
Care of the Hospitalized Patient 
with Opioid Use Disorder

Brett Bell MD MPH

Presenter Notes
Presentation Notes
I’m talking today about how we can improve care for the hospitalized patients with opioid use disorder
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Objectives

• Introduce strategies for patient centered communication
• Review strategies for effective pain management in hospitalized 

patients with opioid use disorder
• Review evidence in the literature for initiating treatment for opioid 

use disorder in hospitalized patients
• Understand methods for methadone and buprenorphine initiation in 

the hospital



Terminology

OUD = Opioid Use Disorder
MOUD = Medications for opioid use disorder, meaning methadone, 
buprenorphine and naltrexone
MAT = medication assisted treatment for substance use disorders, 
meaning methadone, buprenorphine and naltrexone 
SUD = Substance Use Disorders



Hospitalization Outcomes for Patients with 
SUD
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Presentation Notes
Prevalence of substance use disorders is on the rise among patients presenting to the ED and patients admitted to the hospital. This is pro

High mortality – 7.8% mortality at 12 months
$13 billion annual cost in 2017

12% 30-day readmissions, 13% AMA discharge

80% are rejected from SNFs – long length of stay
bably not surprising to anyone.



Hospitalization Outcomes for Patients with 
SUD
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Cohort study of national  commercial insurance  claims; n = 6451 pts ◦ Evaluated probability of Followup Treatment After Opioid  Overdose, by ethnicity • 16.6% of pts obtained  follow-up treatment after  a nonfatal opioid overdose ◦ Pts of older age, female sex,  black race, and Hispanic  ethnicity were less likely to  obtain 

Cohort study of 2846 hospitals  with complete SUD data from 2021  AHA Annual Hospital Survey follow-up 

We’re not doing great at helping these patients who are a growing proportion of hospitalized patients




What About Methamphetamine?

• Unfortunately we don’t have effective pharmacological treatments for 
methamphetamine the way we do for opioid use disorder

• Mainstay of treating Methamphetamine Use Disorder remains 
behavioral treatment 

• Approaching patients with compassion, engaging in motivational 
interviewing, encouraging connection to treatment when the patient 
is ready

• Limited low quality evidence supporting some pharmacotherapy such 
as:

• Wellbutrin
• Mirtazapine 
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Presentation Notes
I’m going to focus on treating Opioid Use Disorder because this is an area where we have extremely effective treatments that are not being utilized



Dave

Dave is a 38 year old man with Hepatitis C, an unspecified mood disorder 
and “polysubstance abuse” on his problem list. Dave is unhoused and uses 
injected fentanyl and methamphetamine regularly several times per day and 
presents to the ED with multiple subcutaneous abscesses, as well as ankle 
tenosynovitis and septic arthritis of the left knee, along with a new murmur. 
He is admitted for IV antibiotics and surgical consultation. After getting 4mg 
of morphine in the ED, he arrives on the medical floor demanding more pain 
medication. Nursing is short staffed and he arrives on the floor at shift 
change, so it takes some time for his bedside nurse to bring 10mg of 
oxycodone. When he finds out this the only order for pain medication, he 
becomes agitated and threatens to leave AMA unless the physician comes to 
speak with him. The bedside nurse pages the physician with “the IVDU in 512 
wants to see you, very agitated re: oxycodone, drug seeking? thanks”
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I want to start with a story that should be familiar to most people who have taken care of patients with opioid use disorder in the hospital



What Are We Dealing With???

• Opioid-induced hyperalgesia

• Opioid tolerance

• Opioid withdrawal

• Fear of pain/withdrawal/judgment

• Anger/anxiety/shame

• Feelings of stigmatization

• Loss of control

All of these make the 
acute pain worse!
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I think it can be helpful to take a step back and consider what Dave is dealing with, and it’s a lot! Patients with opioid use disorder experience an extraordinary level of stigma in society and within the healthcare system. They have developed some maladaptive coping strategies that make them challenging to interact with.

I want to read a couple of quotes from patients in an ethnographic study of patients with opioid use disorder who were hospitalized in Vancouver BC. Edited to remove some coarse language.

