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Abstract

Hospital-based clinicians frequently care for patients with opioid withdrawal or opioid use 

disorder (OUD) and are well positioned to identify and initiate treatment for these patients. 

With rising numbers of hospitalizations related to opioid use and opioid-related overdose, 

the Society of Hospital Medicine (SHM) convened a working group to develop a consensus 

statement on the management of OUD and associated conditions among hospitalized adults. The 

guidance statement is intended for clinicians practicing medicine in the inpatient setting (e.g., 

hospitalists, primary care physicians, family physicians, advanced practice nurses, and physician 

assistants) and is intended to apply to hospitalized adults at risk for, or diagnosed with, OUD. 

To develop the Consensus Statement, the working group conducted a systematic review of 

relevant guidelines and composed a draft statement based on extracted recommendations. Next, 
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the working group obtained feedback of the draft statement from external experts in addiction 

medicine, SHM members, professional societies, harm reduction organizations and advocacy 

groups, and peer reviewers. The iterative development process resulted in a final Consensus 

Statement consisting of 18 recommendations covering the following topics: 1) identification and 

treatment of OUD and opioid withdrawal, 2) perioperative and acute pain management in patients 

with OUD, and 3) methods to optimize care transitions at hospital discharge for patients with 

OUD. Most recommendations in the Consensus Statement were derived from guidelines based on 

observational studies and expert consensus. Due to the lack of rigorous evidence supporting key 

aspects of OUD-related care, the working group identified important issues necessitating future 

research and exploration.
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Background

Overdose deaths are rising at an unprecedented rate. In 2020, over 100,000 people died of an 

overdose.1 Highly effective medications for opioid use disorder (OUD) have the potential to 

reduce overdose deaths by approximately thirty percent over a 12-month period,2,3 yet many 

people with OUD are unable to access this life-saving treatment.4–8

Hospitalizations related to opioid use are also rising.9 Patients with injection drug use may 

be hospitalized with skin and soft tissue infections,10 osteomyelitis,11 and endocarditis,11,12 

requiring weeks of intravenous antibiotic therapy. Among these patients, initiation of 

medications for OUD is associated with increased days of antibiotic therapy,11 decreased 

risk of recurrent infection,10 and reduced overdose mortality.12 Despite these optimistic 

outcomes, on average, less than 20 percent of patients in these studies received medications 

for OUD during their hospitalization.10–13 This significant treatment gap for hospitalized 

patients with OUD presents an opportunity for practice improvement among hospital-

based clinicians. To our knowledge, there are no existing guidelines for improving and 

standardizing OUD care for hospitalized adults. Access to clinical recommendations to 

guide care for hospitalized patients with OUD may facilitate practice change to close the 

treatment gap.

The Society of Hospital Medicine (SHM) convened a working group to systematically 

review existing guidelines and develop a consensus statement to assist clinicians in the 

identification and treatment of OUD and opioid withdrawal, perioperative and acute pain 

management in patients with OUD, and care transitions at discharge for hospitalized adults 

with, or at risk of, OUD.

Consensus Statement Purpose and Scope

The purpose of this Consensus Statement is to present clinical recommendations for OUD 

treatment, opioid withdrawal management, opioid overdose prevention, and care transitions 

among hospitalized adults. We developed each of the clinical guidance statements through 
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a synthesis of the key recommendations from existing clinical practice guidelines on OUD 

management and adapted them for a hospitalist-specific scope of practice. They are intended 

for clinicians practicing medicine in the inpatient setting (e.g., hospitalists, primary care 

physicians, family physicians, advanced practice nurses, and physician assistants) and are 

intended to apply to hospitalized adults at risk for, or diagnosed with, OUD.

Consensus Statement Development

Our working group included experts in the treatment of OUD in the hospital setting, 

defined by 1) engagement in the clinical practice of hospital medicine, 2) engagement 

in the provision of hospital-based substance-related care via an addiction consultation 

service or a buprenorphine team,14–18 and 3) involvement in clinical research related to 

OUD treatment in the hospital setting (see Supplementary Materials, Appendix Table 1). 

