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Chat Tech Issues Naming
Minimize Interruptions

Please make sure 
to mute yourself when you 

aren’t speaking.

Go Ahead, Speak Up!

Use the Zoom chat to 
ask questions and participate 

in activities.

Here to Help

Chat Host privately 
if are having issues and 
need tech assistance.

Add Your Organization

Represent your team and 
add your organization’s 

name to your name.

Welcome! 

Mute

While we wait, please rename yourself.



October 6, 2021 | 12pm–1pm (PST)

Addiction Treatment Starts Here
Prescriber Forum Session #1



Today’s Presenter
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Family Health Centers of San Diego

Joe Sepulveda, MD, FAPA, FASAM

Chief of Psychiatry

Medical Director, Substance Use Disorder  Services



CCI ATSH Prescribers Forum

Medication for Treating 
Opioid Use Disorder

Buprenorphine
101

Joe Sepulveda, M.D., FAPA, FASAM
Chief of Psychiatry, Family Health Centers of San Diego (FHCSD)
Medical Director, Substance Use Disorder Services
Medication-Assisted Treatment (MAT) Program
Psychiatric Nurse Practitioner Program
Voluntary Assistant Clinical Professor, UCSD Health Sciences—Dept. of Psychiatry
Diplomate of the American Board of Psychiatry and Neurology
Diplomate of the American Board of Preventive Medicine—Addiction Medicine
Fellow of the American Psychiatric Association 
Fellow of the American Society of Addiction Medicine
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• Introduction to Buprenorphine

• Diversion and the evidence

• Practice guidelines and current consensus

• Buprenorphine inductions

• Fentanyl 

• Precipitated withdrawal

• Buprenorphine induction for Methadone and non-opioid dependent patients

• Tiers of care

• Buprenorphine dose adjustments 

• Buprenorphine monitoring

• Duration of treatment, tapering and discontinuation

• Comprehensive care
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Buprenorphine

• Three sublingual formulations 

• Buprenorphine/Naloxone, SL STRIPS

• Least divertible

• Buprenorphine/Naloxone, SL TABLETS

• Less divertible

• Buprenorphine, SL TABLETS

• Divertible

CENTER FOR CARE INNOVATIONS     |     6



Buprenorphine formulations
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Intrinsic activities of OUD medications
• Methadone

• Full agonist properties

• Full agonist side effects

• Buprenorphine

• Partial Agonist

• Ceiling effect = safety compared to full 
agonist opioids

• Naltrexone

• Antagonist 
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Intrinsic activities of Buprenorphine
• Low efficacy agonist

• Max effect produced by buprenorphine will be less 
than that produced by a full (or high efficacy) mu 
opioid receptor agonist

• High potency

• Does not significantly increase with doses within 
the clinical range.

• Slow dissociation from mu opioid receptor

• Long duration of action allows for daily dosing

• High affinity at mu opioid receptor

• 1.7x hydromorphone, 5.4x morphine, 6.2x fentanyl, 
120x oxycodone
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Why withdrawal is needed prior to induction
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Sl ide credit:  Jim Walsh, M.D  



Buprenorphine (Suboxone) is safe in opioid 
dependent patients

• Fentanyl

• Dose-dependent reduction of minute ventilation 
with respiratory instability

• Buprenorphine

• Dose-dependent reduction of minute ventilation, 
HOWEVER:

• Plateau in respiratory depression at ≥ 3 µg/kg

• No respiratory instability, periodic breathing 
or apnea occurred, even at the highest dose 
tested (600 µg in a 70 kg volunteer)
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Combination Buprenorphine/Naloxone absorption
• When Bup/Nal is used sublingual

• Buprenorphine 

• Rapidly absorbed

• Peaks within 1 hour

• Norbuprenorphine

• Max concentration

• Peaks within 1 hour

• Naloxone

• Concentration absorbed miniscule, lacks 
clinical effect.  Fell below level of detection 
(0.05 ng/ml) within 3 hours
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Combination Buprenorphine/Naloxone
& diversion
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• When Bup/Nal is injected

• Both Buprenorphine and Naloxone 
plasma concentrations rapidly rise

• Naloxone component is intended to

• Precipitate withdrawal 

• Block the euphoric/analgesic effects of 
buprenorphine in opioid-dependent 
individuals

