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Objectives 

Understand	  the	  use	  of	  
Fentanyl	  as	  a	  transi;on	  from	  
full	  agonist	  to	  par;al	  agonist	  

Understand	  the	  
pharmacology	  of	  a	  par;al	  

agonist	  

Understand	  the	  risks	  of	  using	  
Fentanyl	  



Scope of Issue 

Pa;ents	  Affected	  
•  Late	  teens	  to	  early	  30s	  
• Male	  >	  Female	  	  
• Mostly	  oral	  opioid	  addicted	  pa;ents	  

Downfall	  of	  standard	  pathway	  
• Need	  to	  “detox”	  to	  switch	  over	  
• High	  risk	  of	  relapse	  with	  any	  withdrawal	  



Full	  Agonists:	  Compounds	  that	  are	  able	  to	  elicit	  
a	  maximal	  response	  following	  receptor	  

occupa;on	  and	  ac;va;on	  

Par3al	  Agonists:	  Compounds	  that	  can	  ac;vate	  
receptors	  but	  are	  unable	  to	  elicit	  the	  maximal	  

response	  of	  the	  receptor	  system.	  

Full	  Antagonist:	  Compounds	  that	  are	  able	  to	  
block	  all	  response	  following	  receptor	  

occupa;on	  

Pharmacology 



Sufentanyl	   Fentanyl	   Oxymorphone	   Hydromorphone	   Methadone	   Morphine	  

Full agonist (in order of affinity) 



Nubaine:	  	  

• Nalbuphine	  belongs	  to	  the	  agonist-‐antagonist	  group.	  This	  exerts	  its	  analgesic	  ac;ons	  by	  
agonis;c	  ac;vity	  at	  opioid	  kappa	  (“κ”)	  receptors.	  It	  possess	  opioid	  mu	  (“μ”)	  receptor	  
antagonis;c	  ac;vity	  leading	  to	  less	  abuse	  poten;al	  (and	  unwanted	  withdrawal).	  	  

Stadol:	  	  

• Butorphanol	  exhibits	  par;al	  agonist	  and	  antagonist	  ac;vity	  at	  the	  μ	  opioid	  receptor,	  as	  well	  
as	  compe;;ve	  antagonist	  ac;vity	  and	  par;al	  agonist	  ac;vity	  at	  the	  k	  opioid	  receptor.	  

Buprenorphine:	  	  

• Buprenorphine	  is	  considered	  a	  par;al	  μ-‐opioid	  agonist	  displaying	  high	  affinity	  for	  and	  slow	  
dissocia;on	  from	  the	  μ-‐opioid	  receptor.	  

Partial agonist/agonist-
antagonist 



Narcan:	  	   Nalaxone	  

Vivitrol:	  	   Naltrexone	  

Antagonist 



Detox	  or	  
weaning	  from	  
full	  agonist	  

1-‐3	  days	  of	  no	  
medica;on	  

Start	  on	  
Buprenorphine	  

Typical opioid “flip”  



Determine	  
morphine	  

equivalent	  dose	  
of	  fentanyl	  

Place	  patch	  

For	  short	  ac;ng	  
opioids	  3	  to	  6	  

days	  is	  sufficient	  
for	  clearance	  

For	  methadone	  
it	  may	  take	  up	  to	  

3	  weeks	  

Fentanyl Bridge 



Remove	  Fentanyl	  
patch,	  wash	  with	  
soapy	  water	  

Give	  2	  mg	  
Buprenorphine	  SL	  or	  
place	  Butrans	  patch	  

Watch	  for	  30	  min,	  if	  
no	  WD	  then	  send	  

home	  to	  take	  first	  full	  
dose	  upon	  subjec;ve	  
signs	  of	  withdrawal	  

If	  withdrawal	  
symptoms	  give	  full	  8	  

mg	  

Induction 



Of	  the	  54	  flips	  ahempted	  for	  short	  ac;ng	  opioids	  all	  completed,	  however	  pa;ents	  
with	  greater	  than	  90	  mg	  of	  methadone	  have	  had	  mixed	  results	  

We	  now	  use	  it	  as	  a	  “standard”	  op;on	  

Works	  great	  for	  pa;ents	  in	  the	  hospital	  

• Can	  discharge	  on	  fentanyl	  and	  start	  Buprenorphine	  on	  first	  out	  pa;ent	  visit	  

We	  now	  use	  it	  for	  pregnant	  pa;ents	  as	  well	  

Data 



Not	  considered	  
standard	  of	  care	  

•  Pa;ents	  should	  be	  apprized	  of	  the	  risks,	  benefits	  and	  alterna;ves	  
•  Close	  monitoring	  is	  required	  

Fentanyl	  has	  
abuse	  poten;al	  

•  If	  pa;ents	  previous	  drug	  of	  choice	  then	  not	  a	  great	  med	  
•  If	  pa;ent	  is	  an	  injector	  then	  use	  Mylan	  brand	  patch	  
•  If	  pa;ent	  is	  an	  oral	  abuser	  then	  the	  liquid	  brands	  are	  preferred	  
• Write	  for	  1-‐2	  patches	  at	  a	  ;me	  

Risks 



Case 



Question 
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