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Buprenorphine 101 – Questions and Answers 
Questions and answers discussed during the September 29, 2021 live version of the 
Buprenorphine 101 training. 

1. I took the long form course a few years back, and recall being told I can carry 30 patients on
buprenorphine. Has that changed?

It has not. What it means is that you can have 30 active prescriptions at a time. In other words, if
you give someone a one-week prescription and someone else a one-month long prescription, and
do not see the one-week person again - at the end of the month, you only have one active
prescription to count (not two active prescriptions). If you want to prescribe to more than 30 at
this time, you do need to take the waiver course, which is still available, and apply to increase
your number to 100.

2. Does my X waiver last forever, as long as I renew my "regular" DEA number?

That's right! It does not expire.
3. For patients with h/o AUD or benzo-use disorder, is there concern for prescribing opioid (oxy,

etc.) for post-op pain for example? and if so, would methadone/buprenorphine be preferable
or suitable for acute/post-op pain?

This is a tricky question, and we can address in more detail if there is time at the end. BUT for
now, a few points.

1. Buprenorphine as a sublingual film/tablet is approved for OUD, not pain. For someone
without an OUD, it would not be appropriate for this reason. Butrans is a good option for pain
management that is buprenorphine patch that delivers lower doses. For someone w OUD and
other substance use disorders, Buprenorphine is a great option for management of pain.
2. Despite buprenorphine being helpful for pain, in someone w OUD, they may require full
agonists to manage acute pain. SO, it's really a risk/benefit ratio.
3. For someone that just has AUD or bzp use disorder, you want to weigh the risk of horrible
pain (and likely worsening of any SUD) with that of prescribing opioids. Methadone would not
necessarily be safer (it is still a full agonist), and buprenorphine, as noted above, is not for
acute pain. It is safer and protective in someone w an OUD and co-occurring AUD, bzp, etc.

4. I took the waiver course - it was 8 hours, and they still said it was 30 patients.  Does the 100
patients require taking it a second time, or just filing an application?

For the first year, it is a max of 30 "active" patients. After a year, you can apply for the increase
since you took the course.
Anyone treating patients after having just completed the application (Notice of Intent) without
the training would have to take the full waiver course to increase their patient load beyond 30
concurrent patients.



 

5. RE: once daily consolidation of buprenorphine - my patients all are taking it 2 to 3 times a day, 
and feel they need to take it that way. 

That is totally okay. For patients with chronic pain, it is actually beneficial for people to space it 
out to tid dosing, as analgesic properties of buprenorphine only last about 8 hours, so we would 
recommend it in this way. You do not have to consolidate to once daily. 

6. What is the best route to get help if I'm having trouble with an induction or ongoing care with 
a patient on buprenorphine?  MCSTAP or is there an internal resource? 

We are working to build out a system wide e-consult model. For now, if you are at a site with a 
Bridge clinic or local resources you can utilize those or MCSTAP. Also feel free to reach out to 
Sarah or to Claudia! We are here to help. The PCSS website (https://pcssnow.org/) also has a 
mentoring program that can provide additional support based on your needs. It also has great 
free webinars and round table discussions that can be very helpful as you are getting started and 
learning more about SUD treatment.  

7. I have a patient at short-term rehab who is on Butrans patch. She had humerus FX and arrived 
from ER to our facility with Norco 5/325mg Q4 hrs prn pain. 

Butrans dosing is actually quite low -- micrograms instead of milligrams, so patient may need 
more full opioid agonist effect for severity of pain. 

8. Why would she need both? Wouldn't Butrans block effects of Norco? 

With high doses of full agonist opioids you can still get some pain relief even without euphoria. 
There have been several studies that have looked at pain management in the setting of 
buprenorphine treatment, and what I have noticed is that pain management is very complex. 
This is a helpful study that looks at perioperative pain management and may help shed some 
light on this topic: Acampora GA, Nisavic M, Zhang Y. Perioperative Buprenorphine Continuous 
Maintenance and Administration Simultaneous With Full Opioid Agonist: Patient Priority at the 
Interface Between Medical Disciplines. J Clin Psychiatry. 2020 Jan 7;81(1):19com12810. doi: 
10.4088/JCP.19com12810. PMID: 31917908. 

9. Are there prepared "letters" or handouts in Epic that we can give to patients – specifically to 
help with inductions? 

This resource can be found in PCOI within the MGB handbook. 
https://oi.mgh.harvard.edu/pcoi/primary_care_guidelines/OpioidToolkit.pdf 

10. What role to you find for tox screens? 

Urine toxicology screens are a helpful data point, though again, should not be an obstacle to 
initiate treatment. Interestingly, during COVID when we could not do them as regularly as we 
did, it became clear that there are many other signs that patients aren't doing well in their 
recovery - e.g., not showing to appointments, appearing unwell, etc.  We have modified our own 
practice in response to doing urine screens at a lower frequency. 

11. Once we obtain X-Waiver, are we able to refill prescriptions for patients that we did not 
initially prescribe for? 

Yes 
12. Can you please provide resources for Hospitalists who want to safely transition patients to 

outpatient clinics on how to start the meds like buprenorphine? 
As above: 

https://pcssnow.org/


 

https://oi.mgh.harvard.edu/pcoi/primary_care_guidelines/OpioidToolkit.pdf 
Also, referrals to bridge clinic programs or outpatient substance use disorder treatment 
programs throughout MGB - if they exist at your site. 
Feel free to reach out directly to Dr. Claudia Rodriguez or Dr. Sarah Wakeman as well for 
guidance. 
Finally, the Providers’ Clinical Support System has mentoring options in which you are coupled 
with a mentor to help with several aspects of OUD treatment – including specific cases, program 
changes and implementation, resources, etc.   
 

13. Can you speak briefly about starting doses of buprenorphine?  2mg vs 4mg?  Film vs tablet? 

It depends on a few factors.  
For most cases, you would start at 4 mg.  
The microdosing that Dr. Wakeman mentioned is a newer technique (less than 2 mg at a time, 
splitting the film or tablet) that is especially valuable for someone that has experienced 
precipitated withdrawal in the past (mostly in someone who is using fentanyl or methadone). 
You may start with 2 mg in someone who has a known OUD, and who may not have been using 
recently (opioid intolerant), is prescribed high dose benzodiazepines, or you are worried about 
oversedation for any reason.  
Whether you start film versus tablet can be based on what is available at your hospital (if 
starting inpatient) and/or what the patient's insurance covers outpatient.  
Tip: I usually write on an initial prescription to "allow interchange to tablets or films based on 
insurance coverage" to prevent a call with the pharmacy 

14. Are the patients allowed to be new patients to clinic or only established? 

You can treat both new and established patients. 
 


