
Init iat ing Buprenorphine in
the Emergency DepartmentF A Q

Get  everyone  on  board ,  f rom  regist rat ion  to  the  pharmacy  used  at  discharge .  Often  the  f i r s t  step  to

changing  the  culture  i s  changing  the  language  we  use  when  discuss ing  the  care  of  people  l i v ing  with

OUD .  Some  other  key  steps  for  culture  change  inc lude  promoting  harm  reduct ion  pract ices  ,  avoiding

negat ive  labels  for  people  who  use  drugs ,  post ing  s igns  inv i t ing  pat ients  to  seek  t reatment  in  the  ED

and  wait ing  areas ,  and  pract ic ing   pat ient -centered  t rauma - in formed  care  that  focuses   on  empathy  and

human  connect ion .  Highl ight  some  successes  also  so  the  staf f  see  that  thei r  t reatment  helped .   

H o w  d o  w e  c h a n g e  c u l t u r e  i n  a  h e a l t h c a r e  f a c i l i t y  a n d  E D ?

The  t radit ional  dosing  recommendat ions  may  not  always  work  wel l  in  every  ED .  Be  f lex ible  and  focus  on

the  needs  of  the  pat ient .  Buprenorphine  i s  safe  and  has  a  cei l ing  ef fect  for  respi ratory  depress ion ,

sedat ion ,  and  other  subject ive  measures .  

Micro  and  macro  dosing  can  have  a  ro le  in  the  ED .  Try  to  avoid  doses  in  the  middle  that  could  lead  to

precipi tated  withdrawal .  

I f  there  are  concerns  about  adverse  ef fects  with  higher  doses ,  keep  in  mind  that  these  wil l  happen

quickly .  The  pat ient  wil l  most  l ike ly  st i l l  be  in  the  ED .  

W h a t  i s  t h e  b e s t  s t r a t e g y  f o r  b u p r e n o r p h i n e  d o s i n g ?

Universa l  screening  does  not  have  st rong  enough  data  to  support  widespread  use .  Pat ients  may  hesi tate

to  reveal  in format ion  with  standard  screening  and  there  i s  a  history  of  using  screening  for  i l l ic i t  drug

use  to  harm  pat ients  in  rac ia l ly  biased  ways  rather  than  for  cl in ical  reasons  to  t reat  an  i l lness .  Lead  the

conversat ion  with  why  you  are  t ry ing  to  determine  i f  the  pat ient  could  have  a  SUD  or  OUD  and  te l l  them

how  they  can  benef i t  f rom  receiv ing  buprenorphine .  Offer  pat ients  a  solut ion .  

S h o u l d  w e  i m p l e m e n t  u n i v e r s a l  s c r e e n i n g s  f o r  O U D ?

In  general ,  the  recommendat ion  i s  to  wait  2  hours  after  a  naloxone  reversa l  to  perform  the  COWS  and

treat  accordingly .  Remember  to  always  ask  about  methadone  and  i f  the  indiv idual  has  methadone  on

board ,  wait ing  longer  i s  more  prudent .  

H o w  d o  y o u  i n i t i a t e  b u p r e n o r p h i n e  a f t e r  a  p a t i e n t  h a s  r e c e i v e d  n a l o x o n e ?

Some  indiv iduals  may  not  want  t reatment ,  especia l ly  after  an  overdose .  Try  to  f ind  out  what  the  pat ient

needs  at  the  t ime .  Start  with  harm  reduct ion  and  screenings  (e .g . ,  hepat i t i s  C ,  HIV ) .  They  might  need

informat ion  on  how  to  access  thei r  local  syr inge  serv ice  program ,  educat ion  about  in ject ion  technique ,

or  guidance  about  Pre -exposure  Prophylax is  (PrEP ) .

I f  an  indiv idual  i s  not  ready  for  buprenorphine ,  th is  does  not  mean  they  wil l  not  change  thei r  mind  in

the  future .  This  highl ights  the  need  for  harm  reduct ion  st rategies  and  eas i ly  avai lable  t reatment  when

they  are  ready .  

W h a t  i f  t h e  p a t i e n t  d o e s  n o t  w a n t  b u p r e n o r p h i n e ?

Having  a  clear  path  for  pat ients  helps .  I f  providers  know  there  i s  a  place  where  a  pat ient  can  go  for

fo l low  up ,  they  wil l  be  more  l ike ly  to  have  a  favorable  out look .  Shar ing  successes  can  also  be  helpful .

