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Learning Objectives

‣ Review components of buprenorphine induction and maintenance visits for patients 

with opioid use disorder.

‣ Identify mechanisms to address common challenges encountered when managing 

patients on buprenorphine.

‣ Increase your comfort with patient-centered treatment for opioid use disorder.
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Roadmap

‣ Background

‣ Initiating buprenorphine in office-based settings 

‣Maintenance and follow-up

‣What happens when… 

‣ Conclusions
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Policy Changes Related to the X-waiver  

‣ In April 2021, HHS issued new practices guidelines for prescribing buprenorphine for 

OUD eliminating the mandatory training requirement for DEA-registered healthcare 

providers (MD/DO or APP) who are treating 30 or fewer patients at a time

‣ All providers still need to register for X-waiver

‣ Need to complete training if prescribing to >30 patients 
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Background 
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What is Opioid Use Disorder (OUD)? 

• OUD is a chronic disease that is highly 

influenced by psychosocial and 

behavioral contexts

• OUD defined by:

1. Tolerance and withdrawal

2. Negative Consequences (loss of 

control, health, work, relationships, 

legal, etc)

Source: DSM-5

Diagnostic Criteria for OUD
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Medications for OUD (MOUD) Review 

Three FDA-approved MOUDs 

• Methadone

• Buprenorphine

• Extended-release naltrexone

Source: Pew Charitable Trusts
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Buprenorphine Basics 

• Partial opioid agonist

• High binding affinity to opioid receptor

• Binding to opioid receptor prevents 

withdrawal, reduces craving

• Causes less respiratory depression that 

full agonist opioids 

Source: NAABT.org
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How do MOUDs work to reduce risk?

‣MOUDs stabilize patients by:

– Preventing withdrawal 

– Reducing cravings 

– Reducing the experience of opioids and the risks if a 

patient returns to use 

‣ Provide opportunities to address the social and behavioral 

components of addiction
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MOUDs Save Lives 

Opioid agonist therapy reduces all-cause and 

overdose mortality by ~50%

Source: NASEM, 2019
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Other Benefits of Opioid Agonist Therapy

• Increased retention in treatment 

• Reduced risk of other opioid use and injection 

• Reduced HIV and HCV diagnosis 

• Improved social functioning 

• Improved quality of life 

• Improved maternal and fetal outcomes among pregnant women 

Source: Mattick, 2014; NASEM, 2019 
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Medications and counseling

Used in conjunction with medications, counseling and other behavioral 

interventions: 

• Target a broad range of problems and issues not addressed by the medications

• Studies on effectiveness are heterogeneous with mixed results

Source: Carroll and Weiss, 2017
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Interim Buprenorphine vs Waiting List 

Source: Sigmon et al, NEJM, 2016

Patients on buprenorphine waitlist randomized to starting buprenorphine with no 

additional intervention vs usual care
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Brief Supportive Counseling in Office-Based Treatment 

‣ Function and recovery goals

‣ Relationships and social supports

‣ Stress and triggers

‣ Empathic listening and non-judgmental discussion 
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Behavioral Interventions and MOUDs 

Lack of availability or utilization of behavioral interventions is not a 

sufficient justification to withhold MOUDs

- National Academy of Sciences, Engineering and Medicine Report

Source: NASEM, 2019

Teaching Point: Offer, but do not require, traditional counseling services



Initiation of buprenorphine in 

office-based settings
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Who is a candidate for buprenorphine treatment? 

‣ Indications for buprenorphine: OUD or Opioid Dependence

‣ Contraindications: 

• Allergy to buprenorphine or naloxone (rare)

• Use caution with LFTs >5x ULN
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Who is a candidate for buprenorphine treatment? 

‣What about concurrent stimulant use? 

• MOUDS only treat OUD!

• Risks relatively low with concurrent stimulant and buprenorphine use

Source: Martin, 2018
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Who is a candidate for buprenorphine treatment? 

