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Goal: 24-7 access to high quality treatment of 
substance use disorders in all California 
hospitals by 2025. 



The Opioid Epidemic

2.7 million 
people had an opioid use 
disorder in 2020 (2) 

9.3 million 
people misused prescription 
opioids in 2020 (2) 

902,000
people used heroin in 2020 (2)

Sources 
(1) Provisional data from CDC, National Center for Health Statistics
(2) 2020 National Survey on Drug Use and Health, 2021

107,622
people died from drug 
overdose during 2021 (1)



As Opioid Prescribing Decreased, 
Overdose Deaths Increased



www.latimes.com
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Low-Barrier Treatment

AKA Quick S
tart 

Treatment



Buprenorphine Saves Lives 

Evans et al., 2015.

Standardized Mortality Ratio

General population

People with OUD, 
no treatment

People with OUD receiving MAT

x 6.1

Mortality Risk Compared to the General Population

x 1.8



OUD is an EMERGENCY… 
And this is our JOB.

Patients treated in Massachusetts EDs for opioid 
overdose, 2011-2015:

● Shows short-term increase in mortality risk 
post-ED discharge

● Of patients that died, 20% died in the first month

● Of those that died in the first month, 22% died 
within the first 2 days

Number of deaths after ED treatment for nonfatal overdose 
by number of days after discharge in the first month (n=130)

Source: Weiner, Scott, et al.. One-Year Mortality of Patients After Emergency Department Treatment for Nonfatal Opioid Overdose. Annals of Emergency Medicine. April 2, 2019.



Medications for Opioid Use Disorder

Methadone Buprenorphine ± Naloxone Naltrexone

Full mu (opioid) receptor agonist Partial mu receptor agonist Mu receptor antagonist (blocker)

Oral (often solution)

Intramuscular injection 
(extended release) or oral 

Ex: “Vivitrol,” “ReVia”

Sublingual (tab, film), 
 IV, IM, subcutaneous 

injection, transdermal patch



● Treats withdrawal, cravings, & overdose

● Partial agonist → less respiratory 
depression & sedation

● High affinity

○ Blocks & displaces other opioids
○ Can precipitate withdrawal

● Half-life ~ 24-36 hours (long acting)

full agonist
(e.g. morphine,
methadone, heroin,
fentanyl, 
hydrocodone)

partial agonist
(buprenorphine)

antagonist
(naloxone,
naltrexone)
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Understanding Buprenorphine (Bup)



Emergency Department Medication 
Starts Save Lives

CONCLUSIONS AND RELEVANCE Among opioid-dependent patients, ED-initiated bup 
treatment vs brief intervention and referral significantly increased engagement in addiction 
treatment, reduced self-reported illicit opioid use, and decreased use of inpatient addiction 
treatment services but did not significantly decrease the rates of urine samples that tested 
positive for opioids or of HIV risk. These findings require replication in other centers before 
widespread adoption.



https://clincalc.com/Stats/NNT.aspx

Number Needed to Treat

Aspirin in ST-elevation myocardial infarction 42 to save a life

Warfarin in atrial fibrillation 25 to prevent a stroke

Steroids in chronic obstructive pulmonary 
disease (COPD)

10 to prevent treatment failure

Defibrillation in cardiac arrest 2.5 to save a life

Buprenorphine in opioid use disorder 2 to retain in treatment 

The Numbers for Success





Good News:
MAT Works





Identify Withdrawal
& Rule-Out Contraindications



Identify Withdrawal
& Rule-Out Contraindications



Fentanyl? Higher COWS + “Hard Signs”

Include 1+ objective signs!
● Dilated pupils
● “Goose bumps”
● Vomiting
● Tachycardia
● Yawning
● Runny nose & eyes



Patient in Moderate to Severe Withdrawal
& Interested in Buprenorphine?

Buprenorphine is given as 
sublingual, dissolvable dose.

No PO for 15-20min!



No methadone for 72+hrs

CAUTION: benzodiazepines, etOH, 
other respiratory suppressants

Patient in Moderate to Severe Withdrawal
& Interested in Buprenorphine?



Typically start 8mg bup SL.

Fentanyl use may require higher dose, 
e.g., 16-32 mg.

Patient in Moderate to Severe Withdrawal
& Interested in Buprenorphine?



Wait 1 hour. Reassess.
Better? Give another dose.

Don’t be afraid to repeat dose!
Fentanyl use may take more doses.

Note: Most patients will still do great 
with 16-32 mg total buprenorphine.



Wait 1 hour. Reassess.
Not better? Widen your ddx.



Wait 1 hour. Reassess.
Not better? Widen your ddx.





● Very rare! (<1% in National 
Institute on Drug Abuse data)

● How? “Too little bup, too soon”

● What? Rapid, significant & 
sudden worsening withdrawal sxs

● Pain, unpleasant, agitated, 
“excited delirium”

● Note: this is what happens on 
purpose when we give naloxone!

● Small bup doses given to pt with 
high tolerance → ongoing sxs

● Incomplete treatment of sxs

● As time goes on between doses, 
sxs get worse – from lack of 
enough bup, not because of it

● Can be a normal part of the bup 
induction experience

Undertreated Withdrawal Precipitated Withdrawal



Why the Hype?!

● A rough patient experience – patients talk to each other!

● A rough provider experience – do not want to lose trust!

We need to normalize the withdrawal experience for pts.



It may take some time for the 
medication to work;

I’m here for you
and will help you

no matter what happens.

I know going through withdrawal is 
terrible. I’m here to help make this the 

BEST WITHDRAWAL EXPERIENCE EVER!
With SUPPORT and MEDICATION to 

ease your pain.

Have you ever tried buprenorphine 
before? Do you know anybody who 
has? What concerns do you have?



If you do precipitate withdrawal…



If you do precipitate withdrawal…

KEEP
CALM

AND

GIVE
BUP



If you do precipitate withdrawal…

KEEP
CALM

AND

GIVE
BUP…and more bup!





For Discharge:

Maintenance Treatment
16 mg Bup SL/day

Titrate to suppress cravings;
Usual dose 16-32 mg/day



Need Help?

California Only
CA Poison Control (24/7)

(800)222-1222

National Clinician 
Consultation Center

Substance Use Warmline
M-F 6 am-5 pm

Voicemail 24 hrs, 7 days
(855)300-3595











What if the patient is 
interested in treatment, 

but not in withdrawal yet?



Patients can
self-start on bup!

Studies show pt’s self-rating for 
withdrawal > COWS.

Instructions mimic hospital start.

Safe, effective option.
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Harm Reduction: 
Fentanyl Test Strips

Hold the strip by the blue end

One line = Fentanyl Two lines = Negative

Don’t dip past this line

• Help identify unintentional fentanyl in drugs

• Caution: High concentrations of meth can cause false positive



Harm Reduction: 
Naloxone



Harm Reduction: 
Never Use Alone

www.neverusealone.com



Harm Reduction: 
Safe Injection Practices

• If possible, don’t inject! Choose smoking, snorting, ingesting.

• Clean first with alcohol swabs

• Do not reuse or share needles or syringes

• Use sterile equipment

• Give info for syringe exchange programs

• Public health screening – HIV, HepC

• Check out Harm Reduction Coalition for more!



CA Bridge Resources

Visit our website for resources and more www.cabridge.org 


