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Induction -> initiation



• I have no disclosures.
• I will discuss off label use and dosing strategies of various forms of 

buprenorphine, all of which are supported by evidence. 



Learning Objectives

1. Describe microdosing (low 
dose) and macrodosing
approaches to buprenorphine 
initiation

2. Recall the evidence supporting 
each of these approaches

3. Discuss practical pearls 
regarding these approaches 
when applied to patient care



Starting with Buprenorphine Pharmacology

Hale M, Garofoli M, Raffa RB. Benefit-Risk Analysis of Buprenorphine for Pain Management. J Pain Res. 2021;14:1359-1369. Published 
2021 May 24. doi:10.2147/JPR.S305146

misuse



Detailed Buprenorphine 
Pharmacology and Function

Khanna IK, Pillarisetti S. J Pain Res. 2015;8:859-870. Published 2015 Dec 4. doi:10.2147/JPR.S85951



Buprenorphine administered in an opioid naïve 
person

This abrupt change 
results in acute pain 
relief and sedation

Buprenorphine has partial 
agonist activity so it will 

bind to the opioid receptor 
and activate it more than 

nothing



Full agonist added to buprenorphine

If successful, this 
change results in 
acute pain relief

Buprenorphine has a higher 
affinity than full opioid agonists 

at therapeutic doses

Buprenorphine affinity can be 
overtaken by use of high doses 

of high potency opioids

Buprenorphine does not occupy 
nearly all of the receptors at 
doses <16mg per day, leaving 

some free for full agonist binding



Buprenorphine mu 
receptor occupancy 

Greenwald M, Johanson CE, Bueller J, et al.. Biol Psychiatry. 2007;61(1):101-110. doi:10.1016/j.biopsych.2006.04.043
Greenwald MK, Comer SD, Fiellin DA. Drug Alcohol Depend. 2014;144:1-11. doi:10.1016/j.drugalcdep.2014.07.035
Pueringer RC. CPNP annual meeting

• 16 mg buprenorphine 
occupies 80-91% mu 
opioid receptors

• Opioid withdrawal 
occurs when < 50% of 
receptors are occupied

• < 20% free receptors 
required for 
suppression of opioid 
use -> Often requires 
>12 mg/day

Important caveat: 
occupancy studies based on 
non-fentanyl “heroin” and 
10 volunteers with OUD



Buprenorphine added to a full agonist

This abrupt change results 
in acute opioid withdrawal

Buprenorphine 
has a higher 
affinity than 
opioid full 
agonists at 
therapeutic 

doses

Full agonist is 
displaced by a 
partial agonist

De Aquino JP, Parida S, Sofuoglu M. Clin Drug Investig. 2021;41(5):425-436. doi:10.1007/s40261-021-01032-7



Traditional buprenorphine initiation

SAMHSA Quick Start Guide: buprenorphine



What’s the situation?

With traditional buprenorphine initiation: 
• Don’t start buprenorphine until 8-36 hours opioid free to prevent precipitated 

withdrawal or when objective and clear signs of withdrawal are evident
• We look for and expect sx of withdrawal before administering; it’s inherent to the process!

• Longer wait period for methadone
• Frequent clinical challenges impact the success 

• chronic pain and acute pain (e.g., post-operative setting)
• pharmaceutical and non-pharmaceutical fentanyl or other high potency synthetic opioid use
• transition from methadone



Fentanyl 
pharmacokinetics

• Fentanyl and buprenorphine are 
both very lipophilic and are thus 
widely distributed in adipose 
tissue

• Half Life (after 4 - 5 = ~95% 
eliminated)

• Single use (or <24h) of fentanyl 
• T1/2 = 1.5 – 6 HOURS after IV/IN 

use 
• Long term use

• T1/2 = 7.3 (+/-4.9) DAYS (parent)
• T1/2 = 13.3 (+/-6.9) DAYS 

(norfentanyl metabolite)

• Half life increases from 
approximately 4 hours to 175 
hours with long term use

Huhn AS, Hobelmann JG, Oyler GA, Strain EC. r. Drug Alcohol Depend. 2020;214:108147. doi:10.1016/j.drugalcdep.2020.108147
Hill. Continuing Education in Anaesthesia, Critical Care & Pain | Volume 4 Number 3 2004 77 - DOI 10.1093/bjaceaccp/mkh021



Fentanyl-laced heroin clinical factors: 
Why is this important in relation to buprenorphine 
initiation?