Hear ing  about  a  pat ient  they  started  on  buprenorphine  severa l  months  ago  who ’s  in  remiss ion  can

encourage  providers  who  st ruggle  with  seeing  pat ients  in  act ive  addict ion  not  get  the  care  they  need .

H o w  d o  y o u  o v e r c o m e  t h e  b a r r i e r  o f  w o r k i n g  w i t h  p h y s i c i a n s

w h o  a r e  s k e p t i c a l  o f  i n i t i a t i n g  b u p r e n o r p h i n e  i n  t h e  E D ?



There  i s  no  best  protocol .  Protocols  should  be  adaptable .  Treatment ,  inc luding  the  start ing  dose  for

buprenorphine ,  can  vary  and  should  be  based  on  pat ient  character is t ics  and  response .  Protocols  can  be

customized  based  on  resources  avai lable  in  a  healthcare  fac i l i ty  and  the  surrounding  community .  I t  i s

helpful  to  th ink  about  the  needs  of  the  pat ients  who  use  the  ED .  Keep  in  mind  that  successful  protocols

may  look  di f ferent  based  on  the  character is t ics  of  a  community  (e .g . ,  rura l  vs .  urban ) .  Examples  are

avai lable  f rom  exist ing  programs .  

W h a t  i s  t h e  b e s t  p r o t o c o l  t o  u s e ?

Pat ients  are  typical ly  in  withdrawal  12  hours  after  last  heroin  use ,  24  hours  after  oxycodone ,  and  48 -72

hours  after  methadone ,  a  long  act ing  opioid .  In format ion  about  last  use  and  pharmacology  are

important  s ince  var iat ion  in  COWS  can  exist .  For  example ,  i f  an  indiv idual  i s  12  hours  out  of  last  use  of

heroin  and  his  COWS  i s  8 ,  then  one  can  in i t iate  a  dose  of  buprenorphine .  With  the  use  of  methadone

one  should  wait  unt i l  more  moderate  withdrawal  such  as  a  COWS  of  13 - 15 .

COWS  should  not  be  used  as  a  screening  tool  to  determine  with  100% val id i ty  (sens i t iv i ty  and

speci f ic i ty )  that  opioid  withdrawal  i s  present  or  absent .  Remember  that  people  can  be  using  mult iple

substances  that  can  mask  some  opioid  withdrawal  and  other  i l lnesses  may  look  l ike  opioid  withdrawal

a lso  even  i f  the  person  has  never  used  opioids .  There  i s  var iabi l i ty  in  COWS  results  based  on  the  provider

who  i s  administer ing .  COWS  i s  a  helpful  tool  though  –  i t  can  be  used  to  conf i rm  or  help  make  decis ions

but  not  as  a  requirement  for  buprenorphine  in i t iat ion .  Look  at  the  pat ient .  Ask  them  how  s ick  they  fee l

and  i f  they  fee l  ready  to  begin  buprenorphine  now .  COWS  may  not  be  necessary ,  and  these  quest ions

can  be  a  val id  measurement  tool .  

H o w  s h o u l d  C O W S  b e  u s e d ?

Many  pat ients  take  other  substances  along  with  opioids  and  th is  i s  not  a  reason  to  withhold  t reatment .

I f  co -use  i s  suspected  you  should  counsel  the  pat ient  regarding  the  higher  r i sk  of  overdose  when  using

benzodiazepines ,  alcohol  or  other  sedat ives  with  buprenorphine .  

Look  for  other  th ings  that  could  be  going  on .  Benzodiazepines ,  alcohol ,  or  methamphetamines  could  be

involved ,  or  the  pat ient  could  have  an  under ly ing  medical  i l lness  that  needs  to  be  t reated .  

W h a t  d o  y o u  d o  i f  a  p a t i e n t  h a s  r e c e i v e d  b u p r e n o r p h i n e  b u t  s t i l l  f e e l s  b a d ?

Many  indiv iduals  who  exper ience  an  overdose  refuse  t ransport  to  a  healthcare  fac i l i ty .  Providing

buprenorphine  on  an  ambulance  can  be  a  way  to  reach  these  indiv iduals  as  wel l  as  bystanders .  They  can

serve  as  a  touchpoint  for  the  community .  EMS  can  be  integrated  into  the  ED  program  and  can  be

advocates  for  of fer ing  buprenorphine  induct ion  in  the  ED .  

H o w  c a n  E M S  p l a y  a  r o l e  i n  b u p r e n o r p h i n e  i n i t i a t i o n ?

You  wil l  not ice  a  major  improvement  after  20  to  30  minutes .  Some  protocols  suggest  45  to  60  minutes .

