Clinical Pathway for Medical Management of Opioid
Withdrawal and Opioid Use Disorder in Community
Residential WMS

Is buprenorphine

indicated?

Is the client in moderate
withdrawal? COWS =13

Sufficient time since

last opioid use?

¢ Short-acting opioid:
>12h

¢ Intermediate-acting
opioid: >18h

¢ Fentanyl: >48h

e Offer microdosing with
symptomatic support
until appropriate time
frame from last use,
then standard start.

OR

e Instruct staff or client
to monitor for withdrawal
symptoms using SOWS
and complete a client-led
induction or “home-start”
in the facility, when
appropriate timeframe
and withdrawal.

T

Initiate
buprenorphine

e Usual starting dose:
4mg

e Elderly/on BZD/unsure
of last opioid use: 2mg

Reassess in 1 hour

Symptoms improved
or stayed the same?

Rapid worsening of

symptoms is likely

precipitated withdrawal:

o Offer symptomatic
treatment.

¢ Hold buprenorphine
for 24h before restart
or microdosing.

OR

e With known high
tolerance, consider
offering macrodosing:
8-16mg, followed by
8mg q2h until symptoms
relieved, max 32mg/24h

f

Give another 2-4mg

® Reassess every 1-2h, repeating 2-4mg dosing as
required for ongoing withdrawal symptoms

e Max 16mg for day one
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Is methadone
indicated?

Initiate methadone
e Usual starting dose: 30mg

e If at higher risk of toxicity:
20mg

¢ If recently abstinent from
opioids: 10mg (see higher risk
of opioid-induced sedation or
toxicity risks on next page)

e Offer symptomatic treatment
of withdrawal symptoms

*Consider adding SROM for
people who use fentanyl daily

Titrate methadone

e Starting dose 20 or 30mg:
Maintain dose for 3 days,
then increase by 10-15mg

e Starting dose 10mg:
Maintain dose for 5 days,
then increase by 5mg

Before discharge

e Ensure client has a prescription
to last them until their
follow-up prescriber
appointment.

¢ Provide naloxone kit.

¢ Provide harm reduction
resources.

e Give total Day 1
dose as a single dose

¢ Give an additional 2-4mg if
necessary; goal is alleviation
of withdrawal symptoms for 24h

Client presents with opioid use disorder *Indications, contraindications, & precautions on next page

Is slow-release oral morphine
(SROM) indicated?

o Offer symptomatic
management.

o Offer RAAM referral/
harm reduction
resources.

¢ Provide naloxone kit.

Initiate SROM

e Usual starting
dose: 60-120mg

e Consider higher
starting doses
(up to 200mg) for

those with
known high
tolerance/using
illicit fentanyl

Titrate SROM

e Consider dose
increases of 30-60mg
every 48h as needed

*Consider opioid tolerance
when titrating the dose

e Average daily dose
200-800mg, up to a
max of 1200mg/day

Days 3+
¢ Increase by

2-4mg daily if needed
for alleviation of
withdrawal symptoms
for 24h
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BUPRENORPHINE

Use buprenorphine when...

e Client prefers buprenorphine

e Higher risk of opioid-induced
sedation or toxicity
* Known QT

prolongation/history of
ventricular arrhythmias

» Difficulty accessing methadone
after discharge

¢ Hold OAT medication if intoxicated, sedated, or impaired level of consciousness.

METHADONE

Use methadone when...
e Client prefers methadone

¢ Contraindication to
buprenorphine

e Unsuccessful with
buprenorphine initiation or
tolerance in the past

* Ongoing high-risk use despite
24+mg of buprenorphine

High-risk use: Reqular use of
fentanyl, opioid + benzodiazepine
use, overdoses, injection-related
infections

PRACTICAL PRECAUTIONS TO OAT

Use SROM when...
e Client prefers SROM

e Contraindications to
buprenorphine or methadone

e Unsuccessful with
buprenorphine or methadone
initiation or tolerance in the
past

* SROM can be added to
methadone when there is
ongoing high-risk use on
methadone alone

* Consider referring to hospital for management if client is on OAT and has acute liver or respiratory illness.

e Use lower starting doses and monitor closely if the client is on high doses of sedating drugs, especially
benzodiazepines. Methadone can be particularly dangerous when combined with benzodiazepines.

* SROM is contraindicated in renal insufficiency. Measure renal function before SROM start in the elderly.

e Clients on higher doses of methadone (120+mg) should have an ECG to check QT interval.

¢ Send the client on OAT to the ED if they show signs of impending overdose (methadone overdose has an

insidious onset and is easily missed).

FOR COMPLETE INFORMATION ON PRESCRIBING AND A LIST OF CONTRAINDICATIONS,

REFER TO THE PRODUCT MONOGRAPHS

HIGHER RISK OF OPIOID-INDUCED SEDATION OR TOXICITY:

¢ Use of any sedating substance (BZD, alcohol, other)

e Respiratory disease, e.g., COPD, sleep apnea

e Lower opioid tolerance, e.g., recent incarceration or discharge from inpatient rehabilitation, use of prescription

opioids vs. illicit fentanyl

* 60+ years old

e Liver dysfunction, e.g., cirrhosis with low albumin, high INR
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