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• Can you give buprenorphine/naloxone in the emergency department?
• A 2015 single center, randomized controlled trial published by D’onofrio et al. in 

JAMA examined the benefits of buprenorphine inductions in the emergency 
department by randomizing patients presenting with opioid use disorder to three 
treatment arms: 1) simple referral 2) brief intervention and referral, and 3) brief 
intervention, referral, and an induction on buprenorphine in the emergency 
department.

• In this study, 78% of the buprenorphine arm were still engaged in addiction 
treatment at 30 days, while only 37% of the referral group and 45% of the brief 
intervention group were still engaged in addiction treatment at 30 days. 

• Of the patients in the buprenorphine arm, 50% of patients had home inductions. 
There was no difference in outcomes between those who had a home induction 
compared to an emergency department induction
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• The 3 I’s are one general approach that can be used in clinical practice to support 
patients starting on buprenorphine in the emergency department

• First, identify opioid use disorder 
• Second, inquire about prior opioid agonist treatment and last opioid use and 

inform patient about buprenorphine options 
• Initiate buprenorphine. Patients may prefer an emergency department induction 

or an unobserved, home induction. Micro-dosing induction may also be an option, 
especially for those who have had previous challenges with traditional inductions 
or who are very reluctant to go into withdrawal

6



• The first step is to identify if the patient has OUD 
• *Many emergency department OUD patients are not treatment naïve 

• Other methods of screening are more complicated and time consuming
• Clinicians can consider administering the full DSM-5 interview to confirm OUD if in 

doubt. For example, if there is co-occurring substance use. 
• It is important to note that not all people who overdose have OUD…as some may 

use opioids very rarely, or have used them accidentally
• For emergency department patients with OUD, over 50% of visits are not opioid-

related or not easily identifiable as opioid-related 
• *DSM-5 OUD criteria:  https://www.bccsu.ca/wp-content/uploads/2017/08/DSM-

5.pdf
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• The second I is inquire and inform 
• Ask the patient if they know about buprenorphine

• Misconceptions and a lack of knowledge about buprenorphine/naloxone 
are common

• According a 2019 study, 40% of patients with OUD currently being treated 
with methadone surveyed between 2014-2018 either did not know what 
buprenorphine was or wanted more information about it (Weicker et al. 
2019)

• Verbal informed consent is sufficient in the emergency department. Some clinics 
and outpatient settings use written informed consent

• More information on buprenorphine’s side effects and precipitated withdrawal are 
covered in the pharmacology module and precipitated withdrawal module. 
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• *Most guidelines published before fentanyl use became common place suggest 
waiting only 12 hours since last opioid use. If you are very confident that opioid 
use history only includes short-acting opioids such as oxycodone, heroin, or 
hydromorphone, 12 hours may be sufficient.

• **Fentanyl has lipophilic properties and when used repeatedly becomes long 
acting rather than short acting 

• Some experts advise waiting up to 36 hours after last fentanyl use, or using 
a higher COWS score threshold to start, such as a score of 16-18

• ***preferably 48–72 hours after last methadone dose if patient can tolerate 
withdrawal symptoms, before beginning buprenorphine/naloxone induction. For 
patients who have used methadone, consult with an addiction medicine specialist 
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• The COWS is easy to look up and use:  haps://www.bccsu.ca/wp-
content/uploads/2017/08/Clinical-Opiate-Withdrawal-Scale.pdf

• It is available on the MDCalc app and mdcalc.com
• There are objeccve symptoms, such as tachycardia and observable diaphoresis, 

dilated pupils, and piloereccon, and there are subjeccve symptoms such as 
nausea, muscle aches, and anxiety. Objeccve signs are more reliable, but these too 
are not perfect since tachycardia and diaphoresis may occur from medical 
condicons, or concomitant scmulant use. 