SHM provided administrative assistance with the project, but it had no role in formulating 

the recommendations. The SHM Board of Directors provided approval of the Consensus 

Statement without modification.

An overview of the sequential steps in the Consensus Statement development process is 

described below; details of the methods and results can be found in the Supplementary 

Materials, eMethods.

Performing the Systematic Review

The methods and results of the systematic review of existing guidelines on the management 

of OUD, opioid withdrawal, opioid overdose prevention, and care transitions from which 

the Consensus Statement is derived are described in a companion article. We extracted 

recommendations from each guideline related to the topics in Table 1 and used these 

recommendations to inform the Consensus Statement.

Drafting the Consensus Statement

After performing the systematic review, the working group drafted and iteratively revised 

a set of recommendations using a variation of the Delphi Method19 to identify consensus 

among working group members.

External Review

Following agreement on a draft set of recommendations, we obtained feedback from 

external groups, including 1) members of the Society of Hospital Medicine Substance Use 

Disorder Special Interest Group, 2) members of the Society of Hospital Medicine outside 

of the Special Interest Group, 3) addiction-trained clinicians in the hospital or outpatient 

setting, 4) leaders at specialty societies including the American Academy of Addiction 

Psychiatry, American College of Academic Addiction Medicine, Society of General Internal 

Medicine, 5) leaders and advocates of people with lived experience at harm reduction 

agencies and advocacy groups including the National Harm Reduction Coalition and Faces 

and Voices of Recovery, and 6) peer-reviewers at the Journal of Hospital Medicine.
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Results

The process described above resulted in 18 recommendations under five content areas 

(Table 2). These recommendations are intended only as guides and may not be applicable 

to all patients and clinical situations. Furthermore, these guidelines are not meant to 

supersede state or local policies pertaining to the treatment of OUD. Clinicians should use 

their judgement regarding whether and how to apply these recommendations to individual 

patients. Because the state of knowledge is constantly evolving, this Consensus Statement 

should be considered automatically withdrawn 5 years after publication, or once an update 

has been issued.

Non-Stigmatizing Medical Communication and Language for People Who Use Opioids

1. SHM recommends that hospitalists use non-stigmatizing and person-first 

language.

The majority of people with substance use disorder do not seek treatment and stigma is 

a barrier to seeking treatment among people who use drugs.20,21 Language intentionally 

and unintentionally propagates stigma which is harmful, distressing, and marginalizing to 

the people who bear it.22,23 Person-first language puts the word referring to the individual 

before the word describing their behavior or condition to highlight that the condition is not 

their defining characteristic (e.g., person with OUD).24,25 When referring to hospitalized 

patients with OUD, do not use stigmatizing language such as ‘addict’, ‘opioid abuse’, or ‘IV 

drug user’.26,27 Instead, use language such as ‘person who uses drugs,’ ‘person who injects 

drugs,’ or ‘person with OUD’ when documenting in the medical record and speaking with 

patients and healthcare providers.

Assessment of Unhealthy Opioid Use and Diagnosis of OUD

2. SHM recommends that hospitalized patients with unhealthy opioid use be 

assessed for OUD.

Hospitalization offers an opportunity to identify patients with OUD and provide life-saving 

treatment. Unhealthy opioid use includes the nonmedical use of prescription opioids, or the 

use of heroin, fentanyl, or other opioid analogues obtained through illegal drug markets. 

Patients with unhealthy opioid use may be hospitalized for conditions related to drug use, 

including opioid overdose, skin and soft tissue infections, osteomyelitis, and endocarditis. 

More subtle behaviors associated with unhealthy opioid use include the use of opioids in 

hazardous situations, an inability to cut down opioid use, cravings to use opioids, or opioid 

use leading to social, legal or financial problems, among others.28 Validated tools to screen 

for unhealthy opioid use are available (e.g., Single-Question Screening test, NIDA Quick 

Screen, the WHO 8-item ASSIST, TAPS Tool, SUBS).29–31 Data from state prescription 

drug monitoring programs (PDMP) may be used to verify use of controlled medications.32

3. SHM recommends that hospitalists use the Diagnostic and Statistical Manual of 

Mental Disorders, Fifth Edition (DSM–5) criteria to diagnose OUD.33

The DSM contains descriptions, symptoms, and other criteria for diagnosing substance use 

disorder while providing a common language to describe such behaviors and diagnoses. 