• Discourages further diversion



Buprenorphine Diversion and the Evidence
• Most frequent reasons for this:

• Barriers to access

• Unmet need for OUD treatment persist

• Prevent withdrawal

• Maintain abstinence 

• Self wean off drugs

• Most would prefer using prescribed 
Buprenorphine if available

• When diversion occurs, the vast majority use it for 
its therapeutic purpose
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Buprenorphine Diversion

• Does NOT mean automatic discharge

• Thing’s a clinician can do:

• Consider shorter prescription time spans

• Consider frequent follow-ups

• Check buprenorphine levels

• Open communication with the patient is 
critical

• May consider long-acting injectable 
buprenorphine for certain cases
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Practice based guidelines & current 
consensus for treating OUD
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Current consensus for treating OUD
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Buprenorphine Inductions
• Different schools of thought

• Slower dosing inductions

• Rapid inductions

• Lower dose titration inductions

• High dose titration inductions

• Micro dosing

• In office induction

• Home inductions (Recommended)
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Opioid withdrawal prior to bup induction is Key!

• Duration of time till withdrawal

• Short acting (Ex. Heroin, Fentanyl): >12 hr

• Long acting (Ex. Oxycodone): ~24 hr

• Methadone maintenance: ≥48-72 hr

• Severity of withdrawal

• Mild withdrawal (COWS 5-12)

• Moderate withdrawal (COWS 13-24)

• Severe withdrawal (COWS>25)
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Clinical Opioid Withdrawal Scale (COWS)

• Most often used scale 

• In clinical setting

• 11-items measured

• Originally designed as research tool

• Many subjective sections

• Scoring may vary between evaluators

• Moderate withdrawal or greater is Key

• Score ≥ 13
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Subjective Opiate Withdrawal Scale (SOWS)

• Can be patient self-administered

• 16 symptom intensity questionnaire

• Grades opiate withdrawal symptoms 

• Scale from 0 (not at all) – 4 (extremely)

• Takes less than 10min to complete
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Home induction handouts—NYU 
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British Columbia Ministry of Health
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High dose buprenorphine induction in ED

• N = 579 ED visits

• High dose buprenorphine (≤ 32 mg)

• Study used COWS ≥ 8, initiate an initial 
buprenorphine dose (4-8 mg)

• Assess in 30-45min

• COWS ≥ 8, dose 4-8 mg increments or given 
full 24mg at once

• “…in ill or intoxicated patients with reduced 
respiratory reserve, the sedation and 
respiratory depression of buprenorphine can 
be clinically important”
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High dose buprenorphine induction in ED
• No decreased respiratory rate at highest dose group 

of ≥28 mg

• 5 cases of precipitated withdrawal (event rate, 0.8%) 
among 579 visits with buprenorphine 
administration—>RARE event

• Additional buprenorphine–for a total of 28mg—
successfully treated the precipitated withdrawal and 
all DC in stable or improved condition

• No serious adverse events in ED or 24hr after DC 

• None admitted for treatment of buprenorphine 
precipitated withdrawal

• Median ED length of stay 2 hours, treated in low-
acuity setting
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FHCSD High Dose Bup Induction Protocol

• Initiated since start of COVID

• Patient instructions

• Moderate withdrawal (COWS ≥ 13) at 
minimum prior to induction

• Running nose, tears in eyes

• Beginning of stomach cramps

• Educate patient!  

• You will feel better once you initiate 
suboxone!

• Induction Protocol

• Day #1 (total 24 mg on day #1)

• Take Bup/Nal 8mg SL strip  

• Wait 30-45min

• Take Bup/Nal 8mg, two SL strips (16 mg)

• Day #2 onward

• Take Bup/Nal 8mg, two SL strips daily (16 
mg/day)

• Follow-up with patient 1 week after induction 
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Buprenorphine dosing goal
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Fentanyl
• Is highly lipophilic

• Regular use can allow fentanyl to be sequestered in 
adipocytes and other tissue

• Fentanyl is primarily excreted as Norfentanyl

• This study showed

• Mean (SD) between last positive and first negative 
fentanyl and norfentanyl screen was 7.3 (4.9) & 13.3 (6.9) 
respectively 