• Patients using heroin-containing fentanyl 
• Do not develop withdrawal sx predictably within 12–16 hr

(unlike heroin)
• Experience protracted, less predictable withdrawal time 
• Traditional buprenorphine initiation precipitates withdrawal 
• Can be quite traumatic
• Often causes abandonment of the initiation attempt (by both 

patients and clinicians)



What are some potential solutions? 



Microdosing 
(Low dose method)



What is microdosing?

• Better termed the “low dose method”

• Low-dose ( < 2 mg, usually < 1 mg) initiation while continuing original 
dose of the full agonist

• Gradual cross-titration allows partial opioid agonist to slowly displace 
the full agonist from the opioid receptor

• Minimizes symptoms of precipitated withdrawal and worsening of acute 
and/or chronic pain



De Aquino JP, Parida S, Sofuoglu M. Clin Drug Investig. 2021;41(5):425-436. doi:10.1007/s40261-021-
01032-7

Causes 
“resensitization” and up-

regulation of opioid 
receptors to prevent 
opioid withdrawal



Patient populations who might benefit most 
from low dose initiation (not a panacea!)

• Acute, severe illness
• Co-occurring pain
• History of precipitated withdrawal trauma
• Opioid withdrawal intolerance
• Transition from methadone
• Conversion off PCA (or sedation in ICU)
• Poor cardiovascular capacity
• Third (mid-late) trimester pregnancy; High-risk premature labor
• Those chronically using fentanyl?

Button D, Hartley J, Robbins J, Levander XA, Smith NJ, Englander H. J Addict Med. 2022;16(2):e105-
e111. doi:10.1097/ADM.0000000000000864





Bernese Method –
first introduced in a case study in 2010

Hämmig R, Kemter A, Strasser J, et al.. Subst Abuse Rehabil. 2016;7:99-105. Published 2016 Jul 20. doi:10.2147/SAR.S109919 and 
Hämmig R. Einleitung einer Substitutionsbehandlung mit Buprenorphin unter vorübergehender Überlappung mit Heroinkonsum: ein neuer Ansatz (“Berner Methode”). 
[Induction of a buprenorphine substitution treatment with temporary overlap of heroin use: a new approach (“Bernese Method”)] Suchttherapie. 2010;11:129–132. German



Microdosing (low dose method) protocols

James Gasper, PharmD, BCPP. CPNP December 2021.
Terasaki et al. Pharmacotherapy 2019;39(10):1023–1029

Day 1 ¼ of a 2mg tablet (0.5mg) in AM --> 
usually observed dose 0.5mg total

Day 2 ¼ of a 2mg tablet (0.5mg) twice daily 1mg total

Day 3
¼ of a 2mg tablet (0.5mg) in AM, 

then ½ tablet (1mg) in the afternoon 
and evening

2.5mg total

Day 4 1 (2mg) tablet twice daily 4mg total

Day 5 1 and ½ (3mg) tablets twice daily 6mg total

Day 6 2 (4mg) tablets twice daily 8mg total

Day 7 12mg QAM + Follow-up with 
provider to determine dosing 12mg total

Outpatient: Inpatient:



Initiation principles for use patients who are 
on full agonists (prescribed or not): At home

• Consider in 
• previously treated patients who are known to be reliable
• patients who demonstrate clear documented knowledge of the risks of unobserved initiation and 

are willing to come to the office in the event of problems

• If patient has significant fear of withdrawal, not a good candidate due to the 
potential for starting buprenorphine too early and causing a precipitated withdrawal

• Provide explicit written instructions regarding the subjective and objective 
assessment of opioid withdrawal, the timing and dose of buprenorphine, and phone 
numbers for assistance

• Maintain close telephone contact with the patient during the course of the unobserved 
initiation and document these interactions

• The patient should be seen within 2 days
• Only use products that are FDA approved for OUD treatment

https://pcssnow.org/wp-content/uploads/2014/02/PCSS-MATGuidanceBuprenorphineInduction.Casadonte.pdf



3 more outpatient protocols and patient case outcomes
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Terasaki et al. Pharmacotherapy 2019;39(10):1023–1029



