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Opioid Use Disorder 
Clinical Pathway Vision  
& Recommended Approach 

Vision for OUD 

Opioid use disorder (OUD) is a chronic medical problem that waxes and wanes over time. Like diabetes  
it can lead to dangerous medical complications and can be challenging to manage during an acute hospital 
stay. Also, like diabetes, both pharmacologic and “lifestyle changes” are important in successfully 
managing this illness. 

People who are physically dependent on opioids live with a fear of withdrawal symptoms. These can be 
dramatic with vomiting, diarrhea, jerking and writhing. But even mild withdrawal leads to anxiety, 
insomnia, and a dysphoria that most patients find intolerable. When patients are struggling with 
withdrawal, they are not able to effectively engage in care or work with staff constructively. The urgency 
to relieve this acute withdrawal will override almost any other priority or concern the patient may have. 

Both patients and hospital staff are often focused on the desire to “detox” assuming that once withdrawal 
is no longer a concern the addiction problem will not return. Experience shows that even for patients who 
successfully stop opioids for a period - whether during a hospital, in a treatment program or when 
incarcerated - relapse to opioid use over the next few weeks or months is the most common result. When 
patients relapse after periods of abstinence there is a higher risk of a fatal overdose and many people 
struggling with sobriety die this way. 

As with diabetes, short term management of the acute problem will ideally lead into a long-term 
management plan. 

The Opioid Use Disorder Inpatient Clinical Pathway (OUD Pathway) aims to deliver a set of materials and 
tools for use in hospitals to allow patients with OUD to receive safe, effective, and compassionate care. 
Protocols have been designed with the goal of enabling the patient to complete treatment for medical, 
surgical, or psychiatric problems that brought them to the hospital. The management strategies applied  
in the hospital will need to be connected to long term evidence-based strategies to help patients  
remain successful. 

The purpose of the OUD Pathway is: 

• To provide guidance for clinical teams to provide care that is safe, effective & compassionate to 

patients with opioid use disorder who have a concurring medical, surgical or psychiatric issue. 

• To increase alignment in clinical care delivery across the System by sharing best practices. 

• To promote language that is dignifying and humanizing for the people we serve. 

• To eliminate stigma associated opioid use disorder that impedes effective care. 

• To integrate care for opioid use disorder into the broader spectrum of care we provide. 

• To increase awareness of the prevalence of opioid use disorder. 

• To align clinical and patient education for opioid use & withdrawal. 
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• To ensure tools in Epic are optimized and workflows are  
available to support the Pathway guidelines. 

• To support Opioid related measures and initiatives throughout  
the system. 
 

What is a clinical pathway? 

A clinical pathway is a defined sequence of clinical interventions to guide clinicians in  
providing efficient, coordinated delivery of high-quality care. It is intended to be utilized by a 
multidisciplinary team and to focus on the quality and coordination of care. Clinical pathways aim to 
improve patient outcomes and experience of care through minimizing duplication of efforts, excess 
resource usage and differences in the interpretations of guidelines and best practices. Furthermore,  
this clinical pathway improves the caregiver experience through equipping them with tools to provide 
evidence-based care for a complex and often-stigmatized disease, and furthermore, offering a framework 
to impact the perception and treatment of persons with substance use disorders. The Providence Mental 
Health & Substance Use Clinical Performance Group (MHSU CPG) has worked with interdisciplinary subject 
matter experts throughout all seven regions of the organization to create, evaluate and approve the 
pathway content, and is eager to share this body of work with all who endeavor to transform and improve 
care for patients in the hospital who experience OUD. 

Playbook contents & how to approach 

This pathway playbook includes a variety of resources to ease the way of the leader aiming to implement 
this pathway, many of which will be essential to the process, and some of which will be optional based on 
the context of application. The high-level organization of materials follows this order: 

• Central approach & guiding principles 

• Project planning tools and templates 

• Clinical guidelines, workflows, and training resources 

The order of these materials is intentional to first provide a grounding in the purpose of this work, then 
offer a framework for organizing and sustainably structuring the process and, finally, to give the user the 
proper array of materials to implement and measure progress. Finally, this playbook is intended as a 
guideline and menu of resources to be selected from and applied as needed. There will be nuances to 
every care environment and clinical team which will inform how the work proceeds. However, the central 
aim and approach to care for individuals experiencing OUD will be universally applicable, connecting this 
work across every facility and team that endeavors to implement this Pathway. 
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Introduction 

The United States has been in the throes of an opioid epidemic for the past 3 decades, which has now 
been exacerbated by a rise in substance use ushered in by the 2020 COVID-19 pandemic. According to 
Velander (2018), “more people die of drug overdoses than any other form of accidental death, and opioid 
overdose rates surpass historic peak death rates from human immunodeficiency virus (HIV), gun violence, 
and motor vehicle accidents.” Mortality is not the only societal cost related to opioid overdose. In 2014, 
there were approximately 53,000 hospitalizations and 92,000 ED visits for unintentional, opioid overdose 
across the United States (Center for Disease Control [CDC], 2017). Worldwide, the estimated financial cost 
of the opioid epidemic in 2015 was $504 billion (Substance Abuse and Mental Health Administration 
[SAMSHA], 2018). It is estimated that 4% of all hospitalized patients have OUD (Liebschutz, 2014). As 
hospital visits, overdoses & deaths continue to increase, the impact of this disease reaches all providers, 
caregivers and communities, and a need for effective care is paramount. While treating opioid use 
disorder is complex, the literature demonstrates that comprehensive treatment, including medication 
assisted treatment (MAT), can save lives. The purpose of this paper is to describe the nature of the opioid 
problem as a public health crisis in the United States and present evidence for the implementation of MAT 
as best practice and the gold standard to improve outcomes in this patient population. 

Mortality trends 

In recent decades, opioid related mortality has increased substantially, with a peak increase between  
the years 2013-2015 of 9% each year (CDC, 2017). Between 1999 and 2015, overall drug overdose deaths 
increased from 6.1 to 16.3 per 100,000 of the total population. This trend has increased through 2017.  
The initial increase in opioid addiction is attributed to over-prescribing practices. In response to these 
alarming trends, providers have demonstrated more prudence in prescribing opioids, as evidenced by 
recent statistics showing prescribing levels have decreased (Hedegaard, Minino, & Warner, 2018). The 
overall rate of opioid use continues to increase, however, with highly potent opioids entering the street 
market increasingly through illicit means. Drugs such as fentanyl and carfentanil are associated with an 
increased risk of overdose and higher rates of dependence than other opioids like morphine and heroin. 
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Figure 1: Age-adjusted rates of drug overdose deaths and drug overdose deaths involving any 
opioid, for all intents and for unintentional intent, by year – United States, 1999-2015 

 
(National Vital Statistics System, 2017) 

 

Figure 2. Age-adjusted drug overdose death rates: United States, 1999-2017 

 
(National Center for Health Statistics, 2018) 
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Figure 3. Age-adjusted drug overdose death rates, by opioid category:  
United States, 1999-2017 

 
(National Center for Health Statistics, 2018) 

 

Impact on Washington State 

The State of Washington has experienced health impact trends parallel to the rest of the nation, including 
an increase in opioid overdose deaths, despite improved provider compliance with published opioid 
prescribing guidelines. As shown in Figure 4, opioid prescribing rates have been decreasing since 2008, 
and the number of overdose deaths as a result of prescription opioids has trended down with prescribing 
rates. However, there has been an increase in number of overdose deaths related to heroin and synthetic 
opioids, which has kept the overall opioid related mortality steady over the last few years, as shown in 
Figure 5. 
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Figure 4. Prescription Opioid Overdose and Prescribing Rate in Washington 

 
National Institute on Drug Abuse (2019) 

 

Figure 5. Number of Deaths Involving Opioids by Year and Type in Washington 

 
(Washington Department of Health, 2018) 
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Opioid Use Disorder is a chronic medical condition. 

The medical community’s understanding of how to treat opioid use disorder continues to progress with 
consensus that addiction is a chronic condition requiring treatment practices similar to those of other 
chronic illnesses, like diabetes and cardiovascular disease. Comprehensive chronic disease management 
can help patients with substance use disorders (SUD’s) stabilize, achieve remission of symptoms, and 
establish long-term recovery (SAMHSA, 2018). Chronic disease management should include referring 
patients to resources in their community and assisting patients in navigating the healthcare apparatus to 
address behavioral health and social needs. As with other chronic conditions, patients demonstrate 
varying degrees of adherence to the treatment program. It is not uncommon for patients with OUD to 
experience a relapse of symptoms requiring acute treatment, even after long periods of remission 
(SAMHSA, 2018). Given the risk of relapse and complex mental health and social issues often coexisting 
with OUD, inpatient providers may be reluctant to initiate MAT. However, the latest evidence 
demonstrates MAT leads to improved outcomes, including preventing risk of death due to overdose. 
These improved outcomes are shown to outweigh any risks associated with treatment. 

Barriers to treatment 

Unfortunately, most individuals with OUD are not currently receiving treatment, with only 20% having 
received specialty care within the previous year (Saloner & Karthikeyan, 2015). Many of those who do 
receive treatment are not given access to the best treatment modalities, which include buprenorphine or 
methadone-based MAT. Despite evidence which strongly supports addition of MAT medications to 
treatment plans (Velander, 2018), only a third of those who are receiving specialty care are prescribed 
MAT. High rates of relapse and treatment drop-out in patients with OUD lead to increased vulnerability to 
opioid poisoning. Due to the increased risk of unintentional overdose from opioid use following periods of 
abstinence, including post-discharge from treatment or prison programs (Sordo et al., 2017), MAT is a 
critical component of a chronic-care model of treatment. Unfortunately, less than half of those receiving 
specialty treatment remain in continuous care after 6 months (Timko, Schultz, Cucciare, Vittorio, & 
Garrison-Diehn, 2016). 

Access and capacity. 

An additional barrier to adequate treatment of individual with OUD is lack of broad capacity and access. 
Were providers to prescribe MAT at levels necessitated by the burden of OUD, resources in most states 
would quickly be exhausted beyond capacity. In some communities, wait lists exist for MAT at opioid 
treatment programs, preventing timely access to care and increasing risk of opioid-related deaths (Jones, 
Campopiano, Baldwin, & McCance-Katz, 2015). Other contributing factors to low access include variable 
and inadequate health insurance coverage, as well as knowledge deficits regarding effective treatment 
options. MAT still has not been fully adopted by medical providers across disciplines, and the full range of 
social and medical support services needed to provide adequate treatment are finite and scarce 
resources. Despite local and national efforts to expand OUD treatment availability, there remains a large 
gap between those who need treatment and those who are able to receive it (Mitchell, Gryczynski, & 
Schwartz, 2018). 
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Relationship with healthcare community. 

Frequently, social stigma surrounding substance use has contributed to troubled relationships between 
individuals with OUD and the health care providers. When seeking treatment for addiction or other 
concurrent medical issues, persons with OUD often suffer from withdrawal symptoms and cooccurring 
mental health disorders, both of which impair the ability to collaborate with care teams to address the 
medical condition. When the care team fails to adequately treat underlying withdrawal symptoms or 
appropriately utilize MAT to treat patients, patients are less likely to comply with treatment and are at 
increased risk to drop out of treatment and even relapse. Previous negative experiences with healthcare 
providers can contribute to a reluctance to seek care in the future. Each time a patient experiences 
under-treatment due to judgment or stigma, trust in the healthcare system erodes, creating a significant 
barrier to appropriate treatment at a later date. 

