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Educational Objectives
After attending this presentation, participants will be able to:

1. Interpret pharmacokinetic data on intravenous, sublingual and extended release 

subcutaneous buprenorphine. 

2. Discuss emerging potential applications of extended release subcutaneous 

buprenorphine in the emergency and pre-hospital ( emergency medical services) 

setting.

3. Describe specific case histories of emergency department patients treated with 

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

Impact: From March 2019 - July 2020 over 50 hospitals 
treated patients with substance use disorders

Update: 208 hospitals implement the CA Bridge model in 
2020

 
 



CA Bridge Model
Revolutionizing The System Of Care

Rapid, Evidence-
based Treatment

Culture 
of Respect

Connection to 
Ongoing Care



CA Bridge Model: Treatment

• Evidence-based substance use disorder treatment 

(medication for addiction treatment, MAT) is accessible in 

the ED and in all other hospital departments. 

• Treatment is provided rapidly (same day) & efficiently in 

response to patient needs.



CA Bridge Model: Connection

• Linkage to ongoing care involves active support and 

follow up with patients.

• Outreach to people who use drugs to increase access 

to care, equity, & harm reduction.



CA Bridge Model: Culture

• Hospital culture is welcoming and does not stigmatize 

substance use.

• Human relationships that build trust are integral to 

how substance use disorder treatment is provided.



CA Bridge Impact
Cumulative totals across all reporting CA Bridge sites (n = 52) as of June 30, 2020

OUD Opioid Use Disorder
MAT Medication for Addiction Treatment

11954 7718 5818 4994

patients identified 
with OUD

patients provided 
with treatment

patients given a 
prescription for MAT

patients linked to 
follow-up MAT care







Inductionology

The art and science 
of starting Bup

“The optimal dose-induction 
procedure for a partial agonist used 
in treatment as a replacement 
therapy should produce maximal 
morphine-like effects, opiate 
blockade, and minimal opiate-
withdrawal effects, and it should be 
accomplished as rapidly as possible 
to retain individuals in treatment 
and to minimize illicit opiate use.”



Tip 40



After Discharge



After Discharge



Micro Standard Loading 



Strain 1995
Condition: Methadone 30mg Daily 
Exposure: Buprenorphine 0.5-8mg IM 2 hrs after 
methadone

“Less withdrawal was seen at the lowest (0.5 mg) and 
highest (8 mg) doses. These results suggest that higher 
doses of buprenorphine produce less antagonist effects and 
may be better tolerated than moderate doses in methadone 
maintained patients, when given at a short time interval.”

“The present demonstration of diminished antagonist effects 
of buprenorphine at higher doses may be an example of 
noncompetitive autoinhibition. “



ED Bup 
Initiations



loading 
dose  



Bup Dose Precipitated 
Withdrawal

Group 
Size

Event 
Rate

<8mg 1 60 0.017

8mg 5 146 0.034

10-12mg 0 23 0

16mg 0 107 0

18-24mg 0 124 0

24+mg 1 139 0.007



Bup Dose Adverse 
Events group_size event rate

<8mg 1 60 0.017
8mg 0 143 0

10-12mg 0 23 0
16mg 0 108 0

18-24mg 2 124 0.016
24+mg 0 141 0





Respiratory Status 



Lessons 
Learned

Loading Bup is practical 
and safe.



16mg  SL



8mg SL Tablet



CAM203

8

RPB-

6000

XR Bup



Lintzeris N, Dunlop A, Masters D (2019) Clinical guidelines for use of depot buprenorphine (Buvidal® and 
Sublocade®) in the treatment of opioid dependence. NSW Ministry of Health, Sydney Australia 



3 ng/mL 3 ng/mL



BUP-SL BUP-XR weekly BUP-XR monthly

<6 mg 8 mg (0.16 mL) --

8-10 mg 16 mg (0.32 mL) 64 mg (0.18 mL)

12-16 mg 24 mg (0.48 mL) 96 mg (0.27 mL)

18-24 mg 32 mg (0.64 mL) 128 mg (0.36 mL)

XR Bup CAM 2038



Case Discussions



Case Discussions
Candidates for XR-Bup

1. Stable patients

2. Unstable patients

3. Induction

 



Marshall CARES
Program philosophy: low threshold, patient centered, early promotion of XR-
bup for all patients. 



Marshall CARES

Patient Case: women down from Tahoe, XR-bup overcomes 
geographic barriers to access. 



Marshall CARES

Patient Case: women just gave birth, husband still using in home 
and women can’t stop, undergoes XR-bup induction, helps 
overcomes significant psychosocial barriers.



Marshall CARES

CAREs Patient Case: guy that stops using meth and alcohol after 
stabilizing on XR- bup, overcomes dysfunction of comorbid SUDs. 



Marshall CARES

CARES slide of total numbers in program, graph of XR-bup 
program numbers over time.  



Marshall CARES

CARES slide of XR-bup patient characteristics: used for high risk 
patients. 



Case Discussions

XR-Bup is liberating

1. No Diversion
2. No Urine Drug Screening
3. No Frequent visits
4. No pharmacy hassles 



Case Discussions

Emergency 

Department

Bridge Clinic



Case Discussion: Mr. L

● 40 yo man with OUD (IV heroin, fentanyl) 

● Presented to Emergency Department → CAM-2038 (Bup-XR 24 mg)

● Loss to follow-up → fentanyl overdose two weeks later → CPR and naloxone →  admitted 

with rib fractures, pneumonia and bacteremia

● Hospital Day #2 given Bup-XR 300 mg → hydromorphone PRN pain added → discharged to 

Skilled Nursing Facility, weaned off hydromorphone → Bup-XR 300 mg #2 one month later

● 6 months later remains engaged in care with us receiving Bup-XR ~q28 days



Case Discussion

Emergency 
Department

Bridge 
Clinic



Case Discussion

● XR Bup has a rapid 
onset.

● Great for induction.



Incarceration
30 day XR
*No Diversion

*No daily dosing



Case Discussions
Problems

1. Injection hurts

2. Lots of variability in response

3. Stocking / pharmacy

4. Occasionally too strong



Case Discussions
Promises

1. Meth + Fentanyl

2. Diversion 

3. Light touch

4. Discontinuation



Summary
● SL Bup wears off too fast. It’s a problem

● XR Bup has many applications

● Suitable for induction and maintenance

● Long term effectiveness is unknown
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