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Learning Objectives 

✧ Review epidemiology of OUD and MOUD as standard of care
✧ Explore regulatory and insurance issues
✧ Review diagnosis and assessment of OUD
✧ Develop appropriate medication initiation strategies
✧ Troubleshoot common problems in early treatment
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Reframing the perception of buprenorphine prescribing

A high-risk medication 
requiring specialized 

training and integrated 
behavioral health to 

prescribe

A very safe, effective 
medication that is the gold 
standard treatment for a 
deadly disease, that all 
prescribers should be 

comfortable prescribing

OLD NEW



The Waiver is Gone!!!
• All prescribers authorized to prescribe 

schedule 3 narcotics can prescribe 
buprenorphine for OUD or pain

• No limits on numbers of patients 
• No requirement to refer for counseling
• No educational requirements (but 8 hour 

waiver course does meet the DEA MATE 
act requirements)

NO EXCUSE NOT TO PRESCRIBE THIS 
LIFESAVING MEDICATION!



Every day of BUP treatment is helpful

• All providers should be comfortable in the basics of MOUD
• Lack of follow-up arrangements are not a contraindication to 

prescribing BUP
• Warm handoff always preferred when possible

• Aways provide SLBUP Rx on discharge (minimum 1 week)
• Every day that a patient takes BUP reduces their risk of overdose

•Not prescribing MOUD is NOT following standard of care 
guidelines and results in worse outcomes



Who Should Rx BUP?
• PCPs: chronic OUD treatment, bridge Rx, COT for pain
• OB: all pregnant pts with OUD
• ED: all pts with OUD, all overdoses, opioid WD , prehospital OD/WD
• Hospitalist: all pts with OUD, WD management, COT pts
• Surgeons: post-op pain in patients with OUD for pain control 
• Pain management: switch from full opioid agonist to SLBUP
• Peds: adolescents with OUD
• Palliative care: pts with SUD hx or side effects from COT
• Any specialist: to bridge patients with OUD to chronic care

COT= Chronic Opioid Therapy for Pain



ASAM 2019



9

DSM-5 Criteria for SUDs

APA, 2013



100,000 Overdose deaths
In 2020 = 30% increase

#1 cause of death under age 50



Overdose risk the 
first 2 weeks after 
leaving treatment 
is 10 times higher

MAT can reduce death rates by 80%





Laura Kehoe, MD Mass General Bridge Clinic



Laura Kehoe, MD (MGH Bridge clinic))



Mortality rate after 1st Heart attack 
is about 7% at one year

We would never send a patient home without a statin, which 
reduces mortality by 22%



Mortality rate after 1st Heart attack 
is about 7% at one year

We would never send a patient home without a statin, which 
reduces mortality by 22%

Mortality rates after first overdose 
are 7-15% at one year

However, patients are routinely sent home without MOUD, 
which reduces mortality by 80%





Minimal respiratory depression
even in opioid naïve patients



FORMULATIONS OF 
BUPRENORPHINE

Buprenorphine/naloxone 
SL/buccal films (Generic/brand, 
many strengths)

IV Buprenorphine

Buprenorphine/naloxone
Sl tabs (generic/brand)

Brixadi
Weekly/monthly SQ 

injection, various doses

Buprenorphine SL tab
(for pregnancy, 2 & 8mg)

Sublocade
Monthly Buprenorphine SQ depot injection

(Transdermal and Buccal Buprenorphine products used for 
chronic pain (Butrans/ Belbuca) are general considered 

too low dose to be used for OUD, not legal)



Naloxone is included in buprenorphine products as an 

abuse deterrent

Is has minimal absorption and no clinical effect when used as 
directed sublingually (it does not alter the effectiveness of the 
medication or cause precipitated withdrawal or block opioids)

It only has action if the product is misused 
(injected or smoked)

Prescribing this combination product reduces diversion risk 
3-6 fold compared to plain buprenorphine products 



