisa began using Lorcet after dental surgery for the removal of her 
four wisdom teeth.  She got an infection, and the dentist prescribed 
the painkiller for her.  She was uncomfortable at first using a powerful 
medication to control the pain but quickly changed her mind when she 
discovered its effectiveness.  She is now uncomfortable with her 
regular and sometimes excessive use and wishes to stop completely.  
As a result, she called her psychiatrist for help and is now seeking 
treatment through him.  She has not used any opioids in the past two 
weeks.    

Do you feel Talisa is a good candidate for medication-
assisted treatment? Which medication do you feel is 
best? 

Review of Section Three 

Lynette graduated at the top of her class in college and has been a successful professor 
of English for the past 25 years at a local community college.  After the birth of her last 
child, she experienced some mild to moderate back problems that have exacerbated 
over the past 20 years.  She has tried a variety of treatment regimens, including holistic 
and herbal medicine practice but to no avail.  Recently while walking, she injured her 
ankle and was seen in the local ER where she was prescribed Percocet for the pain. 
Long after her ankle has healed, Lynette still continues to take Percocet every day, even 
though her physician recommends only taking it on “bad days.”  This has been going on 
for over two years now, and she finds herself becoming more and more reliant on the 
medication.  She is frustrated by her inability to just quit without experiencing the 
withdrawal symptoms and discomfort from not using the pain medication.  Lynette is 
ambivalent about quitting and entering treatment for fear of being “discovered” as a user 
locally in her small community. 

Do you feel Lynette is a good candidate for medication-
assisted treatment? Which medication do you feel is 
best? 

Review of Section Three 

Sarah had been addicted to heroin since freshman year of college.  
After experiencing a near-fatal overdose, she completed an 
inpatient treatment program and is being maintained on methadone.  
She has tried to gradually reduce her methadone dose in an effort to 
eventually discontinue use; however, each time the dose is reduced, 
her cravings and desire to use increase.  She has recently began 
abusing her take-home doses of methadone and supplementing her 
high with her mother’s prescription of Percocet.  

Do you feel Sarah is a good candidate for medication-
assisted treatment? Which medication do you feel is 
best? 

Section Five: 
Counseling Clients with 

Medication-Assisted 
Treatment!

Four Legs of Addiction 

Psychological!

Spiritual!

Biological!

Social!

All four legs of the chair are required to “support” the 
client, and if one leg is missing, the chair will be 

unstable and unable to accomplish its goal.!

Opioid dependence consists of four equally important facets, but often, 
special attention is given to one or more of these areas, but not all.!

Holistic Treatment 

Treatment is most successful when the services are comprehensive.  
Comprehensive and effective treatment should visually resemble the 

following diagram:68 
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Matching with Appropriate Clients65 

§  Just like with any other substance use disorder, treatment for 
opioid dependence must be individualized for the client who 
is receiving it.   

§  There is no single treatment approach that is appropriate for 
every individual, and medication-assisted treatment is no 
exception. 

§  Not all clients who are opioid dependent are good 
candidates for treatment with pharmacotherapy.  

§  A thorough assessment must be conducted to determine the 
client’s suitability for medication-assisted treatment and the 
counselor can help with this decision. 

A thorough and complete assessment can help identify the answers 
to these questions.  Ideally, a comprehensive assessment will include 
the following components: 

Matching with Appropriate Clients65 

§  history of drug and alcohol use!
§  precipitating circumstances!
§  medical health history & physical exam!
§  mental health history and status!
§  strength or resiliency factors!
§  treatment history!
§  cultural background!
§  religious or spiritual background!
§  bio-psycho-social-spiritual developmental 

issues!

§  family history!
§  employment history !
§  legal issues!
§  psychosexual history!
§  relevant relationships!
§  support system!
!(family and community)!

§  educational experience!
§  leisure activities!

Client Considerations67 

§  The client is not dependent on opioids. 

§  The client does not wish to be treated with medications. 

§  The client does not wish to be treated in an office-based setting. 

§  The client unrealistically relies on the potential benefits of 
pharmacotherapy and is unwilling to engage in the therapeutic process. 