Treating Opioid Use disorder 

Medication Assisted Treatment 

In response to the enumerated challenges in treating OUD and in light of the public health crisis at hand, 
leading global organizations such as the World Health Organization (2009), the US Department of Health 
and Human Services (2016), the Substance Abuse and Misuse Organization (2018), and the American 
Society of Addiction Medicine (Kampman & Jarvis, 2015) have published treatment recommendations.  
A review of the literature supports use of opioid agonists or antagonists as part of MAT. Patients who 
receive treatment with methadone or buprenorphine experience lower mortality, primarily due to a 
reduction in drug-related overdose (Schwartz et al., 2013). In a largescale French study, after 
buprenorphine was made widely available to the medical community, overdose deaths were drastically 
reduced (Auriacombe, Fatséas, Dubernet, Daulouède, & Tignol, 2004). 

Table 1. Percent Annual Change in Overdose Deaths Reported from 1993-1999 

Year Overdoses % Change from prior year 

1993 454  

1994 564 +24% 

1995 465 –18% 

1996 393 –16% 

1997 228 –42% 

1998 143 –37% 

1999 120 –16% 
 

(Auriacombe, Fatséas, Dubernet, Daulouède, & Tignol, 2004). 

 



 

 

 

 

11       INPATIENT OPIOID USE DISORDER CLINICAL PATHWAY PLAYBOOK 

While initiation of MAT has typically been offered in the outpatient setting, acute care hospitals and 
emergency departments are increasingly impacted by the rising prevalence of OUD. ED visits where opioid 
misuse was a primary diagnosis nearly doubled from 2005-2014 while inpatient visits increased 64% 
(SAMHSA, 2018). Nearly 25% of all patients who are seen in the ED for opioid misuse require admission to 
the hospital (Liebschutz, 2014). The challenges of treating OUD combined with increased inpatient volume 
of OUD, make it imperative that hospital providers understand this condition and the current evidence-
based principles for effective treatment. 

MAT in the Hospital Setting 

Historically, patients who are dependent on opioids admitted for other medical reasons have been 
expected to detox during their hospital stay. In some cases, these patients are offered medications to 
address withdrawal symptoms until detox is complete. However, strong evidence exists which suggests 
MAT should be initiated while patients are still in the hospital setting. In a randomized trial, Liebschutz et 
al (2014) referred patients with OUD to the hospital’s primary care clinic after discharge, comparing groups 
that received induction and intrahospital dose stabilization of buprenorphine (linkage group) to those who 
were placed on a detoxification protocol. The linkage group participants were found more likely to follow-
up with treatment when compared with the detoxification group (72.2% versus 11.9%). More than one third 
of linkage group participants reported zero illicit opioid use during the six months following the initiation 
of MAT, compared to only 10% of those under the detoxification protocol. Maintaining engagement in 
treatment remains a challenge in all groups, with only 18% of patients continuing in the treatment program 
after 180 days. Still, 18% compliance 180 days out is higher than the initial percentage of patients in the 
detoxification group that followed through with outpatient treatment from day one. Therefore, the 
patients who received MAT were positioned for a better long-term outcome. Though it is not required to 
have a DATA 2000 waiver to initiate buprenorphine in the inpatient setting, training is recommended and 
is necessary for discharging patients with a prescription. 

In another randomized clinical trial, Dionofrio et al (2015) examined outcomes in patients with OUD seen in 
the emergency department. Three interventions were randomly assigned to patients: one group received 
only a referral to outpatient treatment; a second group was given a brief intervention (additional 
discussion and education on opioid use and treatment); and the third group was given a referral, brief 
intervention and ED-initiated buprenorphine treatment. The group that received buprenorphine treatment 
had increased engagement in treatment (from 45% to 78%) and decreased reported illicit drug use. In 
pregnant populations, referral, brief intervention, and opioid agonist treatment is recommended over 
supervised withdrawal (American College of Obstetricians and Gynecologists [ACOG], 2017). In agreement 
with the aforementioned studies, the ACOG position asserts the standard of care is to address opioid 
dependence and withdrawal in the pregnant patients with opioid agonists, as withdrawal without MAT 
support is associated with higher relapse rates and therefore worse medical outcomes and complications 
of opioid use. 
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Chronic disease model in treating OUD. 

During an inpatient stay for acute medical illness, opioid dependency often comes to light during a time 
when patients are experiencing an increased motivation to make changes in their lives (Suzuki, 2016).  
Just as a diabetic patient who is admitted with DKA, the acute emergency (DKA) is treated and the chronic 
underlying problem is addressed, with patients receiving guidance to accept a pathway of ongoing care. 
This standard of care, which often includes education and referrals to outpatient providers is 
administered to the patient as a basic expectation during the hospital episode. 

Providers are familiar with the counseling and referral process as it relates to alcohol and nicotine 
dependence, as these interventions have been widely utilized for many years. The MAT model is similar to 
the medical treatment model used in the treatment of diabetes or hypertension, where treatment is 
initiated, and medication is titrated during hospitalization to optimum effect. The patient is then 
discharged with a treatment plan that includes follow up with a primary care provider. Similarly, in the 
treatment of OUD, it is recommended that brief counseling and referrals should be provided. A majority of 
patients with OUD will be open to initiated MAT (Suzuki, 2016) and adding MAT to the interventions will 
increase engagement, decrease relapses, and therefore lead to improved outcomes (D’Onofrio, et al, 
2015).  

Overcoming barriers to hospital treatment of OUD 

In the current state, patients admitted to the ED or inpatient departments are often expected to 
participate effectively in their care despite suffering from the effects of withdrawal. However, the 
evidence demonstrates that medication tapers and supervised withdrawals have poor outcomes when 
compared to MAT (SAMHSA, 2018). Patients who do not receive MAT during their hospital stay are much 
more likely to sign out against medical advice (AMA) or use illicit drugs while they are in the hospital. 
Figure 6 shows the rate of AMA disposition for individuals diagnosed with OUD at one Providence hospital 
(Providence Alaska Medical Center).  

Figure 6. One year rate of AMA disposition in patients at PAMC (2017-2018) 

AMA rates in patients >17yrs old, all diagnoses 

 AMA Total Cases % AMA 

ED 130 10990 1.20% 

Inpatient 43 3377 1.30% 

    

AMA rates in patients diagnosed with opioid addiction 

 AMA Total Cases % AMA 

ED 17 944 1.80% 

Inpatient 74 937 7.9% 
 

(Internal reporting, PAMC, 2018) 
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When facing withdrawal symptoms, patients who are dependent on opioids may have conflicts with 
hospital staff or become combative. They may find the pain of being treated under those conditions 
unbearable and elect to leave the facility before it is medically safe for them to do so. By contrast, patients 
for whom withdrawal symptoms are controlled by MAT will be far more likely to follow up with referrals 
they receive while in the hospital. This early engagement increases the likelihood of successful recovery. 

While it is ideal to transfer patients seamlessly between inpatient and outpatient services, many 
communities do not have robust outpatient services that can accept a large influx of new patients with 
OUD. However, the relative scarcity of treatment options should not prevent providers from treating 
patients according to best practice. The health care community, including Providence St. Joseph Health, 
is actively working to prioritize the expansion of these services, but in the interim, inpatient providers 
should continue to follow evidence-based practice. Just as a waitlist for the community hypertension 
clinic does not prevent providers from treating patients medically during their hospitalization, discharge 
difficulties should not interfere with following MAT guidelines. It is noteworthy that while “non-
compliance” is often cited as a reason that patients experiencing OUD are undertreated, there is also a 
high incidence of non-compliance in patients with other chronic medical diagnoses (diagnosis of asthma, 
diabetes, hypertension, etc.). In these cases, a patient’s lack of motivation to continue care post-
discharge is not considered a barrier to treatment during hospitalization. 

Pharmacology 

There are 3 medications that are FDA-approved for the treatment of OUD, all of which act on the mu opioid 
receptors: methadone (full agonist), buprenorphine (partial agonist) and extended-release naltrexone 
(antagonist). All three of these medications help in treatment of OUD by blunting or blocking the effects of 
illicit opioids and reducing cravings. Added benefits of methadone and buprenorphine are that they 
effectively mitigate withdrawal symptoms. These medications are the basis of MAT and are strongly 
supported by current evidence as the best method to treat OUD and reduce the risk of overdose death in 
patients (Mattick, 2013) 

Methadone. 

Methadone has been the most commonly used form of OUD treatment. It is considered a first-line 
maintenance treatment for opioid use disorder. The greatest risk in methadone treatment is the risk for 
respiratory depression and potential for diversion. As already described, patients receiving methadone 
have improved outcomes when compared to patients receiving placebo or no medications (SMHSA, 2016). 
However, methadone cannot be prescribed on discharge with maintenance doses. Patients receiving this 
modality of treatment will need to be seen by an outpatient provider before they can continue this 
therapy. Hospital providers should attempt to arrange a seamless transfer to a methadone clinic upon 
discharge. Typically, with a 7-day advanced notice of a pending discharge outpatient methadone 
maintenance follow up can be arranged to coordinate with day of discharge.  
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Buprenorphine. 

Buprenorphine, another alternative for treating OUD has been shown to be safer than methadone. There is 
a lower “ceiling” for this medication, so there are limits to how much an increased dosage will increase any 
opioid effects. This reduces the risk of respiratory depression and other symptoms of overdose. However, 
buprenorphine does have a higher rate of treatment drop-out when compared to methadone (Mattick, 
2009). Due to its reduced risk for overdose, buprenorphine is the recommended first-line maintenance 
treatment in patients with severe OUD (Strain, 2018). Buprenorphine can be prescribed as a single 
modality or in combination with naltrexone and can be prescribed (by waivered providers) on discharge as 
a bridge to follow-up treatment. As previously stated, this method is preferred and more effective than 
detox methods (Suzuki, 2016). Typically, outpatient follow up for buprenorphine (with or without 
naltrexone) treatment can be arranged within the community given availability of waivered providers. 

Naltrexone. 

As an opioid antagonist, naltrexone is effective in negating the positive effects of taking opioids. One 
challenge is that withdrawal must be completed prior to initiating naltrexone treatment. The patient must 
be opiate free for a minimum of 7-10 days before naltrexone is initiated. Naltrexone therapy could be a 
preferred therapy for those who are highly motivated and have mild OUD (Strain, 2018). For example, in 
those who must abstain from opioids entirely in order to continue their employment, naltrexone alone 
could be the preferred therapy. Because naltrexone is also FDA approved for alcohol relapse prevention, 
this could be an excellent option for those who have alcohol dependence as a co-occurring disorder. 
(Connery, 2015). 

Conclusion 

Ultimately, by providing the best treatment modalities with a patient-centered care approach, individuals 
with OUD will have the best chance of recovery. Furthermore, the best current evidence establishes that 
MAT decreases illicit opioid use and reduces risk of opioid-related overdose deaths. With decreased 
frequency and quantity of use, it follows that MAT contributes to a decrease in criminal activity associated 
with opioid use and reduces infectious disease transmission rates. Patients who have medication 
included in their OUD treatment are twice as likely to remain engaged in treatment (Connery, 2015).  
A primary goal of treatment in the patient dependent on opioids is to help them achieve improved  
quality of life and social functioning. It is clear MAT is an evidence-based approach to help ensure these 
improved outcomes. 
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Guiding Principles of Care for 
Substance Use Disorders 

1 The disease of addiction is a chronic medical condition that can be managed through 
compassionate respectful clinical interventions. 

2 Patients that have opioid use disorder (OUD) will be treated with evidence-based strategies for 
withdrawal prevention, management of withdrawal symptoms, and pain management. 

3 Caregivers will learn about the disease of addiction and develop communication tools that will allow 
them to relate to patients nonjudgmentally. 

