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Rename

Helpful Reminders

• Rename your Zoom screen,  
with your name and 
organization



Unmute

Helpful Reminders

• You are all on mute
please unmute to talk

• If joining by telephone 
audio only, *6 to mute 
and unmute 



Chat Box

Helpful Reminders

• Please type your full 
name and 
organization into the 
chat box

• Use the chat function 
to speak with IT or 
ask questions



• Bi-Weekly 1 hour tele-ECHO Clinics

• Every tele-ECHO clinic includes a 30 minute didactic presentation followed by case 

discussion

• Didactic presentations are developed and delivered by inter-professional experts 

• Website Link: www.vcuhealth.org/echo

VCU Opioid Addiction ECHO Clinics 

https://www.vcuhealth.org/echo


VCU Team

Clinical Director Gerard Moeller, MD

Administrative Medical Director 
ECHO Hub

Vimal Mishra, MD, MMCi

Clinical Experts

Didactic Presentation

Program Manager

Practice Administrator

IT Support

Lori Keyser-Marcus, PhD
Courtney Holmes, PhD
Albert Arias, MD
Megan Lemay, MD
Katie Adams, PharmD

Brandon Wills, MD

Bhakti Dave, MPH

Tamera Barnes, MD

Vladimir Lavrentyev, MBA

Hub and Participant Introductions

• Name

• Organization

Reminder: Mute and Unmute screen to 
talk

*6 for phone audio 

Use chat function for Introduction 



What to Expect

I. Didactic Presentation: Provider Focused Series 
I. Brandon Wills, MD

II. Case presentations
I. Case 1

I. Case summary 
II. Clarifying questions 
III. Recommendations 

III. Reminders
I. Claim CME 
II. Future Sessions 

Lets get started!
Didactic Presentation



Precipitated Opioid Withdrawal

Brandon Wills, DO, FACEP, FAACT
Fellowship Director, Medical Toxicology
Division of Clinical Toxicology
VCU Medical Center
Virginia Poison Center



Disclosures

None



My background...



Initiating treatment for opioid use disorder
is a medical urgency



• Nonfatal opioid overdoses at VCU Medical Center increased 
by > 2X between 2020 vs 2019.

• The percentage of Black patients increased from 63% in 2019 to 
80% in 2020--“Health disparities have been magnified during the 
pandemic.”



Ann Emerg Med, 2020;75(1)

N=11,000 opioid overdoses

Subsequent death
5% dead within 1 year!!
1% dead within 1 month
0.25% dead within 2 days



Natural history of OUD treatment 

Kakko J et al. Lancet 2003

Treatment Retention at 1 year
Buprenorphine: 75%
Placebo: 0%



Starting buprenorphine in the ED

https://cabridge.org/



Sometimes things don’t go well...



ED Case 

54 y/o

CC: Knee/ back pain

HPI:  Pain started 3 weeks ago s/p multiple falls

Reports not taking methadone for the past 4 days. 
Previously has taken x 10 years, unclear if for 
chronic pain vs OUD. 

Pt reporting severe withdrawal.



PMH: T2DM, MS

Physical exam

▪ VS: 36.8; 119; 158/84; 16; 96%

▪ Gen: Writhing in pain

▪ Diaphoretic

▪ Serum drug screen: pan negative



ED Course

▪ Given buprenorphine 8mg SL

▪ W/D worsened.  N/V/D x 2 

▪ HR 160, RR 40’s

▪ Pt now reporting last methadone dose was last 
couple of days



ED Course Cont.

▪ Over 30 minutes: Hydromorphone 3 mg, 
lorazepam 1mg, methadone 20 mg, 
dexmedetomidine drip, IV methadone, 
restraints

▪ 2 hr after buprenorphine, pt intubated

(Later determined methadone 175 mg QD x 10yr)



Hospital Course

▪ Mechanical ventilation 24 hours

▪ Hydromorphone drip

▪ Transitioned back to methadone 175 mg

▪ Discharged on hospital day 7



Objectives

▪ Understand the mechanism of 
buprenorphine-precipitated withdrawal.

▪ Describe the evidence available for using 
buprenorphine to treat precipitated 
withdrawal.