• Men and women did not differ

• One Pt tested positive for fentanyl for 19 days and 
norfentanyl for 26 days from last use

• Left treatment without testing negative for norfentanyl
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Precipitated Withdrawal

• Symptoms are similar to opioid 
withdrawal

• Avoid by ensuring adequate 
withdrawal prior to induction

• Fentanyl may require higher COWS score

• If precipitated withdrawal occurs

• Dose escalation (recommended) vs. 
stopping induction

• Comfort meds… but prioritize optimizing 
buprenorphine dose

CENTER FOR CARE INNOVATIONS     |     29



FHCSD Methadone to Bup induction Protocol

• Methadone 30mg for minimum of one week prior 
to buprenorphine induction

• Moderate withdrawal at minimum prior to 
induction (COWS ≥13)

• The more severe the withdrawal the 
smoother the induction

• May consider providing comfort meds

• E.g., Clonidine, Loperamide, Zofran, etc.

• Key-> treat OUD withdrawal sx’s with Bup 
increase till MDD=24mg! Then use comfort 
meds.

• Induction Protocol

• Day #1 (total MDD=24 mg on day #1)

• Bup (Subutex) 2mg SL tabs q15-30min until 
withdrawal sx’s controlled

• Day #2 onward

• Switch to Bup/Nal (Suboxone)

• 8mg, two SL strips (total 16mg) daily

• Follow up with patient 1 week after induction

CENTER FOR CARE INNOVATIONS     |     30



FHCSD non-opioid dependent Bup induction 
Protocol

• Start low and titrate to effect

• Day #1

• Dose 2mg 

• Wait 1.5-2 hours between each 2mg dose

• Continue dosing 2mg till OUD sx’s (e.g. 
cravings) controlled or till MDD=8mg

• Follow up with patient 1 week after induction

• Continue dosing 2-4mg, as clinically indicated, 
at weekly intervals
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FHCSD Tiers of Care

• Transitioning through tiers

• 4 weekly urine tox screens negative for opioids and benzo’s

• 4 bi-weekly urine tox screens negative for opioids and benzo’s

• 3 monthly urine tox screens negative for opioids and benzo’s

• Bi-monthly MAT f/u visits

❖A positive opioid/benzo screen moves patients back to weekly f/u 
visits

❖Benzo tapers provided while prescribing Buprenorphine.  Referral 
to MH for anxiety Tx
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Buprenorphine dosing adjustments after induction

• Dose increase typically occurs in 2mg 
to 4mg increments 

• It will take 5 to 7 days to reach new 
steady-state plasma concentrations 
after a dose increase 

• Cravings can be a conditioned 
response.  e.g., people & places

• Psychosocial stressors

• MDD, anxiety, chaotic home, financial 
difficulties, trauma, housing instability…
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Buprenorphine dosing adjustments after induction

• Fine Tuning

• 2 mg dose increase or decrease

• Consider waiting 2 weeks before 
initiating another dose change

• Aggressive Action

• 4 mg dose Increase

• Rarely will you need to lower this 
aggressively

• More common during 
induction/stabilization phase
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Treat the patient and dose accordingly

• The primary aim of pharmacotherapy—using 
agonist such as Bup or Methadone, or antagonist 
such as Nalttrexone—is to promote abstinence, 
not suppress opioid withdrawal discomfort.

• Threshold for suppressing opioid withdrawal 
symptoms is lower than for opioid blockade 
efficacy

• GOAL:  use sufficiently high dose to achieve opioid 
blockade

• i.e. attenuate the reinforcing, subjective and 
physiological effects of abused opioids
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Buprenorphine and substance monitoring

• Urine toxicology screens

• Natural occurring opioids 

• Synthetic opioids

• Fentanyl

• 6-acetylmorphine

• Methamphetamines, Stimulants, Cocaine, Cannabis, 
Benzodiazepines, Barbiturates, PCP, Alcohol, etc.

• Buprenorphine/Norbuprenorphine 

• CURES reports
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How long should I be on Buprenorphine?