4 It is possible and necessary to build a positive relationship between caregivers and patients that 
suffer from substance use disorders. Patients can learn to be curious about the disease and talk 
with their providers around their readiness for change and goals for health. 

5 Caregivers recognize that moral judgments do not produce positive health outcomes. 

6 Caregivers will partner with patients and visitors to discuss any safety issues that may arise.  

7 Trauma informed care principles of recognizing what has happened to the patient will guide  
all practice. 

8 All patients that are suffering from the disease of addiction deserve effective & respectful medical 
care. Understanding that patients use substances to manage their addiction helps prevent moral 
judgment. 

9 Medication treatment will be the standard of care for the treatment of OUD and implemented with 
current evidence-based standards including multi-modal pain control. 
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Language Guidelines 

Language matters.  

Stigma is one of the biggest barriers to treatment & recovery for substance use disorders today. There are 
a lot of stigmatizing words common in our day-to-day language.  

 

By choosing alternate language, you can help break down the negative stereotype associated with 
substance use disorder. 
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Ramp-Up Planning & Training 
Recommendations 

Initial Considerations 

To achieve success, this body of work will require intentional planning, leader sponsorship and ongoing 
attention, as the nature of this Pathway encompasses changes in both clinical practice and cultural. 
Based on experience implementing within a handful of hospitals within Providence, the following 
recommendations have been compiled to guide implementation and roll out, recognizing that there may 
be a few stages to the work based on the size and structure of your hospital and organization: 

• Establish a Substance Use Disorder (SUD) Council to provide ongoing oversight and support for this 
work within your care settings. This group should be chartered and should include key stakeholders 
and sponsors, spanning executive leadership & clinical caregivers, as relevant. An example of a 
charter is included later in the playbook. 

• Create a support mechanism for clinicians and teams to have conversations about complex cases 
and to support one another – examples include huddles, rounds, complex case review, team 
meetings. 

• Find clinical champions to advocate the work to and secure buy-in from their colleagues within the 
units where the Pathway is being implemented. 

• Plan a phased implementation, unit by unit, beginning small and tracking what goes well and what 
could be improved – more on that later, with respect to the Plan-Do-Study-Act (PDSA) approach. 

• Spend time training clinical staff, a portion of which should be in-person, if not possibly to do 
entirely – while this may be challenging given the realities of clinical schedules, up-front investment 
will secure sustained success. 

• Short “refresher” training sessions are helpful at a regular cadence to check in and revisit the 
concepts introduced in the initial training sessions. These can be shorter and spaced apart 6-12 
months, based on availability and preference. 

On the next page are some more specific recommendations around securing leader and stakeholder 
support for this work, as well as some timing recommendations for training clinicians. 
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Phase 1: Stakeholder Engagement / 3-4 weeks 

Convene Pathway Project Leadership Team, with regular meetings to plan implementation, address 
barriers and track progress. Plan stakeholder engagement in 2 phases, over 3-4 weeks, as follows: 

 

Phase 2: Training Strategy / 3-4 weeks 

Training activities may be contextualized to fit your ministry, but a recommended cadence and division of 
time may look as follows: 
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Plan-Do-Study-Act Approach to Implementation 

We recommend employing the Plan-Do-Study-Act (PDSA) approach to implementing this work.  
PDSA is a central component of the Model for Improvement framework developed by the Associates in 
Process Improvement, and centers on a short test of change methodology by which one may 
incrementally assess an intervention in a complex environment to determine how best to implement and 
sustain improvement. It is a simple, yet powerful tool to effect positive change. The basic premise is to 
start a proposed project small and generate short-term tests with clear indicators or measures of success 
that you plan, do (implement test), study (observe the results) and act on what is learned. 

 

Model for Improvement 

 
This has been adapted from the Institute of Healthcare Improvement 
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Project & Change  
Management Tools 
Successful OUD Pathway implementation hinges upon effective organization and efficient project 
management. It is recommended that one team member is resourced as the project manager and will be 
adequately equipped to maintain the structure of the project and keep the various elements and 
stakeholders engaged and on track throughout the course of the project. Organizations vary in levels of 
availability of dedicated project management resources, and clinical teams vary in levels of familiarity with 
clinical improvement projects. In addition to the resources that have been enclosed in this playbook, below 
is a list of essential project and change management tools for consideration during the planning and 
implementation phases of this effort, along with a short description of each tool and a link to either a 
template or a diagram to illustrate the principle or concept. 

 Tools Purpose 

• Project Charter 
Document that formally authorizes work to start. Used to define high-level objectives and 
deliverables, stakeholders, risks, constraints, and assumptions. 

• Project Planning Form A document that defines how the project is executed, monitored, and controlled. 

• Cascading Executive 
Sponsorship 

Sponsorship is a key to success, as sponsors provide guidance, remove obstacles and 
barriers, and maintain a positive perspective to drive the project forward. The downward 
flow of responsibility and upward flow of accountability is called “cascading sponsorship,” 
and takes place at the executive, director, and local levels. Use this diagram to think 
through your local context and who will be critical to engage along the way. 

• Elevator Pitch 
A technique/tool used to persuade and share project goals with sponsors and stakeholders. 
It’s recommended to have a short and long version. The 4-P’s template can assist with 
clarifying the message and creating a concise elevator pitch. 

• Driver Diagram 
A visual display of a team’s theory of what “drives” or contributes to the achievement of a 
project aim. 

• SIPOC  
A process improvement tool used to summarize inputs and outputs of one or more 
processes. It stands for Suppliers, Inputs, Process, Outputs, and Customer. 

• Customer Promise 
A tool used to identify customers and to understand their pain points and problems. A 
“promise statement” is often used to explicitly state how customer pain points and 
problems can be addressed and the resulting impact. 

• PDSA Cycle Tracker 
PDSA = “Plan, Do, Study, Act” is an approach to testing improvements 

An improvement project tracking tool used to monitor the status of PDSA cycles. 

 
• Highly Recommended Tools • Helpful / Suggested Tools 
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Measurement Framework 

Metric Domain Measure Name Measure Description 

Process Metrics  

OUD Screening & 
Assessment 

SUD Screening 
COWS Utilization 

Rate of Completion of the NIDA Quick 
Screen/ TAPS1 
Rate of Clinical Opiate Withdrawal Scale 
(COWS) Completion 

Intervention MAT Utilization 
Percentage of patients identified with an 
Opioid Use-related Disorder who were 
provided MAT for OUD 

Diagnostic Accuracy Accurate OUD Diagnosis w/ MAT 
Percentage of encounters where OUD is 
being accurately reflected in the encounter 
diagnoses 

Outcome Metrics  

AMA AMA Disposition Rate of AMA disposition for OUD patients 
(per 1000 discharges) 

Readmission 30 Day Readmissions  30 Day Readmission Rate for OUD Pathway 
Patients (per 1000 Admissions) 

Length of Stay Length of Stay 

Average Length of Stay (days) for 
Discharged Patients in the OUD Pathway 
Median Length of Stay (Days) for Discharged 
Patients in the OUD Pathway 

MAT Follow Up MAT Follow Up Scheduled 

% of OUD Pathway Patients Receiving MAT 
Who Have a Scheduled Outpatient MAT 
Follow Up Appointment 
% of Patients Who Have Been in Outpatient 
MAT Treatment for 90 Days Post- Hospital 
Discharge 

Provider Perception Metrics  

Caregiver Perception    

Caregiver Perception: 
Incorporating MAT into daily 
practice with OUD patients 

% of Survey Respondents who “Agree” or 
“Strongly Agree” with the survey item: “I 
incorporate MAT into my daily practice 
when people present with Opioid Use 
Disorder” 

Caregiver Perception:  Not having 
skills needed to work with 
patients that have SUD issues 

% of Survey Respondents who “Disagree” or 
“Strongly Disagree” with the survey item:  “I 
do not have the skills I need to work with 
patients that have substance use disorders” 
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Substance Use Disorder (SUD)  
Council Charter 
A best practice to achieve strong and sustained engagement in this work from sponsors and key 
stakeholders throughout your facility is to convene a Council for SUD. The scope of this council can be 
tailored to the extent of the will in your organization but should center around improving experience of 
care for patients experiencing SUDs and caregivers who care for them, as well as driving better outcomes 
through evidence-based care delivery. Below is an example of a charter for a SUD Council at a Providence 
hospital in Alaska. 

Mission Statement 

As expressions of God’s healing love, witnessed through the ministry of Jesus, we are steadfast in serving 
all, especially those who are poor and vulnerable.  

Purpose 

This council exists to support the integration of evidence-based practice of substance use and misuse 
disorder treatment in all care settings. 

Scope/Functions/Objectives 

Scope: This council will help to implement the IFSP and provide leadership for the Providence Alaska 
Region in guiding care and development of programs. Supervises multiple sub-committees’ activity, 
providing direction and accountability of their efforts. 

Specific Functions/Critical Objectives: Create, refine, approve, implement, and sustain the following 
components of the overall substance misuse and prevention pathway. 

• Current treatment inconsistencies identified, and solutions implemented:  treatment plan, 
individual location practices, team participants, clinical contexts.  

• Care Conference: guidelines are aligned, clear objective provided, identified participants are well 
informed across all patient discharge participants. 

• Provide a robust education plan supports all involved caregivers and providers to carry out action 
steps that follow the direction of the expertise groups. Addresses caregiver and provider self-
awareness, potential bias, compassion needs, case fatigue, assessment tool use, policy revisions, 
implementation schedules and engages the full clinical treatment pathway components. 

• Monitor pilot programs: new process development and implementation.  Data collection, data 
reporting and associated program and task adjustments needed as iterative changes are 
implemented. 
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• Facilitate community resource involvement. Utilize communication, influence, and other modalities 
to give voice and power to local physician involvement, utilization of grant resources, knowledge, 
focus groups, ECHO and addiction fellowship participation. 

Council Membership – Roles & Responsibilities 

Participants/Membership – Outline who will be on the council.  i.e., ratios (# of day nurses vs. night nurse) 
or (# of physicians vs. nurses) 

Ad Hoc Members – List who will be Ad Hoc Members  

Roles & Responsibilities: Outline each job function for the individuals below.  Describe term limit.  Define 
how new person is selected at end of term.  Attendance rules 

Council Member Accountabilities  

Chairperson/Co-chairperson  

• The Chairperson/Co-chairperson serves for no less than one year. 

• Assures that meeting procedures occur according to policy. 

• Develops agenda each month prior to the meeting. 

• Attends other councils/meetings as required. 

Chair/Co-chair Elect  

• The chair elect serves for a term of one year and then assumes the Chair/co-chair elect position. 

• Communicates with chairperson/co-chairperson and advisor. 

• Observes and learns meeting flow from chairperson/co- chairperson and sponsor. 

• Attends other councils/meetings as required. 

• Leads meeting in absence of chairperson/co-chairperson. 

Council Member  

• Attendance expectations are determined within the FBC charter. 

• Represents constituents at all meetings. 

• Communicate activities of council. The FBC will determine a communication plan within the charter 
that each member will implement. 

• Complete assignments according to agreed upon timelines. 

• Prepared to participate in constructive discussion and decision-making process. The member will 
support all decisions made by the council. 

• Commitment is for no less than one year. 

Sponsor  

• Communicates with chairperson, co-chair, and other council members. 

• Mentors, guides, and supports chairperson and co-chair. 

• Serves as a resource for information. 
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Advisor/Resource – Who would the council go to for support. 

Sponsor – Who is providing leadership support 

Meeting Logistics 

Meeting Frequency – How often will the council meet?  How long will each meeting last? 

Minutes – How are minutes approved?  How are minutes distributed? 

Voting – Who will be allowed to vote on issues?  How many members must be present to be able to vote?   

