
“You can’t start this in the ED”





Recent local MOUD work

• Low Barrier MOUD Workgroup Final Report

• Medications for Opioid Use Disorder (MOUD) - MN Dept. of Health
• https://youtu.be/8I7sXfC6xjw?si=ZHVx7MXRu3Cvsk9g

https://mn.gov/mmb/assets/Low-Barrier-MOUD-Workgroup-Final-Report.v2_tcm1059-728605.pdf
https://mn.gov/mmb/assets/Low-Barrier-MOUD-Workgroup-Final-Report.v2_tcm1059-728605.pdf
https://www.health.state.mn.us/communities/overdose/treatrecover/moud.html
https://www.health.state.mn.us/communities/overdose/treatrecover/moud.html
https://www.health.state.mn.us/communities/overdose/treatrecover/moud.html
https://www.health.state.mn.us/communities/overdose/treatrecover/moud.html
https://youtu.be/8I7sXfC6xjw?si=ZHVx7MXRu3Cvsk9g
https://youtu.be/8I7sXfC6xjw?si=ZHVx7MXRu3Cvsk9g


If you focus on one thing

focus on being comfortable with macroinductions



Advocate for order sets





• Consider 7-14 day prescriptions at discharge

• Don’t forget about naloxone

• Tips for success (in all situations)

• Patients want to know you’re on their team

• Warn them that if withdrawal worsens, the answer will be 
more bupe

• Confirm use timeline, no methadone use (3-7d)



Yale School of Medicine – 
ED-Initiated Buprenorphine: 

Home Induction Patient 
Guide



Yale School of Medicine – 
ED-Initiated Buprenorphine: 

Home Induction Patient 
Guide



Microdosing / Crosstapering

✓ Keys to Success

Small doses

Maximum 1 mg per dose

Avoid prolonged microdosing

Complete transition in a timely manner

Clear patient instructions

Ensure full understanding of the protocol

✕ Avoid When

Already in significant withdrawal

Patient does not want to continue using full agonist opioids 

during transition

Patient prefers rapid start

Difficulty with health literacy

Unable to self-administer doses at necessary frequency, 

including cutting/storing partial films or tablets



Does not require withdrawal 
ahead of induction

Continue illicit opioid use

Moe J, Badke K, Pratt M, Cho RY, Azar P, Flemming H, Sutherland KA, Harvey B, Gurney L, Lockington J, Brasher P, Gill S, 
Garrod E, Bath M, Kestler A. Microdosing and standard-dosing take-home buprenorphine from the emergency department: A 

feasibility study. J Am Coll Emerg Physicians Open. 2020 Oct 20;1(6):1712-1722. doi: 10.1002/emp2.12289. PMID: 33392580; 
PMCID: PMC7771760.



Transdermal to Sublingual Approach

1

Apply Patch (ED)

Buprenorphine (Butrans®)

10–20 mcg/hr transdermal 

patch

2

Wait 
(Abstinence Period)

12–24 hours before

proceeding to induction

3

Macroinduction

16 mg SL buprenorphine

+ optional 16 mg re-dose

4

Maintenance Dosing

16–24 mg daily

thereafter



A note on insurance

If your patient is uninsured…

• SL tablets $-$$

• SL films (brand $$$ vs generic $$) 

• Pharmacists cannot interchange formulations without a new rx 
(yet!)

• Filling on-site reduces barriers

• GoodRx



Even one dose is a win
• MOUD reduces mortality > 50%

• Post-overdose mortality risk highest in 
1st 30 days (48h)

• A dose of buprenorphine after 
naloxone reversed opioid overdose 
may help reduce this risk



Direct To Inject (DTI) in the ED



• To be paid in the ED setting 
• Patient must discharge from the ED

• Prior authorization retroactively submitted

• If denied, potential for large patient bill and/or system cost

Direct To Inject (DTI) in the ED
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