It was really, really bad at the beginning.I got shots of pain that were so severe I actually cried. I had to cry out more once or twice within two or three hours. It was really, really excruciating. Every fifteen minutes or so, like, the pain was just unbelievable. [Participant #29, African-Canadian Male, 53 years old] 

I was constantly tired, no energy. Nauseous all the time, vomiting, couldn’t eat, and [had] the runs. My eyes were leaking all the time. My nose was leaking. To me, that was all withdrawal symptoms. [Participant #13, Caucasian Female, 44 years old]

I was in pain and I didn’t want to bitch about being in pain.The last time I went in there and I told them, “Excuse me, I’m very sore and it’s taking forever. Could I please see somebody or get something?” And, they said, “We can’t give you anything until you see a doctor.” [.] Because I was there often with this problem [abscess in leg], they thought I was looking for pain pills. [Participant #11,



Common Biases
• Being manipulated
• Drug seeking
• Pain is not real
• Treatment is hopeless/futile
• Patients get high from ordered pain meds or MAT dosed in the hospital
• Methadone and buprenorphine treatment is “just substituting one 

addiction for another”

Presenter Notes
Presentation Notes
Just as patients might have experiences that bias their perceptions of the health care setting, we all have our own biases that we come into the patient room with, these biases can affect the way that we perceive patients and their pain. Taking a moment to pause and reflect before talking to patients about their pain can help minimize the biases we bring into the room.



Respect Gets Respect
Sit down
Slow down
Eye position 
"Not a whiff of judgement"
Notice opportunities for affirmation / validation
Don't let anxiety or defensiveness keep you from 

showing your genuine self
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Kneel at the bedside if possible, affirm and validate the patient when possible

Extra time spent showing respect, validating and gaining trust will save you time later 

Validation example: you seem like you’re really miserable and in a ton of pain, that seems really hard and scary to deal with

Affirmation example: you’ve been doing your best to be kind, even though you’re suffering, that must take a lot of strength



Dave
Dave is now writhing in pain, he is diaphoretic, tachycardic, slightly febrile 
with very large pupils. He looks extremely uncomfortable and begs the 
medical team to do something to relieve his pain. He asks for “the one 
that starts with D”



• Pause
• Take a breath
• Acknowledge your feelings
• Remember your motivational interviewing and 

empathetic listening skills: validations, 
affirmations and open-ended questions will 
get you a long way
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Presentation Notes
Woof. It can feel like you’re being manipulated here, but I want to go through some important guiding principles that can help in this situation





“But we WANT to help… or at least 
not make the addiction worse!”

GIVING THIS PATIENT OPIOIDS IN THE 
HOSPITAL IS NOT GOING TO MAKE THE 

ADDICTION WORSE. 

Presenter Notes
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Dave already has: untreated hepatitis C, sepsis from injection drug use, a joint infection and is experiencing homelessness – do we really think his addiction can get WORSE from here??

Couple of important points:

1. While the physiological experience of going through opioid withdrawal is not potentially life-threatening as alcohol or benzodiazepine withdrwal, untreated pain and untreated opioid withdrawal will drive patients to leave the hospital before completing treatment for potentially life-threatening conditions. Patients who receive opioid replacement therapy and adequate pain control in the hospital stay in the hospital longer and complete more days of gold-standard antibiotic therapy 

Another patient quote:
I had to get out of there while I could move because I was losing so much weight. When I begged and begged to get some help [i.e., prescription opioids], they couldn’t, weren’t gonna do anything and so I just said, “Fine, I’m leaving.” [.] I was concerned [about the health consequences of leaving hospital]. You know, I got this other thing [opiate dependency] and it’s.it’s like you’re stuck between a rock and a hard spot. I mean, how can I even fight off the infection if I can’t stop puking and shitting? [Participant #15, Caucasian Female, 47 years old]

Buresh M, Ratner J, Zgierska A, Gordin V, Alvanzo A. Treating Perioperative and Acute Pain in Patients on Buprenorphine: Narrative Literature Review and Practice Recommendations. J Gen Intern Med. 2020 Dec;35(12):3635-3643. doi: 10.1007/s11606-020-06115-3. Epub 2020 Aug 21. PMID: 32827109; PMCID: PMC7728902. 



