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Questions for the audience 

What is your profession? (Nurses or Nurse Practitioners/ Doctors/ Pharmacists/ 

Social Worker/ Other) 

Do you have formal training in addictions? (Yes or No) 

Have you been involved in starting a patient on buprenorphine/naloxone 

microdosing? (Yes or No) 

What is your comfort/knowledge level in regards to buprenorphine/naloxone 

microdosing? 

[likert scale 1- no comfort, 2-minimal comfort, 3-somewhat comfortable, 4-very 

comfortable] 

 

 



Illicit Drug Toxicity Deaths in BC  



Continuum of Care 
 

http://www.bccsu.ca/care-guidance-publications/ 



Buprenorphine 
 
▪ Partial opioid receptor agonist 

▪ High receptor binding affinity 

▪ Various formulations (patch, sublingual tablets, injectable) 

– Often coupled with naloxone 

▪ Target dose: 12-32mg 

▪ Duration of action dose dependent 

– Typically reported as 32-36 hours 

– Low doses (1.2mg or less) reported as 3-16 hours 



Binding Affinity 

Regulatory Toxicology and Pharmacology 59 (2011) 385–390 



Traditional Induction 
 
1. Taper/stop prescribed/illicit opioids 

2. Wait until moderate withdrawal 

3. Administer first dose buprenorphine 2-4mg 

4. If no precipitated withdrawal in 30-60 minutes, 
administer additional doses every 1-2 hours until 
comfortable to a max dose of 12-16 mg on day 1 

5. Follow up on day 2 and titrate as needed  

 

 

 

 
 



Traditional Induction: Potential Issues 

• Risk of treatment destabilization 

• Patients need to undergo withdrawal 

– Moderate-to-severe withdrawal required 

– Long process 



Case1: Rob 

- 33 year old male presented to ED for fentanyl overdose 

- Previously successful with suboxone for about 10 months 

- Stopped suboxone 2 weeks ago (didn’t get in for a refill) 

 
 

 

 



Case 1: Rob 

 How would you start the conversation?  

 

What are some conversational points you can have with a patient 

who says they don’t want to start suboxone?  

 

What can you say to this patient?   

 

 

 



Case 1: Rob 

Upon further discussion you discover Rob is willing to restart suboxone,  

but he does not want to go through withdrawal. 

 

What are your options? 



Alternative Induction Strategy 
 

 

 

Buprenorphine Microdosing 
 



Buprenorphine Microdosing 

• Induction using small, increasing doses 

• Generally takes 7-10 days 

• Overlapping with full opioid agonists 

• Pharmacology: 

– Slow displacement of other opioids 

– Gradual, increasing occupancy of receptors 
 





Buprenorphine Microdosing: Bernese Method 
 



Buprenorphine Microdosing: Bernese Method 
 

 
 



Buprenorphine Microdosing: Advantages 

 
• Can be initiated immediately 

– Less risk of treatment destabilization  

• Can be prescribed quickly 

• No withdrawal required 
 



Buprenorphine Microdosing: Disadvantages 

 
• Unclear risk of precipitated withdrawal 

• Longer period of subtherapeutic doses 

• Relatively new intervention, not all care 
providers understand 

 
 



7 Case reports 

- 1 on Methadone (30 mg) 
- 3 Sustained release oral 

morphine (150-300 mg) 
- 3 illicit fentanyl/heroin 

Induction Dosing 
Day 1: 0.5 mg SL Daily 
Day 2: 0.5 mg SL BID 
Day 3: 1mg SL BID 
Day 4: 2 mg SL BID 
Day 5: 3 mg SL BID 
Day 6: 4 mg SL BID 
Day 7: 12 mg SL daily 
Day 8: 16-24 mg (variable) 
 