Calcaterra et al. Page 4

J Hosp Med. Author manuscript; available in PMC 2023 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



OUD is diagnosed when a person meets two or more of the 11 criteria outlined in the 

DSM–5 for OUD in a 12-month period. OUD severity is defined by the number of DSM–

5 criteria met (mild 2–3; moderate 4–5; and severe ≥ 6 criteria).34 Opioid tolerance and 

opioid withdrawal alone, in the absence of other DSM–5 criteria, are insufficient to diagnose 

OUD for patients who are prescribed opioids and take the opioids as prescribed. Much of 

this information can be obtained during a history and physical exam. Making an accurate 

diagnosis is important when considering treatment for OUD.

4. For patients who meet DSM–5 criteria for OUD, SHM recommends that 

hospitalists offer the following tests: HIV, hepatitis A, B, and C, syphilis, 

pregnancy test, and urine drug analysis.

Recent outbreaks of HIV, hepatitis, and syphilis associated with opioid use have been 

documented.35–38 Hospitalization offers an opportunity to diagnose new infectious diseases 

and link patients to effective and curative treatment.39–42 The Centers for Disease Control 

and Prevention (CDC) recommends at least annual HIV screening for people who inject 

drugs, although the optimal frequency for HIV testing is unknown for this patient 

population.43 General informed consent that notifies patients that an HIV test will be 

performed unless the patient declines should be considered sufficient to encompass informed 

consent for HIV testing.43 Among high risk adults including people who inject drugs or 

engage in transactional sex work, the CDC recommends routine periodic testing for hepatitis 

A, B, C, and syphilis, with administration of the hepatitis A and B vaccination for non-

immune people.44–47 Pregnancy status should be confirmed as opioids may cause secondary 

amenorrhea48 and medication dosing for OUD treatment may differ in pregnancy.49,50 

Explicit informed consent is not required for clinical drug testing,51 however clinicians 

should explain the reason for the test and the intended use of the results prior to sample 

collection.52,53 Urine drug analysis may provide data not obtained during the history and 

physical exam to help inform medical management. Confirmatory testing, when available, 

should be performed when results are not consistent with information provided by the 

patient. Hospital policies should outline procedures for protecting the confidentiality of drug 

testing and results.52,53

Medication treatment for DSM–5 Confirmed OUD Diagnosis

5. SHM recommends that hospitalists use shared decision making when discussing 

initiation of medications for OUD.

One important aspect of delivering patient-centered care is the active participation of 

patients in health care decisions.54,55 Buprenorphine, methadone, and intramuscular (IM) 

naltrexone are the three medications approved by the Food and Drug Administration (FDA) 

to treat OUD. High quality evidence demonstrates that routine use of buprenorphine and 

methadone reduce opioid-related mortality and all-cause mortality.3,56 The use of IM 

naltrexone is non-inferior to buprenorphine for select patients who complete a period of 

opioid abstinence and successfully initiate IM naltrexone.57,58 Regardless of the medication 

used to treat OUD, medication effectiveness is dependent upon patient preference and 

medication access, including the availability of local opioid treatment programs [required 

for methadone], office based opioid treatment programs or primary care practices that offer 

buprenorphine or IM naltrexone, and cost.59 This information should be shared with patients 
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so they can make an informed decision about medication initiation for OUD. Consider 

partnering with a clinical pharmacist or developing staff expertise so that obtaining this 

information does not delay initiation of medication treatment.

6. SHM recommends that hospitalists offer buprenorphine or methadone as first 

line agents opioid agonist therapy to treat opioid withdrawal and OUD.

