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GUIDELINE FOR THE MANAGEMENT OF HOSPITALISED OPIATE MISUSERS 

at ROYAL DERBY HOSPITAL 

- Full Clinical Guideline 
Reference no.:  

 

1. Introduction 

Drug Misusers may have a great number of health and social care problems 
requiring interventions from a range of providers. This guideline is intended to 
facilitate joint working across services to support effective treatment. 

Substance misuse, especially intravenous use, poses an increased risk of 
hospitalisation, and this patient group are likely to need specific interventions whilst 
an inpatient. Therefore their substance use will need to be assessed and managed, 
which may include substitute prescribing, withdrawal management, pain 
management, mental health support and discharge planning.  

The risks of self-discharging or absconding from hospital are significant and 
measures should be taken to promptly manage needs and reassure patients to avoid 
these risks.  

Other potential risks and complicating presentations may include:  

- Alcohol abuse 
- Polydrug use – illicit and abuse of medications prescribed to others 
- Hepatitis C and other Blood Borne Viruses risks 
- Safeguarding issues – children and adult 
- Mental health – dual diagnosis 
- Safety issues – including self-harm, aggressive behaviour and crime,  

However, potential risks exist with all patients so generalisations, stereotyping and 
judgments should not be made, and all patients should be treated equally relative to 
need. The liaison team will undertake a risk assessment as required.  

2. Aim and Purpose 

This guideline is intended to assist with the medical management of opiate 
dependence only. 

3. Definitions, Keywords 

SMS – Substance Misuse Service 

SAH – St Andrews House (Derby Drug and Alcohol Service, London Road, Derby 
01332 268460 / 0300 79 00 2650) 

DRP - Derbyshire Recovery Partnership (42 St Marys Gate, Chesterfield 0300 123 
1201 / 0845 3084010) 

COWS – Clinical Opiate Withdrawal Scale. 
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Dependence – psychological and/or physical state characterised by behavioural or 
other responses resulting in compulsion to use (a drug) to experience effect or avoid 
discomfort. 
 
Withdrawal – a group of symptoms varying in severity which occur on cessation or 
reduction of a psychoactive substance.  
 
 
4. Key Responsibilities/Duties 

All healthcare staff have a responsibility to ensure that a high standard of care is 

provided to people admitted to hospital who are identified as being opiate dependent 

and/or prescribed substitute medication and should alert the Liaison team as soon as 

possible following admission.  

Specific staff will have key responsibilities as outlined below: 

4.1 Role of the prescriber  

All patients prescribed opiate substitution therapy should have their opiate 

substitution medication prescribed appropriately and safely on the EPMA system. 

Using the below guidance, the correct dosage of methadone / buprenorphine that the 

patient was taking prior to admission should be obtained and documented in the 

electronic notes. Any variation from previously documented dosing should be 

clarified prior to prescribing. 

Prescribers should alert the nursing staff of the prescribing of methadone / 

buprenorphine for the patient to allow nursing staff to order the daily dosage from 

pharmacy via the controlled drugs order book. 

4.2 Role of the nurse: 

Using the guidance below, the correct dosage of methadone / buprenorphine that the 

patient was taking prior to admission should be obtained and documented in the 

medical notes. Any patients that are suspected/identified as opiate dependent should 

be communicated to the medical team to ensure the prompt prescribing of the 

correct dose of opiate substitution therapy. 

To order methadone / buprenorphine in a timely manner from pharmacy.  

The amount required for each dose should be ordered from pharmacy daily. The 

patient’s hospital number and name should be written on the appropriate page for 

each order. 

Methadone / buprenorphine should be administered as per the prescription on the 

EPMA system, in line with local and national requirements for the administration of 

controlled drugs. 
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Notify Substance Misuse Services of discharge plans to ensure continuity of service 

in the community. 

4.3 Role of the hospital pharmacy team: 

Using the guidance below, the correct dosage of methadone / buprenorphine that the 

patient was taking prior to admission should be obtained and documented in the 

electronic notes. Any patients that are suspected/identified as opiate dependent 

should be communicated to the medical team to ensure the prompt prescribing of the 

correct dose of methadone / buprenorphine. 

