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Background

15 patients were admitted from
May 2012 to April 2013 and all
successfully transferred to Antidepressants

Buprenorphine is the only licensed alternative to methadone In
the UK for opioid replacement therapy. It carries less risk of

_ | _ _ o _ buprenorphine. Average time Antipsychotics
respiratory depression and Is safer in overdose. As it Is a partial from stopping methadone to senzodiazepines
agonist, the withdrawal syndrome Is often milder. Some patients starting buprenorphine was 61.5 Sabapenti
are intolerant of methadone, find it stigmatising, or may be hours and average length of st.ay amotrigine

required to change due to drug interactions or prolonged QTc

Interval. Most current guidance advises a reduction in methadone
to 30mg before transfer due to the risk of precipitated withdrawal,
running a high risk of destabilisation. boscof | Alcohol illicit Length of stay Timefrom | COWSscore Doseon | Lofexidne  Oucome | Outcome
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Methods _ - : : :
1 S onows e e el e Discussion and conclusions
Patients on methadone doses up to 120mg / day were admitted occssnal _
to the Ritson Clinic (specialist in-patient addictions unit) through : e e B e e e o These complex, and not always stable, patients all transterred
their community addiction key workers. All gave written consent 3 e I e o e oo from doses of between 45 and 120mg methadone. None were
to be included in a prospective case series. Information recorded comatis | considered by staff to have precipitated withdrawal, and most
included diagnoses, comorbidity, use of alcohol and other drugs, perceived good outcomes and tolerated the process well. Most
length of time from stopping methadone to starting re_quwed high levels of support whlle_wa_ltl_ng to go into opiate
buprenorphine, COWS scores, dose of buprenorphine on W_lth_drawal an_d would have found this d!fﬂcult In the community.
discharge, total lofexidine required for symptomatic relief of 4 T ey o o Timings and final doses were highly variable, and not possible to
withdrawals during the process, length of stay and perceived e predict. Clinical assessment of withdrawal was more he_lpful
outcomes (patients and staff). Patients were encouraged to stop o than COWS scores, and the author would suggest cautiously
methadone just prior to admission, and were started on 5 S Rows | Riraferitng oz Ged o proceeding with initial buprenorphine dose (2-4mg) after 48
buprenorphine 4mg when showing clear opiate withdrawals signs I hdroval hours established abstinence from opiates in all patients. After
(COWS ~ 15). One or two further 4mg doses were given on Day 6 s5m e cdays  szhows 15 omg g Reasonable  Reasonable the first dose, some clinicians titrate patients very rapidly to
1 depending on withdrawals, and patients were then titrated by 7 7om None  10days  Sshowrs 13 smg  26mg Good  Good achieve stabilisation as quickly as possible; we proceeded more
up to 8mg daily until comfortable. : - on@uscams i s e o o ca_utlously (mammum 8mg dally)_to avc_)ld hlgher than required
aableter ultimate dosing, which was possible with the increased support
9 . iveccier ! Bams  sirows 1 e oame oo oo In this setting.
Recorded psychiatric comorbidities (past & o rom This series may help to inform further guidance in high dose
present) seenior transfers, depending on resources. Complex patients benefited
e ot 10 from the high level of support available in an in-patient unit, but
- e stable patients without comorbidities may well be transferred
Alcohol disorders successfully in an out- or, preferably, day patient setting.
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