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As Opioid Prescribing Decreased, Overdose Deaths Increased



Kentucky has one of the highest opioid prescribing rates in the nation.

www.cdc.gov – Most recent data: 2022



Kentucky has the 7th highest drug overdose mortality in the nation.

www.cdc.gov – Most recent data: 2022



Study: 42% of US adults know someone who died by overdose

1. Howard J. About 42% of us adults know someone who died by overdose, new survey finds. CNN. February 22, 2024. Accessed February 26, 2024. 
https://www.cnn.com/2024/02/21/health/us-adults-overdose-survey/index.html.

12 Month-ending Provisional Number and
Percent Change of Drug Overdose Deaths



Why treat OUD in the

Emergency 
Department?



Visible, easily accessible, and near public transport

Offers all-hours access, acute psychiatric stabilization, 
same-day treatment, and navigation to ongoing care

Critical link to shelters and community treatment 
programs 

 The ED is the Ultimate Safety Net
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Donate
28%

of adult ED patients 
screen positive for SUD.

Elder et al., 2020



Significant increased mortality 
risk post-ED discharge

● 20% of patients who died 
did so in the first month

● 22% of those who died in 
the first month died 
within the first 2 days

Weiner et al., 2019

 OUD is an Emergency



Evans et al., 2015.

Mortality Risk Compared to the General Population

Standardized Mortality Ratio

General population

People with OUD, 
no treatment

People with OUD receiving 
buprenorphine or methadone MAT

x 6.1

x 1.8

Buprenorphine Saves Lives



D’Onofrio et al., 2015

Treatment in the ED

78% vs. 37%
stayed in treatment
if MAT started in ED



Number Needed to Treat (NNT)Number Needed to Treat (NNT)

Sean P. Kane, P. D. (n.d.). Number needed to treat. Number Needed to Treat (NNT) Calculator. 
Retrieved August 3, 2022, from https://clincalc.com/Stats/NNT.aspx



Number Needed to Treat (NNT)NNT by Buprenorphine Dose

Mattick RP et al. Buprenorphine maintenance versus placebo or methadone maintenance
for opioid dependence. Cochrane Database Syst Rev. 2014;(2):CD002207.





Revolutionizing the System of Care

Low-Barrier Treatment
Culture 

of Harm Reduction

Connection to Care 
and Community



Prioritizing Treatment



Withdrawal

Euphoria

Tolerance & Physical Dependence

Opioid 
Agonist 
Therapy

Normal

Opioid Use Natural Progression



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

Medications for OUD



● 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
(bup)

antagonist
(naloxone,
naltrexone)

dose
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precipitated
withdrawal

100%

ceiling effect

Understanding Buprenorphine (“Bup”)



Good News:
MAT Works
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Identify Withdrawal



At least two ‘Hard Signs’

Include 2+ objective sign(s):
● Dilated pupils
● ‘Goose bumps’
● Vomiting
● Tachycardia
● Yawning
● Runny nose & eyes



Rule Out Contraindications



Patient in Moderate to Severe Withdrawal 
& Interested in Bup?

Bup is given as a sublingual, 
dissolvable dose.

No PO for 15-20 minutes.



No methadone for at least 72 hours.

CAUTION: Benzodiazepines, alcohol, 
and other respiratory suppressants.

Patient in Moderate to Severe Withdrawal
& Interested in Bup?



Typically start with 16mg bup SL.

Fentanyl is widespread and often 
requires higher dose, e.g., 16-24+ mg.

Patient in Moderate to Severe Withdrawal
& Interested in Bup?



Wait 30-45 min. 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 30-45 min. Reassess.
Not better? Widen your ddx.



Wait 30-45 min. 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 not 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 – providers do not want to lose patient trust.

We need to normalize the experience of withdrawal for patients.



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 and painful. 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!



Give 16+mg more bup.

Add a benzo.

Use adjuvant therapy.