Communication Plan 

Committee Communications – How does the work of the council get communicated and to who?  How will 
the facility and unit-based councils communicate? 

Committee Collaborations – List what other councils this council interacts with. 

Amendments – Note changes to the charter here along with dates of changes.   

Attachment 

• Roster 

• Meeting Guidelines – Add as appendix – OE guidelines 
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Hospital Workflow Diagram 
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Scripting Examples for Discussions  
on Substance Use Disorder 

Set the scene 

Ask permission to enter the room. “Can I take a seat?” Get on their level. Do not hover over them.  
Give choices that you are willing to abide by. Gain trust. 

 

SCENARIO 

Caring for Patients with Substance use Disorder or Suspected Substance use Disorder 

POTENTIAL FOR A POSITIVE OUTCOME 

Creating a safe environment to talk openly: 

Start the conversation by being calm, with kind open body 
language, and discussing the medical issues related to 
substance use in an honest way with a neutral tone. Providing 
reassurance that we care and that we know it can be hard to 
discuss. 

Meet the patient “where she is” and provide options. 

“I would like to help you get the best care while you are here. I 
want to hear about your concerns and then we can try to make 
the best decisions for your care together.” 

POTENTIAL FOR A NEGATIVE OUTCOME 

Creating an environment of shame and fear: 

Saying nothing and pretending it’s not happening. 

Trying to convince someone by scaring them with 
potential or current medical complications. 

Using words that express judgment or believing 
substance use is a moral failure. 
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SCENARIO 

Talking with someone that has not disclosed that they are using a substance, but you see signs  
of withdrawal (unrevealed use) 

POTENTIAL FOR A POSITIVE OUTCOME 

Creating a safe environment to talk openly: 

“You seem uncomfortable and I am noticing these symptoms…. It 
would help me to know if they were related to any substance use 
so that I could ensure your safety and/or the safety of the baby.” 

“Substance use disorders are medical conditions that require 
treatment and we screen everyone for their level of use. We don’t 
want you to feel judged for talking about substance use, we are 
here to help you and want you to know we care about you.” 

Note: In these situations, request a social work consultation to 
provide increased support, psychosocial assessment and 
intervention related to their use. The earlier a social worker is 
involved, the better rapport can be obtained during a 
hospitalization, thus leading to increased chance of disclosure 
and opportunity for intervention. 

POTENTIAL FOR A NEGATIVE OUTCOME 

Creating an environment of shame and fear: 

Avoid talking about the substance use. 

“Are you high? 

“Did you use while you were outside?” 

“You are not going to be able to leave the floor if  
you are using.” 
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SCENARIO 

Seeing needles in the room or the person appears intoxicated  
(Partially revealed but not confirmed) 

POTENTIAL FOR A POSITIVE OUTCOME 

Creating a safe environment to talk openly: 

Wait to discuss the persons use until they are no longer 
intoxicated. 

“Last shift you didn’t seem like yourself and I noticed that you 
(insert symptoms). Would it be OK if I asked about any 
substances you might be using?” 

“I am seeing signs that your body might be experiencing 
withdrawal symptoms. We think about substance use like other 
medical issues and want you to know that you can talk with me 
and I will not judge you. It can be hard to talk about this, but I 
want you to know that we are here to help. 

Note: In these situations, request a social work consultation to 
provide increased support, psychosocial assessment and 
intervention related to their use. The earlier a social worker is 
involved, the better rapport can be obtained during a 
hospitalization, thus leading to increased chance of disclosure 
and opportunity for intervention. 

If they say they are using a substance more questions: 

“We are committed making sure that you don’t suffer from 
withdrawal while you are here at the hospital. We normally start 
either buprenorphine (Suboxone) or methadone do help people 
with opioid use disorder. Would one of those make sense to you?” 

POTENTIAL FOR A NEGATIVE OUTCOME 

Creating an environment of shame and fear: 

Confronting the person when they are intoxicated with 
aggressive tone and accusing them of using. 

Giving a drug screen because you want to prove they  
are doing something wrong and the screening will not 
change clinical practice and is not medically necessary. 
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SCENARIO 

Positive drug screen for opioids (Partially revealed use by signs of use) 

POTENTIAL FOR A POSITIVE OUTCOME 

Creating a safe environment to talk openly: 

“Would it be OK to talk about we saw in your  
urine test? “ 

“I saw a needle in the bathroom (or I saw that there were signs of 
intoxication). When people are using substances in the hospital 
it’s usually to prevent withdrawing, which I know can be painful. 
We don’t want you to withdraw while you are here either. Could 
we talk about some of the options that could help you?” 

“I want to partner with you and help you get the best care. I am 
seeing signs that you might be withdrawing from opioids, or your 
test results were positive for opioids. We want to prevent any 
withdrawal and help you and your baby.” 

“My job is to manage your pain at the same time I manage the 
potential for pain medications to harm you. I don’t want you to go 
into withdrawal, so it helps if we can keep building on this 
communication by talking openly.” 

“I understand that this is a difficult situation for you. Thanks for 
our courage to talk about it.  
How can we help?” 

“What have we done that hasn’t been helpful?”  
“What can we do that would help?” 

POTENTIAL FOR A NEGATIVE OUTCOME 

Creating an environment of shame and fear: 

“Your tests reveal that you are a drug addict.” “Drug use 
hurts your baby and you.” 

“Do you know the consequences of what you are doing?” 

“You tested positive for drugs. We need you to be honest 
and come clean.” 

“You need to stop using drugs.” 

“We can’t help you if you don’t follow our rules.” 

“Do you know what damage that you have done to your 
body?” 

“You are breaking the rules of our facility and I am going 
to call security.” 
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SCENARIO 

Talking with someone that is actively using substances in the facility  
(Fully revealed) 

POTENTIAL FOR A POSITIVE OUTCOME 

Creating a safe environment to talk openly: 

“Thank you for telling me about your substance use. We normally 
start treatment with either methadone or buprenorphine 
(Suboxone). That makes it easier to manage things here at the 
hospital and can be continued after you go home.” 

“Thank you for talking with me about this, I know it’s not easy.  
Our social work team can make sure you get the support you 
need, I can ask them to come and spend some time with you.” 

POTENTIAL FOR A NEGATIVE OUTCOME 

Creating an environment of shame and fear: 

Avoiding talking about substance use at all. 

Trying to stop them from leaving the unit because you are 
worried about them using substances. 

“You need to get ‘clean’ and sober.” 

“Do you know what damage that you have done to your 
body?” 

“You are breaking the rules of our facility and I am going 
to call security.” 

 

SCENARIO 

Talking with someone that is denying their use 

POTENTIAL FOR A POSITIVE OUTCOME 

Creating a safe environment to talk openly: 

“My job is to manage your pain at the same time I manage the 
potential for pain medications to harm you. I am concerned 
about your experience and want to help you. I appreciate your 
willingness to come here for care.“ 

“I can’t give you the pain meds right now but I will come back and 
check on you frequently so that when I can we can prevent you 
from overdosing and manage your pain effectively.” 

POTENTIAL FOR A NEGATIVE OUTCOME 

Creating an environment of shame and fear: 

If you keep using I won’t be able to give you any pain meds 
until you are no longer intoxicated. 
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SCENARIO 

Talking with someone about a physician order to obtain a urine sample and/or drug screen 

POTENTIAL FOR A POSITIVE OUTCOME 

Creating a safe environment to talk openly: 

“We are noticing your baby is experiencing some symptoms that 
make us concerned about their comfort and need for increased 
medical intervention. These symptoms can be related to 
different things, but your physician would like to do a test of the 
baby’s urine to see what substances or medications are currently 
in the baby’s systems that may be causing these symptoms.” 

“I noticed that you shared you are currently struggling with 
substance use. In an effort to ensure your baby is healthy and 
receiving the care they need, your physician has requested a 
urine sample to identify how much and which type of 
medications and substances may currently be in the babies 
systems. We obtain a urine sample by…” 

POTENTIAL FOR A NEGATIVE OUTCOME 

Creating an environment of shame and fear: 

“We know you are using and so we have to test the baby.” 

“We are worried you could have harmed the baby.  
We want to make sure they are ok.” 

“We have to make sure the baby doesn’t have drugs  
in its system.” 

 

ADDITIONAL NOTES 

Harm reduction: This pathway has a foundation of trauma informed care that explores safe practices 
and/ways to improve safety around a generally unsafe practice. 

Overall education around harm reduction for the patient that does not want to use MAT or go to treatment: 
If they are not willing to stop, move to harm reduction mode. Encourage safe injection practices such as a 
not licking needles, using only when others are around and screening for HIV/HCV. Refer to your local 
needle exchange program and discharge with take-home naloxone. Take a supportive stance and tell 
them you have an open door. 
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Tobacco, Alcohol, Prescription 
Medications, and Other Substance Tool 
(TAPS) 

Part 1   (Modified from NIDA Quick Screen) 

In the Past 12 Months, how often have 
you used the following? 

NO Less than Monthly Monthly Weekly 
Daily or 
Almost Daily 

Alcohol 
- For men, 5 or more drinks a day 
- For women, 4 or more drinks a day 

     

Tobacco Products      

Prescription Drugs for Non-Medical Reasons      

Recreational Drugs for non-medical Reasons      

 

*If all answers are “NO” then you are done.  

*If you answer positive to anything then continue onto Part 2. Cascade TAPS 2 for a positive. 
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Part 2  (Modified from ASSIST screen) 

1. In the Past 3 Months: Yes (=1) NO (= 0) 

Did you smoke a cigarette containing tobacco?   

If “Yes”    

Did you smoke more than 10 cigarettes each day?   

Did you usually smoke within 30 minutes after waking?    

 

2. In the Past 3 Months: Yes (=1) NO (=0) 

Did you have a drink containing alcohol?   

If “Yes”   

*Females 
Did you have 4 or more drinks containing alcohol in a day?  

  

*Males 
Did you have 5 or more drinks containing alcohol in a day? 

  

*One standard drink is about 1 small glass of wine (5oz), 1 beer (12oz), or 1 single shot of liquor   

Have you tried and failed to control, cut down or stop drinking?   

Has anyone expressed concern about your drinking?    

 

3. In the Past 3 Months Yes (=1) No (=0) 

Did you use marijuana (hash, weed)   

If “Yes”   

Have you had a strong desire or urge to use marijuana at least once a week or more often?   

Has anyone expressed concern about your use of marijuana?   

 

4. In the Past 3 Months: Yes (=1) No (=0) 

Did you use cocaine, crack, or methamphetamine (crystal meth)?   

Did you use cocaine, crack, or methamphetamine (crystal meth) at least once a week or 
more often? 

  

Has anyone expressed concern about our use of cocaine, crack, or methamphetamine 
(crystal meth)?  
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5. In the Past 3 Months:  Yes (=1) No (=0) 

Did you use Heroin?   

Have you tried and failed to control, cut down or stop using heroin?    

Has anyone expressed concern about your use of heroin?   

 

6. In the Past 3 Months: Yes (=1) No (=0) 

Did you use a prescription opiate pain reliever (for example, Percocet, Vicodin) not as 
prescribed or that was not prescribed for you? 

  

Have you tried and failed to control, cut down or stop using an opiate pain reliever?   

Has anyone expressed concern about your use of an opiate pain reliever?   

 

7. In the Past 3 Months: Yes (=1) No (=0) 

Did you use a medication for anxiety or sleep (for example, Xanax, Ativan, or Klonopin) not as 
prescribed or that was not prescribed to you? 

  

Have you had a strong desire or urge to use medications for anxiety or sleep at least once a 
week or more often? 

  

Has anyone expressed concern about your use of medications for anxiety or sleep?   

