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Expert Contributors 
This toolkit was developed with the expertise and contributions of dedicated faculty: Eric Haram, 
LADC (Haram Consulting LLC); Justin Bennett, MD (Blue Water Emergency Partners); Whitney 
Jandreau, PharmD, BCPS (Northern Light Health); Elizabeth Joyce, MD (MaineHealth); and Amy 
Carter, Director (MMA-CQI). Their guidance and leadership have been instrumental in shaping this 
resource. 

Implementing Inpatient Policies and Procedures 
 
A comprehensive inpatient program to address opioid use disorder (OUD) recognizes 
hospitalization as a critical window of opportunity to initiate treatment, engage patients in care, 
and improve long-term health outcomes. The goals are not only to respond to the acute health 
needs of the patient, but to begin appropriate, evidence-based treatment for OUD during the 
inpatient stay and ensure strong connections to ongoing care after discharge. Medication for 
opioid use disorder (MOUD) is proven to improve patient outcomes. Buprenorphine, methadone, 
and naltrexone are FDA approved options for MOUD with the first two having the greatest efficacy. 
This program focuses on sublingual buprenorphine, though hospitals are encouraged to plan for 
more clinically and operationally advanced options such as extended-release buprenorphine and 
methadone. 

The following is a checklist of recommended guidelines that each inpatient program should 
consider when designing or strengthening their approach to initiating buprenorphine for MOUD. 
The remainder of this document focuses on inpatient MOUD initiation and strategies for 
successful implementation. 
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Four Pillars 

 

Inpatient Buprenorphine Initiation Readiness Checklist 
 

Medication Availability 

  Availability of sublingual buprenorphine and naloxone hydrochloride nasal spray on formulary  

Order Set Development 

 Create EMR-integrated order sets for:  

• Buprenorphine initiation  

• Naloxone prescribing or dispensing  

• Supportive/comfort medications for opioid withdrawal 

Prescribing Buprenorphine 

⬜ Confirm all discharging practitioners understand that the DEA X-waiver is no longer required 
to prescribe buprenorphine 

 
Billing & Reimbursement 

⬜ Coordinate with hospital billing and compliance departments to ensure appropriate coding 
and reimbursement for MOUD-related services 

 
Staff Training 

⬜ Provide stigma reduction training to all staff and provide education to practitioners, nursing 

•Systematic and universal risk screening for substance use 
influence or disordersScreening

•Inservice and competencies addressing institutional, social, 
and patient self-stigma are created, implemented, and 
tracked
•ED guidelines for discharged patients that meet regulatory 

requirements and best practices
•ED Guidelines around filling lost or stolen opioid 

prescriptions
•Tracking clinician prescribing practices

Bias Reduction Pt 
Center Care 

Knowledge Gap

•Guidelines for dispensing and prescribing naloxone nasal 
spray

•Patient education to decrease the rist of complications of 
ongoing opioid use

Risk Reduction

•MOUD initiation protocols
•Compassionate treatment guidelines for those not involved 

with MOUD
•Referral system

Treatment of Addiction
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staff, and pharmacists on MOUD initiation and withdrawal management 
 
Care Coordination Roles 

⬜ Clearly define role of crisis services/case management/social work/peer support in 
identifying patients, providing education, and coordinating discharge planning 

 
Discharge Instructions 

⬜ Develop standardized discharge instructions that include: 

• Information about buprenorphine 

• Naloxone hydrochloride nasal spray education and instructions  

• Next steps for outpatient care 
Post-Discharge Follow-up 

⬜ Identify outpatient MOUD providers and community-based services for referral 
 

⬜ Establish warm hand-off protocols (e.g. direct scheduling, communication between 
providers, patient transportation support) 

 
Tracking Measures to Consider 
 
MOUD Initiation 

• Number of inpatients with a diagnosis of OUD not previously maintained on buprenorphine 
for whom buprenorphine is administered during hospitalization. Consider how to capture 
patients who have buprenorphine initiated in the Emergency Department before 
transitioning to an inpatient encounter.  

MOUD Referral 

• Number of patients as above for whom buprenorphine is initiated and referral made to a 
community-based MOUD provider or recovery service at discharge. 

Discharge Planning for MOUD 
 

• Number of patients with inpatient buprenorphine initiation who are discharged with all of 
the following documented: 

o Active prescription for buprenorphine (bridge Rx), AND 

o Referral/appointment scheduled for outpatient MOUD or recovery support, AND 

o Written discharge plan includes MOUD continuation. 

