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Results of Detoxification or Tapering Protocols for Individuals with an OUD 

Summary of Research 

Individuals who receive a tapering protocol to end medication treatment with either buprenorphine or 
methadone experience rapid rates of relapse as well as increased overdose risks after completing the taper, 
with relapse rates averaging between 70% and 95%. The relapse rates appear to be higher for those who 
receive a short duration of buprenorphine or methadone, such as one to four weeks, with relapse rates 
greater than 85% within a few weeks of completing the taper. Unfortunately, relapse rates remain well 
above 50% for individuals who select a voluntary taper after an extended period of maintenance treatment.  
As noted in SAMHSA’s recent publication on MAT (SAMHSA, 2017 – Treatment Improvement Protocol [TIP] 
63), patients who discontinue OUD medication generally return to illicit opioid use (pp. 1-9). For example, 
individuals who completed a taper protocol on methadone experienced an overall relapse rate of 87% 
within 18 months.   
 
Over 100 published studies of tapering protocols are noted in Table 1 within six literature reviews and 13 
original publications on buprenorphine or methadone. Consistent findings across all six literature reviews 
and original research indicated that: 

• Relapse rates increased rapidly at the onset of the tapering protocol and continued post-completion 
of the taper protocol,  

• Disengagement from treatment increased significantly during the tapering protocols, in both 
randomized clinical trials (RCT) studies, including double blind trials, and long-term tracking of 
cohorts,  

• Poor treatment response during tapering protocols were consistent across all populations, including 
males, females, all racial/ethnic groups, all age ranges, pregnant women, and for those on 
buprenorphine or methadone,  

• Additional counseling had no impact on individuals relapse rates during or after taper protocol; in 
other words, enhanced psychosocial services did not reduce the relapse rate for those placed on a 
taper,    

• Two RCTs found high engagement rates for individuals inducted on buprenorphine in the ED (71% 
to 76%) that were significantly higher than those who received a referral only or detoxification & 
referral (10% to 50%),  

• A few RCT trials used a two-phase process where individuals were re-instated on a maintenance 
dosage after the taper, resulting in a decrease rate of relapse, and  

• Individuals who remained on buprenorphine or methadone had the lowest rate of relapse in all 
comparison conditions noted in the published literature.   

Clinical Recommendations 

Based on the literature review noted in Table 1, there is no empirical evidence supporting an involuntary or 
coerced tapering protocol for individuals who are stabilized and responding to a maintenance dosage of 
either methadone or buprenorphine. Ongoing use of other drugs, such as alcohol, cocaine or 
benzodiazepines can be addressed while individuals remain on an agonist or antagonist medication. This 
literature review leads to the following recommendations before initiating a taper protocol for an individual 
who is on buprenorphine or methadone: 
 

1. All individuals need to be informed of the relapse risk as well as the increased risk of overdose that 
can occur during and after a tapering protocol; therefore, please review the risks before initiating 
the taper,  
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2. Voluntary taper protocols should be combined with extended-release naltrexone for those who have 
successfully completed maintenance treatment, to provide for extended-release prevention support; 
in addition, all voluntary protocols should include active, assertive outreach and planning for 
potential relapse (based on the education noted in the first bullet point) 

a. Most individuals who voluntarily initiate a taper protocol will relapse within 18 months 

b. Educational handouts on relapse risks should also be provided to family members to support 
the person over time 

3. Tapering protocols should not be used for individuals who are seeking D&A treatment while also 
receiving MAT; in particular, individuals on MAT should remain on their maintenance dosage of 
buprenorphine or methadone while seeking detoxification, non-hospital rehabilitation, or outpatient 
services for other SUDs, such as alcohol, cocaine or other drugs  

4. A forced or coerced taper should only be used if an individual is exhibiting a behavior that could 
increase the risk of an overdose, such as the ongoing misuse of benzodiazepines or because of a 
medical condition where ongoing agonist mediations are now contraindicated 

a. Consider daily, observed dosing or transfer to methadone treatment from buprenorphine 
treatment for individuals who are diverting their agonist medications before initiating a taper 
protocol    