Overview of pain control
1. Reassure and gain trust early

2. Fill the opioid deficit 

3. Treat acute pain aggressively

Opioid deficit
“Withdrawal”

Pain Relief
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Some important principles:

You won’t get much in the way of pain relief until the opioid withdrawal is treated, the opioid deficit must be filled first
Patients with OUD have high tolerances for opioids, they may need much higher doses compared to an opioid-naïve person – this does not represent “drug seeking” it is just a physiological fact
Talking about options for opioid use disorder treatment is great, but it’s possible that while the patient is in extreme pain might not be the right time. We will talk about options for staring buprenorphine or methadone later in the talk

Multi-modal pain control is important but NOW IS NOT THE TIME

It’s okay to give the patient the opioid that they think they’ll respond best to – different people respond better to different opioids



Filling the Opioid Deficit - Strategies
Advantages Drawbacks

Methadone • No risk of precipitated withdrawal
• Provides some pain relief 
• Can be used to treat OUD on 

discharge

• Drug interactions
• Respiratory depression
• QTc prolongation
• Complicates discharge planning if 

patient lives far from a methadone 
program – cannot be prescribed at 
discharge for OUD

Buprenorphine • Safer than methadone
• Provides some pain relief
• Can be used to treat OUD on 

discharge, can be prescribed at 
discharge

• Risk of precipitated withdrawal

Pain relief opioids at high 
doses for both pain relief and 
opioid withdrawal

• Simpler medication regimen
• No risk of precipitated withdrawal
• Familiarity with medications and 

dosing 

• Very frequent dosing and very high 
doses may be required – this could give 
you or the pharmacist anxiety

• Cannot be prescribed long-term on 
discharge 
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There are three basic strategies for filling the patient’s opioid deficit, meaning treating withdrawal in the hospital. Starting methadone, starting buprenorphine or using high doses of pain relief opioids to treat both pain and withdrawal. None of these strategies are mutually exclusive!

It can be helpful to do some shared decision-making with the patient in terms of selecting a strategy. The patient may not be in the mood to discuss treatment for their opioid use disorder right now, and that is okay! Starting pain relief and withdrawal treatment now will not preclude starting treatment with buprenorphine later. We will talk about this

Keeping in mind our clinical scenario, I would probably advocate for filling his opioid deficit quickly with methadone and then treating his acute pain, but shared decision making is key here!

You’ll notice I haven’t talked about opioid detox and tapering opioids in the hospital. This is NOT a recommended strategy by American Society of Addiction Medicine or the Society of Hospital Medicine. The period immediately after hospital discharge is extremely risky for opioid overdose and detoxing or tapering opioids raises that risk because it decreases the patient’s tolerance for opioids. There are select patients for whom a strategy of total abstinence from opioids may be appropriate, but while they are hospitalized for an acutely painful condition is not the right time for this strategy. 





Wait, is this even legal???!!!???
“…This section is not intended to impose any limitations on a physician or 
authorized hospital staff to administer or dispense narcotic drugs in a 
hospital to maintain or detoxify a person as an incidental adjunct to 
medical or surgical treatment of conditions other than addiction, or to 
administer or dispense narcotic drugs to persons with intractable pain in 
which no relief of cure is possible or none has been found after reasonable 
efforts,”

Title 21 CFR Section 1306.07C

Presenter Notes
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The short answer is – yes! 

While the treatment of OUD outside the hospital is highly regulated and it is illegal to prescribe opioids for relief of opioid withdrawal or to treat opioid use disorder, it is also illegal to prescribe methadone for OUD outside of a methadone program. The hospital environment is different and we have a high degree of freedom to treat patients inside the hospital. We will talk about what happens at discharge later



What if the patient is already on Methadone or 
Buprenorphine?
Methadone Buprenorphine

• Call the patient’s methadone program to confirm 
their dosing and let them know the patient is in the 
hospital – methadone does not appear on the MPDR

• Typical effective doses for treatment of opioid use 
disorder are 80-150mg

• For most patients with OUD, giving 30mg daily in the 
hospital setting while awaiting confirmation of their 
daily dosing is likely safe, unless this dose is causing 
respiratory depression

• Consider splitting their total daily dose to provide 
better pain relief

• Okay to adjust the dose in discussion with the 
patient’s methadone program if needed