Advantages of SL buprenorphine films

• Can be cut to easily adjust dosage (to make 0.5 
mg from 2mg film)

• Abuse deterrent formulation

• Generic and widely available

• Easy to count and transport (individually 
wrapped)



Formulations of Buprenorphine 
NOT allowed for OUD/WD outpatient

•Butrans (transdermal, pain only)
•Belbucca (buccal, pain only)
•IV BUP
•It is illegal to use any other opioid agonist to 
treat opioid withdrawal in the outpatient 
setting

•ALL forms of BUP and all opioid agonists may 
be used in the inpatient/ED setting to treat 
withdrawal



Initial Assessment

• A patient history: medical (comorbid pain, anxiety, 
insomnia, Hep C) and psychiatric history, a substance use 
history (type, route, quantity, treatment hx) and an 
evaluation of family and psychosocial supports (home, 
transportation, legal) 

• Access the patient’s prescription drug use history through 
the state’s Prescription Drug Monitoring Program (PDMP) 
to detect unreported use of other medications, such as 
sedative-hypnotics or alcohol, that may interact adversely 
with the treatment medications.

https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf 

https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf


Initial Assessment
• A physical examination that focuses on physical findings 

related to addiction and its complications.  (heart murmur, 
track marks, skin infections)

• Laboratory testing to assess recent opioid use and to 
screen for use of other drugs. 
• Urine drug screen (send out confirmation for fentanyl 

and alcohol metabolites) 
• Pregnancy test 
• CMP
• Hepatitis B and C (Hep panel) and HIV 
Providers should not delay treatment initiation while 

awaiting lab results 

https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf 

https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf


Important Points to Review With the Patient
 
• Understand that discontinuing buprenorphine increases 

risk of overdose death upon return to illicit opioid use. 
• Know that use of alcohol or benzodiazepines with 

buprenorphine increases the risk of overdose and death 
(but is NOT a contraindication to BUP).

• Understand the importance of informing providers if they 
become pregnant. 

• Tell providers if they are having a procedure that may 
require pain medication. 

https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf 

https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf


https://bridgetotreatment.org/reso
urce/buprenorphine-what-you-nee
d-to-know/ 

https://bridgetotreatment.org/resource/buprenorphine-what-you-need-to-know/
https://bridgetotreatment.org/resource/buprenorphine-what-you-need-to-know/
https://bridgetotreatment.org/resource/buprenorphine-what-you-need-to-know/


Lower 
dose 
BUP is 
NOT 
better

ASAM 2020 guidelines recommends 
minimum 16 mg/day for those in early 
recovery

Doses 16 mg+ have superior retention 
in treatment and abstinence (24 mg 
has best retention) 

Fentanyl blockade requires minimum 
16mg/day (higher is better)



https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2809633?utm_source=For_The_Medi
a&utm_medium=referral&utm_campaign=ftm_links&utm_term=091823



Dosing Frequency
Buprenorphine has a slow dissociation rate from the mu opioid 
receptor, which gives rise to its prolonged suppression of 
opioid withdrawal and blockade of exogenous opioids 
(24-48 hours). 
• Once daily dosing for control of drug cravings and 

withdrawal
• Most patient prefer BID-TID
• Relatively short analgesic duration(6 hours)
• QID dosing for pain control 



Dosing instructions
• Wet mouth first, avoid smoking before 

dose
• Dissolve under tongue for 15-20 mins 

(tabs or films)
• No talking, eating, drinking, smoking
• Spit out excess saliva (swallowing can 

increase nausea)
• Rinse and spit after finished
• Peak effect in 1-2 hours



Common BUP Side Effects

•Nausea
•Headache
•Sweating
•Edema (XBRUP)
•Oversedation/dizziness
•Constipation (chronic)



Precipitated Withdrawal
•Precipitated withdrawal can occur due to replacement 
of full opioid receptor agonist (heroin, fentanyl, or 
morphine) with a partial agonist that binds with a higher 
affinity (Buprenorphine).