Communicate with the dispensing community pharmacy that the patient is in hospital 

and advise to suspend any further prescriptions of the patient’s methadone / 

buprenorphine. To communicate with the dispending community pharmacy on 

discharge (during normal working hours only) to ensure continuity of service in the 

community.  

Ensure that patients receive their methadone / buprenorphine as appropriate and 

that the safe supply of medication is made from pharmacy when necessary. 

5. Management of Opiate Withdrawal 
 

5.1 Initial patient assessment  

Early identification of substance misuse can prevent unnecessary complications.  
See Appendix 1 for Opiate Users Pathway 

Initiating or continuing an existing prescription of medication(s) to satisfactorily 
address the complication of opiate withdrawal allows the presenting health issue to 
be more effectively managed. It will also minimise the risk of disruptive behaviour, 
illicit use on the ward or illegal behaviour. It may also lead to reduction/cessation of 
illicit use and improved health on discharge. 

All patients identified as being opiate dependent and/or prescribed substitute 
medication should be alerted to the Liaison team as soon as possible following 
admission. 

For patients not already established on opiate substitution therapy, and where 
clinical advice is needed from the Liaison Team following initiation (see Appendix 1), 
referral should be made as soon as possible following admission. 

This guideline will cover patients already in treatment and on substitute medication, 
and those who need to be considered for initiation. The focus of this policy document 
is on methadone, however buprenorphine will also be briefly covered. Emphasis is 
also given to the importance of effective discharge planning and Liaison with 
community services to ensure best patient care on discharge. 

 

 



Reference no.:  

Suitable for printing to guide individual patient management but not for storage Review Due: 
Page 4 of 15 

Signs/symptoms of opiate withdrawal 

• Nausea and vomiting 

• Diarrhoea / GI upset 

• Restlessness, tremor and anxiety 

• Irritability and insomnia 

• Muscular and joint pain 

• Lacrimation 

• Rhinorrhoea 

• Sneezing and yawning 

• Piloerection 

• Dilated pupils. 

• Chills and sweats 

Use the Clinical Opiate Withdrawal Scale (COWS) to assist with withdrawal 
severity rating. (Appendix 2).  

5.2 Opiate substitution. 

The aim is to prescribe a dose of a substitute medication that will prevent withdrawal 
symptoms and reduce/eliminate the use of non-prescribed drugs.  

Methadone oral solution DTF 1mg/1ml is the treatment of choice. It is a strong opiate 
agonist predominantly at the mu receptor.  

Buprenorphine is the other commonly prescribed substitute medication. This is a 
long acting mu opiate receptor partial agonist meaning that it only partially activates 
opiate receptors. It is also a weak kappa receptor antagonist and delta receptor 
agonist. Buprenorphine may be continued as appropriate, but initiation should be 
avoided in the hospital setting. 

This guideline concentrates on Methadone.  

Methadone interacts with some other medications – please consult British National 
Formulary (BNF). 

5.2.1 Patients Currently in Treatment 

If a patient reports they are on a community substance misuse treatment programme 
that includes prescribed medication, this needs to be confirmed and unless 
contraindicated, continued whilst they are in hospital. Prescribing of methadone or 
buprenorphine can be delayed whilst confirmation is sought but should be addressed 
as soon as possible, and within 24 hours. Withdrawal symptoms can be managed 
during this period (see withdrawal management section).  

Confirmation of existing prescriptions can be undertaken by the medical or pharmacy 
team. 

• Contact patient’s dispensing community pharmacy.  

• Confirm current substitute medication including dose. 

• Confirm collection and/or supervised consumption arrangements. 

• Confirm date of last dose of supervised administration or last date of collection 
and number of doses collected. 
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• The community pharmacist should also be advised that the patient is in hospital 
and to suspend further dispensing and supply until notified of discharge, and in 
receipt of a valid prescription 

• Refer to Liaison Team 

• If there are any difficulties confirming date and dose that are likely to take 
longer than 24 hours – manage the individual with the Opiate Users Pathway 
flowchart (Appendix 1). 