 

8. In the Past 3 Months: Yes (=1) No (=0) 

Did you use a medication for ADHD (for example, Adderall, Ritalin) not as prescribed or that 
was not prescribed for you? 

  

Did you use a medication for ADHD at least once a week or more often?   

Has anyone expressed concern about your use of a medication for ADHD?    

 

9. In the Past 3 Months: Yes No 

Did you use any illegal or recreational drug (for example, ecstasy/molly, GHB, poppers, LSD, 
mushrooms, special K, bath salts, synthetic marijuana (spice’), whip-its, etc.)? 

  

If “yes” answering the following:   

In the past 3 months what were the other drugs you used?   
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Determine if patient has substance use disorder and roles and  
responsibilities of caregivers. 

TAPS Score Pt. Care Needs RN SW 

Question 1 
Tobacco Score =/>1 
Nicotine  
Replacement 

Nicotine Replacement therapy 
Therapeutic support 
Ongoing Assessment and support 

Make sure MD has ordered 
replacement therapy. 
Utilize replacement therapy to 
decrease agitation. 

No actions 

Question 2 
Alcohol Score =/> 1 
CIWA Protocol 

Ativan or other medications to 
prevent withdrawal. 
Therapeutic support 
Ongoing Assessment and support 
 

TAPS completed document.   
MD aware of patient alcohol use. 
CIWA scoring, ETOH withdrawal 
protocol if ordered, medicate as 
ordered. 

Therapeutic support 
Ongoing Assessment and 
support 
Referrals if applicable 

Question 3  
Cannabis score =/> 1 

Assess further for rationale behind 
why the patient may use cannabis; 
anxiety, appetite stimulant, or to 
decrease nausea/vomiting. 
Therapeutic support 
Ongoing Assessment and support 

Based on rationale report to MD 
patient use of cannabis and 
potential need for other 
medications to treat patient as 
needed. 
 

No actions 

Question 4  
Cocaine, crack, 
methamphetamine 
Score =/> 2 Screen into 
Pathway. 

Request symptoms management 
medications. 
Ongoing assessment and support 
Document and notify MD of findings 
 

Substance Use Disorder, 
document and report to MD 
usage. 
Request symptoms  
management medications. 
Use COWS tool to assess and 
manage withdrawal. 

Therapeutic support 
Ongoing Assessment and 
support 
Referrals if applicable 

Question 5 & 6  
Heroin score =/> 2  
Screen into Pathway 
 

Screened into Opioid Use 
Disorder Pathway. 
Ongoing assessment and 
support 
Document and notify MD of 
findings 

OUD Pathway 
Medications Assisted 
Treatment 
COWS and use of 
medications to minimize 
withdrawal discomfort. 

Therapeutic support 
Ongoing Assessment and 
support 
Referrals if applicable 

Question 7  
Benzodiazepines  
score =/> 2  

CIWA and talk to the patient. 
Ongoing assessment and support 
Document and notify MD of findings 

Ativan or other medications as 
ordered to prevent withdrawal. 
Therapeutic support 
Ongoing Assessment and 
support 
 

Therapeutic support 
Ongoing Assessment and 
support 
Referrals if applicable 

Question 8 & 9  
Any yes  

Document and inform Doctor 
 

TAPS completed, assess further 
if need arises. 
 

SW not involved related  
to substance use/no use 
disorder identified. 
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Epic Flowsheet Workflow 

Substance Use Disorder (SUD) Pathway & Use of Medication 
Assisted Treatment 

INTENDED AUDIENCE:  

All caregivers who care for adult or pediatric patients (includes ED, Obstetrics, Peri-Op, PEDS > 12 years 
old) 

Why is this change occurring?  

• Our community is showing epidemic rates for use of opioids, amphetamines and alcohol that have 
resulted in increasing overdoses, illnesses, and death. 

• Use of an evidence-based drug and alcohol screener is the best way to identify patients who might  
need help. 

• There is a need to align care and improve outcomes for patients with a SUD using a non-
judgmental, non-shame-based collaborative approach maintaining dignity and respect.  

• Best practice indicates medication assisted treatment is the standard of care for patients  
with an OUD.  

What is the change?   

1 Using gentle conversation in a non-judgmental and caring manner, ask all patients upon admission: 

o  “If it’s okay with you, I’d like to ask a few questions about substance use that will help us 
give you better care and medical treatment. We ask these of everyone, so we don’t miss 
anything.”    

2 During the admit/arrival assessment, open the flowsheet template “TAPS/SUD pathway” and ask 
the 4 initial questions for all alert patients age 12 and older.  

3 Partner with the patient upon admission to perform a belongings search, or if declined then offer to 
have the items bagged, zip tied and stored on the unit or sent home. Avoid using security staff 
unless there is an imminent safety risk 

4 Only do a room search if there is an objective suspicion to justify a reasonable suspicion search. 

When will this change occur?   

• Epic TAPS/SUD pathway flowsheet template became available November 17, 2020  
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New process 

Complete the TAPS/SUD Pathway flowsheet template (4 questions “Quick Screen”) 

• During the admit/arrival intake, at the social history questions > open the flowsheet templates  
> select facility pref list > search, select and COMPLETE the “TAPS/SUD pathway” > finish social  
hx questions  

 

 

 

Complete additional “Full Screen” TAPS questions only when “Yes” answers on the quick screen 

• Scripting: “We have started using a clinical pathway to improve the way we treat people who 
experience the medical disease of a substance use disorder.  We don’t want you to feel judged for 
talking about substance use, we are here to help support you and want you to know we care about 
you.  We use medications and medical treatments to help minimize withdrawal symptoms and 
discomfort.” 

 

 

Row Information: refer to for guidance on responses to questions to question 
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Complete Withdrawal Assessment as indicated:  CIWA, COWS or CIWA-B   

Collaborate with the treatment team: Inform LIP of TAPS and withdrawal assessment. Obtain orders  
for buprenorphine induction, methadone induction or opiate withdrawal symptoms management, & CD 
consult as indicated 

Treatment Planning: Add plan of care (alcohol, opiates, excessive substance use). Crush all short acting 
opiates & give in food, use Curos Caps and tamper resistant tape on all IV lives for pt with hx of IV use, 
avoid leaving syringes in room, remove unsecured sharps container, remove non-locking carts 

Language matters: When using words like abuser, addict, drug user patients often hear “it’s my fault,  
I made poor choices, there’s no hope, I’m a criminal” Try using the following terms: Person with a 
substance use disorder, substance use disorder, person in recovery 

Use Trauma Informed Care practices: Ensure a sense of safety and trust for the patient, utilize 
collaboration and patient centered care, enhance a patient’s sense of empowerment and avoid  
control issues 

Additional references and resource:  

• On-site Resource Staff: ________________________________________________________________ 

• Complete HealthStream Module “PSJH: Substance Use Disorder (SUD) and Medication Assisted 
Treatment (MAT) – A New Inpatient Pathway” within 90 days    
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Partnering with Security: Strategies  
to Mitigate Substance Use & Provide  
a Safe Environment 

• The focus of care is on reducing the negative consequences and high-risk behaviors of substance 
use (harm reduction); it neither condones nor condemns any behavior 

• Providence does not criminalize the use of substances while patients are in medical care, 
understanding that substance use is a part of the disease and will occur until the patient is more 
stable and able to engage in recovery 

• We will talk openly with a patient about substance use once we observe or suspect misuse 

• We will ask the patient to talk about their use with us and work with us to remove substances from 
the room, we will call security to help with disposal if drugs are present 

• When we search the room we will partner with the patient and let them know we are searching to 
help them to be medically safe, while ensuring that we will treat their withdrawal 

• Security will be called when there is imminent risk associated with physical aggression or criminal 
behavior 

• We will not restrict visiting to manage substance misuse but can use visitation restrictions as 
means of safety for the staff and patient 

• We will not order TSAs and/or e-sitters to prevent substance misuse  

• Urine drug screens will be used when clinically indicated but not to control use 

• Any decisions to discharge a patient for substance misuse or lack of engagement in care will be 
given after MAT has been offered and in conjunction with a care team conference 

• Boundaries that are set for patients around substance use will be set with trauma informed clinical 
evidence-based practice 
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Epic Physician Order Sets 

Buprenorphine Induction 
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Methadone Induction 
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Opiate Withdrawal Symptom Management 
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Physician MAT Quick Guide Cards 

Opioid Withdrawal Symptom Management 

Use in combination with Medication Assisted Treatment 

Scheduled As Needed  

Clonidine 0.1 mg poq6h 
• Hold if SBP < 90, HR < 50 

Hydroxyzine 50 mg poq4h 
• If ≥60 yo, â to 25 mg 

Gabapentin 300 mg poq8h 
 
For sleep, pick one: 
Hydroxyzine 50 –100 mg poqhs 
Mirtazapine 15 mg poqhs 
Melatonin 0.5 mg poq1700 

Pain 
 
 
 
 
Nausea/Vomiting 
 
 
Diarrhea 

Acetaminophen 650 mg poq6h prn 
Ibuprofen 600 mg poq8h prn  
Toradol 15 –30 mg IM/IV q6h prn 
Tizanidine2 mg poq4h prn muscle cramps 
 
Zofran 4 mg po/IV q4h prn  
Dicyclomine10 mg poq4h prn stomach cramps 
 
Loperimide4 mg once followed by 2 mg prn loose 
stool; not to exceed 16 mg daily 

Medication Assisted Treatment – Opioid Use Disorder 

If using fentanyl or methadone, use methadone pathway or liaise w/psych C/L service 

Buprenorphine 

• Discontinue all opioid medications 
• Monitor with COWS q4h; d/c 24h after 

last buprenorphine increase 
• Suboxone= Buprenorphine/Naloxone 

tablet 8 mg/2 mg 

• Day 1: Half tablet of Suboxone8/2 for dose of 4mg/1 mg SL prn COWS ≥8 
o NTE 24 mg TDD buprenorphine 

• Day 2+: calculate daily dose by totaling previous day’s administration 
o Suboxone4 mg/1mg COWS ≥ 8 (NTE 24mg TDD buprenorphine) 

 

Methadone 

Continuation Initiation 

Confirm dose at clinic 
If last dose: 
• <48h: continue home dose 
• 48-72h: reduce by 25% 
• >72h: follow initiation pathway 

• Monitor with COWS q4h 
• Hold for RR <12 
• Starting dose: Methadone 10 mg potid 
• Titration: increase q3days in 15 mg increments ÷tid 

o With clinical judgment, can increase q2days 
o mg tid à 15 tid à 20 tid 
o Goal 80 –120 mg, targeting w/d sx& cravings 
o Liaise w/psych CL for TDD >80 mg 

• Oxycodone 5–20 mg poq3h prn COWS ≥ 8 
• Transition to daily dosing prior to discharge 
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Acute Pain Management & Medication Assisted Treatment 

Pts w/OUD usually have higher opioid tolerance & may require higher doses than opioid-naïve pts.  
They may have lower threshold for pain, experiencing hyperalgesia and allodynia. 

