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Background: Opioid use disorder (OUD) is a public health 
crisis significantly affecting veterans. Providing medications 
for opioid use disorder (MOUD) can increase engagement 
with addiction treatment. Although emergency departments 
(EDs) throughout the United States are beginning to provide 
this life-saving treatment, little is known about how this can 
be applied to the US Department of Veterans Affairs (VA) 
health care setting. 
Observations: Veterans Affairs Greater Los Angeles 
Healthcare System (VAGLAHS) ED developed the first VA ED 
MOUD program in an 8-step process. Following stakeholder 
buy-in, we developed the protocol, determined appropriate 
follow-up,  identified eligible veterans, developed supporting 
tools and resources, modified organizational policy and 
processes, educated clinicians about the protocol, and 

evaluated the results. Veterans treated with MOUD were 
given follow-up appointments within 2 business days in the 
VAGLAHS SUD clinic or referred directly to a substance use 
rehabilitation center.
Conclusions: This program demonstrates the feasibility 
of an ED bridge program at a single VA facility that could 
be expanded to other VA medical centers. Patients who 
received buprenorphine in the ED were more likely to remain 
engaged in addiction care; however, many patients lacked 
symptom severity to be initiated in the ED. Offering home 
initiation and increasing OUD screening may help increase 
enrollment. With increased OUD overdose rates during 
the COVID-19 pandemic, expanding access to MOUD is 
essential to combating this crisis.
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Opioid use disorder (OUD) is a pub-
lic health crisis significantly affecting 
veterans. A substantial increase in 

veterans diagnosed with OUD has occurred, 
nearly tripling from 25,031 in 2003 to 69,142 
in 2017.1 Furthermore, compared with civil-
ians, veterans are twice as likely to die of an 
accidental overdose, most often from opioids.2

For patients with active OUD, medi-
cations for opioid use disorder (MOUD) 
reduce the risk of overdose and all-cause 
mortality.3 In 2009, the US Department of 
Veterans Affairs (VA) and Department of 
Defense (DoD) published clinical practice 
guidelines for substance use disorders that 
strongly recommended MOUD with either 
buprenorphine or methadone as a first-line 
treatment. In 2015 updated guidelines en-
couraged buprenorphine initiation in pri-
mary care settings.4,5 This was followed by 
an academic detailing campaign designed to 
encourage VA clinicians to initiate MOUD.1 
Despite this institutional support, MOUD 
remains underutilized within the VA, with 
widely variable rates of prescribing among 
VA sites.1

Efforts to further expand MOUD culti-
vated interest in administering buprenor-
phine in VA emergency departments (EDs). 
Patients with OUD often use the ED for 
same-day care, providing opportunities to 

initiate buprenorphine in the ED 24 hours, 
7 days per week. This has been especially 
true during the COVID-19 pandemic dur-
ing which reliable access to usual recovery 
services has been disrupted and EDs have 
served as a safety net.6

Buprenorphine’s safety profile and pro-
longed effect duration make it superior to 
other MOUD options for ED administration. 
As a partial opioid agonist, buprenorphine is 
unlikely to cause significant sedation or re-
spiratory depression compared with full ag-
onists like methadone. This is known as the 
ceiling effect. Additionally, at higher doses, 
buprenorphine’s effects can last for about  
3 days, potentially obviating the need for re-
peat dosing. D’Onofrio and colleagues sem-
inal 2015 paper conceptually proved the 
feasibility and value of initiating buprenor-
phine in the ED; patients who received ED 
initiation therapy were more likely to be en-
gaged in addiction treatment 30 days after 
their visit and have reduced rates of illicit 
opioid drug use.7 Such ED harm-reduction 
strategies are increasingly recognized as es-
sential, given that 1 in 20 patients treated 
for a nonfatal opioid overdose in an ED 
will die within 1 year of their visit, many 
within 2 days.8 Finally, a significant barrier 
faced by physicians wanting to administer 
or prescribe buprenorphine for patients with 
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OUD has been the special licensing required 
by the Drug Enforcement Administration 
Drug Addiction Treatment Act of 2000, also 
known as an X-waiver. A notable exception 
to this X-waiver requirement is the 72-hour 
rule, which allows nonwaivered practitio-
ners to administer (but not prescribe for 
home use) buprenorphine to a patient to re-
lieve acute withdrawal symptoms for up to 
72 hours while arranging for specialist refer-
ral.  Under the 72-hour rule, ED clinicians 
have a unique opportunity to treat patients 
experiencing acute withdrawal symptoms 
and bridge them to specialty care, without 
the burden of an X-waiver requirement.