• Continue through the perioperative period

• Can confirm their dose via the MPDR
• Typical effective doses for OUD are 8-24mg, some 

patients may need up to 32mg
• Buprenorphine is relatively safe, it is likely safe to give 

the patient their stated dose without waiting for 
confirmation

• Splitting the dose so that the patient gets a small 
amount of buprenorphine every 4 hours can help 
with pain relief – buprenorphine’s analgesic effect 
lasts about 4 hours

• Okay to adjust the dose of buprenorphine – if the 
patient is still using opioids, their outpatient dose is 
probably not sufficient!

• Continue through the perioperative period

Presenter Notes
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The short answer is: continue it! SAMHSA, ASAM recommend staying on bup to avoid disruption, Consensus statement from SHM: recommends continuing methadone or buprenorphine during hospitalization including with acute pain and perioperatively

To confirm the patient’s methadone dose you can call the methadone program, to confirm the buprenorphine dose, call the PCP or check the MPDR
Typical effective doses
Can give 30mg of methadone and make up the difference with short-acting opioids while you wait for confirmation, with buprenorphine the safety profile is better so reasonable to just give what the patient tells you they are taking
Split dosing
Ok to adjust

Exception: concern for respiratory depression!


Compared with patients retained on buprenorphine for 6-9 months (N=4,126), those retained for 15-18 months (N=931) had significantly lower odds of emergency department visits (odds ratio=0.75, 95% CI=0.65-0.86), inpatient hospitalizations (odds ratio=0.79, 95% CI=0.64-0.99), and filling opioid prescriptions (odds ratio=0.67, 95% CI=0.56-0.80) in the 6 months following discontinuation. – Williams

Buresh M, Ratner J, Zgierska A, Gordin V, Alvanzo A. Treating Perioperative and Acute Pain in Patients on Buprenorphine: Narrative Literature Review and Practice Recommendations. J Gen Intern Med. 2020 Dec;35(12):3635-3643. doi: 10.1007/s11606-020-06115-3. Epub 2020 Aug 21. PMID: 32827109; PMCID: PMC7728902.






Treating Acute Pain – Strategies & Safety Principles
Set expectations early – pain will likely be 3-4/10 at best

• Moderate Pain
• Schedule opioids, write hold parameters for safety!

• Hold for RR< 12 or sedation
• Patients with opioid use disorder will require aggressive doses 
• May need additional PRN dosing for physical therapy sessions or wound care

• Severe Pain
• PCA is your friend!
• Remind visitors not to push the button for the patient
• Provides safety as well as patient autonomy

• Schedule adjunctive medications like Tylenol and NSAIDS
• Don’t forget multi-modal control with heat/ice therapy, nerve blockade, etc

• Talk about multi-modal pain control AFTER the patient’s pain is controlled with opioids, 
not before

Presenter Notes
Presentation Notes
Now I want to talk about treating acute pain in the hospital, once we have figured out what to do for the patient’s opioid deficit.

Because patients with opioid use disorder require higher doses compared to people without OUD, we need safety parameters in place to ensure we are being safe

Scheduling has several advantages:
Less need for nursing to be involved
More frequent dosing
Less conflict 

Imagine showing up in the room with Dave in withdrawal while he is in horrible pain and talking about ibuprofen and Tylenol is a great way to get him to leave AMA before his infection is treated. 



Don’t forget!
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Reminder to prescribe nicotine replacement and a bowel regimen for patients.



Dave
To stabilize Dave’s opioid withdrawal, the medical team starts him on 30mg of 
methadone daily, with PO dilaudid scheduled for pain relief. This provides him 
with some basic relief for his symptoms and he is much calmer.

His blood cultures are persistently positive and he undergoes TTE and TEE which 
reveal endocarditis, meaning he will need to remain in the hospital for several 
weeks of IV antibiotics.

You are talking with Dave and he tells you he is really sick of using opioids on the 
street. He has tried to quit several times, he has been in and out of rehab and 
has never really succeeded. The only thing that has helped him stay sober for 
more than a few days is suboxone. He stays in Ronan and is unable to make the 
trek to the methadone clinic every day, he is worried about what he will do 
when he is discharged from the hospital. 