Opioid withdrawal symptoms are mitigated with the use of opioid agonists, including 

buprenorphine and methadone. The use of a validated opioid withdrawal assessment scale 

such as the Clinical Opiate Withdrawal Scale (COWS)60 can be used to quantify opioid 

withdrawal symptoms and direct buprenorphine or methadone treatment initiation. Once 

a patient has entered mild withdrawal, buprenorphine can usually be safely initiated 

(i.e., without precipitating further withdrawal). A COWS score of 8 to 10 indicates mild 

withdrawal and usually occurs around 6 to 12 hours after last heroin or short acting opioid 

use.61 Methadone initiation should begin when the patient reports any opioid cravings 

or withdrawal symptoms. There are no legal or regulatory restrictions around inpatient 

ordering and titration of methadone or buprenorphine for opioid withdrawal management 

among patients hospitalized for medical or surgical reasons.62,63 The 42 Code of Federal 

Regulations (CFR), Title 21, Section 1306.07 “Administering or dispensing of narcotic 

drugs” describes federal regulations in detail.62 A buprenorphine X-Waiver is not required to 

administer buprenorphine in the hospital.

7. SHM recommends that when treating patients for opioid withdrawal and OUD, 

hospitalists initiate buprenorphine at 2 to 4 milligrams.

Evidence for buprenorphine dose titration is based on expert opinion and other guidelines 

which carry a lower strength of recommendation. One common approach for buprenorphine 

initiation includes dose increases by 2 to 4 milligrams every 2 hours until opioid withdrawal 

symptoms and cravings resolve, or a COWS score of ≤ 5, for a total dose of 12 to 

16 milligrams on day 1. Dose titration should continue on day 2 to assess for ongoing 

cravings and withdrawal symptoms. Evidence supports increased treatment retention with 

buprenorphine doses of 16 to 24 milligrams per day.64,65 Various “low dose” and “high 

dose” buprenorphine protocols can assist with dosing algorithms for buprenorphine initiation 

and should be adjusted based upon the patient’s anticipated length of hospitalization, 

reported cravings, and their past experience initiating buprenorphine outside of the hospital 

setting.66–70 In areas where the drug supply is contaminated with fentanyl, when patients 

report regular fentanyl use, or when patients are transitioning from another long acting 

opioid to buprenorphine (e.g., methadone), consider the use of a low dose buprenorphine 

initiation protocol to avoid precipitated withdrawal.71–74 These recommendations should 

be applied with caution because buprenorphine initiation and dosing practices are rapidly 

evolving. Learning about patient’s past experiences with buprenorphine initiation is 

recommended to inform timing of buprenorphine initiation and dose titration.

8. SHM recommends that when treating patients for opioid withdrawal and OUD, 

hospitalists initiate methadone at 20 to 30 milligrams.

Opioid tolerance is difficult to establish by history and the amount of opioid use reported by 

the patient typically yields only a rough estimate of opioid tolerance.75 A starting methadone 
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dose between 20 to 30 milligrams is supported by most guidelines. The dose should be 

increased by 5 to 10 milligrams every 2 to 3 hours to no more than 40 milligrams on 

day 1 for reported withdrawal symptoms. In some cases, (e.g., older age, liver disease, 

poor respiratory reserve, lower opioid tolerance) consider beginning with 10 milligrams of 

methadone.75 During methadone initiation, patients should be instructed to judge their doses 

by how they feel during the peak blood concentration period, which is approximately 2 to 4 

hours after their dose.75 If patients request methadone after discharge they must be referred 

to a local opioid treatment program. Methadone for the treatment of OUD cannot be legally 

dispensed from an outpatient pharmacy.

9. If an electrocardiogram (EKG) has been performed, SHM recommends 

hospitalists review it to assess for QTc prolongation as part of a risk-benefit 

assessment when initiating methadone.