The VA Greater Los Angeles Healthcare 
System (VAGLAHS), therefore, developed 
and implemented a program to adminis-
ter buprenorphine in the ED to bridge pa-
tients with OUD to an appointment with 
substance use disorder (SUD) services. We 
describe our development, implementation 
and evaluation of this program protocol 
as a model for other VA EDs. This project 
was determined to be quality improvement 
(nonresearch) by the VAGLAHS Institu-
tional Review Board.

ED MOUD PROGRAM
We engaged in a 2-month (January-March 
2019) preimplementation process during 
which we (1) obtained stakeholder buy-in; 
(2) developed a protocol and supporting re-
sources and tools; (3) worked with stake-
holders to enact local organizational policy 
and process modifications; and (4) edu-
cated practitioners. Appendix 1 provides an 
overview of MOUD terminology, pharma-
cology, and regulations. We developed an 
8-step program implementation plan for the 
ED MOUD program (Figure 1).

Obtaining Stakeholder Buy-in
Two ED physician champions (MC, JH) or-
ganized all activities. Champions obtained 
stakeholder buy-in from clinical and ad-
ministrative leaders as well as from front-
line personnel in OUD specialty care, ED, 
and pharmacy services. ED social workers 
and clerks who schedule post-ED appoint-
ments also were engaged. These stakehold-
ers emphasized the importance of fitting 
the developed protocol into the existing ED 
workflows as well as minimizing additional 

resources required to initiate and maintain 
the program.

We ascertained that in fiscal year 2018, 
VAGLAHS had 156 ED visits with Interna-
tional Statistical Classification of Diseases, 
Tenth Revision (ICD-10) codes related to OUD 
for 108 unique patients. Based on these data 
and in consultation with OUD specialty care, 
we determined that the potential number of 
referrals to the SUD clinic would be man-
ageable with existing resources. Additionally, 
there was consensus that most opioid with-
drawal patients could be treated in the urgent 
care portion of our ED since these patients 
generally do not require special monitoring. 
This consideration was important for obtain-
ing ED stakeholder buy-in and for planning 
protocol logistics.

Developing the Protocol 
We customized resources created by Cal-
Bridge Behavioral Health Navigator Program 
(CA Bridge), formerly called ED Bridge, a 
program of the Public Health Institute in 
Oakland, California, funded through Califor-
nia Department of Health Care Services. CA 
Bridge offers technical assistance and sup-
port for hospitals as well as guidance and 
tools for establishing processes for EDs pro-
viding buprenorphine prescriptions for the 
management of acute opioid withdrawal 
and serving as a bridge to follow-up care in 
SUD clinics.9 We also reviewed protocols de-
scribed by D’Onofrio and colleagues. With 
iterative input from stakeholders, we cre-
ated a protocol concretely delineating each 
process and corresponding responsible party 
with the overall aim of removing potential 
barriers to MOUD initiation and follow-up 
(Appendix 2). 

STEP 1  Obtain stakeholder buy-in

STEP 2  Develop the protocol

STEP 3  Identify appropriate follow-up

STEP 4  Identify eligible veterans

STEP 5  Develop supporting tools and resources

STEP 6  Modify organizational policy and processes

STEP 7  Educate clinicians

STEP 8  Evaluation

FIGURE 1 Implementation Steps
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Identifying Appropriate Follow-up
To operationalize protocol implementation, 
we built on VA’s Emergency Department 
Rapid Access Clinic (ED-RAC) process, a 
mechanism for scheduling appointments 
for post-ED specialty follow-up care. This 
process facilitated veterans’ access to ur-
gent specialty care follow-up after ED vis-
its by scheduling appointments prior to ED 
discharge.10 For the ED MOUD program, 
we adapted the ED-RAC process to sched-
ule appointments in SUD clinic prior to ED 
discharge. These appointments allowed pa-
tients to be seen by an SUD clinician within  
72 hours of ED discharge. This step was 
critical to working within the 72-hour rule 
without relying on X-waiver licensing of 
ED clinicians. Alternatively, as was previ-
ous practice, per patient preference, patients 
were also referred to non-VA residential re-
habilitation services if the facility had capac-
ity and patients met criteria for admission.

