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Takeaway Tips

• Fentanyl is prevalent in illicit opioids and greatly increases overdose risk; engaging patients 
in MOUD increases retention and reduces risk. 

• Using good practices when starting buprenorphine with fentanyl-using patients will 
increase treatment success. 

• Assess and address patients needs during and after the induction of buprenorphine.

PresenterSession Title



Clarification of terms/acronyms that will be used
• Regular drug use -> Desensitization -> Tolerance

– Tolerance – requires higher dose for the same effect
– Dependence – will experience withdrawal without the substance, substance required to feel “normal”
– Addiction – complex diagnosis related to negative psychosocial behaviors and consequences resulting from 

substance use

• SUD – Substance Use Disorder
• OUD – Opioid Use Disorder
• MAT – Medications for Addiction Treatment
• MOUD – Medications for Opioid Use Disorder

• Please remember – SUD is a chronic treatable medical condition (like diabetes, 
asthma, hypertension) it needs to be viewed and treated as those conditions are.



Terms you will not hear 

• Intentional use of non-stigmatizing language – person first language



Objectives:

• Understand the current situation with illicit fentanyl and how you can 
use that information to determine which patients are candidates for 
MOUD with buprenorphine

• Understand how to start buprenorphine treatment for patients with 
fentanyl use disorder

• Understand how to assess and address patient needs during and after the 
induction



Fentanyl
• Synthetic opioid – lab designed

– Stronger, more effective (dosed in 
micrograms vs milligrams of other 
opiates)

– High receptor affinity (more additive, 
higher risk of overdose)

– Does NOT show up on routine urine 
toxicology screens

– Lipophilic – builds up in fat stores over 
time

• Cheap and easy to add to ANY 
street product
– Meth, cocaine, heroin, cannabis, 

“Xanax”, “Percocet”, “pinkie”, etc.

• Trafficking is by the kilogram
– 1kg of fent can kill 500,000 people



Fentanyl

• Even unintentional exposure can lead to dependence and very high 
tolerance

• Any patient dependent on opioids, including fentanyl, is a candidate for 
buprenorphine 

• For every 2 patients that you start on MOUD you will retain one in 
treatment

• A patient in treatment has a reduced MORTALITY – treating opiate use 
disorder saves lives!



Objectives:

• Understand the current situation with illicit fentanyl and how you can use 
that information to determine which patients are candidates for MOUD 
with buprenorphine

• Understand how to start buprenorphine treatment for patients with 
fentanyl use disorder

• Understand how to assess and address patient needs during and after 
the induction



Medications for Opioid Use Disorder (MOUD)

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



● Treats withdrawal, cravings, & prevents 
overdose

● Partial agonist → less respiratory 
depression & sedation

● High affinity

○ Blocks & displaces other opioids

○ Can precipitate withdrawal

● Half-life ~ 24-36 hours (long acting)

full agonist
(e.g. morphine,
methadone, heroin,
fentanyl, hydrocodone)
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Enter: Buprenorphine



Starting Buprenorphine 
in the hospital/ 
clinic/when someone is 
in withdrawal



Starting Buprenorphine in 
the outpatient setting/self 
start

The picture can't be displayed.



First, identify the right patient & rule out contraindications

No methadone for at least 72 hours

CAUTION: benzodiazepines, alcohol, other 
respiratory suppressants



Fentanyl? Higher COWS + “hard signs”

Include 1+ objective signs!
● Dilated pupils
● “Goose bumps”
● Vomiting
● Tachycardia
● Yawning
● Runny nose & eyes



Fentanyl? Higher COWS + “hard signs”



Patient in moderate to severe withdrawal?
Wants help quitting illicit opioids?

Give 8-16mg Buprenorphine sublingual.

Typically start 8 mg bupe sublingual

For fentanyl, may require 
higher dose, 16-32 mg



How to take buprenorphine

• The dose must be absorbed from under the tongue to be effective

• No food or water for 15 minutes after taking bup



Wait. Reassess.
Better? Give another dose.

No? Widen your ddx.



Wait. Reassess.
Better? Give another dose.

No? Widen your differential.

Don’t be afraid to repeat dose!
For fentanyl, may take more doses.

Note: Most patients will still do 
great with bup 16-32mg total.



Wait 1 hour. Reassess.
Better? Give another dose.

No? Widen your differential.



Precipitated Withdrawal
● Very rare! (<1% in NIDA data)

● How? “Too little bupe too soon”

● What? Rapid, significant & sudden
worsening withdrawal sxs

● Painful, unpleasant, agitation, 
“excited delirium”

● Note: this is what happens on 
purpose when we give naloxone!

Undertreated Withdrawal
● Small bupe doses given to pt with high 

tolerance → ongoing symptoms

● Incomplete treatment of symptoms

● As time goes on between doses, 
symptoms get worse – from lack of 
enough bupe, not because of it

● Can be normal part of the 
buprenorphine induction experience



It may take some time for the 
medication to work;

I’m here for you
and will help you

no matter what happens.

I know going through withdrawal is terrible. 
I’m here to help make this the BEST 

WITHDRAWAL EXPERIENCE EVER!
With SUPPORT and MEDICATION, to ease 

your pain.

Have you ever tried buprenorphine 
before? Do you know anybody who 
has? What concerns do you have?

We need to normalize the withdrawal experience for patients



If you do precipitate withdrawal…

KEEP
CALM

AND

GIVE
BUP



What if you do precipitate 
withdrawal???



For discharge:

Need help?





Recap!

www.cabridge.org



What if the pt is interested in 
treatment, but not in withdrawal now?



Patients can
self-start on buprenorphine!

Studies show pt’s self-rating for 
withdrawal > COWS.

Instructions mimic hospital start.

Safe, effective option.



Culture of Radical Acceptance

Meet people where they’re at – get on the same page.

• Normalize:“Many of my patients use drugs like fentanyl…”

• Acknowledge: ”...and I know it can be tough to talk about with a 

doctor/nurse/PA.”

• Align: “I want to help you feel better. Can I ask you some questions?”

• Ask (instead of assume)...



Culture of Radical Acceptance

Meet people where they’re at – understand their story.

• Talk to me about your drug use. What kinds of drugs do you use? How do you use your 
drugs? How much?

• Do you often use drugs by yourself? Or mostly with others?

• Have you heard about fentanyl?

• Do you know anybody that has tried or been on buprenorphine? Have you ever tried it?

• Do you have any worries about your drug use? What are they?

• Do you ever use other drugs – “uppers” or something to balance your fentanyl?



What else can we offer patients? 
Harm Reduction

• Fentanyl test strips

• Naloxone

• Never Use Alone
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For content information/questions:
slarkins@mednet.ucla.edu

For information about CME:
kvalencia@mednet.ucla.edu

Check website often for more Quick Tips Videos and Resources:
www.uclaisap.org/clinicalproviderquicktips   

Clinical Provider Quick Tips
-- Addressing Fentanyl Use in Primary Care

This series is sponsored by the Department of Healthcare Services in California through the SAMSHA State Opioid Response Grants.
All information within this presentation is generated by the presenter and does not reflect the opinions of CA DHCS.   
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