5. Educate all individuals with an OUD about naloxone/Narcan and assist them in acquiring the kit 
early in the treatment process 

a. Educating family members about naloxone/Narcan is also recommended, considering that 
family and friends are the ones that will likely administer the kit in the event of an overdose 

 

Table 1: Summary of Literature Review of Taper Protocols for Buprenorphine or Methadone 

Agonist Publication Sample Results 

Literature Reviews 

Met 
Amato et al., 2013 
Cochrane review/ 
meta-analysis 

23 RCTs 
including 2467 
participants 

Majority of individuals relapse after detox – no effect 
size noted on relapse (European studies are 
included) 

Detox – 
AUD & 
OUD 

Carrol et al., 2009  
lit review 

Qualitative 
review of 
literature 

Between 20% & 40% of patients remain abstinent 
after detoxification (older review, did not separate 
OUD from AUD) 

Bup 

Dunn et al., 2011  
lit review of 
buprenorphine 
detoxification 

28 studies 
reviewed, RCT, 
pre-post & 
others 

High rates of relapse after detoxification, and the 
duration of taper did not alter the high rate; a third 
of studies included at least one follow up 
assessment – median abstinence at follow was 23% 

Met Magura et al. 2001 

30 studies 
reviewed, RCT, 
pre-post & 
naturalistic-
longitudinal 
studies 

Review on relapse rates after OTP; the authors 
concluded that the majority of individuals who leave 
OTP relapse to heroin and many return to OTP; 
most patients who initiated a taper protocol, 
disengaged from tx before completing the protocol 

Bub 
Nielson et al., 2016 
Cochrane review/ 
meta-analysis 

3 RCTs 
comparing bup 
maintenance to 
detoxification 

RR (risk ratio) was .33 favoring bup maintenance 
over detoxification in terms of tx retention and an RR 
(.19) favoring bup over detoxification in terms of 
adverse events – authors noted that the 3 studies 
were of low quality because none of the studies 
used a blinded model 
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Bup 

Terplan et al., 2018 
lit review of opioid 
detoxification during 
pregnancy 

15 studies, 1315 
pregnant 
women (1126 
underwent 
detoxification) 

Evidence does not support detoxification due to low 
completion rates and high relapse rates during 
detoxification – authors recommend MAT during 
and after delivery 

Buprenorphine Studies 

NA 

Carrol et al., 2009 
pre-post study 
involving rapid 
transfer to D&A tx 

123 patients 
(80% OUD & 
high rate of co-
occurring SUDs) 

83% entered tx after detoxification, no difference by 
diagnosis; no long-term outcomes are noted, such 
as SUD rates 

Bup 

Cushman et al., 2016 
modified replication 
of the Yale study 
(D’Onofrio et al., 
2015) 

51 – bup in ED 
& OBOT, 62 – 
detoxification 
with bup & 
referral to tx – 
sample 
included IV 
heroin users 

Individuals with an OUD in an ED were randomized 
to receive bup in the ED & handoff to an OBOT; the 
other half were randomized to a hospital detox with 
a bup taper & referred to tx after completing detox: 
71% of sample inducted with bup in the ED 
engaged in the OBOT & 10% of those who were 
detoxed with a bup taper arrived in tx after 
completing the detox; 

Bup 

D’Onofrio et al., 2017 
(follow-up of Yale 
RCT study initiating 
buprenorphine in an 
ED & transferring to 
an OBOT; D’Onofrio 
et al., 2015) 

290 of the 
original 329 
were tracked for 
12 months after 
ED 

Original study found high engagement rates to tx 
after initiating bup in the ED & transferring to MAT; 
at 2 months, the group initiated on bup in ED had 
lower substance use & higher tx retention rates than 
controls who were referred to tx without bup; 
however, the MAT tx protocol was for 10 weeks with 
a taper; at 6 & 12 months, the exp group had the 
same relapse rates as the control group & the same 
rate of engagement in tx 

Bup 
Fiellin et al., 2014 
RCT comparing taper 
vs. maintenance 

113 adults (56 & 
57 in groups) 

