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Objectives
1. What is Opioid Agonist Therapy? – goals, benefits, common OATs

2. Buprenorphine/Naloxone – pharmacology, features, benefits, and induction 

approaches

3. ED-Initiated Buprenorphine/Naloxone – Rationale, Approach, Evidence 

4. Hesitations, challenges, barriers to ED-Based OAT initiation

5. Addictions Medicine is a core competency of Emergency Medicine



“Untreated addiction is a life threatening condition”



Crude rate Canada 2024: 17.3 

24.8



Ledlie et al 2021

29% of all cause mortality



Mortality post ED discharge after for Non-Fatal Opioid OD

5% die within 12 months 

20% die in first month: 

22% die within 2 days: 

3.5x higher mortality than non-OD related visits
Weiner et al 2020 
Moe et al 2021 
Koh et al 2023 



Pillars OUD treatment
1. Harm Reduction
2. Withdrawal management - AKA detox - high risk alone
3. Psychosocial supports
4. Opioid Agonist Therapy

Goals:
● Meet people’s opioid requirements with regulated, safer, 

long acting opioids
● Reduce unsafe use and associated burdens
● Reduce risk OD 



Options for OATs

● Buprenorphine/Naloxone

● Methadone

● SROM

● iOAT
○ Hydromorphone

○ Diacetylmorphine



Buprenorphine / Naloxone - Pharm

● Semisynthetic opioid

● Partial mu-opioid agonist

● High affinity 

● Contains Naloxone

● SL, IV and LAI formulations

● Rapid Onset
● Peak at 1-4 hrs
● DOA dose dependent

○ Low: 4-12 hrs
○ Mod (8-12 mg): 24 hrs
○ High: 2-3 days



Buprenorphine - Benefits, Concerns, Safety

● Effective 
● Decreases euphoria
● Decreases cravings
● Decr risk OD
● Minimal risk of diversion
● Safe - ceiling effect

● Precipitated Withdrawal
● Which Induction approach?

○ Conventional
○ Micro-Dose
○ Macro-Dose
○ XR



Bup Induction Approaches

Micro / Low-Dose

● 0.5 mg BID
● Incr by 0.5-1 mg daily to goal 12-16 mg /day
● Concurrent full agonist use 
● Abrupt cessation on last day
● 6-8 days

Conventional

● Day 1: 2-4 mg + 2-4 mg q1-2h (max 12mg)
● Day 2: Day 1 total + 2-4 mg prn (max 

16-18mg)
● Repeat etc. until controlled

Other emerging

● 48 hr rapid low dose
● 24-48 hr transdermal patch induction
● Rapid induction to XR

Macro / High-Dose

● Larger upfront doses
● Rapid Titration
● Transition to maintenance SL or XR



Macro-Dosing
Who?
● Active opioid withdrawal (COWS??)
● Post Naloxone reversed OD

Who not?
● Altered/Depressed LOC
● Concurrent Etoh/Benzo withdrawal
● Recent methadone use
● Severe illness



A quick note on COWS

Tompkins et al 2009



Typical initial dose: 16 mg
Day 1 max: 32-48 mg



● Rx for total dose dispensed 

● Refer to RAAM/Community Clinic

● Harm reduction info / supplies

Withdrawal / 
Reversal

Bup Discharge

2-6 hrs

Discharge



Dose Size - balance between withdrawal and agonism
Displacement of agonist from receptor = Painful

Teeny Small BIG 

No displacement
Displaces but
Doesn’t replace

Displaces AND
Replaces

Blockade + Agonism
= FEEL GOOD

Blockade + NO agonism
= FEEL BAD

No difference



Buprenorphine - Safety
Ceiling Effect

Walsh et al 1994

Time 180m



Buprenorphine - Safety
Ceiling Effect

Dahan et al 2006 Ciraulo et al 2013



Macro-dose Bup - evidence
Single doses up to 96 mg!

● Higher Initial doses 
● More rapid titration
● = greater treatment 

retention at 7 days



Macro-dose Bup - the evidence

● Safe
● Well tolerated
● May impart greater OD / relapse 

protection
● Treatment to DC <3 hrs

“Higher dosing provides the individual with a critical extended period without craving ,allowing more opportunity to 
navigate the barriers to follow-up, where obstacles to treatment engagement are more easily addressed.”



Macro-Dose to XR - early depo Buprenorphine
Buprenorphine/Naloxone XR Long Acting Injectable

● SC inj q4 wks
● Per Can. monograph: req 7 days on stable SL dose before starting

● Rationale
○ Protects against OD if ongoing unregulated use
○ Reduces cravings, euphoria with ongoing use
○ Reduces withdrawals
○ Offers options



1. Direct dose XR

2. Test dose to XR
4-8mg SL → 1hr → Bup-XR

3. Macro-dose
16-32mg SL → 1-24 hrs → Bup-XR 

4. Micro-dose to XR



Bup-XR in ED

ED-initiated Bup-XR increased treatment retention 
rate at 3 months compared to ED-initiated Bup-SL

58-74% vs 16-60%



ED-Initiated Bup - more evidence for benefits



Barriers to OAT in ED

Provider Factors

● Experience/ 
Comfort

● Knowledge
● Attitudes
● Other staff comfort
● “Not in my scope”

Institutional Factors

● Licensing restrictions
● Lack of protocols
● Lack of support
● Inertia/Norms

External Factors

● Referral pathways
● Lack of reliable 

followup
● Not relevant to 

my pts



Take Home
● Bup/Nal is a life saving drug for a life threatening condition

● Macro-dosing and early Depo Bup is simple, safe, and effective with documented positive 
outcomes

● ED is a feasible and appropriate place for OAT initiation

● Addictions Medicine is Emergency Medicine



Thank you!
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