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Methodology for individuals looking for 
I used JAMA's Internet Network and tried to limit my searches to under 10 years. Although buprenorphine has only been available for about 15 years, I identified fifty articles on opiate dependence that were useful as well as federal and SAMHSA guidelines and, of course, the latest 2011 edition of Goodman and Gilman. Find a Doctors office near me that treats telemedicine patients.
Abstract
There is no abstract. The objectives are as follows:
To assess the beneficial and harmful effects of full detox using buprenorphine therapy for chronic opiate users.
Background and purpose for this Suboxone Clinic Near Me brief
There is not an opioid dependent patient that does not consider if he or she can come off opiates. They want to know how it might be done and when the care should start.  Fortunately, current medications, including the relatively new, long acting opiate, buprenorphine, allow for the safe detox of such patients, especially if their cumulative opiate use has been less than two years. After two years of opiate use, however, receptor load grows so dramatically that detox becomes harder and harder, even using new, long acting opiates like buprenorphine (SAMHSA, 2005). But after two years of abuse is unfortunately when most of them present. After five years of opiate abuse, furthermore, while high receptor loads may stabilize, neurologic and gastrointestinal damage can continue to escalate to degrees of permanence. At that point, treatment evolves beyond the mere treatment of withdrawal and often extends to encompass care for permanent gastrointestinal and neurologic sequelae unfortunately best treated with long acting opiates themselves (Brunton et al., 2011). Clearly, if opiate use goes past the ten year mark, current data suggests that it would be impractical if not unsafe to attempt to detox these patients off opiates altogether(O'Brien, 2008).
So if under two year users should come off opiates entirely and the over ten year users should not, the clinician caring for the five to ten year user teeters on extremely unsteady ground, unable to decide whether to detox fully or not (Farag, 2008). Maintaining the five year user unnecessarily puts the patient at risk for years of unneeded care after reaching the ten year mark. Yet detoxing fully the five to ten year adult may put the patient at great risk for potentially disastrous outcomes ranging from suicidal depression to death (Brunton et al., 2011). This poorly understood gray zone must be addressed formally in order to set guidelines, create realistic goals, design protocols, and avoid dangerous miscalculations and false hopes. The following summary of the literature reviews current guidelines that may help the clinician in assessing whether or not the five to ten year opiate user should be entirely removed from opiates at all plus suggests treatment options that should be considered if detox in this high risk group is to be successful.
 
Compliance:
There needs to be an emphasis on not only ordering adjunctive medication and therapy, but monitoring and documenting to ensure that the non-opiate prescriptions were filled and started and that non-pharmacologic physical therapies were pursued, secured, and implemented (SAMHSA, 2005). Only by documenting compliance with non-opiate care can assurance can be made that the ancillary support was actually done and worked or failed (O’Connor, 2010). And if massage, say, failed, perhaps the therapist providing it was not a good fit, or the duration of therapy was wrong. So much can be revised to better optimize non-opiate care with an ever watchful eye to making the next similar, identical, or new taper work even better.

Education:
The patient must know that, while there is always a real risk of producing malaise with the process of lowering opiates, malaise can almost always be treated (Hall et al., 2008). Because there is always a risk of depression, lines of communication should guarantee that it can be addressed at any time (O'Keefe, 2003). But even if the doctor on call is not always speedy to respond, patients must be educated to never make upward adjustments on their own (O'Connor, 2005). While increasing opiates can and regularly does lead to death, a lack thereof rarely kills any one (Kleeber, 2002).
A working knowledge of the many downsides to staying on opiates unnecessarily must be taught in order to create a sense of urgency in the detox process. Awareness that a ten year mark approaches with a highly poor prognosis for full detox needs to be heightened if care is to be honest and effective (Kleeber, 2008). The current internet focus on the dangers of opiate withdrawal must see a shift toward the dangers of staying on opiates instead (Krantz et al., 2002). The internet is filled with education provided by street suppliers, foreign and domestic, highly threatened by the advent of new modalities of successful detox. Internet models of opiate dependence range from dated theories on replenishment teaching a need to get back on opiates when they run out instead of the receptor models modern psychopharmacology continues to refine. Patients must be cautioned against their internet sources' reliability (Hall et al., 2008).

Stress:
A dysfunctional relationship, a bad job; great news about a loved one graduating from college -- all of these are stressors driving up opiate use in these patients (Butcher et al., 2010). Lowering if not eliminating something of stress with permanence will make a repeat taper that failed before an entirely different event the next time it is attempted, and subsequent success can be associated with even the merest of change.