•Typically occurs 30-60 mins after SLBUP dosed
• Symptoms are similar to severe opiate withdrawal
•Avoid by ensuring adequate withdrawal before 
induction (COWS > 12; Fentanyl may require higher 
COWS score)













Ask about previous experience with BUP
•Helpful for cravings? What dose worked best?

• Initiation well tolerated:
• Proceed with standard initiation

•Experienced Precipitated withdrawal:
• How long did they wait? 
• What dose did they take? 
• Did they succeed with initiation?
• Consider high dose or low dose overlapping start
• Consider pre-medication with ondansetron 4-8 mg and clonidine 0.2 

mg





At home withdrawal assessment
•Wait 12-24 hours after last opioid use 

•Wait until you have at least 4 WD sxs
• Rhinorrhea, sweating, tearing, N/V/D, abd cramping, myalgias, 

goosebumps, restlessness, yawning, anxiety

Wait until you can’t wait anymore!



Standard BUP initiation 
•Wait until in moderate WD
•Start with 8 mg SL 

(2-4 mg in patients with low levels of tolerance)
•Repeat 4 mg every 2 hours as needed up to 16 mg on day 1
•Consider increasing to 24 mg/day is needed to control 

symptoms 



Common Rx at First Visit
• Buprenorphine/naloxone 8/2 mg tab or film, as directed, max 16-24 

mg/day, dispense #14-24 
• Ondansetron 8 mg ODT, ½ SL tid prn, disp #12
• Clonidine 0.1 mg, 1-2 tid prn restlessness and sweating, disp #30
• Naloxone nasal spray kit (refill X3)
• Ask about most bothersome WD sxs and consider Trazodone 100 

mg qhs for insomnia, Tizanidine 4mg qid for spasms, ibuprofen 800 
tid for pain, Imodium 2 qid for diarrhea, hydroxyzine 50 mg tid for 
anxiety

• Order XRBUP to be shipped to office (300 mg)



Low Dose Overlapping 
Buprenorphine Initiation

 (AKA Micro-dosing)



• Allow patients to continue the full opioid agonist as 
starting small doses of buprenorphine

• Start with small doses of buprenorphine to gradually 
displace full opioid agonist

• Gradually increase amount of buprenorphine patients 
receive

• Continue full opioid agonist during induction period
• Stop full agonist as tolerated after buprenorphine 

maintenance dose achieved (16+ mg)
• Limited evidence, mostly case series reports

Basics of Micro-dosing Buprenorphine Induction



When to 
consider 
Micro-dosing?

Transitioning from methadone 
to buprenorphine

Chronic fentanyl use

Patient with severe acute pain 
and OUD

Previous failed attempts at 
induction due to PW





High-Dose 
Buprenorphine 

Initiation
(AKA: Macro-dosing)

 







https://bridgetotreatment.org/resource/rapid-guida
nce-for-patients-starting-buprenorphine-outside-of
-hospitals-or-clinics/ 

Our 
Default 
Protocol

https://bridgetotreatment.org/resource/rapid-guidance-for-patients-starting-buprenorphine-outside-of-hospitals-or-clinics/
https://bridgetotreatment.org/resource/rapid-guidance-for-patients-starting-buprenorphine-outside-of-hospitals-or-clinics/
https://bridgetotreatment.org/resource/rapid-guidance-for-patients-starting-buprenorphine-outside-of-hospitals-or-clinics/


Additional 
buprenorphine 
doses are the 
treatment of 
choice for 
precipitated 
withdrawal

http://www.emdocs.net/buprenorphine-pr
ecipitated-opioid-withdrawal-tips-for-prev
ention-and-management-for-the-emergen
cy-clinician/



If you experience precipitated withdrawal:

•Immediately take 16 mg of Buprenorphine (2 strips or tablets) 
dissolve under tongue for 20 mins.  You may repeat 8-16 mg of 
buprenorphine again in 1-2 hours if needed (max 40 mg)

