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Housekeeping

• This event is brought to you by the Providers Clinical Support System – Medications for Opioid Use 
Disorders (PCSS-MOUD), a program funded by the Substance Abuse and Mental Health Services 
Administration (SAMHSA). Content and discussions during this event are prohibited from promoting 
or selling products or services that serve professional or financial interests of any kind.

• PCSS-MOUD aims to increase the knowledge and skills of healthcare and counseling 
professionals about available evidence-based treatment approaches for substance use disorder 
(SUD) with a particular focus on opioid use disorder (OUD).  PCSS-MOUD provides free training 
and mentoring to practitioners on the use of medications for OUD (MOUD) and the integration of 
these services into mainstream health care.

Funding for this initiative was made possible by cooperative agreement no. 1H79TI086770 from SAMHSA. The 
views expressed in written conference materials or publications and by speakers and moderators do not 
necessarily reflect the official policies of the Department of Health and Human Services; nor does mention of trade 
names, commercial practices, or organizations imply endorsement by the U.S. Government.
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Educational Objectives

At the conclusion of this activity participants should be able to:

Summarize the evidence supporting the initiation of Medications for Opioid 

Use Disorder (MOUD) within the emergency department (ED) setting, emphasizing a 

team-based approach.
1

Distinguish among intervention strategies for initiating buprenorphine aimed at 

recovering opioid sensitivity.
2

Develop a plan for integrating emerging team-based practices in ED-based 

buprenorphine initiation, including the administration of XR buprenorphine.
3



Drug Enforcement Agency (DEA), Fentanyl Awareness; Centers for Disease Control (CDC), Web-based Injury Statistics Query and Reporting System, 2023​

Overdose is Our 

#1 Public Health Problem

More Americans under age 45 

die from drug overdose 

than from any other cause.

https://www.dea.gov/fentanylawareness
https://wisqars.cdc.gov/animated-leading-causes/
https://wisqars.cdc.gov/animated-leading-causes/
https://wisqars.cdc.gov/animated-leading-causes/


The Patient Journey

➢ What steps must a patient, who is actively using fentanyl, follow to 
access medication treatment in your system?

➢ Is the system working for the most vulnerable/highest risk patients?



Goals of Treatment for OUD

McLellan and Volkow, NEJM 2026



● Triage/intake

● RNs
● Providers
● Substance Use 

Navigators
● Staff
● Security

HOSPITAL

● Housing 
● First responders
● Police
● Pharmacies

COMMUNITY

PATIENT

● Medical staff
● Deputies

JAIL

● Make an appointment

● Transportation to 
appointment

● Intake

● Front desk
● Providers
● Staff

OUTPATIENT

CA Bridge is a program of the Public Health Institute. © 2023, California Department of Health Care Services. Content availab le under Creative Commons Attribution-NonCommercial. 

NoDerivatives 4.0 International (CC BY-NC-ND 4.0). https://creativecommons.org/licenses/by-nc-nd/4.0/legalcode.

Systems of Care



51yo male named Charles presents to the ED with a chief complaint of knee 

pain. He is asking for pain relief. You notice he has gooseflesh skin and is 

yawning several times per minute. Vital signs: BP: 148/90, P: 104, RR: 18, 

SaO2: 96%

➢ How do we recognize opioid withdrawal?

➢ How do we make it safe for Charles to discuss opioid use?

Charles discloses recent overdose – that he “cut off” prescribed opioids 

when he was found to be using additional off the street. He describes feeling 

sick, and that his last use was 2 days ago. His COWS score is 13. 

Case



Background

ED-Initiated MOUD 
Summarize the evidence supporting the 
initiation of Medications for Opioid Use 
Disorder (MOUD) within the emergency 
department (ED) setting



➢ Fentanyl use is an emergency.

➢ Withdrawal and use can be deadly.

➢ Every ED and Healthcare System needs a plan.