Treat precipitated withdrawal.



For Discharge:

Maintenance Treatment
● Rx bup 1-2 doses SL/day

● Titrate to suppress cravings

● Usual dose 16-32 mg/day or BID

● Prescribe sufficient quantity to bridge to 
outpatient care (recommend 14 days)





Need Help?

Bridge Program
NEAT Slack Channel

https://bit.ly/Join-NEAT-2024

National Clinician 
Consultation Center

Substance Use Warmline
M-F 6 am-5 pm
Voicemail 24/7
(855) 300-3595



Step 1: Medication First Approach
● Pt in moderate to severe withdrawal?
● Wants to try bup?
● Give 16+mg SL

CA Bridge is a program of the Public Health Institute. © 2024, California Department of Health Care Services. Content available under Creative Commons 
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Step 2: Reassess in 30-45 min.
● Better? Give another dose.
● No? Widen your ddx.

Step 1: Medication First Approach
● Pt in moderate to severe withdrawal?
● Wants to try bup?
● Give 16+mg SL
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What if the patient is
interested in treatment,

but not yet in withdrawal?



Patients Can
Self-Start on Bup

● Studies show patient’s 
self-rating for withdrawal is 
more accurate than COWS.

● Instructions mimic ED start.
● Safe, effective option.



What if my patient is 
pregnant?



● There are more pregnancy related deaths from overdose than 

hemorrhage or pre-eclampsia

● MAT is safe in pregnancy & breastfeeding & is recommended by ACOG

○ Buprenorphine, bup/naloxone (combo), & methadone are all safe

○ Reduces risk of neonatal abstinence syndrome

● Pregnant bup starts mirror non-pregnant bup starts

● Bup starts alone do not require admission or fetal monitoring

● May need increased doses in 3rd trimester; do not stop during labor

Bup is Safe in Pregnancy



What if my patient taking 
bup is in pain?



● Most important: Do not stop buprenorphine!

● Use multimodal anesthesia

● Divide 24 hr bup total into more frequent doses; can increase dose.

○ Ex: Home dose bup 16 mg daily → bup 4mg Q6hrs

● Can use full agonist opioids – give bup first!

● Do not be afraid or hesitate to treat the pain!

Full protocol available at bridgetotreatment.org/resources.

Bup & Acute Pain

CA Bridge is a program of the Public Health Institute. © 2024, California Department of Health Care Services. Content available under Creative Commons 
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What if my patient is
being admitted?



   Buprenorphine (Bup)
   Hospital Start







When should a patient 
stop or come off bup?



Fiellin DA, et al. Primary care-based buprenorphine taper vs. maintenance therapy for prescription opioid dependence: a randomized clinical trial. JAMA Intern Med. 2014 Dec;174(12):1947-54. PMID: 25330017.

Bup Taper vs. Maintenance



What about diversion?



Reasons for using diverted buprenorphine: 
(cited by patients with OUD)

63% – to abstain from other drugs

50%  – to treat symptoms of withdrawal

50%  – treatment/management of pain

33% – management of psychiatric issues

2%   – as drug of choice to get high
Chilcoat et al., 2019



Chilcoat et al., 2019



Auriacombe et al., 2004

Bup saturation
resulted in a

79% decrease
in overdose

even with 20%
bup diversion

French Field Experience with Bup



Patients Can Self-Start on Bup

● Studies show patients’ self-rating for 

withdrawal is similar to COWS

● Instructions mimic hospital start

● Safe, effective option

● Patient-facing handout available at 

bridgetotreatment.org/resources
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Bottom line:

MAT saves lives.



Resources

Visit our website at www.bridgetotreatment.org. 

http://www.cabridge.org


ARIA TO INSERT LMS SLIDE

https://cabridge.academy.reliaslearning.com/

https://cabridge.academy.reliaslearning.com/


Contact Us:
info@BridgeToTreatment.org

 
www.bridgetotreatment.org