‣What about concurrent sedative use? 

• Benzodiazepines + full opioid agonists increase overdose risk due to respiratory depression

• Most of the (rare) overdoses with buprenorphine occur in those who combined buprenorphine with 

large amounts of benzo or alcohol

• Newer data suggest that among those with AUD and benzo use, buprenorphine treatment is 

associated with fewer OD than off treatment 

• Weigh risks and benefits

Sources: Xu, 2020; Xu, 2021; Schuman-Olivier, 2013; FDA, 2017
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Who is a candidate for buprenorphine treatment? 

‣What about concurrent sedative use? 

Source: FDA, 2017
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Who is a candidate for buprenorphine treatment? 

Source: FDA, 2017
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What dose should I use? 

‣ Starting dose

• Traditional protocols 2-4 mg first dose

• Fentanyl era – beginning to do lower doses 1-2 mg 

• Low dose (“microinduction”) – more on this in a minute

‣ Daily dose

• No conversion from street drug or rx opioid use to buprenorphine dose

• Traditional protocols suggest doses of 8-12 mg on Day 1; may go higher in heavier use

• Clinical studies show that higher maintenance doses (12-16 mg, up to 32 mg) associated 

with improved treatment retention

Sources: Hser YI, 2014; Fareed, 2012
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What formulation should I use? 

‣ Films vs Tablets 

• Patient preference and insurance issues

• Films usually preferred

‣ Cutting films/tabs

• Technically drug distribution may not be uniform throughout

• However, in practice we often suggest cutting in order to facilitate induction/dosing 

• Films easier to cut 
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Where should I initiate buprenorphine?

‣ Home vs office - ”essentially equivalent” 

‣ Home inductions safe and effective in multiple studies and contexts 

Sources: Martin, 2018; Lee, 2014 
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How should I counsel my patient to take their medication?

‣ To maximize sublingual absorption 

• Do not eat, drink, or smoke for 20-30 minutes before and after

• Recommend no talking, allowing saliva to pool and film/tab to fully dissolve

• Don’t ”chase” with food or drink 
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When do I tell my patient to start buprenorphine? 

‣Wait at least 12-24 hours after last full agonist use

‣Mild to moderate withdrawal (COWS 8-12) 

• Patients will know what this looks like for them 

• Nausea, cramping, restlessness, tearing, running nose 

• Does NOT have to be severe withdrawal sx

‣ Increasing challenges with fentanyl - will discuss 
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Medications for Symptomatic Relief During Induction

‣ Ibuprofen or other NSAIDs – aches/pains

‣ Loperamide – diarrhea 

‣ Clonidine – withdrawal symptoms 

‣ Hydroxyzine – anxiety symptoms, withdrawal symptoms

‣ Trazodone – insomnia, depressive symptoms
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What happens if my patient has precipitated withdrawal?

‣Mechanism

‣ Various approaches

• My approach: Increase the buprenorphine until opioid receptors saturated

– Instruct patients to take 16 mg 

– Adjunctive medications
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Low Dose (”Micro”) Inductions

‣ Fentanyl and metabolites remain in body for many days, increasing risk of precipitated WD  
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Low Dose (”Micro”) Inductions

‣ Can overcome this problem with cross-titration techniques that do not require patient to 

be in withdrawal

‣ This is also helpful for cross-titration from methadone and other full agonists to 

buprenorphine
Sample Protocol (Courtesy of Dr. Judy Chertok)

Prescribe 2mg strips x 17 

Day 1: 0.5 mg (1/4 strip) once a day

Day 2: 0.5 mg (1/4 strip) twice a day

Day 3: 1 mg (1/2 strip) twice a day

Day 4: 2 mg (1 strip) twice a day

Day 5: 3 mg (1 1/2 strips) twice a day

Day 6: 4 mg (2 strips) twice a day

Day 7: 6 mg (3 strips) twice a day (stop other opioids)
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Low Dose (“Micro”) Inductions
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Other Counseling

‣ Risk of concurrent substance use 

‣ Safe storage

‣ Naloxone ALWAYS 



Maintenance and Follow-up
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How often do I need to follow-up?