Identification of Eligible Veterans 
Target patients were those primarily pre-
senting with a request for treatment of opi-
oid dependence or withdrawal. Patients 

were not actively screened for OUD. Cli-
nicians diagnosed and assessed for OUD 
as per their usual practice. Patients with 
OUD who presented to the ED for other 
reasons were assessed, at clinician discre-
tion, for their interest in receiving MOUD. 
If patients presented in moderate-to-severe 
withdrawal (eg, Clinical Opiate Withdrawal 
Scale [COWS] ≥ 8), buprenorphine was ini-
tiated in the ED. These patients were sub-
sequently referred to either the local SUD 
clinic or to a residential treatment center. 
Patients presenting with a COWS score  
< 8 were referred to the outpatient SUD 
clinic or residential treatment centers with-
out initiating buprenorphine from the ED. 
The SUD clinic or residential treatment 
centers could offer buprenorphine or other 
MOUD options. From the ED, prescribing 
buprenorphine for patients to self-initiate at 
home was not available as this required an 
X-waivered prescriber, which were limited 
during the program time frame. 

Support Tools and Resources  
To facilitate ED clinicians using the protocol, 
we worked with a programmer experienced 
with the Computerized Patient Record Sys-
tem, the VA electronic health record (EHR), to 
create electronic order menu sets that directed 
clinicians to the protocol and educational ma-
terials (Appendix 3). These menus are readily 
accessible and embedded into the ED clinician 
workflow. The menus highlight key elements 
of the protocol, including indications for initi-
ation, contraindications, recommended dosing 
with quick orders, and how to obtain follow-
up for the patient. Links also are provided to 
the protocol and patient discharge handouts, 
including the CA Bridge website.  

Organizational Policy and Processes 
Before implementing the developed proto-
col, we worked with stakeholders to modify 
organizational policies and processes. Our 
pharmacy agreed to stock buprenorphine in 
the ED to make it readily available. EHR re-
strictions that historically prohibited order-
ing buprenorphine for ED administration by 
nonwaivered clinicians were modified. Addi-
tionally, our chief of staff, pharmacy, and cre-
dentialing department agreed that physicians 
did not need to apply for additional delin-
eated privileges.

TABLE 1 Patients With OUD and ED Visits (N = 47)

Variables Results

Visits, No. 70

Sex, No. (%)
   Male
   Female

45 
2

Age, mean (SD), y 51 (17)

Homeless, No. (%) 24 (53)

Race and ethnicity, No. (%)
   American Indian or Alaska Native
   Black
   Hispanic
   Non-Hispanic White

10 (22) 
12 (27)
8 (18)
17 (38)

Reason for ED visit, No. (%)
   OUD treatment
   Medical concern, OUD related
   Medical concern, unrelated to OUD
   Buprenorphine initiation subsequent dose 72-h rule
   Psychiatric
   Opioid overdose
   Medical clearance
   Chronic pain
   Nonopioid substance use disorder
   Other

30 (43)
9 (13)
10 (14)

4 (6)
6 (9)
2 (3)
3 (4)
4 (6)
1 (1)
1 (1)

Abbreviations: ED, emergency department; OUD, opioid use disorder.
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Clinician Education
The final preparation step was educating 
clinicians and other protocol users. The 
VAGLAHS SUD chief presented a lecture 
and answered questions about MOUD to 
core ED faculty about the rising preva-
lence of OUD and use of buprenorphine as 
a recommended treatment. 

Evaluation
To assess adherence to the developed pro-
tocol, we conducted a retrospective health 
record review of all ED visits March 1 to 
October 25, 2019, in which the patient had 
OUD and may have qualified for MOUD. 
To do this, we identified (1) ED visits with 
an OUD ICD-10 code as a primary or sec-
ondary diagnoses; (2) ED referrals to out-
patient SUD treatment; and/or (3) ED visits 
in which buprenorphine was given or pre-
scribed. We included the latter 2 criteria as 
application of ICD-10 codes for OUD care 
was inconsistent. Visits were excluded if 
patients did not have OUD, had OUD in 
remission, were already maintained on a 
stable MOUD regimen and no longer using 
illicit drugs or craving additional opioids, 
or were presenting solely for a refill or ad-
ministration of a missed dose. Patients who 
relapsed were categorized as unstable. Visits 
were excluded if the patient was admitted 
to the hospital or left against medical ad-
vice. Patients on MOUD who had relapsed 
or requested a change in MOUD treatment 
were included. For all included visits, 2 ED 
physicians (MC, JH) reviewed the ED clini-
cian and nursing notes, pharmacy and re-
ferral records, diagnostic codes, and veteran 
demographics.