§  The client does not appear to be capable of or willing to take 
medications as prescribed. 

§  The client does not appear to be psychiatrically stable enough to 
participate in medication-assisted treatment. 

§  The client is dependent on or abusing high doses of a central nervous 
system depressant, such as alcohol or benzodiazepines. 

Client Considerations67 

§  The client has experienced multiple previous opioid treatment 
episodes, all of which resulted in frequent relapse. 

§  The client is dependent on extremely high doses of opioids. 

§  The client has a high risk of relapse based on his or her psychosocial 
and/or environmental conditions. 

§  The client may be pregnant or is nursing. (methadone) 

§  The client has previously experienced seizures. 

§  The client has HIV/AIDS, hepatitis C, or other infectious disease. 

§  The client does not have a good support system in place to promote 
recovery. 

Four Legs of Addiction 

Psychological!

Spiritual!

Biological!

Social!

All four legs of the chair are required to “support” the 
client, and if one leg is missing, the chair will be 

unstable and unable to accomplish its goal.!

Opioid dependence consists of four equally important facets, but often, 
special attention is given to one or more of these areas, but not all.! Thank You  

for Participating! 

1001 N. Fairfax St., Ste. 201!
Alexandria, VA 22314!
phone: 703.741.7686 / 800.548.0497 !
fax: 703.741.7698 / 800.377.1136!
www.naadac.org  •  naadac@naadac.org 

sskarda@orionhealthcare.com!
www.myaccucare.com!
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Asking Questions 

Ask questions 
through the 
Questions Pane 

Additional Resources: www.naadac.org/education 

www.naadac.org/education 

Pharmacotherapy: 
Integrating New Tools 
into Practice  

Blending Solutions: 
Integrating Motivational 
Interviewing with 
Pharmacotherapy  

Medication Management 
for Addiction 
Professionals: Campral 
Series  

New Innovations with 
Opioid Treatment: 
Buprenorphine  

New Horizons: Integrating 
Motivational Styles, Strategies 
and Skills with Pharmacotherapy   

Upcoming Free Webinars 

December 13, 2013 - Challenges in Identifying 
& Addressing Co-occurring Substance Use & 
Personality Disorder 
 

§  New webinars each month! 
§  Education is free to all professionals. 

§  CE credit available for purchase.  

§  Information and Registration at: 
www.naadac.org/webinars 
www.myaccucare.com/webinars 

www.naadac.org 

The	  clinical	  tools	  you	  need.	  The	  customer	  support	  
you	  deserve.	  

That’s	  why	  Orion	  Healthcare	  Technology	  is	  the	  preferred	  software	  vendor	  of	  NAADAC. 

	  
	  

For	  more	  information:	  
Click:	  www.MyAccuCare.com	  

Call:	  (800)324-‐7966	  

Assessments	  and	  Screening	  
	  
Patient	  Placement	  
	  
Treatment	  Planning	  
	  
Progress	  Notes	  
	  

Discharge	  Summaries	  
	  
Insurance	  Billing	  
	  
Reporting	  and	  Tracking	  
	  
Prevention	  Tracking	  

Obtaining CE Credit 

§  The education delivered in this webinar is FREE to all professionals.  

§  1.5 CEs are FREE to NAADAC members and Accucare subscribers who 
attend this webinar.  Non-members of NAADAC and non-subscribers of 
Accucare receive 1.5 CEs for $20.   

§  If you wish to receive CE credit, you MUST complete and pass the “CE 
Quiz” that is located at: (look for TITLE of webinar) 

www.naadac.org/webinars 

www.myaccucare.com/webinars 

§  A CE certificate will be emailed to you within 21 days of submitting the 
quiz and payment (if applicable) – usually sooner. 

§  Successfully passing the “CE Quiz” is the ONLY way to receive a 
CE certificate.  
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Thank You  
for Participating! 

1001 N. Fairfax St., Ste. 201!
Alexandria, VA 22314!
phone: 703.741.7686 / 800.548.0497 !
fax: 703.741.7698 / 800.377.1136!
www.naadac.org  •  naadac@naadac.org 

sskarda@orionhealthcare.com!
www.myaccucare.com!