5.2.2. Patients in Treatment on a Three-Day Miss 

• Patients who have missed 3 or more consecutive days should be re-titrated 

• For those previously prescribed 30mg or more per day, who have missed 3 or 
more consecutive days of administration of methadone, re-titrate from 30mg 
once daily, unless discussion with the keyworker indicates otherwise.  

• For patients on a 3 day miss and previously on less than 30mg Methadone it 
may not be necessary to restart methadone - please seek advice from Liaison 
team or SMS 

• Contact drug services for advice as required 

5.2.3 Patients not currently in treatment 

This group can largely be divided into 3 categories. 

1. Illicit use – not dependent – will not require substitute medication. 
2. Dependent on opiates and appropriate for Methadone initiation. 
3. Dependent on opiates and appropriate for symptomatic management of 

withdrawals (rarely applicable in practice. For a list of medications suitable for 
management of withdrawal symptoms see relevant section). 

 

Refer to Acute Pain Team early in admission if patient is on opiates for pain 
management prior to initiating methadone. 

 
A urine drug screen UDS, (provided by Liaison team) is necessary to confirm the 
presence of opiates and/or methadone. Waiting for objective withdrawal signs is 
likely to lead to difficulties for the patient and potential issues with management of 
behaviour.  
 

5.3 Prescribing Methadone. 

For patients open to SMS with an established prescription, continue methadone at 
the confirmed dose if there has been no “3 day miss”. 

For patients not prescribed methadone, once the flow chart and Clinical Opiate 
Withdrawal Scale, (COWS) has indicated dependence and a UDS is positive: 

• Obtain patient consent for methadone (avoids future claims that patient has 
become dependent on opioids whilst in hospital) 

• Ensure there are no signs of intoxication 
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• Prescribe methadone appropriately. 

• Refer to Liaison Team promptly. This should not delay prescribing. 

For new prescriptions, prescribe an initial stat dose of 30ml followed by once daily 
prescribing of 30ml in the mornings from the following day. Whereas this starting 
dose may prevent withdrawal signs it may not be sufficient to retain patients in 
Methadone Maintenance Therapy (Faggiano et al., 2003).  

For opiate substance misusers who inject, 30ml daily may not be a sufficient dose.  
They may require titration to higher doses to manage the risks of patients self-
discharging or absconding.  

Further review of dose if necessary, will be by the Liaison Team after 48/72 Hours. 

Administration of a dose of methadone should be delayed if the patient appears 
intoxicated/under the influence of drugs or has injected heroin and/or crack cocaine 
prior to admission. Provide explanation to the patient, seek senior review and 
document in patients care record.. 

Methadone clearance may be affected by concomitant drugs or in severe or unstable 
liver or renal disease. Particular caution is needed in the elderly.  

5.3.1 Potential adverse effects of methadone. 

Methadone intolerance 

True intolerance is rare. If suspected speak to the pharmacy department for an 
alternative plan. 

Effect on QT 

Evidence suggests a relationship between methadone and QT interval prolongation 
which may induce Torsade de Pointes. Specific risk factors for this are: 

• Methadone doses above 100mg daily 

• Heart and liver disease 

• Electrolyte abnormalities 

• Concomitant medications that can prolong QT interval and/or CYP-3A4 
inhibitors (see BNF) 

• Known arrhythmias 

A baseline ECG is recommended and on-going monitoring if appropriate. 

Alternatives to methadone should be sought. Seek advice from Liaison Team and 
other appropriate specialities 

5.4 Advice to patients prescribed methadone. 

• Methadone may not arrive on the ward at the same time each day 

• A referral has been made to the Liaison Team 
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• Inform patient of increased risk of overdose if illicit substances or other 
sedating drugs including benzodiazepines and alcohol are used concurrently 
with methadone. Document this discussion in the clinical notes. 

• Ensure patient is aware of the consequences resulting from use of illicit drugs 
whilst in hospital.  

• Administration of methadone in hospital is NOT a guarantee of access to 
methadone in the community, although it will be facilitated if appropriate. 

• Provide details of local community drug and alcohol services. See Section 5.8 
Discharge Planning. 