The  ED  v is i t  that  inc ludes  assessment  of  OUD ,  administer ing  buprenorphine ,  counsel ing  regarding

overdose ,  buprenorphine  t reatment  and  providing  a  speci f ic  referra l  can  be  accompl ished  within  60 -90

minutes ,  which  i s  in  guidel ines  for  an  urgent  v is i t .  

H o w  l o n g  d o  y o u  o b s e r v e  t h e  p a t i e n t ?

EDs  that  have  ED - in i t iated  buprenorphine  protocols  have  not  noted  th is  to  happen .  In  fact ,  the  pat ients

with  OUD  are  al ready  in  the  ED  whether  present ing  with  l i fe - threatening  i l lness  such  as  overdose  or  less

urgent ,  such  as  sk in  in fect ions  or  withdrawal .  Treatment  with  l inkage  to  ongoing  care  can  prevent  the

frequent  f lyer  f rom  cont inuously  coming  to  the  ED .  I f  a  person  i s  coming  in  f requent ly  because  of

withdrawal  and  in ject ion - re lated  in fect ions ,  t reatment  can  stop  that  cycle  and  the  ED  wil l  see  less  of

the  person .

W i l l  p a t i e n t s  f l o c k  t o  t h e  E D  i f  w e  s t a r t  o f f e r i n g  b u p r e n o r p h i n e ?



Treatment  with  buprenorphine  and  methadone ,  both  opioid  agonists ,  i s  ef fect ive  in  reducing  withdrawal

symptoms ,  crav ings ,  HIV  t ransmiss ion  and  other  in fect ious  diseases ,  interact ions  with  the  judic ia l

system ,  as  wel l  as  improving  socia l  re lat ionships  and  becoming  funct ional  members  of  society .

Acknowledge  that  they  are  correct  in  that  buprenorphine  i s  another  opioid ,  but  i t  i s  very  long -act ing

and  a  part ia l  opioid  agonist  instead  of  a  short -act ing  fu l l  opioid  agonist  l ike  heroin ,  most  pain  pi l l s ,  and

fentanyl .  The  r i sks  of  use  are  low  compared  to  other  opioids  that  the  pat ient  may  take .  Emphasize  that

we  want  the  pat ient  to  surv ive  and  they  wil l  have  a  better  chance  of  doing  so  and  moving  forward  with

thei r  l i fe  i f  they  are  tak ing  buprenorphine  instead  of  heroin ,  etc .  

Buprenorphine  i s  prescr ibed  by  a  healthcare  provider  and  used  under  superv is ion .  The  medicat ion  has

been  chosen  for  i t s  subl ingual  ( instead  of  int ravenous )  route  of  administ rat ion ,  dai ly  dosing ,  and  lack  of

euphor ia .  Addict ion  i s  about  loss  of  control ,  compuls ive  use ,  and  cont inued  use  despite  adverse

consequence .   In  th is  case  of  opioids ,  addict ion  i s  about  engaging  in  behaviors  associated  with

obtain ing  and  tak ing  opioids  i l legal ly  or  di f ferent ly  than  prescr ibed .   

W h a t  c a n  I  t e l l  p r o v i d e r s  t h a t  d o n ’ t  w a n t  t o  s u b s t i t u t e  o n e  o p i o i d  f o r  a n o t h e r ?

An  opioid  receiv ing  center  i s  an  ED  that  i s  equipped  to  deal  with  opioid  overdose ,  s imi lar  to  a  t rauma

care  model .  For  example ,  EMS  knows  i f  they  have  an  acute  STEMI  /  st roke  they  t ry  to  get  those  pat ients

to  EDs  who  have  specia l ty  care  to  address  those  l i fe - threatening  condit ions .  EMS  who  are  fami l iar  EDs

that  have  specia l  serv ices  for  opioid  overdose  can  help  direct  pat ients  to  these  fac i l i t ies  where  they  can

receive  appropr iate  care  and  have  the  opt ion  to  begin  buprenorphine  and  be  connected  with  a  br idge

cl in ic  or  fo l low -up  program .  

W h a t  i s  a n  o p i o i d  r e c e i v i n g  c e n t e r ?

The  best  form  of  t reatment  i s  prevent ion  –  reserv ing  buprenorphine  induct ion  for  pat ients  in  moderate

to  severe  withdrawal  as  assessed  using  the  COWS .  Care  for  pat ients  with  precipi tated  withdrawal  i s

support ive ,  and  dr iven  by  management  of  the  pat ient ’s  symptoms .  Optimal  management  wil l  be  dr iven

by  considerat ion  of  the  most  recent  opioid  type ,  quant i ty  and  the  durat ion  of  t ime  before

buprenorphine  exposure  along  with  the  dose  of  buprenorphine  that  precipi tated  the  withdrawal .  