• Number of patients initiated on buprenorphine during inpatient hospitalization. 

Optional/Expanded Measures (if capacity allows): 
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• Number of naloxone hydrochloride nasal spray kits prescribed or dispensed upon 
discharge 

• Number of staff trained on inpatient MOUD protocols 

• Number of patients receiving harm reduction education or resources during hospitalization 

• Time from MOUD-eligible admission to buprenorphine initiation (to monitor delays or 
barriers) 

Sample Planning Process 
• Monthly team planning meetings 
• Concept introduced to the inpatient team 
• Drafts of protocols refined over time 
• Inpatient provider and nursing education 
• Program rollout 
• Quarterly team process review meetings 

 

Regulatory FAQs: How can inpatient clinicians provide MOUD in the 
inpatient setting? 
 

There are three possible options: PRESCRIBING, DISPENSING and ADMINISTERING  

 

• As part of the Consolidated Appropriations Act of 2023, Congress eliminated the DATA-
Waiver Program. Any provider able to prescribe Schedule III medications can now 
prescribe buprenorphine. There are no limits/caps on the number of patients a prescriber 
may treat for OUD with buprenorphine. Prescribing is the simplest way to continue 
patients on buprenorphine following inpatient discharge and it is the recommended 
clinical pathway. In Maine, Chapter 488 still requires providers to include the diagnosis 
and exemption code on buprenorphine prescriptions (i.e., F11.20 OUD, Exemption D, 
Chronic).    

 

Using Buprenorphine 
 
Sublingual Buprenorphine Formulations for OUD 

• Buprenorphine-naloxone Tablets 
• Buprenorphine-naloxone Films 
• Buprenorphine Tablets  

 
Effects of Buprenorphine 

• Decreases craving for opioids 

PRESCRIBING OPTION 
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• Prevents opioid withdrawal symptoms 
• Less likely to cause respiratory suppression/overdose than full opioid agonists 

 

Tips for Sublingual Use of Buprenorphine 
 

• There is a specific approach to sublingual administration that will improve absorption of 
buprenorphine. Below are some tips you can provide for your patients when taking 
sublingual buprenorphine. Advise patients that: 

• Each buprenorphine tablet or film will take some time to dissolve under their tongue, but 
the film dissolves more quickly than tablets. 

• The mean time for tablets to fully dissolve is 7 to 12.4 minutes; the mean time for the film 
to dissolve is 5 to 6.6 minutes. 

• Patients should grasp the film by the edges and place it under their tongue at the base, 
just to the side of the center. 

• While the medication is dissolving, they should not talk, drink, or swallow. 
• While the tablet is dissolving, they will salivate a lot, so they may need to tilt their heads 

forward to avoid swallowing the saliva. 
• Suggest patients rinse their mouth or eat mint before taking buprenorphine to help with 

the taste. 
• To improve absorption, patients avoid smoking 15 minutes before and after taking 

buprenorphine. 
• Provide patient counseling with respect to dental risk with transmucosal buprenorphine 

(see below). 
 

*FDA warning about dental problems with transmucosal (sublingual and buccal) buprenorphine. Patient 
counseling points include:  

• Tooth decay, oral infections, and loss of teeth have been reported with the use of buprenorphine-
containing medicines that dissolve in the mouth.  

• Simple steps can help reduce the risk: after the 
medicine is completely dissolved, swish with a large sip 
of water, swallow, and wait at least 20 minutes before 
eating or drinking and wait one hour before brushing 
teeth.  

Regular brushing, flossing, and routine dental care with your 
dentist are also important. 

 

Inpatient Initiation Guidelines 
Sample Guidelines 
 

1. Patients at risk of accidental overdose as evidenced by patient history of opioid use 
despite harmful consequences or presentation after naloxone reversal following opioid 
overdose. 

2. No evidence of alcohol intoxication or withdrawal. 
3. Lack of medical or psychiatric condition that indicates need for inpatient admission. 
4. Patient understands the following: 

Figure 1: Sublingual Administration 



© Maine Medical Association, Center for Quality Improvement. All Rights Reserved July 2025 
 

• Buprenorphine is a partial opioid agonist that helps with cravings and withdrawal. 
Once started, it should not be discontinued abruptly, or withdrawal will occur. It is 
risky to use buprenorphine if the patient is misusing alcohol or benzodiazepines as 
this may lead to respiratory suppression and/or death. 