Whether to check an EKG in all patients starting on methadone is controversial.59,76,77 Most 

guidelines recommend checking an EKG when a patient has risk factors for QTc interval 

prolongation, including electrolyte abnormalities such as hypokalemia or hypomagnesemia, 

impaired liver function, structural heart disease, genetic predisposition such as congenital 

prolonged QT syndrome or familial history of prolonged QT syndrome, and use or drugs 

with QTc-prolonging properties.78–82 At higher doses, or in combination with other QTc 

prolonging medications,83,84 methadone has been associated with QTc prolongation leading 

to torsades de pointes.85–87 Because most hospitalized patients will have an EKG performed, 

reviewing the results to assess for QTc prolongation is recommended. If a patient has a QTc 

of ≥500 milliseconds, assess for reversible causes, (e.g., correcting electrolyte abnormalities 

or discontinuing other non-essential QTc prolonging medications). If the QTc remains ≥500 

milliseconds, discuss the risks versus benefits of methadone with the patient and consider 

buprenorphine.

10. SHM recommends that in addition to buprenorphine or methadone, hospitalists 

prescribe non-opioid adjunctive medications for opioid withdrawal symptoms as 

appropriate (e.g., clonidine, loperamide, NSAIDs, acetaminophen, ondansetron, 

hydroxyzine).

These medications are effective complementary agents in the early stages of opioid 

withdrawal treatment, especially when initiating and therapeutically titrating medications 

for OUD. Clonidine and lofexidine, both α2-adrenergic agonists, reduce opioid withdrawal 

symptoms.88 Commonly reported opioid withdrawal symptoms include anxiety, diarrhea, 

nausea, and muscle aches, which can be reduced using the aforementioned medications 

targeted to specific patient-reported symptoms.60,89–92

11. SHM recommends that hospitalists offer intramuscular (IM) naltrexone if the 

patient prefers opioid antagonist treatment to methadone or buprenorphine.

A period of opioid abstinence is required prior to IM naltrexone initiation. If IM naltrexone 

is available to be administered in the hospital, initiate IM naltrexone ≥7 days from last 

short-acting opioid use and >10 days from last long-acting opioid use to avoid precipitated 

withdrawal. Obtain a urine drug analysis to assess for the absence of opioids in the urine 

prior to IM naltrexone administration. Consider a naloxone challenge before IM naltrexone 
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initiation, especially if giving sooner than these timeframes.93 Counsel the patient on the risk 

of opioid overdose when naltrexone wears off. Do not use oral naltrexone for OUD due to its 

non-inferiority over placebo to prevent return to opioid use.94

Acute Pain and Perioperative Pain Management in the Setting of OUD

12. SHM recommends that hospitalists assess and treat pain in the setting of OUD.

Patients with OUD may have high opioid tolerance and require higher doses of short acting 

opioids for acute pain, even when receiving medications for OUD. Multimodal analgesics 

are also recommended (e.g., neuropathic medications, anti-inflammatory medications, 

or local/regional anesthesia). Importantly, under- or untreated opioid withdrawal may 

exacerbate pain. It is essential to prescribe medications for OUD; however, medications for 

OUD are insufficient to treat acute pain. Patients receiving buprenorphine or methadone for 

OUD treatment do not derive sustained analgesia for pain control; the duration of analgesia 

for methadone and buprenorphine is approximately 4 to 8 hours,95,96 while their duration to 

suppress opioid withdrawal is approximately 24 to 48 hours.97–99 There is no evidence that 

exposure to opioid analgesia for acute pain control among patients on medications for OUD 

increases the risk of return to opioid use.98,100,101

13. SHM recommends that hospitalists continue buprenorphine or methadone during 

hospitalization, including in the setting of acute pain and the perioperative 

period.102–108

Patients with OUD who are prescribed buprenorphine or methadone may present with acute 

pain or have scheduled elective surgeries. Elective surgeries in patients with OUD require 

careful planning and interdisciplinary involvement to coordinate care and OUD treatment 

management.109 When a patient is admitted to the hospital, confirm the patient’s current 

methadone or buprenorphine dose with the patient’s opioid treatment program or through 

the PDMP, with last date of dosing, and continue this dose throughout the hospitalization 

unless there is an acute medical contraindication. Some experts recommend splitting the 

total daily buprenorphine dose into three times a day to optimize the analgesic activity of 

buprenorphine.98,106 Similar dose splitting can be done with methadone to maximize its 

analgesic effect. In both cases, dose splitting but should be discussed with the patient prior to 

making any changes. If methadone doses are split, they should be consolidated to once daily 

dosing prior to hospital discharge. Discontinuation of methadone or buprenorphine is not 

recommended during acute pain or in the perioperative setting and will result in an opioid 

debt which may worsen acute pain, making treatment more difficult, and may increase risk 

of return to opioid use and opioid overdose.