Access:
Moving the opiate dispensing role onto a loved one like a mother, father, or spouse takes away the "I-like-to-take-pills" factor that opiate users do not deny out of the equation. Clearly easier with the long half life opiates because of once or twice a day dosing, even bank vault storage is possible in the patient continually "losing" their medications (Hayes & Brown, 2012).
Non-opioid medications:
The first generation SSRI Paxil lowers opioid catabolism and thus facilitates detox from opiates (Rokhlina et al., 2007). The anti-emetic, mildly anti-psychotic promethazine (Phenergan) augments opiate strength and thus allows for opiate dose reduction (Brunton et al., 2011). Cocktails of NSAIDs in combination with muscle relaxants like Flexeril and Soma are being used in prisons that do not allow opiates of any kind, long acting or otherwise, to stabilize if not detox opioid dependent inmates with anecdotal success (Chandler et al., 2009). Clonidine, long known adjunct in opiate detox, has yielded success either alone or combination with other agents (Collins et al., 2005).

Co-abuses:
The details on substances abused in the past should be secured at a thorough intake assessment (SAMHSA, 2005). Alcohol dependency often precedes the years of opiate abuse in either group. The looming threat that they may return to alcohol is ever-present, and these patients are high risk (Hasin et al., 2011). If caught early, traditional opioid dependence can be managed effectively with a treatment opiate like buprenorphine which may prove to reduce or even eliminate any alcohol cravings as well (Ling et al., 2010; Heinz et al., 2005).  The simultaneous abuse of alcohol with opiates with benzodiazepines, although not the rule fortunately, makes detox particularly difficult. Many combination benzo/opiate users feel particularly enabled to take both types of medications because their well intentioned but unread psychiatrist is prescribing them (Hayes & Brown, 2012). But hope and education make these patients surprisingly easy to treat if not fully detox. They want off, and are gratified when a physician finally steps forward to start reducing the pharmacopeia.
While marijuana famously offsets many of the discomforts of immediate opiate withdrawal (Tsuang et al., 1998), no evidence exists to suggest that it can help detox a five year user off opiates altogether. Cigarette smoking too has been known to increase opioid catabolic metabolism, thus driving up opiate use (Krantz & Mehler, 2004). Alcohol abuse makes opiate abuse all the more risky to continue, making opiate cessation all the more desirable (Hasin et al., 2011). Newer agents like buprenorphine have been shown to lower cravings for both alcohol and opiates in the poly-substance abuser (Brunton et al., 2011).
Weight:
Weight loss in the obese using non-impact exercise and eating modification curbs opiate pharmacokinetic demands (Brunton et al., 2011). Weight loss in the obese guarantees a reduction in opiates not only because smaller patients need less medication, but also because joint and back pain is reduced (Rosenblum et al., 2003).

Exercise:
Fat reduction also optimizes detox conditions. Exercise, along with modalities like Bickram and other forms of yoga as well as healthier eating, lowers fat lowers unnecessary body weight that will otherwise heighten perception of pain and thus opiate demands (Marsch et al., 2005). Increasing exercise in and of itself has long been associated with the successful removal of exogenous opiates because of the release of endogenous body opioids known as endorphins (Brunton et al., 2011).

Health:
Wellness derived from fully controlled blood pressure, diabetes, and non-euthyroid states makes opiate detox not only easier but safer. All aspects of medical, mental, and social wellness ranging from fully treated illnesses in every organ system to a healthy sex life will help a patient lower opiate requirements (Meston & Frohlich, 2000).

Sleep:
Optimizing sleep facilitates the tapering of opiates. Poor sleep increases catecholamines, driving up physiologic opiate requirements including the perception of pain (Redline et al., 2004). Increasing sleep in the non-sleep disorder patient may also lower opiate demands and thus help detox (Brunton et al., 2011). Inducing good quality REM sleep at bedtime isn't just a matter of taking medication. Hour of sleep habits like smoking must be identified and revised. Smoking tobacco has a stimulating effect and cannot be allowed at bedtime (Wilens et al., 2008). Naps, if there is no history of insomnia, are part of a restful lifestyle and will allow for improved tolerance to minimizing opiates (Rosenblum et al., 2003).

