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Off Label-use Disclosure

I will be discussing off-label uses of buprenorphine 



ED-BRIDGE | Emergency Buprenorphine Treatment

1. Address diversion aggressively. Increase enforcement for 

private MDs practicing out-of-pocket opioid practices 

(including) buprenorphine (BUP) suspicious for diversion. 

Investigate and prosecute.

2. Incentivize low-threshold BUP providers at FQHCs. 

Implement 5-day grace period for Prior Authorization.

3. Include methadone (OTP) in Medicaid coverage

4. Cap funding for any opioid treatment program that does not 

include treatment with buprenorphine or methadone. 

Funding should be 70% / 30% 

5. Remove restriction on buprenorphine for treatment of pain. 

40% of Medicaid patients currently on 50MME / day should be 

on buprenorphine by 2023
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6. Encourage the development of community-based Harm 

Reduction coalitions.

Fund needle exchange, HIV/HEPC, and Nalxone programs 

7. Include Harm Reduction and BUP in state training for medical, 

nursing, pharmacy, paramedic, and law enforcement.

8. Independently fund Pre-treatment engagement –

peers/navigators/coaches to bring patients into care. 

9. Don’t let hospitals off the hook. 

Require hospital’s to prove engagement and initiation of MAT

10. Treat withdrawal as a medical emergency.



ED-BRIDGE | Emergency Buprenorphine Treatment

Socías ME, Volkow N, Wood E; Adopting the 'cascade of 
care' framework: an opportunity to close the 
implementation gap in addiction care? Addiction; 2016 
Dec;111(12):2079- 2081. 

Cascade of Care
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Margie Balfour, MD, PhD Chief of Quality and Clinical Innovation Connections Health Solutions Asst. Professor of Psychiatry, University of Arizona
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Game changing, 

landmark trial by 

Gail D’Onofrio

Outcome: 

30 day retention 

in treatment 
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ED-BRIDGE is a partnership with the 
California Poison Control System and the 
California Hub and Spoke Expansion 
Project to provide 24-7 emergency access 
to buprenorphine treatment for opioid 
use disorder in all California 
communities.



Hub and Spoke systemEmergency Medical System

California model 
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Barriers for Emergency 

Department 

Scale up 

Waiver

Fear of diversion

No time or support for 

complex hand-offs 
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Goals

Every ED treats opioid 

withdrawal as an emergency 

& treats aggressively with 

buprenorphine

Every community has a 

treatment access hub to 

accept patients in 72 hours



Emergency 

Department

Provides 24-7 

access to 

administered 

buprenorphine.

Continues 

treatment for 72 

hours.

MAT Access point 

1. Provides 

buprenorphine 

within 72 hours 

2. Provides 

navigation 

assistance 

within 24 hours

Patient 

with 

OUD (-) No withdrawal.

Motivational interviewing and referral 

to MAT access point 

(+) withdrawal

This is a medical 

emergency and requires 

treatment with 

buprenorphine
Critical action

Obtain consent 

Fax name and contact number to MAT access 

point

Critical action

MAT team calls patient 

to assist with navigation

within 24 hours 
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No screening for OUD

No labs

Start Buprenorphine 8mg SL

OBSERVE: 1 hour 

If NOT improved, stop and 

return later 

If improved, give 8-16 mg 

buprenorphine SL



1 Hour Peak Plasma

TIME, hours

Adverse events should 

occur within 1 hour of any 

buprenorphine SL dose



Ceiling on Respiratory Depression



Ceiling on Sedation

Annie Umbricht, MD, Marilyn A. Huestis, PhD, Edward J. Cone, PhD, and Kenzie L. 

Preston PhD

Effects of High-Dose Intravenous 

Buprenorphine in Experienced Opioid 

Abusers



Day 2                  Day 3                Day 4             Day 5

VAS score of Withdrawal Intensity

SL BUP DOSE:  24mg x 1 day vs 8mg daily x 3 days  



Highland Hospital ED SUMMARY

Chart review 2017-2018

• 86 patients administered 24-32mg SL

• 144 patients administered at least 16mg SL

• Several cases of mild nausea

• 1 migraine 

• No sedation 

• No cases of worsening withdrawal
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