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“HEY DOC…”
“I want to stop taking suboxone, what do you think?”

“Why do you want to stop?”

- “I don’t like being addicted.”

- “I feel like I’m just dependent on you 
now.”

- “I feel like less of a man.”

- “I feel like a loser.” 

- “I want to beat this.”

- “I want to be able to go on vacation 
for more than a month.”

What reasons have you heard?
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THE BALANCING 
ACT OF 
MOTIVATIONAL 
INTERVIEWING

“My reason is…”

“What are the risks?”
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Sordo, et al, 2017 compiled this 
metanalysis on mortality for 
methadone and buprenorphine in 
and out of treatment.

The results are fairly 
straightforward

The risk? 
Death.
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ALL CAUSE

“all cause mortality rates in the three 

buprenorphine cohorts were 4.3 and 9.5 deaths 

per 1000 person years in and out of treatment”

“pooled all cause mortality rates were 11.3 and 

36.1 deaths per 1000 person years in and out of 

methadone treatment, respectively”

~2x

~3x

Why are these numbers so different?

Presenter
Presentation Notes
Sicker patients, more data and different continents over longer period of time.
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What about overdose 
mortality?

“In the single buprenorphine 
cohort there were 1.4 and 4.6 fatal 
overdoses per 1000 person years 
in and out of treatment”

“…pooled overdose mortality 
rates varied between 2.4 and 2.8 
fatal overdoses per 1000 person 
years in methadone treatment 
and between 10.6 and 14.9 fatal 
overdoses per 1000 person 
years out of treatment.”
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IN AGGREGATE
All cause mortality:

- Buprenorphine: ~2x the all cause mortality per 1000 people years.

- Methadone: ~3x more all cause mortality per 1000 people years.

Overdose mortality:

- Buprenorphine: ~4x more likely to die of overdose.

- Methadone: ~5x more likely to die of overdose

Presenter
Presentation Notes
Easy relatively accurate numbers to remember. 
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When do people die?

Where is the bupe?

Presenter
Presentation Notes
Our finding that the first four weeks after onset (11.4 deaths/1000 person years) and cessation (32.1/1000 person years) of methadone treatment are the highest risk periods suggests that these are key periods during which to focus efforts for prevention of drug related deaths.  30 at 4 weeks and 6 at 32 weeks.  disparity in mortality rates in periods in and out of treatment did not reach significance. Findings also suggest a significantly increased mortality in the first four weeks after cessation of treatment compared with the remaining time out of treatment (32.0 versus 10.9/1000 person years), while during the treatment period there was no difference between the first four weeks and the remaining time in treatment.When we compared the mortality between periods in and out of treatment, first within those taking methadone and then within those taking buprenorphine, we found a greater reduction in mortality with methadone than with buprenorphine (measured as the rate difference or rate ratio between periods). When we compared mortality between them, first within the treatment period and then in the period off treatment, we found a significantly lower mortality with buprenorphine than methadone in both periods.  Bupe safer in induction period (90% safer actually, and 40% better after 4 weeks), also better retention. 
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WHAT ABOUT 
OTHER RESEARCH?

Notably, Santo et al, June 2021 meta-analysis in JAMA.

- 749,634 total patients analyzed

- All cause mortality halved independent of location, age, sex, HIV status and IVDU.

- Bupe (much) safer in induction period. 

- All cause mortality 6x higher after cessation in the first 4 weeks and double the rate 

afterwards.

- Reduction in death by suicide, EtOH, other drugs, cancer and CV related etiologies.

Presenter
Presentation Notes
Fifteen RCTs including 3852 participants and 36 primary cohort studies including 749 634 participants were analyzed. Among the cohort studies, the rate of all-cause mortality during OAT was more than half of the rate seen during time out of OAT (RR, 0.47; 95% CI, 0.42-0.53). This association was consistent regardless of patient sex, age, geographic location, HIV status, and hepatitis C virus status and whether drugs were taken through injection. Associations were not different for methadone (RR, 0.47; 95% CI, 0.41-0.54) vs buprenorphine (RR, 0.34; 95% CI, 0.26-0.45). There was lower risk of suicide (RR, 0.48; 95% CI, 0.37-0.61), cancer (RR, 0.72; 95% CI, 0.52-0.98), drug-related (RR, 0.41; 95% CI, 0.33-0.52), alcohol-related (RR, 0.59; 95% CI, 0.49-0.72), and cardiovascular-related (RR, 0.69; 95% CI, 0.60-0.79) mortality during OAT. In the first 4 weeks of methadone treatment, rates of all-cause mortality and drug-related poisoning were almost double the rates during the remainder of OAT (RR, 2.01; 95% CI, 1.55-5.09) but not for buprenorphine (RR, 0.58; 95% CI, 0.18-1.85). All-cause mortality was 6 times higher in the 4 weeks after OAT cessation (RR, 6.01; 95% CI, 4.32-8.36), remaining double the rate for the remainder of time not receiving OAT (RR, 1.81; 95% CI, 1.50-2.18).
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WHEN TO CONSIDER STOPPING 
BUPRENORPHINE?

Probably never. 
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“HEY DOC…”
“I want to stop taking suboxone, what do you think?”

“Why do you want to stop?”

- “I don’t like being addicted.”

- “I feel like I’m just dependent on you 
now.”

- “I feel like less of a man.”

- “I feel like a loser.” 

- “I want to beat this.”

- “I want to be able to go on vacation 
for more than a month.”

What a great time for a 
therapeutic intervention!
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HERE’S WHAT I DO…
“I want to beat this.”

“You have beaten this.”

• What dose are they on?

• Start appropriate psychological intervention specific to their 
reason for wanting to stop.  MI, CBT, DBT, ACT based and even 
psychodynamic options may be useful!

• Give them the data we just discussed. It is pretty unambiguous. 

• Work on retaining them in treatment and keeping them engaged 
– this is likely the most important part!
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SPECIAL CASES

1. Persons going into surgery 
->16mg or less. But do not stop. 

2. Persons in a controlled environment and
with diminished cognition and compelling 
medical reasons. 
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What do you think?
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