5.4.1 Patients commenced on methadone whilst an inpatient. 

All patients initiated on methadone where the intention is to continue the prescription 
on discharge must be referred to the Liaison Team to ensure onward referral to 
community drug services. Ensure the patient is fully aware of the discharge 
arrangements. The following people need to be informed before the patient is 
discharged.  

• GP 

• Keyworker if allocated or community drug team 

• Intended dispensing community pharmacist should be informed by the substance 
misuse service. 
 

The Liaison team will often liaise with the keyworker as part of the discharge 
planning however it is important that the discharging medical team includes the 
following in the discharge summary 

• A diagnosis of opiate dependency 

• Dose of methadone and date of last administration 

• Which drug team is responsible for methadone prescription in the community 
after discharge. 

The patient should be encouraged to contact their keyworker before discharge to 
confirm the time and location of their next appointment. Do not discharge the patient 
unless they have an appointment or a valid prescription for methadone in place. 

5.5 Patients not commenced on methadone - Management of withdrawal 
symptoms. 

Patients who do not wish to receive methadone, or those initiated on it as inpatient, 
may experience opiate withdrawal symptoms. See Clinical Opiate Withdrawal Scale 
(Wesson and Ling, 2003) (Appendix 2) for information on withdrawal symptoms and 
their severity. The following medications can be considered. 

Diarrhoea – Loperamide 

Nausea and vomiting – Metoclopramide 

Anxiety and agitation – Benzodiazepine – the lowest dose for the shortest time. 
Diazepam is the medication of choice. Avoid on discharge. 

Abdominal cramps – Hyoscine Butylbromide. 
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Insomnia – Zopiclone. 

See Appendix 3 for information on medications used for withdrawal management 
and doses. Search for Opiate Withdrawal order set on Lorenzo. 

Pain – substance misusers have the same right as other patients to have their pain 
managed, but the potential risks of prescribing analgesia have to be considered. 
Prompt referral to the Acute pain team should be initiated where concerns exist. 
Make a referral to Liaison at the same time requesting joint assessment if possible. 
Complicating factors are: 

Recent substance misuse 

Concurrent prescribing with opiates or psychotropics 

Reason for admission 

Increased tolerance to opioids/opioid induced hyperalgesia. 

Misconceptions/preconceived notions from staff 

Patient misconceptions about effectiveness of non-opioid medications 

Potential abuse of opiates/opioids 

Patients are on substitute medication to prevent opiate withdrawal. Therefore, the 
assumption that methadone will have any analgesic effect should be avoided. 
Prescribe medication according to condition/diagnosis/treatment. Maximise non-
opioid analgesia – paracetamol, NSAID, nefopam may be beneficial. 

If opioids are required, utilise short acting oral morphine 4 or 6 hourly (10mg/5ml) 
Prescribed regularly not PRN.  Refer to Trust guidance on Acute Pain Management.   

5.6 Suggested pain control where opioid tolerance is a possibility 

Stat Morphine 20mg s/c or 30mg Oramorph 

A second stat dose can be prescribed.  

Morphine 20mg s/c or 30mg Oramorph 4 hourly, including night time for 48 hours 
then review. 

The regular dose can start 1 hour after the second stat dose of morphine. 

The dose must be titrated up or down according to need.  

Naloxone must be available .Didnt think it was kept on the crash trolley? 

Regular paracetamol and NSAID. 

If this standard approach is ineffective seek advice from the Acute Pain Team. Do 
not initiate gabapentin or pregabalin, unless this is to re-instate a prescription 
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identified during medicines reconciliation, because of their abuse potential.  Do not 
supply opiates on discharge.  

5.7. Buprenorphine and pain management 

Buprenorphine is a partial opiate agonist/antagonist causing potential difficulties in 
achieving effective pain control given its partial blocking effect on other opiates. 