• Following up at an outpatient treatment program is necessary for continued 
buprenorphine treatment and an individualized treatment plan will be developed. 
 

• Inpatient buprenorphine initiation is not a guarantee of continued buprenorphine 
treatment at the outpatient treatment program. 

5. Initiate order set for initiation 
• Labs: Consider urine drug screen (UDS) and urine pregnancy test. Be aware that the 

absence of opioids/oxycodone on UDS is common as fentanyl is not detected by most 
inpatient UDS. Providers can include other basic labs if requested by the outpatient 
treatment program (e.g. hepatitis panel, HIV, LFTs). 

• Consult to crisis services/case management/social work/peer support 
• Nursing orders for COWS score 

 

*Pregnancy is not a contraindication to buprenorphine initiation. You may receive a flag cautioning 
against the use of buprenorphine in pregnancy. It is safe to proceed as the benefits outweigh the risks. 
The buprenorphine-naloxone combination product (or the buprenorphine monoproduct) can be used in 
pregnancy.  

 
*If the patient’s age is under 18, a specific pathway should be developed to ensure appropriate follow-
up and treatment. Adolescents and young adults are at risk of opioid overdose and death; therefore, 
age should not be a contraindication for initiating treatment. 
 

 
1. Offer patient a peer recovery coach/OPTIONS Liaison (and/or enter referral for outpatient 

follow up) 
2. Calculate COWS score 

• If COWS greater than 12 with one objective sign of withdrawal (tachycardia, mydriasis, 
tearing, yawning, sweating, diarrhea), proceed to #3. 

• If these criteria are not met, patient is not in adequate level of withdrawal necessary to 
initiate buprenorphine-naloxone. Continue alternative method of initiation and/or continue 
to monitor COWS and reassess readiness for initiation.  

3. Order buprenorphine-naloxone 8 mg sublingual. The buprenorphine-naloxone combination 
product should be used. The nurse should educate the patient regarding sublingual 
administration as the medication should not be swallowed. The patient should receive 
instructions for mitigating dental side effects of transmucosal buprenorphine. 

4. Observe the patient for 60 minutes. If the patient’s symptoms have improved and the patient is 
comfortable, proceed to #5 and #6. If the patient is not improving or worsening, proceed to #7. 

5. Initiate discharge plan which may include: 
• Prescription for buprenorphine/naloxone at stabilizing daily  
• dose  daily sublingual for up to 7 days (a DEA X-waiver is no longer required to prescribe 

buprenorphine 
• Patient follow-up instructions should include clear plan (ideally with an appointment 

time/day at an outpatient treatment program but may also include how the patient should 
contact the treatment program or when the patient will be contacted for appointment time). 
Patient should also be given a number to call if they have questions. 

6. Discharge with a dispensed naloxone hydrochloride nasal spray kit. 
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7. If, after the initial dose of buprenorphine-naloxone, the COWS score is increasing, this may 
represent worsening or precipitated withdrawal. Administer adjuvant medications as needed 
and continue administering buprenorphine 8 mg sublingual every hour up to 32 mg. If, after up 
to 32 mg is administered, the COWS score improves and the patient is stable, proceed to step 
#5 and #6. If, after administering the maximum dosing of up to 32 mg, the COWS score is 
worsening, consult an addiction medicine specialist or pharmacist. 
 

*Please see appendices A & B for site specific examples 
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Stigma 
What Is Stigma and Where Does It Come From? 
Stigma can be: 

 

 

 

 

 

 

 

 

 

 

 

 

Stigma can also present in various ways when we are referring to OUD/SUD. There can be 
institutional stigma, social stigma and self-stigma. 

Institutionnel 
Stigma 

• Doctors have not listened to me 
• Pharmacists look at me suspiciously 

Social 
Stigma 

• My family looks down on me 
• My AA sponsor says I'm not really sober if I am on 

MOUD 

Self Stigma 

• I struggle with people offering me help. I still think 
that I'm not worthy of it - Graham 

• Once we start something good, we feel guilty because 
we feel like we don't deserve it - Diane 

Strong feelings of 
disapproval or disgrace 
that sets a person apart 

from others

Associated with negative 
attitudes & beliefs

Self-stigma also 
significant challenge in 

SUD

Can lead to negative 
actions, discrimination
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• Training on stigma, bias, and language is a critical component of successful 
implementation. Inpatient teams are strongly encouraged to include training and 
competencies for these crucial domains for improved care and outcomes. 

