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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



Financial Disclosures

• I have no financial conflicts of interest to disclose

• I am currently employed by the Ninilchik 
Traditional Council 

• I work as a treatment consultant for the Opioid 
Response Network in Alaska, ANTHC, as well as for 
other non-profit agencies. 



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



NO EXCUSE NOT TO PRESCRIBE THIS 
LIFESAVING MEDICATION!





ASAM 2019



8

DSM-5 Criteria for SUDs

APA, 2013

Presenter Notes
Presentation Notes
Speaker Notes:Key Point: For a DSM diagnosis of SUD, the individual has to meet criteria in the following areas:Loss of control of use;Physiologic changes, and Continued use despite negative consequences, with several specific diagnostic criteria in each category as shown above A disorder is not diagnosed if only tolerance and withdrawal are present, without distress or impairment, since this can occur with many medications used as prescribed



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-
30 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 Aspirin or 
statin, which reduce mortality by 22%



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

We would never send a patient home without Aspirin or 
statin, which reduce 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%





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)





Initial Assessment
• A patient history: medical and psychiatric history, a substance use history, and 

an evaluation of family and psychosocial supports. 
• 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.

• 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 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-
need-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/


Minimal respiratory depression
even in opioid naïve patients



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

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



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). 























Wait until you can’t wait anymore!







Low Dose Overlapping 
Buprenorphine Initiation

 (AKA Micro-dosing)



Micro-dosing (ultra-low dose overlapping BUP 
starts) allows patients to start taking their 
buprenorphine without first having to stop 
their full opioid agonist and without having to 
experience prolonged periods of withdrawal 
symptoms prior their first dose.  
This is accomplished by starting with very low 
doses of buprenorphine ( 0.5 mg or less) 



• 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-
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/
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-
precipitated-opioid-withdrawal-tips-for-
prevention-and-management-for-the-
emergency-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



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 medication initiation instructions and prescribe supportive meds and naloxone

 Traditional, low-dose overlapping, high dose starts

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

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







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

5 years in have ½ the relapse rate





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”



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://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
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