Evidence Rationale for Starting MOUD in the Hospital
• Greater proportion of patients completing 

antibiotic therapy (64% vs 46%)
• Greater number of days of gold-standard 

antibiotic therapy
• Reduced 30-day & 90-day hospital 

readmission
• More likely to attend outpatient follow up 

appointments after discharge
• Higher likelihood of attending an 

outpatient addiction treatment program 
after hospital discharge

• Reduction in AMA discharge, post 
discharge higher odds of medication 
adherence, reduced emergency 
department visits and reduced opioid 
overdoses

Presenter Notes
Presentation Notes
The graphs on the left here come from a study in the Journal of Infectious Diseases that compared four strategies for patients admitted with invasive bacterial and fungal infections 2/2 injection drug use. As you can see patients initiated on buprenorphine or methadone had a greater proportion completing antibiotic treatment and had improved survival to 90-day readmission compared to patients who received a taper or received no MOUD 

On multivariate analysis, use of MOUD maintenance with either buprenorphine (OR = 0.38; 95% CI, .17–.85) or methadone maintenance (OR = 0.43; 95% CI, .20–.94) and continuation of MOUD on discharge (OR = 0.35; 95% CI, .18–.67) was associated with lower 90-day readmissions. 

On univariate analysis, prescription of any form of MOUD
(buprenorphine, methadone maintenance, or methadone
taper) was associated with significantly greater retention in
inpatient hospitalized care (70.87% vs 52.99%; OR = 2.159;
95% CI, 1.240–3.734; P = .0083) and a higher rate of completion
of parenteral antimicrobial therapy (64.08% vs 46.15%;
OR = 2.081; 95% CI, 1.228–3.610).


In another study 493 started MOUD inpatient care (21.1%), with most initiating buprenorphine (76.5%). Induction of MOUD was associated with a 
lower likelihood of discharge against medical advice (OR, 0.49; 95% confidence interval [CI], 0.37-0.64), 
30-day all-cause hospital readmission (OR, 0.61; 95% CI, 0.47-0.80), and higher odds of postdischarge MOUD adherence (OR, 3.83; 95% CI, 3.06-4.81). In the 
90 days after discharge, MOUD adherent patients had significant reductions in emergency department visits for behavioral health, inpatient days, withdrawal management episodes, and opioid overdoses compared with the 90-day prior to admission


****

Methods. In this retrospective cohort of 220 admissions to a tertiary care center for invasive infections due to OUD, we compared
4 MOUD treatment strategies: methadone, buprenorphine, methadone taper for detoxification, and no medication to determine
whether there were differences in parenteral antibiotic completion and readmission rates.
Results. The MOUDs were associated with 
In contrast, use of methadone for detoxification followed by tapering of
the medication without continuation on discharge was not associated with decreased readmissions (OR = 1.87; 95% CI, .62–5.10).
On univariate analysis, prescription of any form of MOUD
(buprenorphine, methadone maintenance, or methadone
taper) was associated with significantly greater retention in
inpatient hospitalized care (70.87% vs 52.99%; OR = 2.159;
95% CI, 1.240–3.734; P = .0083) and a higher rate of completion
of parenteral antimicrobial therapy (64.08% vs 46.15%;
OR = 2.081; 95% CI, 1.228–3.610).


Among patients with OUD taking buprenorphine at the time of hospital admission, 30-day and 90-day hospital readmission was reduced by 53% and 43%, respectively. 470 patients Moreno and Wakeman

Ten clinical guidelines were included in the final analysis. Treatment
recommendations varied with some societies proposing nonstandard care due to
concern for return to drug use. Three guidelines include reference to addiction
treatment. Only one guideline specifies the use of opioid agonist therapy for treating
opioid use disorder and identifies the benefits of an addiction specialist consultation.
Acute withdrawal management is not mentioned in any guideline. All guidelines
utilized stigmatizing language to describe PWID. 