In the evaluation, there were 130 visits 
with 92 unique veterans meeting inclusion 
criteria. The final sample included 70 visits 
with 47 unique veterans (Table 1). Of note, 
24 (53%) patients self-identified as homeless 
or were engaged with VA housing services. 
Twelve veterans had multiple ED visits (7 pa-
tients with 2 visits; 5 patients with ≥ 3 vis-
its). In 30 (43%) visits the veteran’s primary 
reason for seeking ED care was to obtain 
treatment for opioid withdrawal or receive 
MOUD. Type of opiate used was specified in 
58% of visits; of these, 69% indicated heroin use 
and 17% prescription medications. Buprenor-
phine was initiated in the ED in 18 (26%) visits 

for 10 veterans. Appendix 4 outlines the clini-
cal course and follow-up after these visits. Some 
veterans returned to the ED for buprenorphine 
redosing per the 72-hour rule. SUD clinic ap-
pointments were provided in 11 visits, and 
direct transfer to an inpatient rehabilitation 
center was arranged in 4 visits. In 42 (60%) 
visits, across 32 unique veterans, buprenor-
phine was not given in the ED, but patients 
were referred for SUD treatment (Table 2). In 
10 (14%) visits, patients were not referred for 
SUD treatment or given buprenorphine, pri-
marily because the presenting reason was not 
definitively related to OUDs.

A majority of veterans who received bu-
prenorphine and a referral for an SUD ap-
pointment went to their initial SUD follow-up 
appointment and had ongoing engagement in 
addiction care 30 days after their index ED visit. 
Among veterans who did not receive buprenor-
phine but were referred for SUD treatment, 
about half went to their SUD appointments and 
about 1 in 5 had ongoing engagement in ad-
diction care at 30 days after the index ED visit. 
Of note, 2 patients who received referrals died 
within 1 year of their index ED visit. The cause 
of death for one patient was an overdose; the 
other was unspecified.

DISCUSSION
We developed the ED MOUD program as a 
bridge to SUD specialty care. Our 8 imple-
mentation steps can serve as a model for 
implementing programs at other VA EDs. 
We demonstrated feasibility, high follow-up 
rates, and high retention in treatment. 

Patients who received ED buprenorphine 
initiation were more likely to follow up and 
had higher rates of ongoing engagement at 
30 days than did those who received only a 
clinic referral. In a similar Canadian study, 
buprenorphine was initiated in the ED, and 
patients followed up as a walk-in for ad-
diction services; however, only 54% of pa-
tients presented to this initial follow-up.11 
Our higher initial follow-up rate may be 
due to our ability to directly schedule clinic 
appointments. Our 70% 30-day follow-up 
rate is comparable, but slightly lower than 
the 2015 D’Onofrio and colleagues study in 
which 78% of patients remained engaged 
at 30 days.7 A possible reason is that in the 
D’Onofrio and colleagues study, all study 
physicians obtained X-waiver training and 
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were able to prescribe buprenorphine after 
ED initiation or for self-initiation at home.  
X-waiver training was not required of our cli-
nicians, and none of our patients were of-
fered a prescription for self-initiation.

Our program demonstrates that it is feasi-
ble to develop a protocol without X-waiver li-
censing. This program provides a supportive 
framework for the use of MOUD and allows 
nonspecialists to gain experience and confi-
dence in using buprenorphine. Any clinician 
could administer buprenorphine in the ED, 
and patients could be bridged at later ED vis-
its until follow-up with a specialist. Of note, 
only a small percentage of the total visits for 
buprenorphine initiation required multiple 
daily visits for buprenorphine. Appointments 
with the specialist were assured to fall within 
a 72-hour window. 

Our program has some limitations. First, 
the number of patients who were candidates 
for our ED MOUD program was small. In 
our 7-month review, only 47 patients were 
identified as potential candidates for MOUD 
treatment across 70 visits, and only 10 were 
initiated in the ED. Second, all patients were 
not actively screened for OUD. There was 
potential for missing eligible veterans as in-
clusion criteria relied on clinicians both 
recognizing OUD and manually entering a 
correct diagnostic code. We attempted to 
mitigate this by also reviewing all ED refer-
rals to the SUD clinic and all patients who 
received buprenorphine in the ED. In addi-
tion, we do not have data on preimplementa-
tion rates of follow-up for comparison. 

