
Easy Buprenorphine 
Prescribing for Everyone





Overdose deaths in Alaska rose by 75% 
in 2021, highest increase nationwide

https://health.alaska.gov/dph/VitalStats/Documents/PDFs/DrugOverdoseMortalityUpdate_2021.pdf

2023 up 35%



Increased 
overdose risk 
after leaving 

treatment 

MOUD can reduce death rates by >60%



https://www.sciencedirect.com/science/article/pii/S0376871623012784?via%3Dihub 

“Detox” is not a treatment for OUD

When the researchers calculated the risk of fatal overdose death for each treatment, 
they found that, compared with no treatment at all, methadone and buprenorphine 
reduced the risk of death…
“However, non-medication-based treatments increased the risk of death compared to no 
treatment by over 77%,”

https://www.sciencedirect.com/science/article/pii/S0376871623012784?via%3Dihub


Reframing the perception of buprenorphine prescribing

A high-risk medication 
requiring specialized 

training and integrated 
behavioral health to 

prescribe

A very safe lifesaving 
medication that is the gold 
standard treatment for a 
deadly disease, that all 

providers should be 
comfortable prescribing

OLD NEW

This is why the X-waiver was eliminated



NO EXCUSE NOT TO PRESCRIBE 
THIS LIFESAVING MEDICATION!



Every day of BUP treatment is helpful

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





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
(2 & 8mg) (Subutex)

Sublocade
Monthly Buprenorphine SQ depot injection

(Transdermal and Buccal Buprenorphine products used for 
Chronic Pain (Butrans/ Belbuca) are general considered 

too low dose and not legal to treat OUD)

Combo-SL Products

Mono-SL Product

Long-Acting 
Injectables



Naloxone is included in SL buprenorphine 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, cause 
precipitated withdrawal or block opioids)

It only has action if the product is misused 
(IV/snorted/smoked can trigger PW or partially block BUP effect)

Prescribing this combination product may reduce misuse risk 
3-6-fold compared to plain buprenorphine products (limited data)

Intolerable side effects to combo product may be an indication to 
switch to mono product or XRBUP (Nausea/HA 1 hr after dose)

Grande LA. Prescribing the Buprenorphine Monoproduct for Adverse Effects of Buprenorphine-Naloxone. J Addict Med. 2022 Jan-Feb 01;16(1):4-6. doi: 10.1097/ADM.0000000000000837. PMID: 33758111 .   

https://www.frontiersin.org/articles/10.3389/fpsyt.2020.549272/full 

https://www.frontiersin.org/articles/10.3389/fpsyt.2020.549272/full


Formulations of Buprenorphine 
NOT allowed for OUD/WD outpatient



Initial Assessment

• A patient history: medical and psychiatric history
• Social History: 
 Substance use history: type, route, quantity, 

treatment hx 
• Family and psychosocial supports, children, living 

situation, employment, transportation, legal issues 
• Access the patient’s prescription drug 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) Deferred for telemed

• Laboratory testing (Optional) 
• Urine drug screen 
• Pregnancy test 
• Hepatitis B and C (Hep panel), HIV, RPR, CMP, CBC

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).

• Offer contraception and inform providers if they become 
pregnant, to provide extra support. 

• Tell providers if they are having a procedure or injury 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/


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 (evidence 
that 24-32mg/day is superior)

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



“Conclusions: In light of established research and profound 
harms from fentanyl, the Food and Drug Administration's 
current recommendations on target dose and dose limit are 
outdated and causing harm. An update to the buprenorphine 
package label with recommended dosing up to 32 mg/d and 
elimination of the 16 mg/d target dose would improve 
treatment effectiveness and save lives.”



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). 



Dosing instructions



Common BUP Side Effects



Precipitated Withdrawal











Ask about previous experience with BUP



Start when 
COWS>12



At home withdrawal assessment

Wait until you can’t wait anymore!



Common Rx at First Visit



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

Simple
Home Start 
Instructions

• Wait until in 
moderate WD

• Start with 8-16 mg 
SL (2-4 mg in 
patients with low 
levels of tolerance)

• Repeat 4-16 mg 
every 1-2 hours as 
needed up to 24-
32 mg day 1

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


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 (40+ mg OK)

•Ondansetron 4-8 mg dissolve under tongue for nausea

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

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



1. What specific clinical situations favor use of low or high-dose buprenorphine initiation 
strategies?
2. What strategies can address patient discomfort, including precipitated opioid withdrawal, if 
it occurs during buprenorphine initiation?
3. After buprenorphine initiation, what range of buprenorphine dosing and/or dosing 
strategies can be considered during stabilization and long-term treatment?
4. What are indications for injectable extended-release buprenorphine for OUD treatment 
compared with sublingual formulations?
5. How do other novel drug components affect buprenorphine initiation and stabilization?
6. What are OUD treatment alternatives after repeated unsuccessful attempts at 
buprenorphine treatment?

https://journals.lww.com/journaladdictionmedicine/fulltext/2023/11000/asam_clinical_considerations__buprenorphine.2.aspx 

https://journals.lww.com/journaladdictionmedicine/fulltext/2023/11000/asam_clinical_considerations__buprenorphine.2.aspx


Advantages of Monthly Injectable Buprenorphine
In Remote Native 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



The RECOVER  study found that 75 percent of 
patients who had received 12 once-monthly doses of 
SUBLOCADE in a Phase 3 clinical trial were abstinent 
from illicit opioids for a year after the study ended

At 12 months 88% of patients reported 
medication satisfaction 

Effects of monthly buprenorphine extended-release injections on patient-centered outcomes, Journal of Substance Abuse Treatment VOL 110, 
P1-8, MARCH 01, 2020



High Dose XR Buprenorphine blocks fentanyl induced respiratory depression   

https://journals.plos.org/plosone/article/figure?id=10.1371/journal.pone.0256752.g004

5ng/ml

Blockade was lost under 2 ng/ml

https://journals.plos.org/plosone/article/figure?id=10.1371/journal.pone.0256752.g004


https://link.springer.com/article/10.10
07/s40262-020-00957-0

Patients stable on 
100 mg will have 
blockade for 2 
months (1 missed 
shot)

Patients stable on 
300 mg will have 
blockade for 5 
months (4 missed 
shots)

UDS +for 1-2 years

Extended 
opioid 
blockade 
after 
medication 
cessation

https://link.springer.com/article/10.1007/s40262-020-00957-0
https://link.springer.com/article/10.1007/s40262-020-00957-0


Maintenance therapy 



3 years on MOUD have 2/3 less return to use
5 years on MOUD have ½ the return to use rate



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”
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