Taper condition included 6 weeks stabilization & 3 
weeks of taper: the taper group had a lower 
abstinence rate in trial (35% vs 53%), had higher 
opioid use after the taper (1.27 days/week vs 
.47days/week) and lower retention in the tx (11% vs 
66%); 16 patients in the taper were enrolled in 
maintenance OBOT due to ongoing relapse 

Bup 

Ling et al., 2009 
RCT of two taper 
durations for bup, 7- 
& 28-day 

7-day (255), 28- 
day (261) 

Abstinence rates are as follows: 
End of taper: 7-day (44%), 28-day (30%) 
One month post: 18% for both conditions, 
Three-month: 12% to 13% for both conditions 

Bup 
Marsch et al. 2016 
RCT (DB) of 
buprenorphine taper 

53 young adults 
with OUD 

56-day taper had better results than 28-day, 
however, over half the sample dropped out of both 
groups & majority had positive UAs – researchers 
concluded that maintenance would likely be more 
effective 

Bup 

Sigmon et al., 2013 
RCT (DB) of three 
taper protocols for 
bup followed by 
onset of naltrexone 
(oral, not IM) 

24 – 1-week 
taper, 24 – 2- 
week taper, 22 – 
4-week taper 

All participants are blind to the condition, though 
everyone received naltrexone if they remained in 
the study; 70% did not complete the trial & 
withdrew before 4 weeks, though 50% (n=11) did 
complete the 4-week taper & 8 weeks of naltrexone 
& remained abstinent for all 12 weeks 

Bup Weiss et al., 2011  
653 adults with 
OUD to 

Phase 1: brief bup (2 weeks stabilization, 2 weeks 
taper, 8 weeks support no bup): Only 6.6% 
succeeded in phase I, nearly all were enrolled in 
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two phased RCT of 
brief buprenorphine 
intervention 

prescription 
medications 

phase II which included 12 weeks of bup and longer 
taper: 49% responded well while on bup, only 8.6% 
abstained in the taper phase: counseling had no 
impact in either phase. 

Methadone Studies 

Met Calsyn et al., 2006 

30 clients – 
naturalistic 
study using 
medical records 

A slow taper protocol was attempted on 30 OTP 
patents and none completed the taper, though 4 
successfully switched to buprenorphine and one 
was able to taper off of the buprenorphine 

Met 
Kleber 1985 
RCT comparing met 
to clonidine detox 

33 adults in 
detox (18 & 15) 

Abstinent one month post detox (30%), at 3 months 
(27%) and at 6 months (30%) 

Met 

Nosyk et al., 2012 
longitudinal cohort 
(1996 to 2006) study 
of a subsample of 
OTP patients in 
British Columbia, 
Canada 

4183 unique 
clients 
accounting for 
4917 OTP 
episodes – only 
those who were 
receiving a 
decreasing 
taper were 
included 

Individuals were receiving a methadone taper (data 
from claims, so unknown if individual was in a forced 
taper) – tracked for 18 months after leaving tx.  Over 
18 months, 73% did not complete the taper and left 
(no other details provided).  Of the 1305 that did 
complete a full taper, 35% returned to D&A tx, 24% 
had at least one opioid-related hospitalization, and 
2% died.  Overall, only 13% of the sample had a 
successful post-taper outcome in 18 months, if the 
total sample of 24,000 discharges were included, 
the success rate drops to 2% (unknown what 
happened to all discharges) 

Met 

Sees et al., 2000 
RCT comparing OTP 
with an enhanced 
180 – detox with met 

91 in OTP and 
88 in 180-day 
detox 

OTP group remained in tx longer (439 vs 174), 
heroin use was lower in the OTP condition, though 
overall heroin use decreased for both groups, 
authors concluded that there was no evidence 
supporting detoxification 

Met 
Sorenson 1982 
RCT met vs. LAAM 

 
49 out of 61 were tracked for three or more months, 
4% abstinent at 3 months, 51% entered D&A tx, and 
20% entered OTP 
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