Future Directions
More than half of our patients did not re-
ceive ED buprenorphine initiation because 

they were not in moderate or severe with-
drawal (COWS ≥ 8) similar to 57% of pa-
tients cited in the D’Onofrio and colleagues 
study.7 Teaching veterans how to start bu-
prenorphine at home could greatly expand 
enrollment. However, this requires a pre-
scription from an X-waiver licensed clini-
cian. In 2021, the US Department of Health 
and Human Services removed the 8-hour 
training requirement for obtaining an  
X-waiver.12 However, clinicians are still re-
quired to apply for licensing. Eliminating 
the X-waiver requirement, as proposed by 
D’Onofrio and colleagues in a 2021 edito-
rial, would have allowed all clinicians to 
offer home initiation.13 

Previous studies suggest that despite 
the ability to provide a prescription, clini-
cians may be reluctant to offer home ini-
tiation.14–17 In a national VA 2019 survey, 
many emergency medicine physicians be-
lieve that SUD care is not in their scope of 
practice, as Dieujuste and colleagues de-
scribed in Federal Practitioner.14 Although it 
is likely some attitudes have changed with 
the increased visibility of ED MOUD pro-
grams, there is still much work to be done 
to change perceptions.

Another area for improvement is screen-
ing for OUD in the ED to better reveal 
MOUD candidates. Missed opportunities 
(neither referral nor treatment offered) oc-
curred in 21% of our visits. D’Onofrio and 
colleagues identified 66% of patients by 
screening all ED patients.7 Although univer-
sal screening for SUD in routine health care 
settings has been recommended, 2021 VA 
guidelines state that there is insufficient evi-
dence to recommend universal screening.18-20 
There are also limited data on the best 
screening tool for OUD in the ED.21 Further 
research on how to effectively and efficiently 
identify OUD patients in the ED is needed.

CONCLUSIONS
With minimal resource allocation, we started 
the program to offer MOUD with buprenor-
phine for patients with OUD at a VA ED 
and provided addiction treatment follow-up. 
This program, the first of its kind within VA, 
can be modeled and expanded to other VA  
facilities. Given increasing numbers of fatal 
opioid overdose, and significant adverse im-
pacts of the COVID-19 pandemic on the OUD 

TABLE 2 Reasons for No Buprenorphine Initiation in ED
Reasons Visits, No. (%)

Asymptomatic or mild withdrawal (COWS < 8) 20 (48)

Concurrent methadone 6 (14)

Acute intoxication 2 (5)

Concurrent benzodiazepine 1 (2)

Patient declined 1 (2)

Not discussed nor offered by clinician 12 (29)

Abbreviations: COWS, Clinical Opiate Withdrawal Scale; ED, emergency department.
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crisis, developing local and national strategies 
to treat OUD is essential. Future steps include 
improved screening and expanding capacity to 
offer home initiation by increasing the number 
of X-waiver ED clinicians.6
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APPENDIX 1 Terminology, Pharmacology, and Regulations

Terms Descriptions

Buprenorphine or
buprenorphine/naloxone

Buprenorphine is a Schedule III opioid medication that is a strong partial agonist; it is an effective  
medication for opioid use disorder and for pain. 

Medications for opioid use disorder 
or medication-assisted treatment

The most common medications include buprenorphine, a partial opioid agonist; methadone, a full  
opioid agonist; and naltrexone, an opioid antagonist.

Buprenorphine pharmacology Buprenorphine is a long-acting, high-affinity, partial opioid agonist.

Withdrawal precipitation: buprenorphine may precipitate withdrawal if given too soon after opioid  
intoxication with a full agonist because of its higher affinity and only partial agonism.

Ceiling effect and overdose safety: as a partial agonist, it does not cause significant sedation or  
respiratory depression; high doses can extend duration of the drug’s effect (eg, about 3 days);  
buprenorphine’s opioid agonist effects plateau at higher doses (ie, ceiling effect).

DATA 2000 The act permits physicians to treat opioid dependency with narcotic medications approved by the FDA, 
including buprenorphine, in settings other than opioid treatment programs.

The act permits qualified physicians to obtain a waiver from the separate registration requirements of 
the Narcotic Addict Treatment Act 1974 to treat opioid dependency with Schedule III, IV, and V  
medications or combinations of such medications that have been approved by the FDA for that indication. 