Managing Overdose and Fentanyl Use



https://www.ncbi.nlm.nih.gov/

https://www.ncbi.nlm.nih.gov/


Buprenorphine saves lives



 Buprenorphine safely and effectively treats 

withdrawal, craving, & overdose

 Partial agonist 

• Ceiling effect: 

▪ Respiratory depression 

▪ Sedation

• No ceiling effect:

▪ Analgesia

 High affinity 

• Blocks other opioids

• Displaces other opioids

• Can precipitate withdrawal

  Long-acting

• Half-life ~ 24-36 Hours

full agonist

(e.g., morphine,
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Carroll FI and Carlezon WA. Development of Kappa Opioid Receptor Antagonists. J Med Chem. 2013 Mar 28; 56(6): 2178–2195. 

How does Buprenorphine Work?



Ceiling on Respiratory Depression, Not Analgesia

17Adapted from Dahan A et al. Br J Anaesth. 2006;96(5):627-32. Pedersen MF et al. Neuropharmacology. 2020;166:107718



Buprenorphine: High Doses are Safe

18
Herring, Vosooghi, and Luftig et al, 2021



Number Needed to Treat (NNT)

19
Sean P. Kane, P. D. (n.d.). Number needed to treat. Number Needed to Treat (NNT) Calculator. Retrieved August 3, 2022, from https://clincalc.com/Stats/NNT.aspx

Aspirin in STEMI 42 to save a life

Warfarin in Afib 25 to prevent a stroke

Steroids in COPD 10 to prevent tx failure

Defibrillation in Cardiac Arrest 2.5 to save a life

Buprenorphine in Opioid Use Disorder 2 to retain in treatment 



➢ How do we meet the crisis of withdrawal with a crisis response in the ED?

➢ Who needs education and training in Crisis SUD care?

➢ How do we approach our case with Charles to explore opioid use?

Rationale and Evidence for ED-initiated MOUD

Reflection



Initiating

MOUD 

Distinguish among intervention 
strategies for initiating 
buprenorphine aimed 
at recovering opioid sensitivity. 



Problem of Potency

22

WHO Guidelines for the Pharmacological and Radiotherapeutic Management of Cancer Pain in Adults and Adolescents. Geneva: World Health Organization; 2018. Table A6.2, Approximate potency of opioids relative to morphine; PO and immediate-release formulations unless stated otherwisea.Available from: https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/WHO Guidelines for the Pharmacological and Radiotherapeutic Management of Cancer Pain in Adults and Adolescents. Geneva: World Health Organization; 2018. Table A6.2, Approximate potency of opioids relative to morphine; PO and immediate-release formulations unless stated otherwisea.Available from: https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/WHO Guidelines for the Pharmacological and Radiotherapeutic Management of Cancer Pain in Adults and Adolescents. Geneva: World Health Organization; 2018. Table A6.2, Approximate potency of opioids relative to morphine; PO and immediate-release formulations unless stated otherwisea.Available from: https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/WHO Guidelines for the Pharmacological and Radiotherapeutic Management of Cancer Pain in Adults and Adolescents. Geneva: World Health Organization; 2018. Table A6.2, Approximate potency of opioids relative to morphine; PO and immediate-release formulations unless stated otherwisea.Available from: https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/

WHO Guidelines for the Pharmacological and Radiotherapeutic Management of Cancer Pain in Adults and Adolescents. Geneva: World Health Organization; 2018. Table A6.2, Approximate potency of opioids relative to morphine; PO and immediate-release formulations unless stated otherwisea. Available from: https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/

https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/

https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/ 

https://www.ncbi.nlm.nih.gov/books/NBK537482/table/appannex6.tab2/
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Methadone Buprenorphine ± Naloxone Naltrexone

Full mu (opioid) receptor agonist Partial mu receptor agonist Mu receptor antagonist (blocker)

Oral (often solution)

Intramuscular injection (extended 

release) or oral 

Ex: “Vivitrol,” “ReVia”

Sublingual (tab, film), 

 IV, IM, subcutaneous injection, 

transdermal patch

Medications for OUD

PCSS-MOUD



Bridgetotreatment.org, Christine et al JAMA Open 2025



➢ Abstinence + time

➢ Partial agonist + full agonist

➢ Antagonists

➢ Potentiators that accelerate tolerance

recovery

Interventions to Recover Opioid Sensitivity

Clear withdrawal
(e.g. 24 hrs of abstinence with 

development of  ≥ 2 objective signs)