• *”Opioid” is the preferred and more correct term, rather than “opiate”.  However
this parccular scale was named using “opiate” .
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• Above recommendations are to maximize chances of success and prevent 
precipitated withdrawal:

• *Objective symptoms of withdrawal, such as tachycardia, mydriasis, noticeable 
diaphoresis

• **Long-acting opioids include, methadone, slow-release oral morphine
• **Do not rely on Pharmanet alone to provide information about other OAT use, 

since patients may buy OAT on the street or use their friends’ OAT
• ***chronic fentanyl use results in fentanyl acting like a long-acting opioid as it is 

lipophilic and stored in fat
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• The first dose will take about 30 minutes to take effect 
• Some algorithms suggest 4mg or more as a first dose if the pacent’s inical COWS 

score is >24, some US protocols start with 8mg
• Some protocols suggest starcng at 1mg if there is doubt around cme of last use 
• However, the provincial BCCSU and naconal CRISM guidelines recommend a 2mg 

start 
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• If withdrawal symptoms or craving continue, administer additional 2mg/0.5mg 
bup/nlx doses q1–2h, until 6mg/1.5mg bup/nlx have been given

• If the patient’s COWS score has consistently decreased and there are no signs of 
precipitated withdrawal at 6mg/1.5mg bup/nlx, consider increasing to 4mg/1mg 
bup/nlx every q1–2h  
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• The target first day dose is 12mg/3mg–16mg/4mg SL bup/nlx.
• * 24mg may be exceeded if the patient is still experiencing craving or withdrawal 

symptoms.
• **The COWS score being above 12 is only important before beginning 

buprenorphine induction (or if suspecting precipitated withdrawal)
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• NOTE:  Precipitated withdrawal management discussed elsewhere
• Clonidine*

• Caution:  Clonidine may lower COWS score
• Loperamide **

• Loperamide is only rarely necessary. Diarrhea is typically severe 
when patient has sufficient withdrawal symptoms and there has 
been a long enough duration since last opioid use to start 
buprenorphine 



• Provide buprenorphine continuation prescription or take-home doses 
• Target dose of 12mg—16mg SL once daily x 2-3 days 
• Given buprenorphine’s favourable safety profile, daily witnessed ingestion 

is not critical for the first emergency department prescription, and may 
actually impose barriers during the stabilization phase 
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• Before discharging a patient from the emergency department, consider which of 
the actions on this discharge checklist are applicable:

• Be systematic in discharge planning and try to maximize your patient’s success 
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• The correct answer is B. In this scenario, the first dose appears to be working and 
COWS has decreased. One hour has passed, so the patient can be given another 
2mg of buprenorphine 

• Answer A is incorrect. The patient’s COWS score does not need to be greater than 
12 to continue. This is a common misconception. The COWS absolute value is only 
important before starting buprenorphine. Do not stop buprenorphine if the second 
time COWS is administered, the score is less than 12.

• Answer C is incorrect. If precipitated withdrawal were occurring, the patient’s 
COWS score would be increasing, not decreasing. 

• Answer D is incorrect. 

19



• Superscript a:  Patient eligibility for buprenorphine/naloxone
• Presence of OUD
• Informed consent (verbal)
• COWS > 12
• Adequate time since last opioid use to prevent precipitated withdrawal

• ≥ 12 hours heroin, oxycodone, hydromorphone
• ≥ 24 hours slow-release oral morphine, confirmed, suspected or 

uncertain fentanyl

• A decision support tool for buprenorphine induction in emergency departments in 
BC is available through the BC Patient Quality and Safety Council. More resources 
are available on their website:  https://bcpsqc.ca/wp-
content/uploads/2020/11/F2.0_LOUD_ED-Clinical-DST.pdf
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• Superscript b:  If COWS is approaching >12, consider waiting to allow an ED 
induction

• A decision support tool for buprenorphine induction in emergency departments in 
BC is available through the BC Patient Quality and Safety Council. More resources 
are available on their website:  https://bcpsqc.ca/wp-
content/uploads/2020/11/F2.0_LOUD_ED-Clinical-DST.pdf
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• The Provincial Opioid Addiction Treatment Support Program contains modules 
with more information on opioid use disorder and opioid agonist treatments, 
including buprenorphine/naloxone. This program is available online and it is free of 
charge. 
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