• Sustainability of this work is best when practitioners, nursing, pharmacy, registration, and 
security are included. 

• It’s sometimes helpful to picture how stigma could present if we use the example of 
diabetes, another chronic condition. Would we say or imply things like: 

• Elevated blood glucose makes blood “dirty”? 
• Plan to treat with insulin for only 2 years, then insist on changing lifestyle enough to taper 

off? 
• Discharge patients from treatment if they choose to eat poorly or persistently have high 

blood sugar? 
• Or decline to treat at all? 

 
The 1000 Lives Campaign seeks to implement a set of evidence-based Clinician-specific interventions 
to improve the treatment of opioid use disorders within Maine’s medical community. 1000 Lives 
Campaign for Maine   
Governor Mills Webinar Series - 1000 Lives Campaign Update 
 
 
 

Harm Reduction & Infectious Disease Considerations for PWID 
 
Naloxone (Narcan) 

• Prescribe naloxone for all patients at risk of opioid overdose. 
• Provide education to patients, families, and caregivers on how to use it. 
• Maine law allows pharmacists to dispense naloxone without a prescription. 

 
Safer Use & Syringe Access 

• Connect patients with local Syringe Service Programs (SSPs) for sterile syringes, safer use 
supplies, and safe disposal options. 

o [Insert Maine SSP contact list or link here] 
• Share information on safer use (don’t share supplies, rotate sites, clean skin before 

injection). 
 

Infectious Disease Screening & Vaccination 

• HIV, HCV, HBV screening recommended for all people who inject drugs (PWID). 
• Vaccinate for HAV and HBV if not immune. 
• Ensure linkage to treatment for HIV and HCV. 

 
Overdose & Infection Prevention 

• Teach signs of overdose and the importance of calling 911. 
• Encourage wound care and early treatment for skin/soft tissue infections. 
• Offer fentanyl/xylazine test strip information when available. 

 

https://mainephysicians.org/1000-lives-campaign-for-maine/
https://mainephysicians.org/1000-lives-campaign-for-maine/
https://www.youtube.com/watch?v=LMGfkXbwbkw&t=6s
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Whole-Person Care & Language Matters 

• Integrate harm reduction with addiction treatment, mental health care, and primary care. 
• Use nonjudgmental, person-first language to reduce stigma and build trust. 

o See Words Matter: A Substance Use Conversation Guide for practical scripting, 
motivational interviewing strategies, and team-based activities to practice stigma-
free communication. 

o Consider laminating sample scripts and posting them in breakrooms, exam 
rooms, and front desks as daily reminders. 

o Introduce content during staff meetings and add to new employee onboarding. 
 

Clinical Pearl Pairing harm reduction strategies with stigma-free communication improves 
engagement, safety, and long-term health outcomes for people with substance use disorder. 
 
 
 
 
 
 
 
 
 
 
 

Resource Links 
Substance Use Disorder Clinical Guidelines | MaineHealth  

Maine Opioid Clinical Advisory Committee Clinical Guidance Documents: 
- Proposed Position on the Use of Buprenorphine-Naloxone in Pregnancy 

- Proposed Position on the Perioperative Management of Patients Prescribed Buprenorphine 
for Opioid Use Disorder (OUD)  

- Proposed Position on Promoting Medications for Opioid Use Disorder (MOUD) in Hospital 
Settings 

Contact Information 
For further information or additional resources, please contact learninglab@mainemed.com. 
Website: https://mainephysicians.org/programs/mma-center-for-quality-improvement/about-us/  
 

 

https://mainephysicians.org/programs/mma-center-for-quality-improvement/training-resources/resources/
https://www.mainehealth.org/health-care-professionals/clinical-guidelines-protocols/substance-use-disorder-clinical-guidelines
https://mesudlearningcommunity.org/maine-opioid-clinical-advisory-committee-clinical-guidance-documents/
https://qclearninglab.org/wp-content/uploads/2025/09/Combination-burenorphine-naloxone-pregnancy_Clin-Adv-Comm-Guidance_GOPIF_03-20-1.pdf
https://qclearninglab.org/wp-content/uploads/2025/09/Combination-burenorphine-naloxone-pregnancy_Clin-Adv-Comm-Guidance_GOPIF_03-20-1.pdf
https://qclearninglab.org/wp-content/uploads/2025/09/Perioperative-Pain-Mngmnt-Guidance_ME-Opioid-Clinical-Adv-Comm_GOPIF_08-2020.pdf
https://qclearninglab.org/wp-content/uploads/2025/09/Perioperative-Pain-Mngmnt-Guidance_ME-Opioid-Clinical-Adv-Comm_GOPIF_08-2020.pdf
https://qclearninglab.org/wp-content/uploads/2025/09/MOUD-in-Hospitla_Opioid-Clin-Adv-Comm-Postion-Statement-2-2023.pdf
https://qclearninglab.org/wp-content/uploads/2025/09/MOUD-in-Hospitla_Opioid-Clin-Adv-Comm-Postion-Statement-2-2023.pdf
mailto:learninglab@mainemed.com
https://mainephysicians.org/programs/mma-center-for-quality-improvement/about-us/