Another protocol with use of films

Day 1 1/8 of a 2mg Film (0.25mg) SL in the morning 0.25mg total

Day 2 1/8 of a 2mg Film (0.25mg) SL twice daily 0.5mg total

Day 3 ¼ of a 2mg Film (0.5mg) SL twice daily 1mg total

Day 4 1/2 of a 2mg Film (1 mg) SL twice daily 2mg total

Day 5 one 2mg Film SL twice daily 4mg total

Day 6 two 2mg Films SL twice daily 8mg total

Day 7 one 8mg Film SL in the morning and possibly 
add additional 4 – 8 mg

8mg (up to 
16mg) total

Day 8 Stop taking any other opioids you have been taking. 
Continue taking 8mg Films as directed

Rozylo et al. Addict Sci Clin Pract (2020) 15:2





Conversion from up to 2000 MME full agonist 
to buprenorphine in 11 days: a case study

MME details

DeWeese JP, Krenz JR, Wakeman SE, Peckham AM. Subst Abus. 2021;42(4):506-511. 
doi:10.1080/08897077.2021.1915914



Rapid microdosing (low dose method) 
protocols

Klaire S, Zivanovic R, Barbic SP, Sandhu R, Mathew N, Azar P. Am J Addict. 2019;28(4):262-265.
Azar P, Wong JSH, Jassemi S, et al. Am J Addict. 2020;n/a(n/a). doi:10.1111/ajad.13050



Initiation to LAI buprenorphine 
in outpatient setting

• Potential conflict of interest: lead and 1 other 
author are consultants of the manufacturer of LAI 
buprenorphine

• Open-label, uncontrolled 12-wk outpatient trial in n 
= 5 adults

• 3 month duration (3 injections: 300mg x2 then 
100mg) 

• Exclusion criteria: 
• SUD other than opioid as the primary diagnosis
• psychiatric diagnosis that might interfere with study 

participation
• methadone or buprenorphine maintenance treatment
• pregnancy or breastfeeding
• unstable medical conditions
• physiological dependency on alcohol or 

sedative-hypnotics
Mariani JJ et al. Am J Addict. 2021 Sep;30(5):470-476. doi: 10.1111/ajad.13193.

$$

• 0 had elevated Ramsay Sedation Scale 
scores during the initiation

• COWS scores at end of initiation on LAI 300 
mg on day 1 ranged from 0 to 1

COWS: 
5 – 12 = mild; 

13 – 24 = moderate

Pt 1

Pt 5

Pt 4

Pt 3

Pt 2



Initiation to LAI 
buprenorphine patient 
response and PRNs

Mariani JJ et al. Am J Addict. 2021 Sep;30(5):470-476. doi: 10.1111/ajad.13193.

COWS: 
5 – 12 = mild; 

13 – 24 = moderate



Low dose 
initiation with 
transdermal 
patch

Button D, Hartley J, Robbins J, Levander XA, Smith NJ, Englander H. J Addict Med. 2022;16(2):e105-e111. doi:10.1097/ADM.0000000000000864

20mcg/hr
transdermal = 

1mg/day sublingual 
film/tab

Drug absorption is 26% 
greater if patches are 

placed on the upper back 
vs sides of the chest

$$



Transdermal visual protocol

Ghosh, 2019.



Avoid use of patch for outpatient initiation

• Schedule III medication approved for severe chronic 
pain; OUD treatment of any sort (including ow dose 
initiation) is not compliant with DATA 2000 

• Do not use transdermal buprenorphine for low dose 
initiation in outpatient settings because it does not 
fall within the guidelines of DATA 2000 and would 
violate federal law

• Existing transdermal initiation protocols can be 
considered only in inpatient settings which allow for 
administration without a waiver

https://pcssnow.org/wp-content/uploads/2021/06/22_2021_Clinical_Guidelines_06.22.21.FINAL_.pdf



Protocol involving the buccal film

Weimer, M., B., Guerra, M., Morrow, G., Adams, K. (2020)

$$



Adams et al bupr bridge with transdermal bupr appendix



Adams et al bupr bridge with transdermal bupr appendix



Some Pearls

• If film is not available, monoproduct is easier to split and could be 
prescribed for the doses requiring ½ or ¼ of  tablet. 

• 1/8 requires use of the film.