• “patients should take buprenorphine 
as long as they benefit from it and 
wish to continue it.”
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How long should someone be on Buprenorphine?
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Key principles to tapering and DC Buprenorphine

• Tapering and DC is NOT recommended

• There should be no pressure to taper off 
buprenorphine if it is working

• To optimize success 

• > 1 year of abstinence

• Lowest possible dose for maintenance

• Slow taper (months) 

• Increase support

• Always keep the door open if fall out of treatment
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Buprenorphine tapering and the real world

• “I always say that it is best for the patient to be under my care than not 
under my care and lost to follow-up”           –David Kan, M.D., DFASAM

• Patients, for a variety of reasons, may ask to be tapered off buprenorphine

• Education is key! But working with the patient and honoring their wishes is 
critical to building the patient doctor relationship and long-term care!

• If patients insist on tapering, titrate slowly!!!

• Recommend tapering 2mg at a time and no faster than every 2 weeks 
(longer is better)

• Many will decide to remain on buprenorphine at a certain point 
during the taper

• Do NOT recommend tapering 4mg or more at a time.  ONLY do this if 
the patient insist taper is to slow and risk losing the patient
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Discontinuing Buprenorphine and the aftermath

• Buprenorphine DC → withdrawal and sequela

• Withdrawal severity is less than Heroin

• Duration is less than Methadone

• But can last 1 month or longer

• Initial 72hrs → physical sx’s

• After 1 week → physical sx’s improve, general aches and 
pains cont. with insomnia and mood swings 

• After 2 weeks → depression increases

• After 1 month → psychological symptoms of depression and 
cravings continue, and relapse likelihood is highest.

CENTER FOR CARE INNOVATIONS     |     41



Don’t forget to provide comprehensive care

• OUD patients require comprehensive care!

• Physical health issues

• Pain conditions

• Co-morbid substance use

• Mental Health 

• Psychosocial issues

• Patient education

• Narcan, safe storage, Bup SL proper 
administration, etc.

• Laboratory workup recommended

• CBC

• CMP

• Hepatitis A, B & C

• Pregnancy test

• STD/HIV screen

• Urine toxicology, comprehensive
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The California Substance Use Line: A 
resource for health care providers

• Staffed by experienced physicians and pharmacists from the California Poison Control System & 
National Clinician Consultation Center

• For more information, please call or visit our website | Please send program-related inquiries to David 
Monticalvo, Project Manager (David.Monticalvo@ucsf.edu)

Evidence-based, person-centered guidance on topics such as: 

• Assessment & treatment of opioid, stimulant, and other use disorders

• Medications for substance use disorder treatment (e.g., buprenorphine)

• Withdrawal management

• Opioid safety and harm reduction

• Special circumstances (e.g., co-occurring pain, polysubstance use, pregnancy)

Free, confidential, on-demand, 24/7 teleconsultation on substance use evaluation 
& management for any health care provider in California

https://nccc.ucsf.edu/clinician-consultation/substance-use-management/california-substance-use-line/
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Coming Up – Session #2

November 3, 12-1pm PT
Topic: Case reviews on OUD prescribing

In advance, submit 1 challenging case you’d like to discuss. Dr. Sepulveda 
will select several cases to review during the call and discuss as a group.

Email your case to meaghan@careinnovations.org by October 25th.

-----

For registration information, go here: 
https://www.careinnovations.org/events/atsh-peer-forums-registration/#prescriber

Any questions? Email meaghan@careinnovations.org

mailto:meaghan@careinnovations.org
https://www.careinnovations.org/events/atsh-peer-forums-registration/
mailto:meaghan@careinnovations.org
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Poll

5 – Strongly Agree

4 - Agree

3 - Neutral

2 - Disagree

1 – Strongly Disagree

5 – Strongly Agree

4 - Agree

3 - Neutral

2 - Disagree

1 – Strongly Disagree

5 – Strongly Agree

4 - Agree

3 - Neutral

2 - Disagree

1 – Strongly Disagree

3.  I can apply learnings from today’s webinar to 

my MAT work. 

2. Please select the number that best 
represents your response to the statement: 
Today's session was a valuable use of my 
time.

1. On a scale of 1-5, please select the 
number that best represents your 
experience with today’s session. 
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