Counseling:
Studies continue to prove that intensive in-patient and out-patient counseling is required by opiate dependent patients (Weiss et al., 2011). The higher risk five year user must maintain this therapy regularly whether their plan is maintenance or complete detox. It is in the patient's best long term interest to resolve maladaptive thoughts and behaviors that stimulate opiate dependance (Butcher et al., 2010).

Physical Therapy:
Literally dozens of licensed and non-licensed adjuncts are available to assist in detoxing opiate dependent patients including the higher risk, five year user.  Non-pharmacologic modalities including physical therapy like acupuncture, massage, and countless others, assist with not only stress management, but also optimize the results of weight therapy, smoking cessation, and sleep reform (Feather, 2012).

Motivation:
Motivation of the client to change must begin with a commitment of the physician to change (Wakefield, 2004). The motivation of the patient and doctor alike will improve treatment outcomes when either dose lowering or complete detox is chosen as the course of action. However it is important to keep in mind that many five year or even less users have no interest in coming off the detox medication because, off label, they effectively treat their chronic anxiety or chronic depression or ADD or a combination of these disabling disorders. As aforementioned, there are possible advantages of a single medicine like buprenorphine over a pharmacopeia for these disorders: less tolerable drugs, greater long term side effects including well documented reduction of response to many of them with time. The physician and the patient must have a well formulated meeting of the minds. Motivation for the plan to detox, if that be the case, must be very deliberate and very shared with doctor and client for tapering to work as well and safely as it possibly can.
Tools now confirmed to assist in opiate detox range from smoking cessation, weight loss, non-opiate medications including Paxil, Phenergan, clonidine, muscle relaxants and NSAIDs to lower opiate need, non-opiate medicine including blood pressure and cholesterol treatments, and non-opiate psychiatric prescriptions to treat depression, anxiety, and ADD.

Conclusion
In conclusion, the medical literature supports that at least switching five year opiate dependent patients that want to come off opiates altogether over to buprenorphine at least represents progress because it has been shown to be a safer opiate than the rest (Woody et al., 2008).
Should a realistic prognosis for fully detoxing the five to ten year opiate user be considered poor? It varies from patient to patient. But if chances for complete removal from opiates of the five to ten year opiate user are to be optimized, a buprenorphine preparation like Subutex or Suboxone must be considered SAMHSA, 2005).
Type A personalities can receive a better prognosis for success when attempting to come off reliance on opiates (Sees et al., 2000). Chronic anxiety and major depressive patients should be discouraged from full detox especially if there is any suicidal history (Hall et al., 2008). These clients should be reassured in the safety of remaining on a long-acting opiate especially if previous pharmacopeia was either extensive, ineffective, or associated with any end organ risk.
A growing body of evidence exists supporting the need to make a safe attempt at fully tapering five year opioid dependent patients off all opiates altogether.

Discussion
Opiate dependence is accelerating in all population groups. On the rise in even childhood populations, the full removal from opiate addiction remains the focus of the growing body of medical literature. The care for the opiate dependent adult varies from maintenance, especially with regard to chronic pain patients, to full detox off any form of opiate reliance. The decision for which extreme of care the patient does receive is heavily influenced by patient demands and an unfortunate and growing pharmaceutical ignorance in opiate prescribers. Instead, the decision for what kind of care the patient should receive should more appropriately be influenced by a working knowledge of evidence based care and prognosticating co-morbidities available to all physicians today.
Chronic pain, chronic anxiety, and major depressive patients who have become dependent on opiates for five years are clearly the exception and should strongly consider with the guidance of an expert clinician staying on long half life opiates like buprenorphine for life. In contrast, all other five year users should consider at least trying to fully detox with an expert physician. While no formal compendium on the matter of actual candidacy exists dictating the capability of a patient to detox from opiates with long term success, the evidence and therapeutic modalities now available seems overwhelmingly in favor of at least trying to safely detox the gray zone five year user as soon as possible.
Within the limits of current available data, of all the grey zone group of five year users, all should attempt detox off all opiates altogether as soon as possible as long as there is no history of chronic pain, chronic anxiety, major depression, or dependent personality disorder. The dose should be lowered to the least effective dose as soon as possible in all patients choosing maintenance over detox. Maintenance patients should be watched closely for tolerance and response with a great focus on stability in all parameters of health including weight. Detoxed patients should be followed well after the final tapers for any subtle signs of atypical headaches and sleep disturbance that may indicate that physiology has been disturbed with greater permanence than expected by the five years of opiate use.