© Maine Medical Association, Center for Quality Improvement. All Rights Reserved July 2025 
 

OPTIONS Rack Card 

 

• The Overdose Prevention Through Intensive Outreach 
• Naloxone and Safety (OPTIONS) initiative is a coordinated effort of the Maine Office of 

Behavioral Health and other state agencies to improve the health of Mainers using substances 
through harm reduction strategies, helping them on the road to recovery, and dramatically 
reducing the number of fatal and non-fatal drug overdoses. For more information    on the 
OPTIONS program visit https://knowyouroptions.me/ 
 

https://knowyouroptions.me/
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Appendix A: MaineHealth Guidance for Buprenorphine Initiation 
Strategies 
Traditional (Standard) dosing: 

-Consider for patients who are not at high risk for precipitated withdrawal and feel comfortable with a 3-5 
day initiation 

Day 1: 

When COWS ≥12, start with 4 mg SL; if 2 hours have passed with no worsened withdrawal (increase in 
COWS) additional dosing increments of 2 mg may be given every 2 hours. Target dose for day 1 is 8 mg. If 
there is an increase in COWs score, this may represent precipitated withdrawal. Please hold buprenorphine 
therapy, provide supportive therapy and re-attempt the next day OR transition to the high dose protocol 
and give extra buprenorphine for precipitated withdrawal. 

Day 2: 

Give day 1 total dose followed by 4 mg every 2 hours for a target dose of 16 mg. 

Day 3 and maintenance: If patient is stable on current dose, maintain that dose. If patient is still 
experiencing COWS>6 please contact Psychiatry for further dosing recommendations. 
Low dose/cross taper (micro) initiation: 

- First line for patients on chronic full agonist therapy (i.e. methadone, long acting oxycodone/morphine, 
receiving opioids for pain management, utilizing un-prescribed long acting opioids), patients with a history of 
precipitated withdrawal and have an anticipated duration of stay >3 -7 days 

-If utilizing non-prescribed opioids prior to admission, may benefit from short-term, as needed full agonist 
opioids (hydromorphone, oxycodone, etc.) to mitigate withdrawal symptoms during buprenorphine initiation 

7-day method: 
 

Day Buprenorphine dosage Agonist therapy (i.e. methadone, oxycodone, 
hydromorphone, etc.) 

1 0.5 mg SL once daily Full dose 

2 0.5 mg SL twice daily Full dose 

3 1 mg SL twice daily Full dose 

4 2 mg SL twice daily Full dose 

5 4 mg SL twice daily Full dose 

6 8 mg SL twice daily Full dose 

7 16 mg SL once daily Stop 
 

SL=sublingual 
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3 day method: 
 

Day Buprenorphine dose Agonist therapy 

1 0.5 mg SL Q3 hours x 8 doses Full dose 

2 1 mg SL Q3 hours x 8 doses Full dose 

3 8 mg then 4 mg SL Q3 hours prn COWS ≥6 Stop 
 

Day 4 and maintenance: consolidate day 3 total dose into one daily dose Transdermal method (if 

stocked/used at your facility): 

Day Buprenorphine dose Agonist therapy 

1 Apply 20 mcg patch* Full dose 

2 Patch + 1 mg SL once Full dose 

3 Patch + 1 mg SL twice daily Full dose 

4 Patch + 2 mg SL twice daily Full dose 

5 Patch + 4 mg SL twice daily Full dose 

6 Patch + 6 mg SL twice daily Full dose 

7 Remove patch + 8 mg SL twice daily Stop 

8 16 mg SL daily and as needed up to 24 mg daily ----- 
 
*Only one patch to be applied-subsequent days are just referring to the patch that was applied on day 1 
remaining on the patient 
High dose (macro) initiation 

-Consider for patients who have a COWS ≥8, admission to inpatient not anticipated or a brief admission is 
likely or who desire a rapid titration to full dose 