For all patients: 

1 Multimodal Pain Management Postop order set (some Rx auto d/c after 3 days) 
2 Consider IV Lidocaine or IV Ketamine (per PAMC policy) 
3 Neuraxial/Regional anesthesia if appropriate 

Methadone 

Home dose methadone alone cannot be relied upon for acute pain management 
1 Divide methadone to q8h dosing 

• Return to home dosing regimen when acute pain resolved 
2 Utilize prn medic 

Oral (preferred) 
• Oxycodone 5 – 20 mg po q3h prn 

• Hydromorphone 4 – 8 mg po q3h prn 
• Morphine 15 – 45 mg q3h prn 

Intravenous 
• If oral ineffective or unavailable 

• Hydromorphone 1 – 2 mg IV q2h prn 
• Morphine 5 – 10 mg IV q2h prn 

 

Buprenorphine (Suboxone, Subutex, Zubsolv, Sublocade, Bunavail) 

Due to buprenorphine’s high affinity for mu receptor, low dose/affinity opioids are ineffective for pain 
1 Continue home dose buprenorphine & divide to q8h dosing 

• Add buprenorphine 2 -6 mg q6h prn for TDD 32 mg; determine requirement & schedule 
• Return to home dosing regimen when acute pain resolved 

2 If increased buprenorphine & multimodals are ineffective OR expected moderate/severe pain 

Oral (preferred) 

• Hydromorphone 4 – 8 mg po q3h prn 

Intravenous 
If oral ineffective or unavailable 

• Hydromorphone 1 – 2 mg IV q2h prn 

 

Naltrexone (Vivitrol, Revia, Contrave) 

1 Discontinue naltrexone (oral blockade ~48 hours; IM ~14 – 28 days) 
2 Naltrexone blockade can be overcome by 6-20x usual analgesic dose 
3 When naltrexone blockade wears off, may be extremely sensitive to opioids à monitor 

Overdose Management & Narcan Kit 

• Respiratory depression: Naloxone 0.04 mg IV prn RR <8; give q2 minutes until RR >12 

• Respiratory arrest: Naloxone 0.4 mg IV prn RR <4 or hypoxia 

• Prescribed a Narcan Kit at discharge to all OUD patients 

o Available for free, without Rx at Medical Arts pharmacy through Project HOPE. 

o Available on standing prescription at Fred Meyer pharmacies (using insurance). 
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A. Inpatient OUD Pathway Presentations 
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Inpatient Opioid Use Disorder Clinical  
Pathway Pilot in NWWA 
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B. Caregiver Training Pre & Post-Survey 

Pre-Survey  Post-Survey 

Question Responses  Question Responses 

1. How confident are you 
that your facility has the 
right policies, protocols 
and procedures in place to 
treat OUD effectively? 

Not confident at all | Not 
too confident | Somewhat 
confident | Very confident 

 1. How confident are you 
that your facility has the 
right policies, protocols 
and procedures in place to 
treat OUD effectively? 

Not confident at all | Not 
too confident | Somewhat 
confident | Very confident 

2. How comfortable are 
you talking to patients 
about the issue of 
substance use disorder? 

Not comfortable at all | Not 
too comfortable | 
Somewhat comfortable | 
Very comfortable 

 2. How comfortable are 
you talking to patients 
about the issue of 
substance use disorder? 

Not comfortable at all | Not 
too comfortable | 
Somewhat comfortable | 
Very comfortable 

3. How prepared do you 
feel to identify patients 
who are experiencing 
opioid use disorder (OUD) 
and/or opioid withdrawal 
(including due to 
prescription opiates)? 

Not prepared at all | Not too 
prepared | Somewhat 
prepared | Very Prepared 

 3. How prepared do you 
feel to identify patients 
who are experiencing 
opioid use disorder (OUD) 
and/or opioid withdrawal 
(including due to 
prescription opiates)? 

Not prepared at all | Not 
too prepared | Somewhat 
prepared | Very Prepared 

4. In your opinion, how 
effective are available 
medical tx for treating 
OUD? 

Not effective at all | Not too 
effective | Somewhat 
effective | Very effective 

 4. In your opinion, how 
effective are available 
medical tx for treating 
OUD? 

Not effective at all | Not 
too effective | Somewhat 
effective | Very effective 

5. I am familiar with 
Medication Assisted 
treatment (MAT) and how 
to use it in a hospital 
setting 

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly agree 

 5. I am familiar with 
Medication Assisted 
treatment (MAT) and how 
to use it in a hospital 
setting 

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly agree 

6. I incorporate MAT into 
my daily practice when 
patients present with 
Opioid Use disorder   

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly agree 

 6. I intend to incorporate 
MAT into my daily practice 
when patients present 
with Opioid Use disorder   

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly agree 

7. I have the skills I need to 
work with patients who 
have SUD 

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly Agree 

 7. I have the skills I need to 
work with patients who 
have SUD 

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly Agree 

8. Failing to treat 
withdrawal of substances 
is harmful to patients. 

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly Agree 

 8. Failing to treat 
withdrawal of substances 
is harmful to patients. 

Strongly disagree | 
Disagree | Neutral | Agree | 
Strongly Agree 
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C. Training Materials 
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D. Literature Review – MAT in OUD 

Content 
Medication-Assisted Treatment (MAT) 

• Benefits of MAT 

• Effective Medications 

• Most of the people with OUD are not receiving treatment 

• Gap between need & treatment capacity 

Clinical Evidence on Mortality 

• Long-term agonist treatment 

o DIVERSION of buprenorphine/naloxone 

Treatment Algorithms 

 
 

Medication-Assisted Treatment (MAT) 

The World Health Organization, UNAIDS (Joint United Nations Program on HIV and AIDS), the United 
Nations Office on Drug Policy, the Canadian Guidelines, the Department of Health & Human Services 
(HHS), the National Institute on Drug Abuse (NIDA), CDC, the American Society of Addiction Medicine 
(ASAM) and the Substance Abuse and Mental Health Services Administration (SAMHSA) all agree that 
people dependent on heroin and other opioids should have access to treatment with medication, known 
as Medication Assisted Treatment (MAT).1-8   

MAT has emerged as a first-line treatment for opioid misuse and opioid use disorder (OUD). 

MAT is an evidence-based, “whole-patient” approach that combines medical therapy with an opioid 
agonist or antagonist, with behavioral counseling and recovery support.5,9 

MAT is to be provided in a clinically driven, person-centered, and individualized setting.6  

Challenges in the treatment of OUD include the relapsing nature of this condition, the frequent presence 
of psychiatric and medical comorbidities, and the disproportionate impact on those in socioeconomically 
disadvantaged settings with limited access to care.10 

 

 

 

 

 



 

 

 

 

105       INPATIENT OPIOID USE DISORDER CLINICAL PATHWAY PLAYBOOK 

 

Patients with OUD who achieve abstinence through medically supervised withdrawal or other means  
often require long-term treatment (medication maintenance with an opioid agonist or antagonist) to 
prevent relapse.11  

Medically supervised treatment should be offered to patients, a strong recommendation - supported by 
high-quality evidence from several guidelines, including the 2 recently published evidence-based 
Canadian Guidelines on the management of OUD.2,3,7-9 

The message of the National Canadian Guideline (developed by the Canadian Research Initiative in 
Substance Misuse, CRISM)3 and the Vancouver OUD guideline (developed by Vancouver Coastal Health, 
Providence Health Care and Ministry of Health, British Columbia, Canada) 2 is that pharmacotherapy is 
unequivocally the evidence-based first-line treatment for OUD. They both strongly recommend opioid 
agonist treatment with buprenorphine/naloxone as the preferred first-line treatment when possible (novel 
recommendation), because of buprenorphine’s multiple advantages, which include a superior safety 
profile in terms of overdose risk.2,3 

The Vancouver opioid use disorder guideline - a useful resource for clinicians who treat patients who have 
OUD - was summarized by Dunlap & Cifu in a JAMA Clinical Guideline Synopsis.9 

JAMA has assembled a collection of articles and podcasts on opioids, which also reviews all the treatment 
options and the barriers that exist to providing care for patients with opioid-related substance use 
disorder.12 

Benefits of MAT 

MAT decreases: 

• frequency and quantity of opioid use  

• opioid-related overdose deaths 

• criminal activity 

• infectious disease transmission rates. 

MAT increases: 

• social functioning  

• quality of life 

• retention in treatment. 

Patients treated with medication were more likely to remain in therapy compared to patients receiving 
treatment that did not include medication.5,10,13-15 

MAT superior to withdrawal alone: it has been shown to be more effective than treatments that do not use 
medication.5,10,13-18 

MAT at least doubles the rates that an individual will achieve opioid abstinence during active  
treatment, compared to ‘no medication-treatment’ or placebo.13-15,19-22 
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Abstinence-based residential treatment without MAT shows limited effectiveness and poses an increased 
risk of fatal overdose if one relapses to opioid use upon discharge to home.15 

Treatment of opioid-dependent pregnant women with methadone or buprenorphine improves outcomes 
for their babies; MAT reduces symptoms of neonatal abstinence syndrome and length of hospital stay.5,23 

Effective Medications     

FDA approved 3 medications for preventing opioid relapse and for stabilization/maintenance treatment  
of OUD. 

All 3 are ligands that bind to central mu (m) -opioid receptors: 

• full agonist, methadone  

• partial agonist, buprenorphine 

• antagonist, extended-release naltrexone (XR-NTX). 

They are effective for the treatment of OUD and showed to reduce overdose deaths among patients  
with OUD.5,10,13,14,17,19,24-28 

All 3 medications show improved retention in treatment compared to placebo or no medication.13,15,20-22 
Methadone demonstrated the highest rates of treatment retention in all studies,14,29 including the 
treatment of pregnant women30 and those with HIV.31 Medically supervised agents with partial- or full-
agonist properties, buprenorphine or methadone are recommended as first-line maintenance treatment 
for opioid dependence, supported by high-quality evidence.1,9,15,32,33 

MAT using agonist therapy with methadone or buprenorphine has been shown to be superior to withdrawal 
(“detox”) for important patient-centered outcomes such as drug use, overdose death, rates of infectious 
disease, retention in treatment, and relapse; and is also less costly.9,13-18,34-36 The majority of patients 
relapse with withdrawal management alone.37 Evidence is not robust in support of only psychosocial 
treatment of OUD provided after detoxification from opioids. 21,33,38 

Methadone has been the most commonly used type of opioid replacement therapy.39 

However, methadone, a full opioid agonist, has significantly higher risks of abuse and lethal overdose 
compared with buprenorphine. It can cause potentially hazardous respiratory depression and might pose 
an excess risk of death from overdose during treatment induction if initial doses are too high or coexist 
with illicit opioid use.39-44 Relapse remains a huge problem for patients in methadone maintenance 
therapy, with rates ranging from 20% to 70%.39 

Buprenorphine has rapidly expanded the treatment of opioid use disorder in the US.43,45-47 

Buprenorphine is argued to have a superior safety profile to methadone (patients are less likely to 
overdose and experience respiratory depression), but also has a higher dropout rate (retention in 
buprenorphine treatment is poor, almost two-thirds of patients discontinue buprenorphine treatment 
within 6 months, and patients are also more likely to switch medications during treatment). Relapse rates 
among individuals in buprenorphine treatment range from 50% to 90%.14,29,43,48-51 
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A meta-analysis of 11 randomized trials comparing methadone to buprenorphine in maintenance 
treatment for opioid dependence concluded that buprenorphine was effective in OUD but slightly less 
effective than methadone in its capacity to retain patients in treatment.14 

Combined buprenorphine/naloxone demonstrated significant efficacy and favorable safety and 
tolerability in multiple populations, including youth and prescription opioid-dependent individuals.15 

The opioid antagonist, Naltrexone decreases or prevents the positive effects of 
opioids and is available in pill, implant, and injectable forms. Completed withdrawal is 
needed prior to naltrexone. 

Despite trials showing some promise for naltrexone, it is still underused in treatment settings due to lack 
of patient acceptance. Naltrexone was shown to be superior to treatment-as-usual (without medication) 
in reducing illicit opioid use among adults with criminal justice involvement, in a US open-label trial.25 

Two recent clinical trials26,52 comparing extended-release naltrexone (XR-NTX) with buprenorphine found 
little evidence of a difference in abstinence rates, although it appears that initial stabilization on 
buprenorphine may be easier to accomplish.  

