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Depending on the observa5on space and pa5ent preference, the pa5ent may be kept 
in observa5on un5l more severe withdrawal develops 

5



• Note that lack of experience with buprenorphine is not a contraindication, it just 
may require extra preparation with the patient, 

• Likewise, homelessness is not a contraindication to a home induction, but again, 
may require additional planning

• Some patients my prefer to wait in the emergency department and undergo 
withdrawal there, while others may prefer to undergo withdrawal outside of the 
hospital 
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• *See precipitated withdrawal module in the Buprenorphine Basics module series 
at:  https://https://www.bccsu.ca/edcare/
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• The same wai5ng period that is used for emergency department-induc5ons is used 
for home induc5ons 

• Advise the pa5ent not to start buprenorphine un5l the minimum hours since last 
opioid use have passed:

• *Some providers recommend 36 hours aPer last dose of fentanyl 
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• If diarrhea develops, the patient is often already in sufficient withdrawal to start 
bup/nlx
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• Depending on patient and provider preference and comfort, the patient self-assess 
withdrawal symptoms using a list of symptoms or the Subjective Opiate 
Withdrawal Scale (SOWS) 

• Multiple different “symptom guides” or criteria lists exist
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• If the pa5ent is using the SOWS to assess withdrawal, their SOWS score should be 
above 17 before they begin buprenorphine 



• Symptom guide often easier to follow than SOWS
• For either approach, same waiting period applies, e.g., ≥ 24 since last known or 

possible fentanyl
• The above is an example of a symptom guide used in emergency departments. 

Patients should not start buprenorphine until they have 3 or more of the 
symptoms lisetd
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• A patient handout is available on the Government of BC website to guide patients 
through home inductions
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• *Reasons why not to use other drugs during ini5a5on and/or preceding wai5ng 
period

• Opioids:  will re-start the clock on the wai5ng period and/or increase the 
risk of precipitated withdrawal

• Seda5ves:  Risk of respiratory depression, and also make it more difficult 
for someone to gauge their level of withdrawal (SOWS or symptom list)

• S5mulants:  Some s5mulants in street supply contain opioids, increasing 
the risk of precipitated withdrawal

• Wait one hour aPer taking the first tablet. If craving or withdrawal symptoms 
con5nue, take another tablet and wait another hour. Con5nue to do this un5l all 
tablets are taken or craving or withdrawal symptoms are resolved (next slide)
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• *12 and 16 mg are the most common day 1 maximum doses in guidelines, 
however, in practice, the day 1 maximum is often 24 mg, and sometimes higher 
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• If there are no withdrawal symptoms since last dose, continue once daily dose 
equal to total day 1 dose, titrating up by 2mg/0.5mg–4mg/1mg bup/nlx to 
suppress cravings and withdrawal symptoms

• If withdrawal symptoms are present since last dose, administer dose equal to day 
1 dose, plus additional 4mg/1mg bup/nlx

• The maximum day 2 dose is 24mg/6mg bup/nlx, but this can be exceeded if 
withdrawal symptoms and cravings continue 
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• If there are no withdrawal symptoms since last dose, continue once daily dose 
equal to total day 1 dose, titrating up by 2mg/0.5mg–4mg/1mg bup/nlx to 
suppress cravings and withdrawal symptoms

• The maximum day 2 dose is 24mg/6mg bup/nlx, but this can be exceeded if 
withdrawal symptoms and cravings continue 
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• These are St. Paul’s home induction packs or “BUP” to go. The containers are 
childproof .

• Prescribing buprenorphine/naloxone in these home induction packs removes the 
added barrier of going to the pharmacy

• There is less concern with diversion of buprenorphine/naloxone due to its superior 
safety profile, including ceiling effect on respiration. Generally, diverted 
buprenorphine goes to people interested in treatment or who are avoiding 
dangerous street fentanyl (Cicero 2018)
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• Clonidine*
• Clonidine may lower SOWS score

• Loperamide **
• Loperamide is only rarely necessary. Diarrhea is typically severe 

when pa5ent has sufficient withdrawal symptoms and there has 
been a long enough dura5on since last opioid use to start 
buprenorphine 

• Some clinicians will provide carry doses of hydromorphone 8mg tabs to help 
pa5ents deal with precipitated withdrawal, if it occurs

• Ideally, clinicians should provide these medica5ons as “to-go” medica5ons at the 
same 5me as dispensing and prescribing buprenorphine 



• Discharge planning is nearly identical to starting in the emergency department, 
except the bridging prescription is usually not necessary and “remaining doses” 
are not applicable 

• Before discharging a patient from the emergency department, consider which of 
the actions on th discharge checklist above are applicable:

• Be systematic in discharge planning and try to maximize your patient’s success 
• Discharge checklist adapted from:  https://bcpsqc.ca/wp-

content/uploads/2020/11/F2.0_LOUD_ED-Clinical-DST.pdf
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• The correct answer is D, it is ideal to provide additional medications for withdrawal 
management as to-go packs. 

• A is incorrect. The COWS is not appropriate for self-administrations because it 
involves assessing vital signs. Patients who are doing a home induction should 
instead use the SOWS to self-assess withdrawal symptoms 

• B is incorrect. The maximum day 1 dose in most protocols is 12mg  to 16mg of 
buprenorphine,

• in practice there is no maximum dose.  With PRN doses, some patients will 
reach 24 mg or beyond on day 1 (disclaimer:  this later point is outside of 
current BCCSU guidelines)

• C is incorrect. The principles of care are the same for both home inductions and 
emergency department starts. 
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• A decision support tool for buprenorphine induc5on in emergency departments in 
BC is available through the BC Pa5ent Quality and Safety Council. More resources 
are available on their website. 

• hkps://bcpsqc.ca/wp-content/uploads/2020/11/F2.0_LOUD_ED-Clinical-DST.pdf
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•If you need support managing precipitated withdrawal, inducting a patient on to 
buprenorphine/naloxone, or providing any other aspect of addiction and substance 
use care, you can call the 24/7 addiction medicine support line. 
• The 24/7 addiction medicine clinician support line provides telephone consultation 
for physicians, nurse practitioners, nurses, mid-wives, and pharmacists who provide 
addiction and substance use care. It is available 24/7, 365 days a year. The number to 
call is 778-945-7619. More information can be found at www.bccsu.ca/24-7. 
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• The Provincial Opioid Addic5on Treatment Support Program contains modules 
with more informa5on 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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