-Use caution in patients who are pregnant, unable to consent to treatment, methadone use <72 hours 
prior, last use of short acting opioid <4 hours, long-acting opioid (e.g. OxyContin, MS Contin) <24 hours, 
intoxicated with benzodiazepines or other sedatives, unstable medical illness, anticipated to undergo 
surgery in near future 

-Patients with chronic, high fentanyl use may require doses of 24-32 mg daily Day 1: 

When COWS ≥8, give buprenorphine 8 mg SL q60 minutes until COWS <6 or dose of 24 mg has been 
reached. If patient still experiencing COWS ≥6 with 24 mg, please contact psychiatry for dosing 
recommendations. 

If COWS score increases from baseline (precipitated withdrawal), repeated doses (and a prn dose) may and 
should still be given unlike in the traditional method. 

Day 2: Consolidate day 1 dose into one daily dose 
 

Contact name: Nicolette Centanni Review 

date: 3/20/2024 
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Appendix B: Northern Light Health Standard Buprenorphine Initiation 

 

Supplement to the Buprenorphine-naloxone (Suboxone) Initiation Power P  
Medication Treatment for Opioid Use Disorder (MOUD) 
Last updated January 2, 2024 by Whitney Jandreau, PharmD, BCPS (contact for revisions).  

Standard Buprenorphine Initiation  

• For use in patients in at least moderate withdrawal* who are NOT 
taking opioid agonists.      

• Use an alternative initiation option below for patients continuing to 
take opioid agonists or who are in severe withdrawal.      

• Can be used for patients in severe withdrawal when high dose initiation 
is contraindicated. 

• Ask the patient about their withdrawal. If they feel their withdrawal is 
moderate to severe, ask if they feel ready to start buprenorphine. If they 
feel their withdrawal is mild, it is too soon to start.  

 

As of January 2023, an X-waiver is no longer required to prescribe 
buprenorphine; any provider with an active DEA license including schedule 
III medications can prescribe buprenorphine. 

Patient consent is required to initiate buprenorphine. Shared decision 
making for dosing is encouraged.  

*Assessment of Opioid Withdrawal 

At least one clear objective sign (prefer ≥2): tachycardia, mydriasis, 
yawning, rhinorrhea, vomiting, diarrhea, piloerection.  Use COWS (clinical 
opioid withdrawal scale) to confirm withdrawal for Standard Initiation; start 

buprenorphine if COWS ≥ 8 AND objective signs. 

May adjust approach for complicating factors: 

• Altered mental status, delirium, intoxication 
• Severe acute pain, trauma, or planned large surgery 
• Recent methadone use 
• Organ failure or other severe medical illness 
• Minimal opioid tolerance (consider lower dosing) 

 

 

 
 

 
 

START 
Opioid abstinence and onset of objective, uncomplicated 
withdrawal; patient desires buprenorphine (bup) therapy. 
Provider orders Standard Initiation via PowerPlan. 

RN performs and documents COWS 

COWS ≥ 8: RN order buprenorphine-
naloxone from nursing section of the 
PowerPlan. Administer ONCE dose. 

COWS < 8: RN notify provider and repeat COWS in 1 hour 

RN performs and documents COWS 

If repeat COWS < 8, RN notify provider. Typical withdrawal onset > 
12 hours after last short acting opioid use (excluding fentanyl); 
variable after last use of fentanyl or methadone (may be > 72 hours). 

  
1 hour 

  
1 hour 

COWS Decreased (withdrawal improved with bup)  

RN administer buprenorphine-naloxone PRN dose. 
Pharmacist will update buprenorphine maintenance 
order to reflect total dose received on day 1. 

COWS Unchanged or Increased: RN notify provider 

Consider: 
Undertreated withdrawal: occurs with lower starting 
doses and heavy tolerance; improves with more bup 
(additional 8 – 16 mg SL) 

Other substance intoxication or withdrawal: stimulant 
intoxication, alcohol/benzo/xylazine/GHB withdrawal. 
Continue bup; manage additional syndromes. 

Bup side effects: nausea, headache, dysphoria. Continue 
bup, provide supportive medications.  

Other medical/psychiatric illness: anxiety, sepsis, 
influenza, DKA, thyrotoxicosis, etc. Continue bup, 
manage underlying condition.  

If sudden/significant worsening, consider precipitated 
withdrawal. See box to right.  