• Must contact OTP to alert them of the need for both 
buprenorphine and methadone during the low dose initiation 
process



Strategies to improve adherence

• Partnership with local pharmacies
• Home delivery
• Home starts
• Blister packs
• Building support staff to provide non-stigmatizing reminders and 

communicate issues to MOUD team
• Incentives for picking up medications
• Contingency management
• Use of outreach and telehealth
• Use of peer supports

Azar P, Mathew N, Wong J. ASAM 2022 Annual Meeting. Induction without withdrawal: buprenorphine/naloxone micro-dosing



Macrodosing 



What is macrodosing?

• Rapid initiation of buprenorphine with 8+mg 
dose and repeat as early as 1hour for up to 
24 on day 1 and up to 32mg on day 2

• Goal is to displace full agonist and 
immediately replace at doses high enough 
to stop withdrawal 



The rationale

https://sites.rutgers.edu/mat-coe/wp-content/uploads/sites/473/2021/06/06.04-ECHO_FINAL-1.pdf



Example protocol

• Start with 8mg when COWS score 8 – 10 
• (some patients should start higher, especially those with 

precipitated withdrawal in the past)
• If precipitated withdrawal, take 4 – 8mg more hourly to q2h 

until symptoms resolve; max 24mg on day 1

• Take total daily dose on day 2 and can increase to 32mg 
per day at that point or divide doses as needed



Reported as early as 2006!

• N= 5
• Administered 24mg single 

buprenorphine dose
• Required minimal use of 

adjunctive medications
• No significant tachycardia, 

hypo/hypertension

Ang-Lee K, Oreskovich MR, Saxon AJ, et al. Single dose of 24 milligrams of buprenorphine for heroin detoxification: an open-label study of five 
inpatients. J Psychoactive Drugs. 2006;38(4):505-512. doi:10.1080/02791072.2006.10400589



Example protocol for buprenorphine and 
adjunctive agents

• Buprenorphine 8mg SL x 1 on day #1 for COWS of at least 5 or significant 
withdrawal while awake

• After 1 hour from the initial dose, 
• Buprenorphine 8mg SL x 1 one hour after initial dose if mild improvement 
• Buprenorphine 8mg SL x 1 eight hours after initial dose if significant 

improvement
• Buprenorphine 16mg SL x 1 one hour after initial dose if withdrawal symptoms 

worsen 
• Maximum dose of 32mg/day?

• Adjunctive agents: Clonidine, APAP, ondansetron, lorazepam, trazodone, 
gabapentin

• Use if still experiencing withdrawal after successive doses of 
buprenorphine

https://sites.rutgers.edu/mat-coe/wp-content/uploads/sites/473/2021/06/06.04-ECHO_FINAL-1.pdf



Macrodosing case series 

• n = 15 people with COWS >8 or 4+ hours since full agonist 
administration 

• n = 14 received 16 mg and n=1 received 20 mg
• 10 (67%) had complete resolution of withdrawal; 0 had precipitated 

withdrawal
• Of the 5 with persistent withdrawal, 2 improved with 8 mg 

additional
• one of whom reported non-pharmaceutical fentanyl use

• The remaining 3 patients had persistent withdrawal despite total 
doses of 32-40 mg on initiation 

• Two were critically ill and received continuous fentanyl infusions with 
moderate withdrawal prior (one of the 2 also reported non-
pharmaceutical fentanyl use)

• One with persistent withdrawal also endorsed non-pharmaceutical 
fentanyl

• 4 patients receiving full agonists for pain during hospitalization and 
mild withdrawal symptoms had successful initiation with 16 mg 4-6 
hours after last full agonist administration

• All patients continued buprenorphine to time of discharge

2021 Poster Abstracts, Journal of Addiction Medicine: September/October 2021 - Volume 15 - Issue 5 - p E1-E58 doi: 10.1097/ADM.0000000000000902 



Up to 96mg!

