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~1 minute video of patient discussing 
precipitated withdrawal
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Learning Objectives

®Learn about buprenorphine/naloxone micro‐induction in the 
outpatient setting.

®Learn about rapid buprenorphine/naloxone micro‐induction in the 
inpatient setting.

®Learn about rapid micro‐induction onto buprenorphine extended‐
release.
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Fentanyl & Fentanyl Analogs

®Fentanyl and its analogs increasingly 
prevalent

®Difficulty with traditional 
buprenorphine/naloxone inductions in 
patients using illicit fentanyl
®Need longer time for the withdrawal period

References: 3‐5
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® Rapid onset and long duration of action:
®Starts to work within 30‐60 minutes
®Peak action 1‐4 hours
®Peak effect lasts 1‐2 hours
®The maximum plasma concentration : 40 minutes‐3.5 hours
®The elimination half‐life 24‐36 hours 

®Duration of action is dose‐dependent:
®Low doses 4‐8 mg: 4‐12 hours
®Moderate doses 8‐12 mg: ~ 24 hours
®Higher doses >12 mg: 2‐3 days

®Antagonist at the kappa‐opioid receptor
®κ‐opioid receptor contributes to the opioid’s dysphoric effects
®Possible antidepressant effects
®Possible Antihyperalgesic effects 

Sublingual Buprenorphine Pharmacology 

References: 6-10



Buprenorphine 
® SUBOXONE is a combination of buprenorphine and naloxone
® Semisynthetic opioid with high affinity for µ‐opioid receptors
®     Acts as a partial agonist at the µ‐opioid receptor
®    Slow rate of dissociation from the μ‐opioid receptor

References: 11,12



Buprenorphine Induction Challenge 
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Buprenorphine Induction Challenge -Microdose

30min – 1 hour 

48 hours – 7days 



Buprenorphine Induction Strategies:

1. Wait for the patient to get into withdrawal 
2. Induce withdrawal via naloxone and rescue via 

Buprenorphine (Boston) 
3. Microdose‐Induction (Germany ‐ Dr. Robert 
Hämmig)

4. 48hrRapid Microdose‐Induction (VGH)
5. Bup‐XR 48hrRapid Microdose‐Induction (BCCH/VGH)

References: 13-
16



Case 1 CM
® 16F admitted to Vancouver Children’s 

Hospital with after OD
® Received CPR by partner with whom she 

was using
® GCS 3
®  Resuscitated with naloxone.
® UDS on admission 

® + fentanyl
® + opioids
® + amphetamines

® PMH:
® HCV (untreated)

® PPH
® Severe Opioid Use Disorder 
® Severe Stimulant Use Disorder ADHD
® Trauma history

® PTSD
® Intergenerational trauma
® Developmental trauma (ACE score >8)



Case 1 CM: Social History
®Under voluntary care 
®Protective services due to parent‐child relational problems
®Living in a group home for youth with high‐risk
®Spent much of her time NFA
®Attachments:

®Mother
®Case worker
®BCCH 



Case 1 CM: Substance Use History

®Fentanyl:
®0.5‐1 g  IV daily (last use few hours before 
admit) 

®5 recent overdoses requiring naloxone
®Stimulants 

®Crystal methamphetamine
®IV
®Daily

®Reason For Use/Role of intoxication in pt’s life:
®“takes the pain away..” (PTSD symptoms)

®Goal: Would like to stop fentanyl use 



Opioid Use Disorder  Pharmacological 
Tx Options  

1
8

ANTAGONIST Maintenance 
Therapy

Methadone
(Full agonist)

Buprenorp
hine/Nalox
one 
(Suboxone
)

       (Partial 
agonist)

AGONIST 
Maintenance Therapy

iOAT
(Full agonist)

24 Hr  
Extended-
Release 

Morphine 
Kadian

(Full agonist)

Extended release depot 
Buprenorphine 

Pharmaceutical 
Alternatives 



How would you induce the patient 
onto buprenorphine?

What are the pros & cons of the 
strategy you have chosen? 

Please discuss.