Care Transition at Hospital Discharge

14. SHM recommends that every hospitalist obtain an X-Waiver to prescribe 

buprenorphine at hospital discharge.110

Prescribing buprenorphine at discharge requires an X-DEA license which no longer requires 

8+ hours of training. Submitting a Notice of Intent (NOI) application to the Substance Abuse 

and Mental Health Services Administration (SAMHSA) allows for issuance of an X-Waiver 
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license while exempting clinicians from completing the 8+ hour training.111 Free training for 

buprenorphine is widely accessible.112

15. SHM recommends that when patients want to continue medications for OUD 

following discharge, every attempt is made to link patients to a buprenorphine 

prescriber or an opioid treatment program.

A hospitalist with a DEA X-Waiver should prescribe a buprenorphine bridge prescription 

until the scheduled follow-up appointment. At hospital discharge, methadone for OUD 

cannot be prescribed through a pharmacy and can only be dispensed through an opioid 

treatment program. Health systems should develop resource sheets with local buprenorphine 

prescribers and opioid treatment programs for treatment linkage. Many websites provide 

resources for addiction treatment services across the United States.113–115 Telehealth follow-

up is an option for patients on buprenorphine.116–120 Hospital teams should identify 

treatment linkage; however, lack of follow-up should not preclude use of methadone or 

buprenorphine during hospitalization or provision of buprenorphine at discharge.121

16. SHM recommends that every attempt is made to link patients to psychosocial 

support, mental health treatment, mutual support groups, peer recovery supports, 

harm reduction services, and resources for access to housing and shelters, as 

appropriate.

Referrals to psychosocial treatment interventions and community-based supports, including 

peer support groups and harm reduction agencies, should be offered to patients, in addition 

to medications for OUD. Examples of psychosocial addiction treatment includes individual 

or group therapy, intensive outpatient treatment, residential treatment, structured counseling, 

and dedicated mental health treatment. Treatment resources are readily available.113,115,122 

Peer-based support groups are free, widely available, and are a source of additional guidance 

and support for people with OUD.123,124 Harm reduction agencies and local recovery 

community organizations provide naloxone and sterile syringes, partner with people who use 

drugs to teach naloxone administration and wound care techniques, and advocate for policy 

reform to increase access to evidence-based harm reduction strategies.115,125–127 Provision 

of harm reduction education and supplies can happen during hospitalization,126,128–130 in 

the outpatient clinic setting,131 and in the community.127,132

17. SHM recommends that, when post-acute, facility-based care is recommended, 

patients on medications for OUD are discharged to facilities that will continue 

these medications.

Continuation of medications for OUD at hospital discharge to post-acute care facilities is 

paramount for ongoing treatment of OUD. Care facilities such as skilled nursing facilities 

that prohibit continuation of medications for OUD are in violation of the Title III of the 

Americans with Disabilities Act.133,134

18. SHM recommends that hospitalists prescribe naloxone at hospital discharge for 

all patients with OUD.

Patients with OUD are at very high risk of overdose-related mortality.135 High quality 

evidence supports the use of naloxone to reverse opioid-related overdose and death.136–139 

The legal risk with prescribing naloxone is no higher than that associated with any other 
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medication.140,141 Furthermore, laws in a majority of states provide civil immunity to 

prescribers, dispensers, and administrators of naloxone.141,142

Discussion and Areas for Future Research

This Consensus Statement reflects a synthesis of the key recommendations from a 

systematic review of existing guidelines on OUD treatment, opioid withdrawal management, 

opioid overdose prevention, and care transitions, adapted for hospital-specific scope of 

practice. Many of the recommendations made in this Consensus Statement are based on 

lower quality of evidence, including observational studies and expert consensus. Despite 

this, several consistent topics emerged across the nineteen guidelines included in the 

accompanying systematic review which were relevant to the hospital setting. While the 

Consensus Statement focuses on care provision for OUD, many of the recommendations are 

applicable to people with other substance use disorders.