Adjuvants  such  as  clonidine  may  make  examinat ion  of  the  pat ient  more  di f f icult .  Use  a  higher  dose  of

buprenorphine .  You  can ’ t  make  the  ef fects  of  precipi tated  withdrawal  worse .  Giv ing  more

buprenorphine  wil l  help  the  pat ient .  Effect ive  t reatment  of  withdrawal  symptoms  has  been  reported

with  addit ional  buprenorphine  to  fu l ly  occupy  the  mu  opioid  receptor .  Low  dose  benzodiazepines  can

be  added .  This  can  help  with  the  fee l ing  of  panic  that  can  be  induced  by  precipi tated  withdrawal  and

wi l l  help  the  pat ient  fee l  better .  

H o w  d o  y o u  t r e a t  p r e c i p i t a t e d  w i t h d r a w a l ?

I t  i s  going  to  be  hard .  I t  i s  important  to  remember  and  remind  others  that  what  works  for  one  person

may  not  be  the  best  f i t  for  someone  else .  There  are  many  di f ferent  paths .  Try ing  to  push  someone  along

a  path  that  i s  not  working  for  them  may  result  in  the  pat ient  dropping  out  of  t reatment  and  returning  to

substance  use .  But  having  a  peer  who  has  made  i t  and  suppl ies  hope  and  support  can  be  very ,  very

valuable  to  the  person  who  i s  just  start ing  to  th ink  about  and  in i t iate  t reatment  and  thei r  own  recovery

path .  

M a n y  i n d i v i d u a l s  w h o  w o r k  w i t h  p a t i e n t s  i n  S U D  t r e a t m e n t  a r e  a l s o  i n  r e c o v e r y  o r

h a v e  l i v e d  e x p e r i e n c e .  W h a t  a p p r o a c h  s h o u l d  b e  t a k e n  i f  t h e s e  i n d i v i d u a l s  r e l y  t o o

h e a v i l y  o n  t h e i r  e x p e r i e n c e s  w h e n  a d v i s i n g  p a t i e n t s ?

Fentanyl  i s  not  just  a  substance .  I t  can  be  a  marker  of  disease  sever i ty .  I t  i s  very  feas ible  to  st i l l  induct

persons  on  buprenorphine  who  are  using  fentanyl .  Rapid  induct ion  has  been  successful .  I f  there  are

chal lenges  with  the  induct ion ,  there  may  be  other  substances  or  under ly ing  medical  i ssues  involved .

L istening  to  pat ient ’s  past  exper iences  can  be  helpful  in  navigat ing  a  chal lenging  induct ion  when

fentanyl  i s  being  used .  Knowing  what  worked  (or  didn ’ t  work ! )  for  them  in  the  past  can  guide  you

moving  forward .  

W h a t  d o  y o u  r e c o m m e n d  f o r  b u p r e n o r p h i n e  i n d u c t i o n  w h e n  f e n t a n y l  i s  i n v o l v e d ?



ASAP !  Intake  does  not  have  to  be  complex .  With  a  good  system ,  return  v is i ts  to  the  ED  wil l  decrease .  

The  goal  i s  to  develop  agreements  with  community  providers  and  opioid  t reatment  programs  so  that

fo l low -up  can  occur  quickly .  However ,  in  some  communit ies ,  access  may  be  di f f icult  and  you  may  need

to  provide  buprenorphine  for  up  to  7  days  to  ensure  that  there  i s  not  a  gap  in  t reatment .   

W h a t  i s  t h e  b e s t  t i m e f r a m e  f o r  f o l l o w  u p  a f t e r  b u p r e n o r p h i n e  i n i t i a t i o n  i n  t h e  E D ?

Do  you  worry  about  divers ion  of  every  opioid  you  prescr ibe?  Diverted  buprenorphine  i s  less  re inforc ing

than  diverted  fu l l  agonist  opioids  that  cause  greater  euphor ia  and  respi ratory  depress ion .  When

indiv iduals  are  obtain ing  buprenorphine  of f  the  st reet  they  are  almost  always  t ry ing  to  reduce

withdrawal .  Every  t ime  there  i s  one  less  use  of  in ject ion  drugs  there  i s  one  less  opportunity  for  overdose

and  death .  

S h o u l d  I  w o r r y  a b o u t  d i v e r s i o n ?