• Continue Buprenorphine at pre- hospital level 

• Seek advice from the Acute Pain Team 

• Manage pain by maximising non-opioids (paracetamol, nefopam, +/- NSAIDS 
if appropriate 

• Consider oral morphine (10mg/5ml) 

• Consider dividing the dose of Buprenorphine  

• Failing this, consider increasing the dose of Buprenorphine by 25% - avoiding 
all other opiates at this stage. If this is still not effective, consider regional 
block 

• Only as a last resort consider converting to methadone. This is a final 
approach with some complex considerations including there being no reliable 
conversion rate, and it is likely to cause discomfort. In addition, it may not be 
what the patient wants.  

5.8 Discharge planning – important practical considerations. 

If patients are discharged without community prescription availability this can have 
damaging and potentially life-threatening consequences. Discussion between the 
Liaison Team, community pharmacies, and the community drug team should occur 
as soon as discharge arrangements are being made. It is rare that substitute 
medication is warranted as a TTO; this would need to be discussed with the hospital 
pharmacy department and Community Drug Team. 

City and County Community Drug Teams do not provide a weekend or bank holiday 
service. 

City Patients. 

The city team will facilitate appointments with their service usually the day following 
discharge. To do this they require sufficient notice and are unable to accommodate 
prescriptions for discharges on Friday afternoons notified after midday or at the 
weekend and bank holidays. Forward planning and notification of intended discharge 
date is imperative.  

County Patients 

The service in Derbyshire County has a more restricted access to prescribers and 
longer notice is required to arrange appointments and prescriptions 

Commence communications with the Community Drug team early in the admission 
to avoid delaying discharge due to lack of access to the service. Friday and weekend 
discharges are more difficult to facilitate than for City patients. 
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Patients with limited mobility require an OT assessment so an informed decision can 
be made about supervised collection in conjunction with their keyworker.  

What to do on discharge. 

1. Administer methadone/buprenorphine on day of discharge.  
2. Document opiate dependency on discharge summary 
3. State dose and date of last administration of Methadone/Buprenorphine on 

discharge summary 
4. Contact keyworker/drug team to inform of intended discharge to obtain an 

appointment for the patient, or ensure there is a valid prescription at the 
dispensing pharmacy 

5. Inform patient of appointment time, or of prescription details 
6. Ensure they are aware of the risk of overdose if they use illicit substances. 

 

Local Community Drug and Alcohol teams 

Derby Drug and Alcohol Service – St Andrews House, London Road, Derby 0300 
79 00 265.  

For use by clinicians only: 01332 268460 

Derbyshire Recovery Partnership - 42 St Marys Gate, Chesterfield, 0300 123 
1201  0845 3084010. They will direct you to the relevant team base for the county 
area of the patient.  

Nottingham city – Nottingham Recovery Network  0800 066 5362 

Nottinghamshire – Change, Grow, Live 0115 8960798 

Leicester – Turning Point  0330 303 6000 

Burton and Staffs – STARS 01283 741053 

 

6. Monitoring Compliance and Effectiveness 

The guidance is complaint with Technology appraisal guidance [TA114].  Methadone 

and buprenorphine for the management of opioid dependence. 24 January 2007 
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9. Appendices 

Appendix 1: Opiate Users Pathway 
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Appendix 2: Clinical Opiate Withdrawal Scale (COWS) 
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Appendix 3: Guide to medications used in opiate detoxification 

The following drugs should typically be prescribed at the doses and via the routes 

illustrated below: 

 
 
Adapted from British National Formulary www.bnf.org  (Last Accessed January 
2021) 

 

Drug Route Starting dose Frequency 
Maximum 

dose 
Indication / 
symptom 

Loperamide Oral 
4mg initially followed 

by 2mg after each 
loose stool 

PRN 16mg/day Diarrhoea 

Metoclopramide Oral/IV 10mg TDS PRN Up to TDS 
Nausea and 

vomiting 

Diazepam Oral 
10mg – reduce / stop 

if over sedated 

TDS 
(preferably 
morning, 

lunchtime, 
evening) 

30mg/day 
Anxiety and 

agitation 

Hyoscine 
butylbromide 

Oral 20mg QDS PRN 80mg/day 
Abdominal 

cramps 

Zopiclone Oral 3.75mg – 7.5mg ON 7.5mg/day Insomnia 

http://www.bnf.org/