 
 

Treatment of Precipitated Withdrawal (sudden, significant 
worsening of withdrawal after bup or full antagonist).  
Administer additional 8 mg bup immediately (convert to high 
dose initiation).  
 
Manage symptoms with supportive medications.  

Multidisciplinary Support for Transitions of Care 

Care Management consulted to assist with warm handoff to 
outpatient prescriber. Findtreatment.gov and 
Findsupport.gov may be helpful. 

Dispense naloxone (embedded in PowerPlan) on discharge.  
 
 

https://intranet.emhs.org/EMHS/Portals/Order-Sets-Pathways/Order-Sets/Emergency-Department/Medications/ED-Comfort-Pack-for-Social-Detox-Unit-(SDU).aspx
https://findtreatment.gov/
https://www.samhsa.gov/find-support
https://www.cdc.gov/opioids/naloxone/factsheets/pdf/conversation-starter_naloxone_clinician.pdf
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Low Dose Buprenorphine Initiation 
 
• Eases transition from full opioid agonists to buprenorphine by avoiding requirement for moderate 

to severe withdrawal and minimizes risk of precipitated withdrawal by using very low doses of 
buprenorphine.  

• Recommended for transition from chronic full opioid agonists, including methadone; methadone 
doses exceeding 80 mg daily are recommended to be tapered to 80 mg or less before transitioning 
to buprenorphine – it is recommended to consult a specialist and coordinate with outpatient 
methadone provider.  

• Recommended for patients with history of experiencing or witnessing precipitated withdrawal.      
• Avoid if patient is already in significant withdrawal. Most patients would benefit from standard 

buprenorphine starts as low dose initiation can prolong achievement of a therapeutic dose.  
• May serve as a cross-titration (discontinue opioid agonist on last day of initiation) or opioid 

agonists may be continued through the initiation period and then tapered as clinically indicated/as 
tolerated. 

• Low dose initiation begins with buprenorphine monoproduct tablets for ease of splitting, however 
transition to combination product buprenorphine-naloxone is integrated in the plan and 
recommended prior to discharge. 
 

High Dose Buprenorphine Initiation 

• Consider for patients in active, severe withdrawal WITHOUT clinical signs of sedation or respiratory depression 
including immediately after reversal of opioid overdose with naloxone. 

• High dose initiation immediately loads to a therapeutic dose to mitigate withdrawal symptoms.  
 
Use caution in patients with the following or consider using standard initiation:  

Any serious acute medical illness 
Age 65 years or older Altered mental status 
Pregnancy Methadone use 
Alcohol intoxication Benzodiazepines or other sedatives 
Long-term opioid therapy for pain Anticipated surgery  

 

Considerations for Pregnancy 

• Fetal monitoring is not required to start buprenorphine in normal pregnancy, regardless of gestational age. 
• The Maine Opioid Response Clinical Advisory Committee recommends that all pregnant patients be prescribed the 

buprenorphine-naloxone combination therapy rather than buprenorphine monotherapy during pregnancy, unless 
otherwise contraindicated. 

• Buprenorphine is safe during pregnancy and breastfeeding.  
• An increase in total buprenorphine dose is often necessary during pregnancy, especially in later trimesters. 

Postpartum, dose reduction should be gradual and per patient cravings.  

.  
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Appendix C: Buprenorphine Background 
Medication Action for OUD 

Buprenorphine is a partial agonist at the mu opioid receptor, to which it binds with very high 
affinity to prevent withdrawal and opioid cravings.   

Noteworthy Side Effects  

• Headache 
• Nausea 
• Constipation  
• Abdominal Pain 
• Diaphoresis 
• Insomnia 
• Dental Effects* 
• Respiratory depression is clinically non-significant unless other risk factors present 

 
*FDA warning about dental problems with transmucosal buprenorphine. Patient counseling points 
include:  

• Tooth decay, oral infections, and loss of teeth have been reported with the use of buprenorphine-
containing medicines that dissolve in the mouth.  

• Simple steps can help reduce the risk: after the medicine is completely dissolved, swish with a 
large sip of water, swallow, and wait at least 20 minutes before eating or drinking and wait one hour 
before brushing teeth.  

• Regular brushing, flossing, and routine dental care with your dentist are also important. 