Rapid High Dose 
Buprenorphine



bridgetotreatment.org

Best practice indicates that a provider 

should be consulted prior to advising 

self-directed start



Step 1: Look for 2 Objective Signs

CA Bridge is a program of the Public Health Institute. © 2024, California Department of Health Care Services. Content available under Creative Commons Attribution-
NonCommercial NoDerivatives 4.0 International (CC BY-NC-ND 4.0). https://creativecommons.org/licenses/by-nc-nd/4.0/legalcode.

Include 2+ objective signs!

● Dilated pupils

● “Goose bumps”

● Vomiting

● Tachycardia

● Yawning

● Runny nose & eyes



bridgetotreatment.org

Best practice indicates that a provider 

should be consulted prior to advising 

self-directed start



➢ Abstinence + time

➢ Partial agonist + full agonist

➢ Antagonists

➢ Potentiators that accelerate tolerance recovery

Interventions to Recover Opioid Sensitivity



Bridgetotreatment.org, Weimer, M. B., Herring, A. A., Kawasaki, S. S., Meyer, M., Kleykamp, B. A., & Ramsey, K. S. (2023). ASAM clinical considerations: bup treatment of 

opioid use disorder for individuals using high-potency synthetic opioids. Journal of addictionmedicine, 17(6), 632-639. 



Low Dose Initiation with Opioid Continuation

Azar et al, 2022

This graph shows the point of steady rise 

of buprenorphine levels over time with low 

dose initiation, based on patch technique. 

In the ED, we try to replicate how the mu 

receptor is being occupied.



51yo male named Charles presents to the ED with knee pain. You notice he 

has gooseflesh skin and is yawning.

➢ What if Charles has a septic knee and needs admission to the hospital?

➢ Who on the team can facilitate the right conversation with Charles?

➢ How does Charles know he can get treated for opioid withdrawal as well?

➢ Is Charles afraid his pain will not be treated in ED?

Case



➢ How can we meet the patient where they are to provide an opportunity to 

recover opioid sensitivity?

➢ How do we present options for Charles?

➢ What if Charles says "I am allergic" to buprenorphine?

Initiating MOUD and Recovering Opioid Sensitivity

Reflection



XR Buprenorphine

Administration in the ED 

Demonstrate understanding of emerging 
team-based practices in ED-based 
buprenorphine initiation, including the 
administration of XR buprenorphine.



Adapted from: CAM2038 Investigators Brochure. Braeburn Inc. Edition 17. April 5, 2023

Pharmacokinetics of XR-Bup vs. SL-Bup

CAM2038 Investigators Brochure. Braeburn Inc. Edition 17. April 5, 2023

D’Onofrio et al JAMA 2026

This graph shows that  XR-Bup is 

comparable to SL-Bup, but feasible at a 

lower COWS.



Adapted from: CAM2038 Investigators Brochure. Braeburn Inc. Edition 17. April 5, 2023



DTI Potential to Expand Treatment Access

➢ Can be used in patients with low or no withdrawal

• Highest-risk patients can struggle to present in withdrawal

➢ Bup serum levels gradually increase over 24 hours after injection of 

weekly formulation, decreasing risk of precipitated withdrawal

➢ Meets patients “where they are at,” at the moment they engage in care 

➢ Can consider giving monthly formulation for quicker onset if patient 

presents in severe withdrawal and/or unable to return within a week.

D’Onofrio et al, 2024



ED DTI Evidence

Precipitated Withdrawal is Uncommon in the ED

● 1994 patients starting buprenorphine from 29 EDs 

○ Most patients used fentanyl

● 14 cases of precipitated withdrawal (0.8% of participants with SL bup, 0.6% 

with XR bup)

● Treated precipitated withdrawal until symptoms resolved

● 40% attended follow-up MAT clinic appointment within 7 days

● Some studies (Kawasaki et al 2026) have shown higher rates of precipitated 

withdrawal in other practice settings than previously reported.

