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IMPORTANT INFORMATION

INITIATING A DISCUSSION ABOUT OPIOID AGONIST THERAPY (OAT) FOR OPIOID USE DISORDER (OUD)

	� Stopping or reducing opioid use is a difficult journey for most people. As soon as you identify someone with OUD, you can initiate a 
discussion with them to assess their readiness to make a change regarding their opioid use.

	� The individual may be ambivalent and not feel ready to make a change to their opioid use. They might be sure of their decision one 
day but not sure the next. Most users need an action plan with well-defined objectives if they are to achieve their opioid use goal. This 
support will often include an interprofessional approach and help from family or people in the community..

•	 Action plans incorporating pharmacotherapy involve frequent monitoring (especially at the start of treatment) and ensuring that 
any judgments made during this process concern the treatment and its impact, not the individual per se.

•	 Since it is recommended that OAT be long-term, it is important to reassure the individual that they will be supported by the care 
team throughout their journey. Establishing a relationship of trust is essential for the success of this process.

OPIOID AGONIST THERAPY

	� Buprenorphine is a partial μ-opioid receptor agonist and has a high affinity for this receptor. It can therefore dislodge other opioids 
from the μ-receptor, but with a less pronounced peak effect than pure opioid agonists, such as morphine or methadone. This 
mechanism makes buprenorphine a safer choice.

	� Scientific studies show that people who use buprenorphine-naloxone- or methadone-based opioid agonist therapies to treat OUD 
increase their chances of success and lower their risk of morbidity and mortality. These treatments work to prevent withdrawal 
syndrome, decrease cravings to use, and reduce the effects of opioids. This information should be provided to both the user and their 
family, who may think that only complete withdrawal from opioids is a mark of success.  

	� The choice of opioid agonist therapy is based on several patient-specific factors, namely:
•	 Their preferences
•	 Their initial clinical presentation
•	 Their comorbidities (e.g., COPD, advanced cirrhosis or prolonged QT interval)
•	 The interactions between the drugs and the medications
•	 Their treatment history
•	 Their response to treatment
•	 The prescriber’s experience

CHOICE OF THERAPY

	� Because of its favourable safety profile compared to that of methadone, treatment with buprenorphine-naloxone is the option of 
first choice for individuals with OUD who say that they are ready to completely stop using opioids.

	� However, methadone may be an attractive option for those who:
•	 Do not feel that they are ready to completely stop using opioids;
•	 Were previously successful with methadone; or
•	 Previously experienced failure with buprenorphine-naloxone.

	� When initiating OAT, it is important to inform the individual of the advantages and disadvantages of each treatment option so 
that they can be involved in choosing the medication that suits them the best.

QUICK REFERENCE GUIDE: DISCUSSION WITH USER  

OPIOID AGONIST THERAPY FOR OPIOID USE 
DISORDER

This guide is intended for health professionals. Its purpose is to facilitate the discussion regarding options for opioid agonist therapy for opioid use disorder. It is provided for information purposes 
only and should  in  no way replace the health professional’s judgment. This guide is based on recommendations developed by INESSS and is available in the Publications section of its website  
inesss.qc.ca. 

MAY 2021



2 / 2

ADVANTAGES AND DISADVANTAGES TO BE CONSIDERED WHEN CHOOSING BUPRENORPHINE-
NALOXONE- OR METHADONE-BASED THERAPY

MAIN ADVANTAGES MAIN DISADVANTAGES
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	�Effective in relieving opioid withdrawal symptoms and cravings, 
without producing a high
	�Treatment option preferred by those who want to completely 
stop using opioids
	�Favourable safety profile
•	 Lower mortality at the start of treatment

•	 Lower risk of overdose

•	 Combination with naloxone to discourage intravenous use

•	 Possibility of doing induction at home

•	 Causes little psychomotor slowing

	�Less severe adverse effects                                                                 
(e.g., temporary headache)

	�Tablet and sublingual film1

•	 Easy to store and carry

•	 Can be  used discreetly (lower risk of stigmatization)

	�Fewer medical visits required for adjusting and monitoring the 
treatment

	�Easier transition from buprenorphine-naloxone to methadone 
if the treatment proves ineffective

	�Risk of precipitated withdrawal2 during induction:
•	 Common symptoms: excessive sweating, abdominal cramps, 

diarrhea, nausea, craving, anxiety

	�To some, the sublingual tablet may have an unpleasant taste.

MAIN ADVANTAGES MAIN DISADVANTAGES
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	�Efficacy equal to that of buprenorphine-naloxone in the 
treatment of OUD when prescribed and used according to the 
indications

	�Treatment option preferred by those who are not ready to 
completely stop using opioids

	�May make it possible to reach some of the most vulnerable 
individuals

•	 Better treatment adherence in individuals with severe OUD 
who are at high risk of discontinuation.

	�More-frequent adverse effects (e.g., drowsiness, weight gain, 
hypogonadism, sweats, psychomotor slowing, QT interval 
prolongation)

	�Significant risk of interactions with other drugs and 
medications (e.g., antibiotics, antidepressants, antivirals)

	�Dosage adjustment in individuals with severe liver failure

	�Oral solution

•	 Caution required with regard to storage (store in refrigerator; 
maximum of 14 days)

	�Higher number of medical visits required for adjusting and 
monitoring the treatment

	�Switching from methadone to buprenorphine-naloxone is more 
difficult if the treatment proves ineffective

1.	 Long-acting buprenorphine implant and injection also available. The film formulation is not covered by the public prescription drug insurance plan (RPAM).

2.	 This risk may be reduced with the microdosing technique.

BOTH BUPRENORPHINE-NALOXONE AND METHADONE: 

	� Are generally administered by a pharmacist every day, from initiation of the therapy to when the patient is well stabilized;

	� Are safe for pregnant women;

•	 Women treated with buprenorphine-naloxone have fewer minor problems and a longer gestational age compared to those treated 
with methadone.

	� Pose fewer risks to the newborn’s overall health than withdrawal without OAT; 
•	 The duration of hospital stay for newborn abstinence syndrome is shorter for newborns of mothers treated with buprenorphine-

naloxone than those treated with methadone.

	� Carry a risk of overdose if used concomitantly with alcohol or other psychoactive substances (e.g., central nervous system 
depressants, benzodiazepines and opioids).


