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COMMISSIONING STATEMENT ON THE USE OF OPIOID SUBSTITUTION DRUGS IN OPIOID 
DEPENDENCE 

 

SUMMARY  
Public Health Dorset recommends the use of methadone or buprenorphine (alone or with naloxone) 

as first-line opioid substitution therapy to support the reduction of opioid consumption in adult 

patients with opioid dependence alongside commissioned psychosocial treatments.    

BACKGROUND 

The NICE guidance documents clinical guideline 52 and Technology 
appraisal 114 both consider treatment opioid dependency.  Methadone 
and buprenorphine orally, using flexible dosing regimens, are 
recommended as first-line options for maintenance therapy in the 
management of opioid dependence (NICE TA 114), as part of a programme 
of supportive care.   
 
Methadone is a synthetic long acting opioid agonist; licensed as an adjunct 
in the treatment of opioid dependence. It is licensed to be taken as 
needed: Initially 10–30 mg daily, (10–20 mg daily if tolerance low or not 
known, up to 40 mg daily if tolerance high and under supervision of 
experienced prescriber); increased as necessary during first week by 5–
10 mg daily (max. weekly increase 30 mg) until no signs of withdrawal nor 
evidence of intoxication; then increased every few days as necessary up to 
usual dose range 60–120 mg daily;  not recommended for children  (see 
also important note above)  
 
Buprenorphine is a partial mu opioid agonist & kappa opioid antagonist; 
licensed as an adjunct in the treatment of opioid dependence. It provides 
a milder, less euphoric and less sedating effect than methadone. 
 It is licensed to be taken as needed: By sublingual administration, ADULT 
and CHILD over 16 years, initially, 0.8–4 mg on day 1, adjusted if necessary 
by 2–4 mg daily to usual dose of 12–24 mg daily (max. 32 mg daily); 
withdraw gradually 
 
Naloxone is an opioid receptor antagonist; licensed as adjunct in the 
treatment of opioid dependence, when administered in co-formulation 
with buprenorphine, as Suboxone®. It is licensed to be taken as needed: 
expressed as buprenorphine, ADULT and CHILD over 15 years, initially 2–
4 mg once daily (an additional dose of 2–4 mg may be administered on 
day 1 depending on the individual patient’s requirement), increased in 
steps of 2–8 mg according to response; max. 24 mg daily; total weekly 
dose may be divided and given on alternate days or 3 times weekly (but 
max. 24 mg daily) 
 
When deciding between these medications, healthcare professionals 
should consider:  

 whether the service user is receiving maintenance treatment with 
methadone or buprenorphine - if so opioid detoxification should 

https://www.nice.org.uk/Guidance/TA114


normally be started with the same medication 

 the person’s history of opioid dependence,  

 their commitment to a particular long-term management strategy,  

 an estimate of the risks and benefits of each treatment 

 the preference of the service user. 
 
If both drugs are equally suitable, methadone should be prescribed as the 
first choice, due to its marginal advantage on a cost-benefit analysis. Non-
proprietary products should be prescribed preferentially to increase the 
cost benefit of treatment. Buprenorphine with naloxone should only be 
prescribed by a specialist and where clinically appropriate due to its 
unfavorable cost-benefit analysis. 
 
Where a buprenorphine product is the appropriate choice for 
maintenance treatment, and where no contraindication exists to its use, it 
may be prescribed. 
 
Buprenorphine may be used in preference to methadone for: 
 

 Patients currently consuming a total daily dose equivalent to 30mls 
or less of methadone. Illicit opioids should be included in this 
calculation. 

 Opioid drug users who are not responding to a methadone 
treatment e.g. for those who become “stuck” when on a reducing 
methadone dose. 

 Patients receiving concomitant treatment with hepatic enzyme 
inducer or inhibitors e.g. anticonvulsant, rifampicin, ribavirin. 

 Younger patients (16 to 18 years old) due to decreased risk of 
opioid overdose with Buprenorphine. 

 Patients whose alcohol and/ or poly-drug use put them at 
increased risk of opioid overdose or respiratory arrest. 

 
Maintenance therapy should be administered under daily supervised 
consumption for at least the first 3 months. Supervision should be relaxed 
only when the patient’s compliance is assured.  
 
Detoxification should be a readily available treatment option for people 
who are opioid dependent and have expressed an informed choice to 
become abstinent.  The duration of opioid detoxification should normally 
be up to 4 weeks in an appropriate residential setting and up to 12 weeks 
in a community setting (NICE Clinical Guideline 52). Detoxification should 
not be confused with stabilisation or gradual dose reduction. 

 
Typically one would expect a patient to detox from the medication they 
are receiving for maintenance i.e. if on buprenorphine for maintenance to 
detox straight from this rather than via a methadone script. 
 
When determining the starting dose, duration and regimen (for example, 
linear or stepped) of opioid detoxification, healthcare professionals, in 

https://www.nice.org.uk/guidance/cg52?unlid=991870332201512881715,715344359201621371455


discussion with the service user, should take into account the:  
 severity of dependence (particular caution should be exercised 

where there is uncertainty about dependence) 

 stability of the service user (including polydrug and alcohol use, 
and co-morbid mental health problems) 

 pharmacology of the chosen detoxification medication and any 
adjunctive medication  

 setting in which detoxification is conducted. 
 