D’Onofrio et al, JAMA 2026



Time to Max Concentration is Highly Variable

40
CAM2038 Investigator's Brochure. Braeburn Inc. Edition 17. April 5, 2023



Bridgetotreatment.org, Public Health Institute, Opioid Response Network (ORN), D’Onofrio et al JAMA 2026

Note: DTI is an off-label use for 

Buprenorphine.



CAM2038 Investigator's Brochure. Braeburn Inc. Edition 17. April 5, 2023

D’Onofrio et al JAMA 2026



➢ How can this change help overcome the neuroadaptive hurdle of 

buprenorphine initiation?

➢ How can Charles benefit from Direct to Inject (DTI)?

➢ Who is involved in creating a system of DTI initiations?

➢ How can we work to get more access to this for our patients?

XR Buprenorphine Administration in the ED

Reflection



➢ Abstinence + time

➢ Partial agonist + full agonist

➢ Antagonists

➢ Potentiators that accelerate tolerance recovery

Interventions to Recover Opioid Sensitivity



bridgetotreatment.org



EMS Bridge Field Protocol:

➢ Patients experiencing opioid withdrawal 

including after naloxone

➢ 1,300 paramedics across California use this 

protocol

➢ Currently 1/3 of all Californians live in an area 

where EMS has been trained to provide field 

buprenorphine

bridgetotreatment.org



Key Findings: 

➢ “Patients who received buprenorphine had a 

12-fold increase in being engaged in 

treatment at 30 days”

➢ No precipitated withdrawal

➢ Decrease in Clinical Opioid Withdrawal Scale 

(COWS) from 9.3 to 2.2

➢ Increased scene time of 6 minutes

Carroll & Solomon, et al., 2023



➢ Abstinence + time

➢ Partial agonist + full agonist

➢ Antagonists

➢ Potentiators that accelerate tolerance recovery

Interventions to Recover Opioid Sensitivity



bridgetotreatment.org

This is an algorithm for treatment of buprenorphine precipitated withdrawal created by Bridge, and 

does not include adulterants or treatment of  withdrawal from adulterants/other substances. 

Treatment may be different if adulterants are present.



Care Coordination
and Follow Up 



Who are the important players on your team?

Bridgetotreatment.org



Navigators are essential and can 

reduce readmissions by 64%



Social Worker

Case 
Manager

Peer

Scribes RN

Unit Clerk

Alternatives to a Dedicated Navigator 



ED, pharmacy, hospitalist, 
OB, outpatient

Substance Use Navigator 
(SUN), Social Worker, etc

Docs, RNs, pharmacists, 
registration

➢ Identify stakeholders & assign tasks

➢ Get buprenorphine on formulary

➢ Educate ED clinicians 

➢ Designate person responsible for “warm handoff” or linkage to care

➢ Establish a referral process with at least 1 MOUD clinic & 1 telehealth provider

➢ Education plan for everyone

Getting Started: Potential First Steps

➢ EHR MOUD orders available (optional)



51yo male named Charles presents to the ED with knee pain. You notice he 

has gooseflesh skin and is yawning.

➢ Do you have a way for Charles to continue buprenorphine?

➢ What could the role of a Navigator be?

➢ Do you have a set of expectations from RN upon discharge?

➢ Do you keep data?

Case



Recovery Needs More Than the ED

Dekker et al, JAMA 2025



Ideal Referral Partners

➢ Low barrier/low threshold

➢ Standing appointments available 

➢ People can be seen within 48-72 hours

➢ Medication/appointments not delayed by tox screen or urine test

➢ Stigma and judgement free zone

➢ Programs for uninsured/underinsured 



Three Essential Elements of a Behavioral Health 
Crisis System:

Substance Abuse and Mental Health Administration: 2025 National Guidelines for a Behavioral Health Coordinated System of Crisis Care. PEP24-01- 037: Substance 
Abuse and Mental Health Services Administration, 2025

1. Someone to call

2. Someone to respond

3. A safe place to go



Emergency Department Initiated MOUD

➢ Buprenorphine (bup) treats withdrawal & craving, and protects against 

overdose

➢ Mode of buprenorphine initiation depends on presentation and patient 

needs
➢ Direct to Inject Buprenorphine is an avenue to provide treatment earlier 

in withdrawal

➢ Precipitated withdrawal is rare in ED settings, and treatable.