• N = 90 male psychiatric inpatients with OUD
• followed for 5 days after a single buprenorphine dose
• 3 even arms: 32mg vs 64mg vs 96mg 
• Lower cravings for high dose groups (64mg and 96mg); but not higher for 

96mg vs 64mg
• Vitals monitored q1h on first day then q6h thereafter
• 9 developed adverse effects

• CV: 2 in 96g group developed severe hypotension - 75/50 and 80/45 (MAP <60 in 
both) – treated with hydration

• GI: 7 total: 2 in 32mg developed nausea, 2 in 64mg and 3 in 96mg developed 
nausea and vomiting – treated with antiemetics

• No severe respiratory or gastrointestinal adverse effects

Ahmadi J, Jahromi MS, Ghahremani D, London ED. Single high-dose buprenorphine for opioid craving 
during withdrawal. Trials. 2018;19(1):675. Published 2018 Dec 10. doi:10.1186/s13063-018-3055-z



Retrospective analysis: 
Macrodosing 
vs Traditional Initiation 

N = 391
ED setting

Macrodosing protocol
• 8 – 24mg per dose 

• repeat every 30 – 60 
minutes

• Max 32 mg total
• Method 1: 8mg the 

additional in 
increments of 4 to 8 mg 

• Method 2: full 24 mg at 
once

Herring AA et al. JAMA Netw Open. 
2021;4(7):e2117128. Published 2021 Jul 1. 



Macrodosing Trial Baseline Characteristics

• 69% male
• 59% 26 – 44 years 

• 35% 26 – 34 years
• 24% 35 – 44 years

• 44% Black; 38% White
• 68% received buprenorphine monoproduct
• 70% on Medicaid; 13% no insurance
• 23% unhoused
• 41% with psychiatric diagnosis
• 45% had previous buprenorphine exposure (medical or nonmedical)

Herring AA et al. JAMA Netw Open. 2021;4(7):e2117128. Published 2021 Jul 1. 
doi:10.1001/jamanetworkopen.2021.17128



Total dose administered

Herring AA et al. JAMA Netw Open. 2021;4(7):e2117128. Published 2021 Jul 1. 
doi:10.1001/jamanetworkopen.2021.17128



Primary Outcome: 
Incidence of Precipitated Withdrawal

• 5 cases of precipitated withdrawal (0.8% of 579 visits in 391 
patients) 

• 4 cases occurred after usual dosing of 8 mg 
• Additional buprenorphine—for a total dose of 28 mg—successfully treated the 

precipitated withdrawal
• In 1 cases, patient tolerated 8 mg and experienced precipitated withdrawal 

after administration of an additional 24 mg 
• Authors’ note that concurrent stimulant use may have contributed

Herring AA et al. JAMA Netw Open. 2021;4(7):e2117128. Published 2021 Jul 1. 
doi:10.1001/jamanetworkopen.2021.17128



Adverse effects

• No serious AEs in the ED or 24 hours 
after discharge

• 25 hospitalizations attributable to 
primary medical complaints 

• 60% infections; 20% COPD
• 45 returned within 24 hours of 

discharge,
• no cases of precipitated withdrawal, 

opioid overdose, sedation, respiratory 
depression, or other AE attributable to 
buprenorphine

• 10%-18% were unsuccessful accessing 
follow-up treatment immediately 
after discharge and required repeat 
dosing in the ED

Herring AA et al. JAMA Netw Open. 2021;4(7):e2117128. Published 2021 Jul 1. doi:10.1001/jamanetworkopen.2021.17128



Trial Pearls

• 63% received >12 mg and 23% greater than 28 mg
• ED length of stay median just over 2 hours for most patients with 

high-dose administration and often occurred in low-acuity areas
• Patients can be more collaborative, rather than being forced into 

a treatment pathway that may not meet their needs
• advantage over slower, more rigid, buprenorphine initiation protocols

• High dose initiation not for everyone
• “In ill or intoxicated patients with reduced respiratory reserve, the sedation 

and respiratory depression of buprenorphine can be clinically important”

Herring AA et al. JAMA Netw Open. 2021;4(7):e2117128. Published 2021 Jul 1. 
doi:10.1001/jamanetworkopen.2021.17128



Pros and Cons of Macrodosing

• Pros
• Faster
• Reduces anxiety of prolonged initiation
• Reduced risk of precipitated withdrawal
• Low risk of severe AEs
• Can treat rapidly in ED and link directly to clinic (even that same day!)
• No need to continue full agonist which can reduce confusion form patients and HCPs

• Cons
• Limited supporting evidence – trial ongoing assessing 35 patients with 32mg single 

dose in ED – expected to complete this month -
https://www.clinicaltrials.gov/ct2/show/NCT04283500

