
Joe Sepulveda, M.D., ABPN, ABPM, FAPA, FASAM
Assistant Medical Director, Family Health Centers of San Diego

Medical Director, Substance Use Disorder Services

Medication-Assisted Treatment (MAT) Program

Psychiatric Nurse Practitioner Program

Voluntary Assistant Clinical Professor, UCSD Health Sciences—Dept. of Psychiatry

Diplomate of the American Board of Psychiatry and Neurology

Diplomate of the American Board of Preventive Medicine—Addiction Medicine

Fellow of the American Psychiatric Association 

Fellow of the American Society of Addiction Medicine



1. Current consensus for treating OUD

2. Management Of The Use Of Multiple Substances

• Benzodiazepines

• Methamphetamines

3. Challenging comorbidities and conditions

• Pain conditions

• Methadone—> Buprenorphine transition











• Do not stop MAT for OUD (FDA 
2017)

• Individualized taper has best 
evidence

• Ashton Method 

(https://benzo.org.uk/manual/)

• Canadian Deprescribing 

Guidelines 

(https://www.deprescribingnetwor

k.ca/)

• VA National Center for PTSD 

Benzo Taper Recommendations                                  

(See references section)

https://benzo.org.uk/manual/
https://www.deprescribingnetwork.ca/


• Standard assays detect

• Nordiazepam & Oxazepam

• Immunoassays may not detect 

• Clonazepam

• Alprazolam

• Lorazepam

• Temazepam



• Pharmacologic Tapering 
Strategies

• Gradual Taper of same Benzo 

taken by patient

• Substitution of long-acting Benzo 

• Exception: Older patients 

already on short-acting, taper 

this first

• Set clear goals with patients 

• Frequent follow up visits

• Chronic users = slow taper over 

MONTHS

• Scheduled, not PRN dosing

THM:  No clear evidence-based guidelines on 
taper rates



• Potency Equivalents



• Benzo Withdrawal

• May occur after ≥4 weeks of benzo 

use

• Occurs within 1-7 days of DC use

• Can last 4-14 days (short vs. long 

half-life, respectively)

• Physical symptoms 

• Stiffness, weakness, GI disturbance, 

flu like symptoms, paresthesia, visual 

disturbances, seizures

• Psychological symptoms

• Anxiety/irritability, 

Insomnia/nightmares, 

depersonalization, decrease memory 

and concentration, delusion and 

hallucinations, depression

THM:  Slow the taper if needed



• Tapering Strategy #1 for Xanax

• Taper by lowest commonly prescribed 

dose

• E.g. Xanax 0.25 mg 

• Taper every 1-2 weeks (longer preferred)

• If withdrawal occurs 

• Hold dose then resume or switch to a 

longer-acting benzodiazepine and 

resume. 

• E.g.  Clonazepam or Diazepam

• If switch to long-acting, taper by 

the lowest commonly prescribed 

dose. 

• E.g. Clonazepam taper by 0.5 mg

• E.g. Diazepam taper by 5mg

• Key—> Clonazepam 0.5mg is 

equivalent to ~ 10 mg of Diazepam.  

If withdrawal occurs…

• Transition to Diazepam 5mg bid.  

• Continue taper

• E.g.  Diazepam 2 mg 
qam + 5mg qhs.



• Taper Strategy #2 (Ashton 
Manuel)



• Tapering Strategy #3 (VA rec’s)



1. Augmentation 

• Valproate

• Gabapentin

• Pregabalin

• Topiramate

• Carbamazepine

• Oxcarbamzepine

2. Support Medications—No 
evidence supporting one over 
the other… trial and error. 

• Antihistamines

• Hydroxyzine

• Adrenergic Antagonist

• Clonodine, Propranolol

• Muscle relaxants

• Baclofen, Tizanidine

• Sedating Antidepressants

• Trazodone, Mirtazapine









• Immunoassay Drug Screen

• Detection window ~2-3 days

• False positives:  Pseudoephedrine, 

labetolol, ranitidine, trazodone, 

TCA’s… etc.