No .  Buprenorphine  can  be  provided  in  the  ED  to  t reat  opioid  withdrawal  symptoms .  Buprenorphine  may

be  dispensed  by  a  non -waivered  pract i t ioner  for  up  to  72 -hours .  "The  72 -hour  ru le "  (Tit le  21 ,  Code  of

Federal  Regulat ions ,  part  1306 .07 (b ) )  al lows  appropr iate  providers  to  administer  narcot ic  drugs  for  the

purpose  of  re l iv ing  acute  withdrawal  symptoms  when  necessary  whi le  arrangements  are  being  made  for

referra l  to  t reatment "  

You  cannot  write  a  prescr ipt ion  for  "up  to  72  hours "  without  a  DATA  2000  waiver .  Each  dose  of

buprenorphine  dur ing  the  72 -hour  per iod  must  be  administered  in  the  ED .  By  obtain ing  a  DATA  2000

waiver ,  cl in ic ians  can  prescr ibe  buprenorphine  for  short  or  long  per iods  of  t ime .

In  Apri l  2021 ,  the  Department  of  Health  and  Human  Serv ices  (HHS )  i ssued  The  Pract ice  Guidel ines  for

the  Administ rat ion  of  Buprenorphine  for  Treat ing  Opioid  Use  Disorder  which  provides  el ig ible

phys ic ians ,  phys ic ian  ass istants ,  nurse  pract i t ioners ,  cl in ical  nurse  specia l i s ts ,  cert i f ied  registered  nurse

anesthet ists ,  and  cert i f ied  nurse  midwives ,  who  are  state  l icensed  and  registered  by  the  DEA  to

prescr ibe  control led  substances ,  an  exemption  f rom  certa in  statutory  cert i f icat ion  requirements  re lated

to  t ra in ing ,  counsel ing  and  other  anci l lary  serv ices  ( i .e . ,  psychosocia l  serv ices )  re lated  to  buprenorphine

prescr ib ing .  State  regulat ions ,  however ,  can  be  more  restr ict ive  and  st i l l  require  t ra in ing .

D o  I  n e e d  a  D A T A  W a i v e r  t o  a d m i n i s t e r  b u p r e n o r p h i n e  i n  t h e  E D ?

There  are  no  mandatory  tests  needed  i f  you  are  sure  that  the  pat ient  has  OUD .  A  pregnancy  test  i s

helpful  in  terms  of  referra l  and  deciding  on  whether  to  administer  or  prescr ibe  buprenorphine  with  or

without  naloxone .  I f  there  i s  concern  regarding  methadone  use  you  may  check  a  ur ine  sample ,  but

methadone  can  be  in  the  ur ine  for  longer  per iods  of  t ime .  Buprenorphine  i s  metabol ized  in  the  l i ver  and

may  be  a  problem  i f  the  LFTs  are  greater  than  5  t imes  normal .  However ,  obtain ing  LFTs  i s  not  essent ia l

in  the  f i r s t  v is i t  but  may  be  helpful  for  the  receiv ing  referra l  s i te .  Other  tests  such  as  hepat i t i s  C  and  HIV

can  be  done  at  the  referra l  s i te .  Urine  drug  screening  can  be  used  in  the  ED  sett ing .  I f  there  are

concerns  that  th is  can  s low  th ings  down ,  rapid  point -of -care  test ing  can  provide  results  in

approximately  5  minutes .  

W h a t  m a n d a t o r y / o p t i o n a l  l a b  t e s t s  d o  y o u  n e e d  f o r  E D  i n i t i a t e d  b u p r e n o r p h i n e ?
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CA  Bridge  most  often  use  higher  doses .  I t  i s  important  to  ask  pat ients  about  thei r  substance  use .  Those

with  heavy  use  may  benef i t  f rom  higher  doses .  Others  that  may  benef i t  inc lude  indiv iduals  who  have

greater  chal lenges  to  success  and  those  who  may  have  t rouble  obtain ing  buprenorphine  after  discharge .

High  dose  i s  not  a  good  opt ion  for  older  adults  or  pat ients  exper iencing  a  COPD  exacerbat ion .   

W h e n  d o  y o u  u s e  h i g h e r  d o s e s  o f  b u p r e n o r p h i n e  f o r  r a p i d  i n d u c t i o n ?

https://www.drugabuse.gov/nidamed-medical-health-professionals/discipline-specific-resources/emergency-physicians-first-responders/initiating-buprenorphine-treatment-in-emergency-department/frequently-asked-questions-about-ed-initiated-buprenorphine
https://medicine.yale.edu/edbup/resources/
https://cabridge.org/resource/blueprint-for-hospital-opioid-use-disorder-treatment/