DATA 2000 X-waiver or medication-
assisted treatment waiver

The requirements to get an X-waiver: active state medical license; valid individual US Drug Enforcement 
Agency license; and 8-h course for physicians.

72-h rule An exception to the X-waiver registration requirement, known as the 3 day rule (21 CFR §1306.07[b]), 
allows a practitioner who does not have a waiver to administer (but not prescribe) narcotic drugs to a 
patient for the purpose of relieving acute withdrawal symptoms while arranging for the patient’s referral 
for treatment, under the following conditions: 
•   Up to 1 d of medication may be administered or given to a patient at one time. 
•   Treatment may not be carried out for more than 72 h. 
•   72-h period cannot be renewed or extended.

Buprenorphine initiation or induction Initiation or induction refers to the first treatment phase of transitioning a patient to buprenorphine  
therapy; this may be done in the hospital, emergency department, clinic setting, or at home by the  
patient with a prescription; there is a risk of precipitating withdrawal during this phase.

If a practitioner is not X-waivered, they can only provide buprenorphine for relieving acute withdrawal 
symptoms and initiate in the hospital, emergency department, or clinic setting.

If a practitioner is X-waivered, buprenorphine can be prescribed for home initiation after the onset of 
withdrawal symptoms or for continuation of therapy after discharge.  

Buprenorphine stabilization and 
maintenance

Stabilization and maintenance refer to the second and third treatment phases of buprenorphine therapy.

Stabilization refers to the period after induction, where medication is adjusted to achieve the minimum 
dosage to eliminate withdrawal symptoms, control cravings, and minimize adverse effects.

Maintenance is the last phase of therapy where patients are continued and monitored on a stable dose 
of medication to prevent relapse; this period may be indefinite, or patients may be tapered off the  
medication.

Abbreviations: DATA 2000, Drug Addiction Treatment Act of 2000; FDA, US Food and Drug Administration.
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APPENDIX 2 Greater Los Angeles Veterans Affairs  
Buprenorphine Quick Start Protocol

Abbreviations: ABD, abdominal; benzos, benzodiazepines; BUP, buprenorphine; COWS, 
Clinical Opiate Withdrawal Scale; ED, emergency department; ETOH, ethanol alcohol; LA, 
West Los Angeles; MH, mental health;  n/vd, nausea/vomiting or diarrhea; Nx, naloxone; SL, 
sublingual; SUD, substance use disorder; SX, Suboxone; UCSF, University of California San 
Francisco; WLA, West Los Angeles.
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APPENDIX 4 Emergency Department Patients Initiated With Buprenorphine 

Patient  ID Visit day, d Reason for visit Referral Patient follow-up? Engagement at 30 d?

4 Index Opiate withdrawal WLA SUD No No

32 Index
+ 5

Opiate withdrawal
BUP dose and refill

WLA SUD
WLA SUD

Yes
Yes

Yes
Yes

38 Index Opiate withdrawal VA residential  
rehabilitation

In rehabilitation Yes

50 Index
+ 1
+ 2

+ 47
+ 48

Opiate withdrawal
BUP administration (72-h rule)
BUP administration (72-h rule)

Opiate withdrawal
BUP administration (72-h rule)

WLA SUD
WLA SUD
WLA SUD
WLA SUD
WLA SUD

Yes
Same referral
Same referral

Yes
Same referral

Yes
—
—
No
—

57 Index Opiate withdrawal Non-VA  
rehabilitation

In rehabilitation Yes

62 Index

+ 20
+ 26
+ 39

Psychiatric concern

Opiate withdrawal
Opiate withdrawal
Medical concern

Non-VA  
rehabilitation

WLA SUD
WLA SUD
WLA SUD

In rehabilitation

No
No
No

No

—
—
—

76 Index Opiate withdrawal WLA SUD Yes Yes

85 Index Opiate withdrawal VA residential 
rehab 

In rehabilitation Yes

91 Index Medical concern WLA SUD Yes Yes

92 Index Opiate withdrawal WLA SUD Yes Yes

Abbreviations: BUP, buprenorphine; ID, identification number; OUD, opioid use disorder; SUD, substance use disorder; VA, US Department of 
Veterans Affairs; WLA SUD, West Los Angeles Substance Use Disorder clinic.

Appendix 3 CPRS Buprenorphine Order Set

Abbreviations: COWS, Clinical Opiate Withdrawal Scale; CPRS, 
Computerized Patient Record System; ED, emergency department; SUD, 
substance use disorder.