Of the 2332 patients discharged, 493 started MOUD inpatient care (21.1%), with most initiating buprenorphine (76.5%). Induction of MOUD was associated with a lower likelihood of discharge against medical advice (OR, 0.49; 95% confidence interval [CI], 0.37-0.64), 30-day all-cause hospital readmission (OR, 0.61; 95% CI, 0.47-0.80), and higher odds of postdischarge MOUD adherence (OR, 3.83; 95% CI, 3.06-4.81). In the 90 days after discharge, MOUD adherent patients had significant reductions in emergency department visits for behavioral health, inpatient days, withdrawal management episodes, and opioid overdoses compared with the 90-day preadmission period.




Evidence Rationale for Starting MOUD in the Hospital

Presenter Notes
Presentation Notes
Cohort study using Oregon Comprehensive Opioid Risk Registry • 22,235 patients with an OUD-related hospital visit • Evaluated receipt of MOUD within 7d after OUD-related hospital visit • 5.3% initiated MOUD within 7d • Pts on MOUD had lower adjusted odds of fatal or nonfatal opioid overdose at 6 months.

Impressive reduction in odds of an overdose after hospitalization

Addiction Medicine consultation services – START study – RTC comparing addiction med consults to usual care – better outcomes with addiction med consult service



Fentanyl & Precipitated Withdrawal in Buprenorphine 
Initiation

Presenter Notes
Presentation Notes
So you talk to Dave and you want to start suboxone

I want to take moment to talk about the precipitated withdrawal phenomenon with Buprenorphine initiation. This is going to take us through a little bit of pharmacology but there are some important principles to understand:

Most opioids that people are using are what are called full agonists, meaning they bind to the opioid receptor and activate it fully
Buprenorphine is a partial agonist, which partly explains why it has a lower side effect profile and is much safer compared to full agonist opioids
Buprenorphine has an extremely high affinity for the mu opioid receptor, much higher than the affinity of most full-agonist opioids, and this means that it will displace any opioid bound to the receptor
Patients experience the difference between the full agonist activity of methadone, heroin, fentanyl, etc and the partial agonist activity of buprenorphine as withdrawal
Speeding car analogy

In the old days of heroin use, we would get around this problem by having the patient wait 8-12 hours until they were in withdrawal (all mu receptors unoccupied) and then use buprenorphine to relieve the symptoms. Unfortunately this strategy can still lead to precipitated withdrawal

Fentanyl, while a short-acting opioid, is highly lipophilic so it behaves like a long-acting opioid. People report precipitated withdrawal symptoms up to 48 or even 72 hours – this is a long time to be in opioid withdrawal!

(Left), Percentage of patients who endorsed ‘‘probably’’ or ‘‘definitely’’ using fentanyl and who reported severe withdrawal after use of buprenorphine (n ¼ 250) or methadone (n ¼ 30) as a function of the shortest amount of time endorsed (24, 48, or 72 hours, 1 week, and 1 month) after fentanyl use. (Right), Percentage of patients who endorsed ‘‘probably’’ or ‘‘definitely’’ using fentanyl and who reported severe withdrawal after use of buprenorphine (n ¼ 69) or methadone (n ¼ 20) after taking fentanyl; only patients with experience with both buprenorphine and methadone after fentanyl use were included this analysis N=1679



Overview of Buprenorphine Strategies
• Low dose buprenorphine with full agonist overlap

Presenter Notes
Presentation Notes
There are many many strategies for avoiding precipitated withdrawal in the setting of fentanyl or other long-acting opioids and these strategies go by various names, you might have heard the following terms: micro-dosing, low-dose induction, Bernase method etc. They all boil down to the same idea:
Continue the current dose of full agonist opioids without modifications – in Dave’s case, we would continue the dose of methadone, continue the dilaudid for pain 
Slowly increase the dose of buprenorphine over several days in order to take advantage of the mu-receptor binding being a dynamic process – as opioids dissociate from the receptors, they are slowly replaced by more and more buprenorphine
Adjust the dosing schedule of buprenorphine if withdrawal symptoms occur 
The picture is an example. Gradual slowing down of the car


The various different ways to do this could be an entire lecture in itself. This is a fairly new issue and the literature has not caught up so there is not a ton of evidence to guide this, but if you are interested there is a literature review cited at the end of my lecture. 
There is one retrospective cohort study of 62 patients: Fifty one patients (82%) successfully left the hospital with a prescription for buprenorphine. Factors associated with lower likelihood of success included older age, transitioning due to discharge placement needs and presence of withdrawal symptoms during the transition. Overall, 66% (N = 23) of patients referred within the same health care system followed up within 30 days. (Bhatjaru)