• 2 methamphetamine isomers:  D 

(CNS) and L (Peripheral)



• Basic Assumptions

• Substance use can be reduced 

using operant conditioning

• Useful in promoting treatment 

retention and adherence

• Incentives for negative urine test 

useful in decreasing drug use



• Key Concepts

• Behavior to be modified (e.g. 

stimulant use) must be objectively 

measured

• Behavior to be modified (e.g. UDS) 

must be monitored frequently

• Reinforcement must be immediate

• Penalties for unsuccessful 

behavior (e.g. +UDS) include 

reduced voucher amount

Nancy Petry’s Fishbowl



Incentive = draws from a bowl   

- Draws earned for each negative 

urine 

- Number of  draws can escalate

- Bonus draws can be  given for 

consecutive weeks of abstinence 

Slide Credit: Maxine Stitzer, Ph.D., Johns Hopkins University SOM, 
ctndisseminationlibrary.org/PPT/485Stitzer.ppt



➢ largest chance of winning a 

small $1 prize

➢ moderate chance of winning 

a large $20  prize

➢ small chance of winning a 

jumbo $100 prize

Slide Credit: Maxine Stitzer, Ph.D., Johns Hopkins University 
SOM, ctndisseminationlibrary.org/PPT/485Stitzer.ppt



Higgins et al. Am. J. Psychiatry, 1993

Cocaine negative urines

Slide Credit: Maxine Stitzer, Ph.D., Johns Hopkins University SOM, 
ctndisseminationlibrary.org/PPT/485Stitzer.ppt
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1. MATRIX model

• Research-based framework for 

engaging stimulant abusers in 

treatment and helping achieve 

abstinence

2. Composed of

• Group psychotherapy

• Individual counseling

• Family therapy

• Contingency management 

• Crystal meth anonymous                       

(self-help groups)

• Treatment of co-occurring 

disorders







Randomized trial of bupropion SR 150 mg bid vs placebo for 12 weeks in 
methamphetamine users with less than daily meth use

Only 32% (13/41) of bupropion participants were deemed medication 
adherent via week 6 plasma bupropion level.  Adherence was strongly 
associated with end of treatment meth abstinence. 



• Naltrexone 380 mg monthly + Bupropion XL 300 mg – 450 mg daily.

• Warrants further study



Topiramate

• May be more effective if UDS negative at baseline

• Target maintenance dose 200mg/day 

THM:  Does not appear to promote abstinence in MA users but can 
reduce the amount taken and reduce relapse in those who are already 
abstinent











Analgesia

Buprenorphine Pharmacokinetics

12/13/17 SHOUT - Support for Hospital Opioid Use Treatment 35

Slide Credit: Curtis Geier and Ben Smith 







Chart adopted from Andrea Rubinstein, MD - CSAM Webinar 6: managing Acute and Perioperative Pain in Patients on Medication-Assisted 
Treatment (MAT). 



1. Buprenorphine Sublingual

• Analgesia duration ranges from 6-

8 hours

• Analgesia will likely require 

multiple daily dosing–TID or 

QID 

• OUD cravings controlled on 

Once Daily or BID dosing

• Peak plasma concentration SL ~90 

mins

• Brain levels exceed plasma levels 

as Bup is very lipophilic

2. Transdermal Buprenorphine patch 

• Duration ~7 days

• 5 mcg/hr, 10 mcg/hr, 15 mcg/hr, 20 

mcg/hr

3. Buprenorphine Buccal Film

• Greater bioavailable dose than SL tablets 

or film

• BID dosing

• 300 mcg bup buccal film dose is 

equivalent to 20 mcg transdermal bup

patch 









1. Switching to Suboxone…

• Elimination ½ life at steady state 

~28 hrs

• LONG-ACTING

• Outpatient induction 

• Recommend patient taper to 30-

40 mg per day for one week. 

• After 1 week DC Methadone for 

48-72 hrs.

• Key→ until develop mild-
moderate withdrawal sx’s.   

• Consider beginning induction with 

Buprenorphine mono-product for 1-2 

days. 

• Dose 2 mg at a time

• Transition to 

Buprenorphine/Naloxone 

combination product

THM:  Recommend office-based 
induction when you first begin 
doing this.  

THM:  Recommend prescribing 
comfort medication for the 
induction



1. Comfort Medication

• Withdrawal support

• Clonidine 0.1 mg q6 hr prn

• Phenergan 25mg q4-6 hr prn

• Zofran 8 mg q8-12 hr prn

• Loperamide 2 mg prn 

• Pain Support

• Acetaminophen 325 mg q4-6 hr

prn muscle/joint pain

• Ibuprofen 600 mg q6-8 hr prn 

muscle/joint pain

• Cyclobenzaprine 10 mg q8 hr

prn muscle cramps

• Insomnia Support

• Hydroxyzine 25 mg, 1-2, qhs prn 
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