An open-label clinical trial from Norway found that XR-NTX was as effective as buprenorphine-naloxone in 
maintaining short-term abstinence from heroin and other illicit substances in opioid-dependent 
individuals.52 

An US open-label RCT (NCT02032433 ) found that it is more difficult to initiate patients to XR-NTX than 
sublingual buprenorphine-naloxone (due to the fact that naltrexone requires full detoxification), and this 
negatively affected overall relapse. However, once initiated, both medications were equally safe and 
effective.26,53  

Relapse rates remain high (over 80% for oral naltrexone, over 45% for the naltrexone implant, and over 
40% for injectable naltrexone). Naltrexone therapy has higher discontinuation rates than buprenorphine. 
The risk of overdose is high for people during the course of and subsequent to naltrexone 
treatment.19,25,26,54-56 

Antagonist therapy may be preferred for a motivated, treatment-seeking individual who desires to 
continue their employment (pilots, physicians, professional athletes, or those carrying firearms).  

Similarly, an individual with co-occurring OUD and alcohol use disorder might benefit most from 
antagonist therapy, given that the FDA has approved extended-release naltrexone as effective in 
preventing relapse to alcohol use. 

In all such situations, these matters should be covered in a collaborative informed consent process, and 
clinicians should carefully document the discussion.15 

NON-OPIOID DRUG 

In May 2018, FDA approved the first non-opioid drug, lofexidine hydrochloride, for the mitigation of 
withdrawal symptoms to facilitate abrupt discontinuation of opioids in adults.57 
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Lofexidine may lessen the severity of withdrawal symptoms but may not completely prevent them and is 
approved for treatment for only up to 14 days. 

Lofexidine is not a treatment for OUD but can be used as part of a broader, long-term treatment plan for 
managing OUD, the FDA said in their news release.57,58 

Clinical studies are needed to evaluate the safety of lofexidine in clinical situations where use of the drug 
might exceed the maximum 14-day treatment period for which it is currently approved.57 

Most of the people with OUD are not receiving treatment 

Overdoses frequently occur among people with OUD, who were recently discharged from detoxification 
programs, treatment, or criminal justice settings.27,44,59-61 

Unintentional overdose death is often a consequence of untreated or improperly treated OUD, reflecting a 
long-standing addiction treatment gap in the US and the difficulties patients face in accessing evidence-
based care.27,36,62 

Despite the fact that pharmacotherapies are superior to placebo treatment and counseling-only 
treatment for OUD,13,14,19,24-27 there are still low rates of initiation and retention on these medications.27,51,63,64  

An alarmingly low percentage (~1/5 of the 2.4 million individuals estimated to have OUD)65 receive any 
specialty care in a given year.66-68  

With only 1/3 of those in specialty care estimated to receive one of the 3 FDA-approved MTA during a care 
episode, and a 6-month retention rate under 30–50% in most settings51,56,69,70 only a fraction of individuals 
with OUD achieve long-term remission in the US.27,71 

Gap between need & treatment capacity 

Medications are underutilized. Access to effective pharmacotherapy for OUD should be increased.28 

However, nearly all US states do not have sufficient treatment capacity to provide MAT to all patients  
with OUD. 

There are waiting lists for methadone and buprenorphine treatment at some opioid treatment programs 
(OTPs), despite the fact that not everyone with OUD will seek treatment, and despite local and national 
efforts to expand treatment availability.72-75 

The paper by Jones et al. noted that most of the nation’s OTPs are at or exceed 80% of their capacity and 
if all of the physicians, waivered to prescribe buprenorphine treatment, were at full capacity, there would 
still remain a gap of nearly 1 million adults in need of treatment for OUD.73 

The benefits of extended methadone or buprenorphine/naloxone maintenance delivered within an OTP 
(requiring daily medication monitoring during early recovery, and providing structured psychosocial 
interventions and integrated care options) are especially pronounced for populations with significant 
drug-related legal charges and drug-using social networks, for patients with co-occurring medical illness 
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related to injection drug use, and for socially disadvantaged patients, who may receive, through the 
integrated structure of the program, the intensive social and medical services needed to support 
sustained recovery.15 

Policy and regulatory barriers play an important role in this gap. These obstacles may hinder access and 
appropriate care.36,75 

HHS agencies are actively collaborating with public and private stakeholders in efforts to expand access 
to and improve utilization of MATs to reduce opioid overdoses.36,76 

Other barriers include lack of health insurance coverage (including Medicaid), stigma against 
pharmacotherapy among individuals with opioid addiction and health care providers, inadequate training, 
and lack of penetration of pharmacotherapy in community corrections, jails, and prisons.75,77 

Integration of MAT in US primary care settings would expand access to OUD treatment.78 

The majority of medication treatment for OUD is provided in primary care settings. Effective and 
innovative models of care for MAT in primary care settings (including rural or other underserved settings) 
could facilitate implementation and enhance provision and uptake of agonist and antagonist 
pharmacotherapy in conjunction with psychosocial services for more effective treatment of OUDs. 

A recent Technical Brief from AHRQ summarized 12 representative MAT models of care in primary care 
settings, which may help inform the individualized implementation of these models.10,78 

Practice-based models: Office-based opioid treatment (OBOT), Buprenorphine HIV Evaluation and 
Support Collaborative model, One-stop shop model, Integrated prenatal care and MAT.  

System-based models: Hub-and-spoke model (Vermont), Medicaid health home model, Project Extension 
for Community Healthcare Outcomes (ECHO, New Mexico), Collaborative opioid prescribing model 
(Maryland), Massachusetts nurse care manager model, Emergency Department initiation of OBOT, 
Inpatient initiation of MAT, Southern Oregon model. 

All models contained some degree of 4 key components: (1) pharmacological therapy; (2) psychosocial 
services; (3) integration of care; and (4) education and outreach.10  

Models varied in relative emphasis of these components, though common themes included the 
importance of a non-physician coordinator and use of tiered approaches. The ideal model of care for a 
particular setting likely depends on local factors such as available expertise, the population being served, 
proximity to an addiction center of excellence, reimbursement policies, and geography. Decisions about 
MAT models of care should therefore be individualized. 

Regarding the pharmacological therapy component, most MAT models of care in primary care settings to 
date have focused on provision of sublingual buprenorphine/naltrexone.10  

Although implantable buprenorphine was approved by the FDA in 2016, research on its use in primary care 
settings is lacking. Similarly, although extended-release naltrexone has been shown to be effective in 
addiction treatment settings, research on its use in primary care settings is extremely sparse.  
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Provision of additional pharmacological therapy choices for MAT has potential advantages in terms of 
expanding patient choices, reducing risk of diversion, and decreasing need for frequent follow-up in 
appropriate patients.10 

The findings of a recent systematic review79 suggest that multidisciplinary and coordinated care delivery 
models are an effective strategy to implement OUD treatment and increase MAT access in primary care, 
but research directly comparing specific structures and processes of care models is still needed.79 

Clinical Evidence on Mortality 

Increased exposure to opioid maintenance treatment reduces the risk of death in opioid-dependent 
people. Being out of treatment is associated with a markedly increased risk of death. Substitution therapy 
with methadone or buprenorphine reduces mortality risk, especially for drug-related 
overdose.17,18,24,43,44,59,80-87  

The induction phase onto treatment and the time immediately after leaving treatment are periods of 
particularly increased mortality risk.43,44,59 

Patients’ risk of all-cause mortality increases following treatment cessation and is highest in the initial 4-
week period.43,59 Some precautions that should be taken to increase safety: 1) establishing a safe induction 
dose; 2) monitoring during the induction period, especially for methadone (considering adjusting opioid 
doses, monitoring mental and somatic problems, and preventing the use of opioids obtained on the illicit 
drug market).  

Buprenorphine induction followed by transition to methadone might be an option. Education of patients 
about the risk of overdose risk and establishing mechanisms for information and coordination between 
healthcare, social and legal services, and patient counselling should also be considered.44 

A systematic review & meta-analysis of cohort studies concluded that retention in methadone and 
buprenorphine treatment reduces overall mortality and overdose death in people dependent on opioids.44 
Time spent in opioid substitution treatment with methadone is associated with an average reduction of 25 
deaths/1000 person years (from 36.1 deaths out of treatment to 11.3 deaths/1000 person years, in-
treatment). 

Pooled all-cause mortality rates were also reduced with buprenorphine treatment, from 9.5 out of 
treatment to 4.3 in-treatment.44 19 cohorts, following 122 885 people treated with methadone over 1.3 - 
13.9 years and 15 831 people treated with buprenorphine over 1.1 - 4.5 years.44 

A recent meta-analysis from China88 showed that compared with patients receiving MAT, untreated 
participants had higher risk of all-cause mortality (2.56 times) and overdose mortality (8.10 times). 
Discharged participants had also higher risk of all-cause death (2.33 times) and overdose death (3.09 
times).88  

Longer retention in MAT was associated with a reduction in mortality rate (retention in MAT of >1-year was 
associated with a lower mortality rate than with retention ≤1 year) and discontinuation of MAT increased 
the risk of death, especially in the first 2 weeks after medication treatment discharge. 
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Improved coverage and adherence to MAT and post-treatment follow-up are crucial to reduce the 
mortality. Long-acting naltrexone showed positive advantage on prevention of premature death among 
persons with OUD. 

Naltrexone (in the form of implants or extended-release) represents an alternative option to deliver 
medication treatment for OUD, given that it was associated with a lower mortality rate than methadone 
and buprenorphine treatment.  

However, more research is still needed.88 

In addition, meta-analyses of randomized controlled trials (RCTs) show that agonist medications are 
effective at retaining patients in treatment and reducing heroin use.13,14,18,89  

A retrospective cohort study from Massachusetts90 (>17 000 people with nonfatal opioid overdose 
between 2012 and 2014) found that buprenorphine and methadone maintenance treatments were 
associated with reduced all-cause and opioid-related mortality. Less than a third of participants received 
medications in the 12 months after a nonfatal opioid overdose.90 

A study from England91 observed an elevated drug-related poisoning (DRP) risk during periods out of any 
treatment for opioid dependence and a lower risk during treatment. During treatment there was a greater 
reduction in this risk for men, for illicit drug injectors and those who reported problematic alcohol use. 
And, consistent with meta-analysis,13,14,89 opioid agonist pharmacotherapy (OAP) was associated with a 
strong reduction in DRP risk.91  

Using oral methadone or buprenorphine, well-delivered OAP manages the patient’s physiological 
dependence, attenuates drug use cravings and facilitates access to healthcare and recovery supports.91 
Psychological support was associated with twice the DRP risk observed for OAP and was comparable to 
the risk when not in treatment.91 

DRP risk increased during the month following discharge from OAP or residential treatment and elevated 
risk persisted beyond the month following discharge. Successfully completing treatment is not 
associated with a reduction in DRP risk.91 

Observational studies of addiction treatment systems have reported that the risk of fatal DRP is at least 
halved when patients are enrolled in treatment for opioid dependence,24,92 with this risk increasing 
immediately following the start of treatment and after it ends.84,91,93 

A 10-year follow up study85 of 405 patients randomly assigned to receive either methadone or 
buprenorphine found an association between the duration of treatment with either medication and lower 
rates of mortality. There was no difference in mortality between buprenorphine and methadone.85  

Long-term agonist treatment 

The nation’s methadone maintenance treatment (MMT) programs play a central role in addressing the 
current opioid epidemic in US.94 Considerable evidence documents the treatment effectiveness of MMT 
and, in turn, the importance of adequate dosing to MMT’s effectiveness.94 

Studies have demonstrated the effectiveness of MMT for reducing illicit opioid use, morbidity and 
mortality, risk of HIV infection, illegal activities, and improving overall functioning.95-99 