• Unclear risks, especially in sub-populations such as those with GABAergic use or 
severe CV or respiratory disease

https://www.clinicaltrials.gov/ct2/show/NCT04283500


Other approaches



Another approach aside from low dose and 
macrodosing initiation: a case study

• Case study: 43 year old 
woman 

• presents s/p cardiac arrest
• QTc 517msec
• On 95mg methadone daily
• Administered naltrexone 25mg 
• 1 hour later given 16mg/4mg 

buprenorphine “rescue” dose

• Not better tolerated than 
macrodosing or microdosing
(low dose initiation) 

• Therefore, using an 
antagonist to cause 
withdrawal and then 
“rescue” with buprenorphine 
is not recommended 

Brogdon H, et al. J Addict Med 2021;xx: xxx–xxx



Buprenorphine 
initiation directly 

after overdose 
reversal 

Herring et al. American Journal of Emergency Medicine 37 (2019) 2253–2262



Balancing the science, art, and humanity of 
medicine



• Patient autonomy and input are critical to successful initiations and ongoing collaborations

• Clinicians and patients should approach clinical encounters rooted in mutual respect of the 
expertise in the other

• Consider low dose initiation, especially in select patients (e.g., previous w/d trauma, 
transition from methadone)

• Urgently need research focused on patient preference and ease of initiation comparing 
alternative to traditional methods

• understand which patient populations these initiation methods may benefit 
• Assess macro-level factors (e.g., location and available unregulated drug supply); individual 

characteristics (e.g., age, gender, substances used); and other mental health and medical 
conditions

• People with lived & living experience using drugs must be seen as vital partners in both 
research and clinical practice

Messages about novel initiation strategies 
from people who use drugs

Sue KL, et al. J Addict Med 2022;xx: xxx–xxx.. 



Closing Thoughts

Sue KL, et al. J Addict Med 2022;xx: xxx–xxx.. 

In our current fentanyl era, people who use drugs are pleading with clinicians to be open to 
education on and willingness to attempt novel initiation methods as we await larger 
trial results. 

While it may seem contradictory to encourage clinicians to attempt this novel buprenorphine 
initiation method with a smaller evidence base than traditional methods, the Users Union leaders 
feel urgency akin to the human immunodeficiency virus/acquired 
immunodeficiency 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 
treatments as they were being developed. 

Systematic and literature review conclusions:



Novel initiation strategies take-home points

• Novel strategies increase treatment access 
• Bridge the gap in treatment retention between buprenorphine and methadone
• Engage people with OUD who see the prerequisite of withdrawal as a barrier to treatment with 

buprenorphine
• Ease transitioning patients using illicit fentanyl given the greater risk of precipitated withdrawal 

with the traditional method

• Low dose initiation appears to have greater tolerability compared with traditional initiation 
with relatively limited withdrawal symptoms and cravings experienced by patients

• Macrodosing initiation appears to be very well tolerated with the rate of withdrawal at 0.8%
• Further increases access to treatment, particularly in EDs where it can be completed in 3 hours

• Regardless of initiatiMany patients are willing to try novel approaches even with low quality 
supporting evidence given that the traditional approach is challenging and unpleasant

• on approach, if the initiating prescriber is not the chronic OUD provider, a very WARM hand-
off is essential 



Resources

• Provider guide (see pg 3):
https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/Academic_
Detailing_Educational_Material_Catalog/IB_1498_Provider_BupforOUD.pdf

• Provider resource (see pg 35-36): 
• https://pcssnow.org/wp-

content/uploads/2021/06/22_2021_Clinical_Guidelines_06.22.21.FINAL_.pdf

• Provider resource:
• https://cabridge.org/resource/starting-buprenorphine-with-microdosing-and-cross-

tapering/

• ECHO topic presentation:
• https://sites.rutgers.edu/mat-coe/wp-content/uploads/sites/473/2021/06/06.04-

ECHO_FINAL-1.pdf

Thanks to Dr. Elisabeth Fowlie Mock for this list of resources! 

https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/Academic_Detailing_Educational_Material_Catalog/IB_1498_Provider_BupforOUD.pdf
https://pcssnow.org/wp-content/uploads/2021/06/22_2021_Clinical_Guidelines_06.22.21.FINAL_.pdf
https://cabridge.org/resource/starting-buprenorphine-with-microdosing-and-cross-tapering/
https://sites.rutgers.edu/mat-coe/wp-content/uploads/sites/473/2021/06/06.04-ECHO_FINAL-1.pdf


Questions?
Thank you!
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