•Take Ondansetron 4-8 mg dissolve under tongue for nausea

•Take Clonidine 0.1 mg 1-2 tabs every 4 hours for restlessness and 
sweating 

Other comfort meds as needed: tizanidine, hydroxyzine, trazodone, 
gabapentin, ketamine/benzodiazepines/hydromorphone (inpatient)



Treating Naloxone 
Induced Precipitated 

Withdrawal



Advantages of Monthly Injectable Buprenorphine
In Remote Native Alaskan Villages

No concern for diversion
Diversion concerns and stigma around sublingual buprenorphine can be a huge barrier to 

patient access as providers/clinic administrators are hesitant to offer this treatment 
Monitoring medication compliance can be very difficult in remote locations

Not easy to access facilities for random medication counts and urinalysis

Reduces risk of withdrawal and relapse related to Rx interruption
Mail delivery in the bush can be frequently interrupted due to weather holds and other 

logistical concerns (reduced flights during COVID) that can result in Rx refills not arriving on 
time, leading to acute withdrawal which can trigger relapse and overdose

Flexible dosing q4-6 weeks, slow reduction in levels reduces withdrawal sxs

Excellent and long-lasting opioid blockade 
Provides protection from overdose, even for patients with extended lack of clinic access such 
as those in fishing industry or who may become incarcerated, reducing risk of overdose in this 

remote population



Monthly XR 
Buprenorphine

Who would 
benefit?

Patients who would benefit from bup but 
have difficulty taking daily medications

Patients with high risk of overdose
Patients at risk for med interruption 

Patients with limited transportation or who 
cannot reliably attend appointments

Patients with a high diversion risk

Patients who like flexible dosing (Once every 
4-6 weeks)

Patients who cannot tolerate SL bup/nlx due 
to nausea/taste



• When ordered as a prescription for a patient from the specialty 
pharmacy. 
https://www.insupport.com/specialty-product/specialty-pharmacy-loca
tor  XRBUP arrives as “Patients own medication” and it is the property 
of that patient, it cannot be used on another patient or transferred to 
another clinic. 

• Clinic REMS certification NOT required to order
  
• It has already been paid for by insurance when it ships to your office 

(clinic needs to pay co-pay when ordering it)

• It may not be in possession of patient at any time

• DEA compliant storage is locked box in a locked fridge in a locked room

• Track/record inventory and dispose after 45 days if not used 

https://www.insupport.com/specialty-product/specialty-pharmacy-locator
https://www.insupport.com/specialty-product/specialty-pharmacy-locator


Somnolence and nausea 
common with first 

injection, increase Bup to 
16+ mg/day prior to first 
shot to reduce this, Rx 

antiemetics

Needing supplemental sl 
bup is very common the 

end of month 1 and 
sometimes month 2 (levels 

dropping)

Injection site reactions in 
about 10% of patients, 

usually not severe enough 
to stop therapy, less 

common with 100 (smaller 
volume)

Don’t hesitate to go back 
up to 300 for patients who 
feel poorly at 100, stay at 
300 for patients at risk for 

injecting fentanyl

Provide adequate 
anesthesia (EMLA/injected 

lidocaine), and have ice 
pack ready post injection

Reassure patients that 
over 6-12 months that 

over 80% of patients are 
highly satisfied with 

Sublocade therapy and 
prefer it to daily dosing

After cessation levels with 
drop slowly providing 

“gentle taper” for most 
patients 

Avoid in 1st trimester 
pregnancy (due to a 

component in the gel)

Too superficial 
(intradermal) can result in 
skin necrosis/extrusion of 

gel

XRBUP(Sublocade) Pearls



Telemedicine Intakes

• First visit via tele-med (same day when possible)
Reduces no-show rates
Over half via telephone only