Several important issues were raised during the extensive external feedback process 

undertaken as part of the development of this Consensus Statement. Many of these issues 

were subsequently incorporated into the Consensus Statement, with consideration of the 

existing body of evidence identified in the systematic review. Still, several suggestions 

remained for which we felt the evidence base was insufficient to allow for clear or valid 

recommendations by the working group.

First, many reviewers expressed concern about initiating buprenorphine or methadone 

during hospitalization if there were no community clinicians or opioid treatment programs 

to continue the medication in the outpatient setting. Previous research consistently 

demonstrates that people with OUD have an increased risk of overdose death during 

life transitions, whether from prison to community,143,144 psychiatric hospitalizations 

to discharge,145 or when moving in and out of OUD treatment.146 Thus, it stands to 

reason that hospitalized patients are at the same risk of opioid overdose after being 

hospitalized for days to weeks without regular use of opioids. Provision of methadone 

or buprenorphine for prevention of opioid withdrawal during hospitalization will maintain 

opioid tolerance reducing the risk of an opioid-related overdose death following hospital 

discharge. Furthermore, one observational study demonstrated that people who received 

medications for OUD during hospitalization were equally likely to seek out ongoing 

buprenorphine treatment whether or not they were directly linked to a buprenorphine 

prescriber following discharge.121 In this Consensus Statement, we included references to 

websites where local buprenorphine prescribers, telemedicine buprenorphine prescribers, 

and opioid treatment programs can easily be identified for referral and direct linkage for 

ongoing addition treatment post hospital discharge.113–115,122

Next, several external reviewers expressed concern and discomfort about provision of 

methadone for prevention of withdrawal without support from an addiction-trained clinician. 

This discomfort is likely due to inexperience with the medication and concerns for opioid 

overdose due to methadone’s unique pharmacology, including its long and variable half-life, 

potential interactions with many medications, and its association with QTc prolongation.85 

Despite these challenges, methadone has been the primary means of treating OUD for the 
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past thirty years. It is safe and effective when taken as prescribed and as directed by this 

Consensus Statement.147 One issue raised by reviewers was a recommendation for inclusion 

of a ceiling dose for methadone when initiating treatment in the hospital among patients 

not actively enrolled in an opioid treatment program. As outlined in Title 21 of the 42 

Code of Federal Regulations (CFR) section 1306.07 C, “there are no federal 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.”62 The decision to titrate methadone beyond 

40 milligrams should be individualized based on the patient’s clinical course and medical 

status, the clinician’s comfort and access to an addiction specialist, and the patient’s ability 

to directly link to an opioid treatment program following hospital discharge. At the least, 

prescribing up to 40 milligrams of methadone daily for opioid withdrawal prevention among 

people who use illicit fentanyl or heroin is safe and should be readily utilized as a treatment 

modality during hospitalization.

Some reviewers requested clarification on roles and responsibilities when assessing and 

treating patients with OUD in the hospital setting. The guidelines which informed this 

Consensus Statement did not identify specific roles and responsibilities directed to a 

particular healthcare provider type or physician, including assessing patients for unhealthy 

opioid use with various validated screening tools; conducting and documenting the COWS 

score for buprenorphine initiation and dosing; verification of the patient’s last methadone 

dose and date; identification of local resources for direct linkage to treatment following 

hospital discharge; education regarding harm reduction; and advocating for patients to 

receive medications for OUD when they transition to a post-acute care facility. These 

roles and responsibilities can be completed by non-physician health care workers including 

advanced practice providers, nurses, pharmacists, and social workers. Hospitals employ 

teams of health care workers to ensure efficiency of care. The care of the hospitalized 

patient with OUD should include support from all team members. Additionally, whenever 

possible, processes for care should be automated with the use of standardized order sets 

for buprenorphine and methadone initiation, automatic ordering of naloxone at hospital 

discharge when a patient is prescribed buprenorphine or methadone, and incorporation of 

the state PMDP into the electronic health record to reduce workload and time spend on 

repetitive tasks.