Buprenorphine Microdosing schedule 
Schedule Dose 

Day 1 0.5 mg SL BID 

Day 2 1 mg SL BID 

Day 3 2 mg SL BID 

Day 4 3 mg SL BID 

Day 5 4 mg SL BID 

Day 6 until R/A 12 mg SL daily 

Schedule Dose 

Day 1 0.25mg SL 

Day 2 0.25 mg SL BID 

Day 3 0.5mg SL BID 

Day 4 1 mg SL BID 

Day 5 2 mg SL BID 

Day 6 4 mg SL BID 

Day 7 until R/A 12 mg SL daily 
https://www.bccsu.ca/wp-content/uploads/2020/04/Risk-Mitigation-in-the-Context-of-Dual-Public-Health-Emergencies-

v1.5.pdf 
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Feasibility Study: Microdosing 
Hospital supplied 

Cost (16.5 tablets) 
=$23.76 

Time to make 4 kits: 

- 1h to make 
- 15 minutes to check 

Including printing and 
cut labels and patient 
info sheet   

- 1.5 hours  to make 
- 15 minutes to check 

Expiry issues 
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Case 1: Back to Rob…. 

 



Case 1: Back to Rob…. 

 



Case 2: Morley  

Presented to ED due to an altercation, now cleared for discharge 

- No fixed address, spends time bouncing between family and shelters  

- Last used heroin this morning 

- Due to acute pain opioid withdrawal is not an option 

- Previous good experience with suboxone, but stopped because he 

started smoking heroin again 

- After discussion and the understanding that he can continue to use 

heroin for the next few days until his injury from altercation is more 

healed, patient is willing to start microdosing 
 

  

 



Ie. hydromorphone 8mg tablets 1-3 tabs q1h as needed up to 14 tablets,  

provided daily 



Case 2: Morley’s plan  

1. Microdosing induction kit 

2. Hydromorphone 8 mg tablets= 1-2 tablets qid prn Daily Dispense 

(provide each day buprenorphine/naloxone dose below 12 mg) 
a. If dose is not managing pain/withdrawal follow up at RAAC/ GP/Addictions 

specialist 

3. Acetaminophen 1000 mg po qid 

4. Ibuprofen 600 mg po qid 

 



Case 3:  Charles 

- 29 y/o presenting to ED with worsening leg abscess 

- Failed OPAT  

- Lost suboxone-to-go packages 

- AMA after 1 day admission 

- Severe OUD  

- Frequent AMA due to pain and opioid withdrawal 

- Uses IV illicit drugs in the hospital 
 



Rapid Micro-Induction 
 
• Variation of standard micro-dosing 

• Pharmacological basis 

– Buprenorphine time to peak plasma concentration 
is approximately 1 hour 

• Preferred for inpatient setting 



The American Journal on Addictions, XX: 1–4, 2018 



Klaire et al.  

The American Journal on Addictions, XX: 1–4, 2018 



Case 3: Charles’ Plan  

- Recommend CTU readmission 

- Recommend addictions team consult  



Case 3: Charles’ Plan with Addictions Consult 

 

  

Buprenorphine/Naloxone Hydromorphone 

Dosing Total Daily Dose Dosing Total Daily Dose 

Day 0 N/A 
3mg PO q4h regular 

2-4mg PO q4h PRN 
24mg 

Day 1 0.5mg SL q3h 2.5mg 
3mg PO q4h regular 

2-4mg PO q4h PRN 
26mg 

Day 2 1mg SL q3h 8mg 
3mg PO q4h regular 

2-4mg PO q4h PRN 
24mg 

Day 3 12mg SL daily 12mg Discontinued 



Case 4: Monty 

On Methadone 120 mg po once daily and lenvatinib (QTc-560 ms) 

Both methadone and lenvatinib prolong QTCs 

Requires change to suboxone and Monty is agreeable 





Monty’s Plan 

Other alternative Micro-induction strategies 

1) Fentanyl bridge 

2) Kadian bridge 

3) Methadone cross taper 



Conclusion 

● There is a role for microdosing in patients who have difficulty 

starting buprenorphine 

○ Based on case reports and case series 

○ Follow-up assessments and education are the utmost 

importance for patient and practitioners 

● No one size fits all formula in microdosing 

● 24/7 Addiction Medicine Clinician Support Line and speak 

to an Addiction Medicine Specialist, call 778-945-7619  
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Inpatient- Buprenorphine Microdosing in Vancouver 



Rapid Buprenorphine Microdosing in Vancouver 






