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Table IV: Binding Affinity.

withdrawal symptoms present | no withdrawal symptoms

Range of Ki Value

when fentanyl added

present when fentanyl added

Buprenorphine 021t01.5 1.5 021
Fentanyl 0.7t01.9 07 1.9
Methadone 0.72t05.6
Morphine 1.02t0 4
Naloxone 1.0t03.0

(antagonist effects)*
Naltrexone 041006

(antagonist effects)”

*Adapted from: Fudin J, Chu R, Ciani A, Raouf M. Opioid Agonists, Partial Agonists, Antagonists: Oh My! Pharmacy Times.

January 6, 2018.




A Plea From People Who Use Drugs to Clinicians: New
Ways to Initiate Buprenorphine are Urgently Needed in the
Fentanyl Era

Kimberly L. Sue, MD, PhD, Shawn Cohen, MD, Jess Tilley, and Avi Yocheved

Other union members had not heard of low dose initia-
tion but lamented that it may have given them a chance to
access life-saving MOUD. Some people put forward anec-
dotes of friends or family who fatally overdosed shortly after
unsuccessful and agonizing attempts to initiate with the
traditional method in which precipitated withdrawal
took place.
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In our current fentanyl era, patients and people who use
drugs are pleading with clinicians to be open to education on
and willingness to attempt these novel initiation methods as
we await larger trial results.'®> While it may seem contradic-
tory to encourage clinicians to attempt this novel buprenor-
phine initiation method with a smaller evidence base than
traditional methods, the Users Union leaders feel urgency akin
to the human immunodeficiency virus/acquired immunodefi-
ciency syndrome era, where affected patient-advocates from
groups like AIDS Coalition To Unleash Power (ACT UP)
pushed for access to any and all potentially life-saving treat-
ments as they were being developed. In both contexts, directly
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Fig. 4.

Calgary SROM conversion strategy. SROM = slow release oral morphine.
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TABLE 2. Titration schedule for Case 2

Buprenorphine/Naloxone* Hydromorphone
Dosing Total Daily Dose Dosing Total Daily Dose
Day 0 N/A 3 mg PO g4h regular 2-4 mg PO gq4h PRN 24 mg
Day 1 0.5mg SL q3h 25mg 3 mg PO g4h regular 2-4 mg PO gq4h PRN 26 mg
Day 2 I mg SL q3h 8 mg 3 mg PO g4h regular 2-4 mg PO q4h PRN 24mg
Day 3 12 mg SL daily 12mg Discontinued

“Expressed as milligrams of buprenorphine in buprenorphine/naloxone sublingual tablet.
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Assess withdrawal severity

.

Objective signs and Clinical Opiate Withdrawal Scale (COWS)

1

' COWS>8

COWs<8 . |
} No buprenorphine indicated
‘L Reassess patient and COWSin1-2h

Buprenorphine 4-8 mg sublingually®<
Based on withdrawal severity

i

Reassess after 30-60 min
Determine additional buprenorphine dosing?

Standard-dose induction
(total buprenorphine dose, 8-12 mg)
For patients whose withdrawal symptoms improve and who
have no anticipated barriers to dispensed buprenorphine
prescription or complicating factors, offer additional dosing
up to 12 mg until they exhibit minimal to no withdrawal
{ symptoms (COWS<8).

I Observe 30-60 min

Y

Discharge with prescription for 16 mg sublingual

buprenorphine each day until follow-up appointment

High-dose induction
OR (total buprenorphine dose <32 mg)
| = Consider if no clinical signs of sedation or respiratory
| depression or other complicating factors.
|« Recommended with heavy opioid tolerance, withdrawal
| (COWS=28) on reassessment, and/or barriers to a dispensed
buprenorphine prescription after discharge, including high-
{  risk social factors, such as experiencing homelessness.
| Buprenorphine (8-24 mg sublingually per dose) can be
| administered every 30-60 min with interval observation.

Observe 30-60 min I

v

j If practicable, discharge with prescription for 16 mg
| sublingual buprenorphine each day until follow-up appointment




Figure 2. Minimum Respiratory Rate and Oxygen Saturation (Sp0O,) Following Initial Dose by Buprenorphine Dose
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