Precipitated Withdrawal Risk 

In sublingual form, buprenorphine may be co-formulated with the opioid antagonist naloxone to 
prevent administration by injection (bioavailability of naloxone is considered clinically insignificant 
via oral and transmucosal routes but is active if injected). Prescription of the combination product 
buprenorphine-naloxone is recommended as standard of care, including in the pregnant 
population. It is a common misconception that prescribing buprenorphine monoproduct will 
avoid risk of precipitated withdrawal when transitioning from full opioid agonists to buprenorphine 
(i.e. sublingual naloxone is thought to precipitate withdrawal). However, it is buprenorphine’s high 
binding affinity relative to full opioid agonists that is of greatest concern. Opioid receptor binding 
affinity is reported as equilibrium dissociation constant (Ki), with lower values indicating greater 
affinity (see table below). When a person has full opioid agonist on their mu receptors and they 
take buprenorphine, buprenorphine may knock the opioid agonist off the receptor to precipitate 
an decrease in opioid agonist activity, manifesting as withdrawal (See Figure 2 below, blue box and 
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arrow).  There appears to be a small subset of people who have clinically significant absorption of 
transmucosal naloxone. For this subset of patients, transmucosal naloxone may contribute to this 
precipitated withdrawal and in treatment maintenance, buprenorphine monoproduct can be 
used. (For more on this, view : PMP Series: Prescribing Buprenorphine: What is the Role and Risk 
of the Monoproduct in Maintenance Therapy for Opioid Use Disorder (OUD)? – ME SUD Learning 
Community). Low dose and high dose initiation methods lessen risk of precipitated withdrawal. 

Opioid Receptor Binding Affinities (Ki) 
Opioids with low Ki (equilibrium dissociation constant) values have greater binding affinity at the mu 
receptor but do not necessarily have greater potency compared to other opioids. 
Opioid Ki 
Buprenorphine 0.2157^3 
Hydromorphone 0.3654^3 
Morphine 1.168^3 
Fentanyl 1.346^3 
Naloxone 1.518^3 
Methadone 3.378^3 
Oxycodone 25.87^3 
Hydrocodone 41.58^3 
Tramadol 12,486^3 
Leighton, B & Crock, l. Case series of successful postoperative pain management in buprenorphine maintenance therapy patients. 
Anesth analg 2017;125:1779–83. 

 

Figure 2: Dose Response Curve for Buprenorphine and Full Opioid Agonist Activity 

 

 

Acute Pain Management in the Setting of Buprenorphine Therapy 

Another misconception that persists in clinical practice is that acute pain cannot be adequately 
managed in the setting of buprenorphine maintenance due to buprenorphine’s higher binding 
affinity at the mu opioid receptor. Acute pain can be managed with buprenorphine to avoid the 
potential consequences of interrupted MOUD treatment. Maintaining buprenorphine through a 

https://mesudlearningcommunity.org/document/prescribing-buprenorphine-what-is-the-role-and-risk-of-the-monoproduct-in-maintenance-therapy-for-opioid-use-disorder-oud-2/
https://mesudlearningcommunity.org/document/prescribing-buprenorphine-what-is-the-role-and-risk-of-the-monoproduct-in-maintenance-therapy-for-opioid-use-disorder-oud-2/
https://mesudlearningcommunity.org/document/prescribing-buprenorphine-what-is-the-role-and-risk-of-the-monoproduct-in-maintenance-therapy-for-opioid-use-disorder-oud-2/
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perioperative or other acute pain episode is evidence-based and recommended for most patients. 
The Maine Opioid Response Clinical Advisory Committee published a guidance document on 
Perioperative Management of Patients Prescribed Buprenorphine for OUD, which can be accessed 
here: Maine Opioid Clinical Advisory Committee Clinical Guidance Documents – ME SUD 
Learning Community. This guidance document’s highlights of recommended perioperative 
management by phase are included on the next page.  

Pharmacology can inform improved success with acute pain management:  

• Consider temporary reduction of buprenorphine dose to an equivalent of 8-12 mg 
sublingual daily to allow more mu opioid receptor access for full opioid agonists. 
Document the need to return to the home maintenance dose at discharge, (See Figure 2 
above, orange box and arrow).  .  

• Select full opioid agonists with relatively high binding affinity for the mu receptor (see table 
above titled Opioid Receptor Binding Affinities [Ki]).  

• Utilize multimodal analgesia and anticipate need to use higher doses of full opioid agonists 
(for opioid tolerance) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://mesudlearningcommunity.org/maine-opioid-clinical-advisory-committee-clinical-guidance-documents/
https://mesudlearningcommunity.org/maine-opioid-clinical-advisory-committee-clinical-guidance-documents/
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