The major limitation in this Consensus Statement is the lower quality of evidence from 

which these recommendations were made and were primarily based on observational 

studies and expert opinions and consensus. Additional research is needed before evidence-

based recommendations can be made for some of the topics discussed in this Consensus 

Statement. Some topics identified by the working group that warrant future research include 

the frequency of screening for HIV and hepatitis C among hospitalized patients who 

inject drugs; the use of low dose or high dose protocols to initiate buprenorphine among 

people who regularly use long-acting opioids like methadone, or regular use of fentanyl or 

fentanyl analogues; practice recommendations regarding the use of short acting opioids, in 

addition to methadone or buprenorphine, for opioid withdrawal management in the hospital 

setting;148 and importantly, best practices to reduce OUD treatment disparities by race and 

ethnicity.
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This Consensus Statement includes recommendations for the management of OUD and 

related conditions among hospitalized patients based on the best available evidence. Until 

more high-quality evidence becomes available, this Consensus Statement may be used as 

a guide for the care of hospitalized adults with OUD. This Consensus Statement should 

be used in conjunction with clinical judgement, input from hospital-based providers (social 

workers, pharmacists, nurses), physicians, patients, and local and state policies or guidelines 

for OUD treatment to help facilitate consistent, high-quality care. In doing so, hospital-based 

providers and physicians can help close the treatment gap for patients with OUD.
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Table 1.

Topics for which Recommendations Were Extracted From Existing Guidelines

• Best practices to screen, diagnose, and treat OUD

• Best practices for the treatment of opioid withdrawal

• Best practices to manage perioperative and acute pain in patients with OUD

• Best practices to manage patients whose goal is not complete abstinence

• Best practices to link patients with OUD to addiction treatment
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Table 2.

Society of Hospital Medicine Key Guidance for Opioid Use Disorder Assessment, Treatment, Overdose 

Prevention, and Care Transitions for Hospitalists

Non-Stigmatizing Medical Communication and Language for People Who Use Opioids

• Use non-stigmatizing and person-first language

Assessment of Unhealthy Opioid Use and Diagnosis of OUD

• Assess hospitalized patients with unhealthy opioid use for OUD

• Use the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM – 5) criteria to diagnose OUD

• Offer HIV, hepatitis A, B, and C, syphilis, pregnancy testing, and urine drug analysis to patients who meet DSM–5 criteria for 
OUD

OUD Medication for DSM–5 Confirmed Diagnosis

• Use shared decision making to initiate medications for OUD

• Offer buprenorphine or methadone as first line agents to treat opioid withdrawal and OUD

• Initiate buprenorphine at 2 to 4 milligrams

• Initiate methadone at 20 to 30 milligrams to treat opioid withdrawal and/or OUD

• If already performed, review an EKG to assess for QTc prolongation as part of a risk-benefit assessment when initiating 
methadone

• Prescribe non-opioid adjunctive medications, as appropriate, (e.g., clonidine, loperamide, NSAIDs, acetaminophen, ondansetron, 
hydroxyzine) for opioid withdrawal symptoms in addition to buprenorphine or methadone

• Offer intramuscular (IM) naltrexone if the patient prefers opioid antagonist treatment to methadone or buprenorphine

Acute Pain and/or Perioperative Pain Management in the Setting of OUD

• Assess and treat pain in the setting of OUD

• Continue buprenorphine or methadone during hospitalization, including in the setting of acute pain and the perioperative period

Care Transition at Hospital Discharge

• Obtain an X-Waiver to prescribe buprenorphine at hospital discharge

• Link patients to a buprenorphine prescriber or an opioid treatment program when they want to continue buprenorphine or 
methadone following hospital discharge

• Link patients to psychosocial support, mental health treatment, mutual support groups, peer recovery supports, harm reduction 
services, and, if appropriate, resources for access to housing and shelters when they desire these services following hospital 
discharge

• Discharge patients on medication for OUD to facilities that will continue these medications when patients require post-acute care 
following hospital discharge

• Prescribe naloxone at hospital discharge for all patients with OUD
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