Talk to the patient and find out what works for them. 

choosing the appropriate clinical situation, 
initiating at a low buprenorphine dose, (3)
titrating the buprenorphine dose gradually, (4) 
continuing the full opioid agonist even if it is nonmedical, (5) 
communicating clearly with frequent monitoring, (6) 
pausing or delaying buprenorphine dose changes if opioid withdrawal symptoms occur, and (7) 
prioritizing care coordination.



Variant Timeline Dave
To stabilize Dave’s opioid withdrawal, the medical team starts him on 
30mg of methadone daily, with PO dilaudid for pain relief. This provides 
him with some basic relief for his symptoms and he is much calmer.

His blood cultures are persistently positive and he undergoes TTE and TEE 
which reveal endocarditis, meaning he will need to remain in the hospital 
for several weeks of IV antibiotics.

You are talking with Dave and he tells you he is really sick of using opioids 
on the street. He has tried to quit several times, he has been in and out of 
rehab and has never really succeeded, even when on 24mg daily of 
buprenorphine-naloxone. He can camp in his sister’s backyard two blocks 
away from the local methadone clinic when he gets out of the hospital.



Why would anyone be on Methadone???
1. More effective at keeping people from using illicit opioids compared to 

buprenorphine/suboxone
2. Some patients need full mu-agonist therapy to remain sober and remain in 

treatment
• Methadone effective dose 80-150mg, some patients may need more
• Buprenorphine/suboxone 24mg = 50-60mg methadone

3. Daily observed dosing works better for some patients
• Patients who need additional supervision
• Homeless
• Living with still-using family member or partner
• More severe opioid use disorder

4. Still provides mu receptor blockade when dosed appropriately

Presenter Notes
Presentation Notes
The answer is: it works better for some people!

The regulatory environment around methadone treatment in the US has created significant stigma towards methadone as a treatment modality. Methadone is an effective option for many patients



Methadone for Opioid Use Disorder
Peak: ~2-4 hours 
Long & variable duration: t1/2 18-36H
Accumulates over 3-5 days

30 mg initial dose should be safe
• Start 5-10 mg TID or QID

Hold parameters: 
• For sedation
• For RR < 12

• Adjust dosing every 3-5 days
• Treat withdrawal with short-acting opioids if unable to increase dose 

Days

Methadone
(ng/mL)



Discharge Planning
Methadone Contact the methadone program at least 3-5 days prior to discharge to ensure the 

patient has a SEAMLESS transition – this may require keeping them to avoid a 
weekend or holiday discharge to avoid a gap in their methadone treatment

It is ILLEGAL to prescribe methadone for OUD outside the hospital, don’t do this!

Buprenorphine Options for buprenorphine treatment in Missoula include: Ideal Options, Community 
Medical Services, Partnership Health Center, Western Montana Mental Health

Prescribe ENOUGH buprenorphine to get them to their follow up appointment!

Acute pain opioids Close contact with the patient’s PCP who will be handling the taper – set expectations 
with the patient that the opioids will be tapered over a pre-defined period of time

Everyone Prescribe Narcan!
Screen for Hepatitis C, syphilis & HIV 
Discuss smoking cessation
Consider:
• Update flu and other appropriate immunizations 
• Discuss reproductive plans and contraception with patients at risk for unplanned 

pregnancy

Presenter Notes
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If the outcome is to discharge back to opioid use and same situation…

Remember that you just provided care for someone and that is worthwhile. 

Just having the conversation about addiction and treatment options helps.

You helped the patient get what they came for in the first place!




Resources!
• California Bridge www.bridgetotreatment.org – 

clinical protocols for inpatient, outpatient and 
emergency department addiction treatment

• Curbsiders Addiction Medicine Podcast
• UCSF Substance Use Disorder Warm Line 

• M-F 9:00am-8:00pm ET
• Nurses, clinical pharmacists and addiction med 

physicians
• (855) 300-3595

http://www.bridgetotreatment.org/


Questions
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