Lofexidine is an alpha-adrenergic agonist. It may be prescribed as an 
adjuvant to opioid substitution therapy, initiated either at the same time 
as the opioid substitute or during withdrawal of the opioid. It can also be 
prescribed instead of an opioid substitute in a patient with mild or 
uncertain dependence.  
 
NICE CG52 recommends that lofexidine may be considered in opioid 
detoxification for people who have made an informed and clinically 
appropriate decision not to use methadone or buprenorphine for 
detoxification, who have made an informed and clinically appropriate 
decision to detoxify within a short time period, or for those with mild or 
uncertain dependence (including young people).  
 
Prescribing by a specialist service where this is the most appropriate 
choice for the patient may be undertaken as a “red” drug. It should 
normally only be prescribed for 7-10 days, although longer may be 
required.  
 

RELEVANT NICE 
GUIDANCE 

 

NICE Technology appraisal 114 (2010), considers Buprenorphine (alone or 
with naloxone) and methadone for the management of opioid 
dependence. 
 
NICE clinical guideline 52 (2008), considers Buprenorphine (alone or with 

naltrexone) and methadone for Opioid detoxification. T.HE NICE 

GUIDELINE 

FORMULARY STATUS 
Amber (exceptions are lofexidine and  Suboxone® = red, specialist use 
only) 

PBR STATUS Included in tariff 

COMMISSIONING 
IMPLICATIONS 

This is a continuation of currently commissioned services for treatment of 
those with opioid dependency. Prescribing costs for opioid dependence 
are paid for by the local authority. 

RELEVANT CLINICAL 
COMMISSIONING 
PROGRAMME  

Drug and alcohol treatment services are commissioned by the Local 
Authorities for Dorset, Bournemouth and Poole. Substance misuse issues 
fall under the remit of the Coordinating Care Clinical Commissioning 
Programme within the CCG. 

 

https://www.nice.org.uk/guidance/cg52?unlid=991870332201512881715,715344359201621371455
https://www.nice.org.uk/Guidance/TA114
https://www.nice.org.uk/guidance/cg52?unlid=991870332201512881715,715344359201621371455


PATIENT PATHWAY 
IMPLICATIONS 

Current management of those with opioid dependence requiring opioid 
substitution therapy is based upon psychosocial support and therapy, and 
also pharmacological opioid substitutes. 
 
Methadone has historically been the medication of choice, however 
buprenorphine, with or without naloxone, may now be considered as an 
alternative. 

SUMMARY OF EVIDENCE 
TO SUPPORT FORMULARY 
STATUS 

 

NICE Technology appraisal 114 (2010), considers Buprenorphine (alone or 
with naloxone) and methadone for the management of opioid 
dependence. 
 
NICE clinical guideline 52 (2008), considers Buprenorphine (alone or with 

naltrexone) and methadone for Opioid detoxification. T.HE CE G 

UIDELINE 

ASSESSMENT OF COST 
IMPLICATIONS  

PRICES AS AT MARCH 2015 
 
BUPRENORPHINE PRODUCTS  

Buprenorphine (Non-proprietary)  

Tablets (sublingual), buprenorphine (as hydrochloride) 400 micrograms, 
net price 7-tab pack = £1.60; 2 mg, 7-tab pack = £2.07; 8 mg, 7-tab pack = 
£4.17. Label: 2, 26 

Buprenorphine (Reckitt Benckiser)  

Tablets (sublingual), buprenorphine (as hydrochloride) 400 micrograms, 
net price 7-tab pack = £1.60; 2 mg, 7-tab pack = £6.35; 8 mg, 7-tab pack = 
£19.05. Label: 2, 26 

Buprenorphine with naloxone  

2 mg/500 micrograms tablets (sublingual), buprenorphine (as 
hydrochloride) 2 mg, naloxone (as hydrochloride) 500 micrograms, net 
price 28-tab pack = £25.40. Label: 2, 26 

8 mg/2 mg tablets (sublingual), buprenorphine (as hydrochloride) 8 mg, 
naloxone (as hydrochloride) 2 mg, net price 28-tab pack = £76.19. Label: 2, 
26 

METHADONE (Non-proprietary) 

Oral solution 1 mg/mL, methadone hydrochloride 1 mg/mL, net price 
100 mL = £1.27, 500 mL = £6.35, 2.5 L = £32.10. Label: 2 

Sugar free oral solution 1 mg/mL, methadone hydrochloride 1 mg/mL, net 
price 30 mL = 62p, 50 mL = £1.04, 100 mL = £2.08, 500 mL = £6.50, 2.5 L = 
£32.50. Label 2  

https://www.nice.org.uk/Guidance/TA114
https://www.nice.org.uk/guidance/cg52?unlid=991870332201512881715,715344359201621371455


Lofexidine (Genus) 
 
Tablets, lofexidine hydrochloride 200 micrograms, net price 60-tab pack = 
£61.79. Label: 2  
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