‣Weekly to monthly

• Weekly: 

– New starts and dose titrations

– Unstable in terms of ongoing opioid use, risky concurrent use (sedatives)

• Monthly: Stable dose, no opioid or other substance use
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What do I need to know (and document) at the visit?

‣ Adherence

‣Withdrawal, cravings 

‣ Side effects

‣ Other substance use

‣ Review: safe storage, risks of concurrent use, naloxone

‣ PMP Check 

‣ UDS if collected 
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A word about urine drug screens 

‣ Use as a tool to better support recovery and address return to use

‣ NOT to discharge from buprenorphine or compel to more intensive settings

‣ “Expected" vs. “unexpected” results 

‣ Changes during COVID

Sources: ASAM COVID-19 Task Force, 2020; Martin, 2018



What happens when… 
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My patient uses opioids? 

‣ Reassure patient (and yourself) that this is a normal part of the disease course.

• Many will continue to use opioids, especially early on

• Most people will resume use at some point 

‣ Reinforce successes

• Any positive change

• “Think back to X months ago and tell me how this would have gone…”
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My patient uses opioids? 

Treatment strategies

• Keep engaged!

• Closer follow-up

• Address concurrent stressors or medical conditions 

• Increase dose of buprenorphine if reporting cravings or withdrawal symptoms and not 

at max dose 

• Consider long-acting injectable buprenorphine 

• Consider referral to higher level of care, but caution in requiring this because often 

“higher level of care” = No care
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My patient uses opioids? 

Harm Reduction Strategies 

• Goal is to reduce negative consequences – imperfect adherence still saves lives

• Review overdose prevention and naloxone

• Safer use strategies:

• Don’t use alone

• Clean injection site

• Go slow, use a test dose

• Don’t share syringes or other equipment (”works”) 

• Link to resources for syringes and fentanyl test strips
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My patient wants to stop their buprenorphine? 

‣ Buprenorphine should be prescribed “as long as it continues to benefit the patient”

• Can be indefinitely

‣ Discuss reasons for stopping

• What does it mean to be in recovery?

• Is this coming from the patient or pressure elsewhere?

• Are other chronic medical and psychiatric conditions well-controlled? 

• If tapering, slow and patient-centered 
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My patient has acute pain or surgery? 

‣ DO treat pain on top of OUD

‣ DON’T stop buprenorphine 

Strategies

‣Maximize non-opioid analgesia 

‣ Split buprenorphine into TID or QID dosing 

‣ Consider raising the dose up to 32 mg 

‣ CAN use short-acting full agonist opioids on top of buprenorphine in cases of severe pain

• Consider oxycodone or hydromorphone (higher affinity) 

• May require higher doses

Source: Buresh, 2020
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My patient has acute pain or surgery? 
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My patient may be diverting their buprenorphine? 

‣What to worry about

• Typically, a sign of poor access to care

• Among people who regularly use opioids, buprenorphine most commonly used to avoid/treat 

withdrawal

‣ Best way to avoid diversion is to increase access to care.

‣ Discuss the issue and offer alternative

• Short prescriptions 

• Injectable buprenorphine 

• OTP or other higher level of care 

• Discharge with option to return 



Conclusions
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Summary

‣MOUDs save lives!

‣ Buprenorphine maintenance is safe and effective in office-based settings for most 

patients

‣ Practices are shifting to be lower barrier, harm reduction oriented, and patient-centered

‣ You can do this in your practice!



49

Resources

Sources: Martin 2018; Wakeman, 2018; NASEM, 2019: SAMHSA



50



Maggie Lowenstein, MD, MPhil, MSHP

margaw@upenn.edu

51

THANK YOU AND QUESTIONS
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