• Review treatment options and discuss patient goals

• Provide SLBUP initiation instructions and Rx (Traditional, low-dose overlapping, high 
dose starts) and prescribe supportive meds and naloxone

• Counsel to come to in person visit in 1 week even if failed to initiate SLBUP

• XRBUP takes 3-6 days to ship (tele-med 1 week prior to injection appt) 



Maintenance therapy 
• Check PDMP regularly to ensure prescriptions are filled, and to check other 

prescriptions. 
• Order urine drug testing (UDT) and consider confirmatory testing for unexpected 

results. UDT can facilitate open communication to change behavior. 
• Ask about how patient is taking their meds 
• Discuss cravings and what triggers them
• Discuss side effect management
• Adjust dose as needed to control cravings
• Address co-morbid disorders 
• Initial weekly visits until use extinguished, then q2wk, monthly for long term 

stable patients 



Even 3 years into treatment, patients that stay on their 
medication have 2/3 less relapse

5 years in have ½ the relapse rate



Co-occurring Disorders
•Most patients with OUD will have co-occurring disorders
•Many patients report substance use to self medicate
•Uncontrolled  symptoms trigger return to use
•Offer non-narcotic treatment of depression/anxiety, 

chronic pain, insomnia
•Offer referral to psychosocial support



Psychosocial Support comes in many forms

• Individual or group counseling
• Mutual support groups (AA/NA)
• Online support groups (SMART recovery)
• Peer support
• Motivational Interviewing during medical appointments
• Contingency management
• Mobile messaging/text support/apps





Refer the patient for more intensive or specialized 
services if office-based treatment with buprenorphine 
or naltrexone is not effective, or the clinician does not 
have the resources to meet a particular patient’s needs. 
Providers can find programs in their areas or 
throughout the United States by using SAMHSA’s 
Behavioral Health Treatment Services Locator at 
https://findtreatment.samhsa.gov/  

https://findtreatment.samhsa.gov/


Laura Kehoe, MD (MGH Bridge clinic))



When to Consider Taper?
•Patient Insists (for the right reasons)
•Relapse free for a year
•Stable housing, job, family life
•No major stressors (legal, financial)
• Stable Mental Health
•Actively engaged in strong recovery network

TAPER SHOULD ALWAYS BE PATIENT 
INITIATED



We work to counsel patient AGAINST 
discontinuation:
•During Pregnancy/postpartum
•During high stress times
•During surgery/hospitalization
•Due pressure from family/friends  
•Because they “don’t need it anymore”



Summary
• All providers should be comfortable in the basics of MOUD (not prescribing 

BUP when indicated is not following standard of care for this deadly 
disease), Aways provide SLBUP Rx on discharge or transfer of care 
(minimum 1 week)

• BUP is a very safe medication with almost no contraindications to 
prescribing

• Offer flexible medication initiation options based on patient’s previous 
experience with SLBUP

• Every day that a patient takes BUP reduces their risk of overdose
• Higher doses are more effective at reducing use and blocking fentanyl
• Patients who are most successful in reducing return to use take BUP for >2 

years



Resources
• Bridge to treatment: practical tools, algorithms, patient education 

https://bridgetotreatment.org/tools/resources/  

• SAMHSA Buprenorphine Quick Start Guide 
https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf 

•  ASAM Clinical Considerations: Buprenorphine Treatment of Opioid 
Use Disorder for Individuals Using High-potency Synthetic Opioids  
https://journals.lww.com/journaladdictionmedicine/Fulltext/9900/
ASAM_Clinical_Considerations__Buprenorphine.212.aspx 

https://bridgetotreatment.org/tools/resources/
https://www.samhsa.gov/sites/default/files/quick-start-guide.pdf
https://journals.lww.com/journaladdictionmedicine/Fulltext/9900/ASAM_Clinical_Considerations__Buprenorphine.212.aspx
https://journals.lww.com/journaladdictionmedicine/Fulltext/9900/ASAM_Clinical_Considerations__Buprenorphine.212.aspx