Summary



ResourcesResources

60

https://pcssnow.org/

https://bridgetotreatment.org/
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 PCSS-MOUD is led by the American 

Academy of Addiction Psychiatry (AAAP), 

in collaboration with a coalition of national 

professional and healthcare organizations. 

PCSS-MOUD Steering Committee

Learn more about the Steering 

Committee and its partner organizations: 

https://pcssnow.org/about/steering-committee/

https://pcssnow.org/about/steering-committee/
https://pcssnow.org/about/steering-committee/
https://pcssnow.org/about/steering-committee/


PCSS-MOUD Mentoring Program

Designed to offer general information to clinicians 

about evidence-based clinical practices in 

prescribing medications for opioid use disorder 

(MOUD).

Supported by a national network of providers with 

expertise in addictions, pain, and evidence-based 

treatment, including MOUD.

Three mentoring options are available to meet your 

needs.

No cost to participate.

For more information visit:

https://pcssNOW.org/mentoring/ 

https://pcssnow.org/mentoring/


1: Discussion Forum

For more information visit:

https://pcssNOW.org/mentoring/ 

Register here at no cost!

An online discussion forum moderated by 

addiction specialists where health 

professionals can post questions and 

receive answers from clinical experts and 

other colleagues.

https://pcssnow.org/mentoring/
https://pcss.invisionzone.com/register?_gl=1*1alwype*_ga*OTQ3OTAwMDA4LjE3NDc4NjAzMjQ.*_ga_2E864QFCDP*czE3NTk5MzQ4NjUkbzE2NCRnMSR0MTc1OTkzNDg3NCRqNTEkbDAkaDA.


2: Ask a Clinical Question

For more information visit:

https://pcssNOW.org/mentoring/ 

Submit your clinical question

A simple and direct way to receive an 

answer related to Substance Use Disorder, 

Opioid Use Disorder, and other related 

topics. Designed to provide a prompt 

response to clinical questions via email.

https://pcssnow.org/mentoring/
https://pcssnow.org/mentoring/ask-a-clinical-question/


3: One-on-One Mentoring

For more information visit:

https://pcssNOW.org/mentoring/ 

Browse our Mentors

Provides individualized, one-on-one guidance 

via email, phone, or in-person (if feasible), to 

discuss specific clinical issues. Members are 

“matched up” with one of our mentors in their 

region. This is the most in-depth of the three 

PCSS-MOUD mentoring tools. Please 

contact pcssmentoring@aaap.org to receive 

a mentor request form.

https://pcssnow.org/mentoring/
https://pcssnow.org/mentoring/mentors/
mailto:pcssmentoring@aaap.org


Funding for this initiative was made possible by cooperative agreement no. 1H79TI086770 

from SAMHSA. The views expressed in written conference materials or publications and by 

speakers and moderators do not necessarily reflect the official policies of the Department of 

Health and Human Services; nor does mention of trade names, commercial practices, or 

organizations imply endorsement by the U.S. Government.

Contact us

PCSS-MOUD: Educate, Train, Mentor
https://www.linkedin.com/company/pcss-moud/

PCSS-MOUD | Facebook

PCSS-MOUD.org

pcss@aaap.org

https://www.linkedin.com/company/pcss-moud
https://www.linkedin.com/company/pcss-moud
https://www.linkedin.com/company/pcss-moud
https://www.linkedin.com/company/pcss-moud/
https://www.facebook.com/pcssmoud
https://www.facebook.com/pcssmoud
https://www.facebook.com/pcssmoud
https://pcssnow.org/
https://pcssnow.org/
https://pcssnow.org/
mailto:pcss@aaap.org
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