Breakout Session #1



5- day Outpatient Protocol
®Day 1: 0.5 mg sl BID – 

® continue opioids as usual?

® Start full agonist

®Day 2: 1 mg sl BID

®Day 3: 2 mg sl BID

®Day 4: 4 mg sl BID

®Day 5: 12 mg sl daily -  stop other opioids

®Day 6: onwards – titrate as usual



Strategies to Improve 
Adherence
®Partnership with local pharmacies
®Early carries
®Home delivery
®Home starts
®Blister packs
®Building support staff provide 
reminders and communicate issues to 
OAT‐reach team

®Incentives for picking up meds 
®Contingency Management
®Use of outreach and telehealth 
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8 days later
®Pt brought in to ED days later with Fentanyl OD 
Malodourous and dishevelled  

®UDS + Fentanyl and methamphetamine 
®Pt was not able to complete microdosing as she lost bubble 
pack and relapsed 

®Goal remains abstinence
®Has a cellulitis and will be admitted to medicine for a 1‐3 
days

®Pts goal is to go back onto buprenorphine 



How would you induce the patient 
onto buprenorphine?

What are the pros & cons of the 
strategy you have chosen? 

Please discuss.

Breakout Session #2
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® Rapid onset and long duration of action:
®Starts to work within 30‐60 minutes
®Peak action 1‐4 hours
®Peak effect lasts 1‐2 hours
®The maximum plasma concentration : 40 minutes‐3.5 hours
®The elimination half‐life 24‐36 hours 

®Duration of action is dose‐dependent:
®Low doses 4‐8 mg: 4‐12 hours
®Moderate doses 8‐12 mg: ~ 24 hours
®Higher doses >12 mg: 2‐3 days

®Antagonist at the kappa‐opioid receptor
®κ‐opioid receptor contributes to the opioid’s dysphoric effects
®Possible antidepressant effects
®Possible Antihyperalgesic effects 

Sublingual Buprenorphine Pharmacology 

References: 6-10



48h Induction Strategy
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Pt admitted 3 days later with Fentanyl OD

®Stopped Buprenorphine second day post D/C
®Used with boy friend 
®Again  regretful 
®IV 0.5‐1 g illicit fentanyl daily (last use few hours before 
admit)

®At last admission, rapid micro‐induction protocol 
used for initiation

®Did not continue as outpatient



How would you induce the patient 
onto buprenorphine?

What are the pros & cons of the 
strategy you have chosen? 

Please discuss.

Breakout Session #3



Buprenorphine extended-release (BUP-
XR) injection

®Patients should first undergo induction and 
stabilization by initiating a transmucosal 
buprenorphine‐containing product, delivering the 
equivalent of 8‐24 mg/day of buprenorphine for a 
minimum of 7 days.

®Following induction and stabilization, patients can be 
transitioned to buprenorphine extended‐release 
injection
® Courtesy of  Dr. George Budd 

Reference 18
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BUP-XR Rapid Micro-Induction Technique
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Induction Course
®Clinical Opioid Withdrawal Scale (COWS) score 
maximum 6 throughout induction
®Unchanged COWS after administration of BUP‐XR

®No indication of precipitated withdrawal at any time
®Discharged home a few hours after administration of 
BUP‐XR



Course Post Dose
®No overdoses for 6 weeks post dose
®Continued to use illicit Fentanyl
®Significantly increased Methamphetamine use
®Increased psychosis
®Increases chaotic behavior 
®Decreased engagement with team
®Pt refused second dose
®Now being titrated on iOAT



Conclusions
®Rapid micro‐induction technique can help facilitate 
inpatient buprenorphine/naloxone induction within 3 days 
with no need to endure withdrawal

®A rapid micro‐induction was used successfully to transition 
to BUP‐XR with no precipitated withdrawal
®May help reduce barriers for patients with difficulty adhering to 
buprenorphine‐containing product for ≥ 7 days

®Must address underlying mental illness and social 
determinants of health 







Thank You 

Questions? 

pouya1844@gmail.com
nickmathew@gmail.com 

james.wong@ubc.ca 
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