Concepts

Precipitated opioid withdrawal



m-opioid Receptor

Affinity     vs     Potency



Affinity



Potency



(Oxy, heroin...)

Starting opioid “tone”

Opioid “tone” 
decreased



How to treat precipitated withdrawal?

Options

1. Non-opioid medication combo

2. Full agonist

3. Additional buprenorphine



Evidence for using additional 
buprenorphine to treat precipitated 
withdrawal (not much)



Single case report: 
-Naloxone precipitated withdrawal after opioid overdose
-Prehospital IM naloxone, 2 mg
-COWS= 10
-Given buprenorphine/ naloxone 4/1 mg film
-COWS 30 min later= 4, 60 min later= 3



Review article: 27 papers, precipitated withdrawal from long-acting antagonists
-Mostly precipitated withdrawal from naltrexone
-Many therapies used, not standardized, only a few cases used buprenorphine
-When buprenorphine used, usually had rapid improvement
-Doses used: 4-22 mg



Single case report: 
-Pt with OUD reported heroin use 29 hrs earlier
-COWS 16→ 2mg bupe→ 1 hr later COWS 14→ 6mg bupe→ 2 hr later→COWS 33
→ 8mg bupe→ 2 hr later COWS 22

-Day 1 total: 24 mg bupe
-Later reported taking 10 mg methadone < 1 week prior to induction







Single case report: 
-Pt with OUD, daily oxycodone > 70 mg (Oxy ER 20 mg TID + IR prn)
-Home induction
-17 hours after last oxy ER, began bupe induction, 4 mg→ 30 min later= worse
-Serial doses up to 16 mg → worse→ to the ER (COWS 25)
-IVF/clonidine/ bupe 2 mg→COWS 13→ bupe 2 mg (Day 1: 20 mg) 
-Discharged the following day on 20 mg QD
-5 months later, still doing great with 16 mg daily



High-dose buprenorphine?



-ED induction for OUD, not treating precipitated withdrawal
-Bottom line: patients did well with high-dose



-RCT
-Single buprenorphine dose for opioid withdrawal
-Gave 32 mg, 64 mg or 96 mg
-Observed craving scores for the next 5 days





Results:
-64 mg worked better than 32 mg
-96 mg did not work better than 64 mg



ACEP “BUPE” Tool

ACEP.org





Summary

▪ Buprenorphine-POW can be severe

▪ Increased risk of Buprenorphine-POW

 Methadone and fentanyl analogs

 Low starting dose of buprenorphine?

▪ Treatment with additional bupe seems reasonable

 Some suggest 2 mg Q 1 hour, others 4-8 mg Q 30 min

▪ Evidence is weak...



Future Directions?



COMMENTS?
QUESTIONS?



Case Presentation #1
Liz Signorelli- Moore, LPC
• 12:35-12:55 [20 min]

• 5 min: Presentation

• 2 min: Clarifying questions- Spokes

• 2 min: Clarifying questions – Hub

• 2 min:  Recommendations – Spokes

• 2 min:  Recommendations – Hub

• 5 min:  Summary - Hub

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 



Main Question

Demographic Information



Background Information



Previous Interventions

Plans for Future Treatment/ Patient’s Goal

Reminder: Main Question



Case Studies

• Case studies 
• Submit: www.vcuhealth.org/echo

• Receive feedback from participants and content experts 

• Earn $100 for presenting

http://www.vcuhealth.org/echo


Claim Your CME and Provide Feedback

• www.vcuhealth.org/echo

• To claim CME credit for today's session
• Feedback

• Overall feedback related to session content and 
flow?

• Ideas for guest speakers?

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME

• www.vcuhealth.org/echo

• To view previously recorded clinics and claim credit

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME



VCU Virginia Opioid Addiction TeleECHO Clinics

Bi-Weekly Fridays  - 12-1:00 pm

Mark Your Calendar: Provider Focused Series 

November 5 : Treating Insomnia in OUD Morgan Ried, PhD

November 19: Buprenorphine Microdose Induction Katie Adams, PharmD

December 3: New X Waiver Guidelines                              TBD

Please refer and register at vcuhealth.org/echo

https://www.vcuhealth.org/telehealth/for-providers/education/va-opioid-addiction-echo


THANK YOU!

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 