Patients in MMT had a 1-year mortality rate of 1% compared with 8% among patients who discontinued 
treatment.95 
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A study from Taiwan100 highlighted the impact of methadone dosage on the mortality of opioid-
dependent patients in MMT. A dose-response relationship of higher- vs. lower-dosage groups on the risk 
of mortality risk was observed.100 

A recent analysis94 of data from the National Drug Abuse Treatment Systems Survey (NDATSS) done by 
D’Aunno et al. indicates that private for-profit and public organizations significantly under-dosed patients 
compared to private nonprofit providers.94 Under-dosing also was more common in programs that serve 
high proportions of African American patients. These results are concerning because MMT remains the 
medication of choice for vulnerable patients with the most severe OUDs, and for-profit providers treat a 
growing proportion of MMT patients.94 

A study from Sweden101 evaluating MMT-programs in Sweden and the effect of treatment status on death, 
found that mortality was significantly increased during periods off treatment. In particular, the hazard of 
dying from a drug-related cause was increased 4-fold when not in treatment.101 

A retrospective cohort study from Canada.102 Adherence to methadone was associated with significantly 
lower rates of death in a population-level cohort of Canadian convicted offenders. Achieving higher rates 
of adherence may reduce overdose deaths and other causes of mortality among offenders and similarly 
marginalized populations.102 

Continuing in methadone treatment was associated with a reduced risk of death also among primary care 
patients in Ireland.59 Two years of MMT appears to be the minimum duration before attempting 
withdrawal.103 

Even patients receiving maintenance for long periods with substantial lifestyle changes often relapse 
after leaving treatment, and death rates are much higher than for individuals who remain in treatment. For 
many patients, therefore, years or even lifetime maintenance may be needed, but there is often patient 
and family opposition.99 

Buprenorphine has been shown to reduce heroin overdose deaths in US, Australia, and France.17,81,104 

According to a recent French study87 by Dupoy et al investigating mortality among patients treated with 
buprenorphine in ambulatory (office-based general medical) practice, buprenorphine appears to be a 
strong protective factor against mortality.87 

This study showed that during buprenorphine maintenance treatment, being out of treatment was 
associated with sharply elevated (at least 10-fold) mortality risk.87 

A retrospective cohort study43 from Australia suggested that induction of patients to buprenorphine is 
beneficial in settings in which risk of death is increased in the first 4 weeks of treatment. 

They compared mortality risk between methadone and buprenorphine and found that in a setting with 
high risk of death in the first 4 weeks of opioid substitution therapy, buprenorphine reduced mortality in 
this period. 

The risk of drug-related overdose during the first 4 weeks of treatment induction and stabilization is 
almost 5 times higher, and all-cause mortality double, for patients inducted on to methadone than for 
those inducted on to buprenorphine. 

However, little difference between buprenorphine and methadone was noted thereafter or for in-
treatment switching of medications.43 
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These findings support a stepped treatment approach: patients are first induced on to buprenorphine and 
subsequently transferred to methadone (due to concerns about low treatment retention for patients on 
buprenorphine).43 

A study from Finland indicated that buprenorphine maintenance treatment is an effective treatment for 
opioid dependents who are mainly misusing buprenorphine intravenously.105  

A review of the evidence by Thomas et al. found that MAT with buprenorphine is associated with improved 
outcomes compared with placebo for individuals and pregnant women with OUD.106 

DIVERSION OF BUPRENORPHINE/NALOXONE 

The challenge is bringing treatment for opioid addiction to scale while simultaneously monitoring and 
limiting the diversion of buprenorphine/naloxone.9,75 

Although diverted buprenorphine appears to be most frequently used by people with opioid addiction to 
manage withdrawal and treat their disease, it is an opioid partial agonist with reinforcing properties that 
can be self-administered to achieve euphoria.74,75 Diversion can result in further opioid misuse and 
overdoses, accidental pediatric exposures, and accidental or intentional adolescent exposures.15,107,108 

The balance between the extent to which diverted buprenorphine is used for ‘‘self-treatment’’ compared 
with ‘‘getting high’’ depends on the availability and cost of other illicit opioids (including heroin and other 
prescription opioids) that are more reinforcing than buprenorphine. 

In US heroin, and more recently fentanyl, has been available at low prices and high potency. However, 
efforts to restrict their availability could make these opioids difficult to find and expensive to obtain. In 
this scenario, it is possible that non-therapeutic use of diverted medications may increase. Thus, 
continued vigilance of the extent and reasons for use of diverted buprenorphine must go hand in glove 
with expanded access to treatment.75 According to NIHDA,109 however, diversion of buprenorphine is 
uncommon; when it does occur, it is primarily used for managing withdrawal.110,111 

Diversion of prescription pain relievers, including oxycodone and hydrocodone, is far more common; in 
2014, buprenorphine made up less than 1% of all reported drugs diverted in the US.5,109 Novel delivery 
systems (long-acting preparations) for buprenorphine in injectable and implantable forms (such as 
monthly injection and the 6-month implant) seem to add significant advantages, and will play an important 
role over the next several years in increasing treatment access while minimizing diversion.33,75 

A number of other approaches can also be used to reduce the likelihood of diversion, including the use of 
computerized medication dispensing devices designed to increase adherence112 and creating 
collaborative care between prescribing physicians and Opioid Treatment Programs113 or pharmacists.114  

Physicians who prescribe buprenorphine should utilize their States Prescription Monitoring Drug Program 
to ensure their patients are not obtaining other opioid prescriptions and should adopt the effective 
clinical practices detailed in ASAM’s National Practice Guidelines.115 
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Treatment Algorithm – MAT of OUD 

A Treatment Algorithm was recently described by Dr Eric Strain 
(Johns Hopkins University School of Medicine) on UpToDate.11  

Editors were Dr Andrew J Saxon (University of Washington) & Dr 
Richard Hermann (Tufts University School of Medicine). 

 

The algorithm 116 (shown on the right) describes an approach to 
medication-assisted treatment of OUD, based on the limited data 
available and their clinical experience. 11 

For most patients with OUD following the completion of 
medically supervised withdrawal, as first line, they suggest MAT 
augmented by psychosocial treatment, rather than MAT alone or 
psychosocial treatment alone.11 

They suggest beginning with addiction counseling and 
participation in  
a mutual help group.11 

¶ Opioid withdrawal and treatment with an opioid antagonist 
should be avoided in pregnant women with OUD. The selection 
of medication to treat opioid use disorder during pregnancy is 
discussed in the topic on methadone substitution therapy for 
OUD during pregnancy. 

Δ Completed withdrawal is needed prior to naltrexone, but not 
prior to buprenorphine or methadone. For some patients, 
however, the choice of medications is not made until after 
withdrawal. Initial agonist dosing after withdrawal should be adjusted accordingly, given the lower level 
of physical dependence in such cases. 

◊ Naltrexone is generally suggested for highly motivated patients with mild OUD; however, for some 
patients with more severe OUD, naltrexone may be preferred by the patient or buprenorphine and 
methadone may be unavailable. 

§ Supervised daily oral naltrexone is a reasonable alternative to long-acting injectable naltrexone in highly 
motivated patients who refuse injections or have good external support. 

¥ Treatment failure as indicated by poor attendance and/or continual, ongoing illicit opioid use.11,116 

 

 

 



 

 

 

 

115       INPATIENT OPIOID USE DISORDER CLINICAL PATHWAY PLAYBOOK 

Moderate to severe OUD 

They suggest first-line treatment with an opioid agonist: methadone or buprenorphine, rather than 
opioid-antagonist medication, for patients with moderate to severe OUD.11 

Numerous clinical trials have shown treatment with buprenorphine or methadone to reduce opioid use 
compared with placebo or other treatments.  

Fewer clinical trials have found long-acting injectable (LAI) naltrexone to reduce opioid use compared with 
placebo; daily oral naltrexone has shown efficacy only in more mild illness and in patients who are highly 
motivated or under supervised medication administration.26,52 

They suggest buprenorphine rather than methadone as first-line maintenance treatment in patients  
with OUD.11  

Both medications are effective. Although available data suggest that methadone is on average more 
efficacious than buprenorphine in most clinical circumstance, buprenorphine is safer than methadone, 
which has a greater potential for lethal overdose. Unlike buprenorphine, methadone requires clinic-based 
treatment (and essentially daily in-clinic observed ingestion during the initial treatment period).11  

Methadone is a reasonable choice for patients with continued opioid use despite buprenorphine 
treatment, a history of a poor response to buprenorphine, or previous misuse or diversion of 
buprenorphine.11 

Treatment with oral or LAI naltrexone is a reasonable first-line alternative to methadone or  
buprenorphine in:11 

• Highly motivated patients with a mild OUD 

• Situations in which medication use can be supervised 

• Patients in occupations that do not permit opioid agonist treatment. In areas such as public safety, 
transport of hazardous materials, licensed drivers, and healthcare, some employees are not 
allowed to use methadone and, in some cases, buprenorphine. 

Patients who relapse to opioid use while on oral naltrexone, particularly those who are known or 
suspected to be non-adherent to daily use, should be treated with LAI naltrexone. Initiating naltrexone 
treatment with the LAI formulation is a reasonable alternative to first using the oral formulation.11 For 
patients who continue to use opioids despite treatment with methadone and buprenorphine, they suggest 
switching to treatment with LAI naltrexone.11  
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National Canadian Guideline – Treatment Algorithm 

The Canadian guideline3 supports using a stepped and integrated care approach, in which treatment 
intensity is continually adjusted to accommodate individual patient needs and circumstances over time, 
and recognizes that many individuals may benefit from the ability to move between treatments  
(Figure 1 shows the Treatment Algorithm for OUD).3 

 

RECOMMENDATIONS:3 

• Initiate opioid agonist treatment with buprenorphine/naloxone whenever feasible 

• For individuals responding poorly to buprenorphine/naloxone, consider transition to methadone 
treatment 

• Initiate treatment with methadone when treatment with buprenorphine/naloxone is not the 
preferred option 

• For individuals with a successful and sustained response to methadone who express a desire for 
treatment simplification, consider transition to buprenorphine/naloxone 

• Withdrawal management alone is not recommended, because this approach has been associated 
with elevated risks and death from overdose.3 
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MAT Selection Algorithm 

In her 2015 Harvard review, Dr Hilary Connery gives an example of a simple, evidence-based algorithm for 
MAT selection—one designed to be flexible in relation to regional MAT availability (Text Box 2).15 

Availability of a regularly updated, evidence-based algorithm to assist in decision making would contribute 
to the adoption of MAT in practice.15 

Text Box 2: Evidence-Based Medication-Assisted Treatment Selection Algorithm  
for Treating Opioid Use Disorder in Adultsa 

A. Threshold questions 
(1) Is the patient actively seeking abstinence from all illicit opioid use? 

YES: consider antagonist or agonist medication-assisted treatment (MAT) 
NO: consider agonist MAT to reduce risk of accidental opioid overdose death by 
maintaining opioid tolerance 

(2) Does the patient have significant co-occurring chronic pain? 
YES: consider agonist MAT to reduce pain-related opioid relapse 
NO: consider antagonist or agonist MAT 

B. Exclusions to extended-release antagonist maintenance 
• pregnant or planning pregnancy 
• foreseeable need for opioid analgesia during treatment 
• recent opioid overdose or high risk for opioid overdose behavior 

C. MAT treatment setting 
(1) office-based outpatient care 
• patients committed to abstaining from all substance use 
• no recent history of accidental or intentional substance overdose 
• no recent history of opioid diversion 

(2) structured care setting (e.g., opioid treatment program, integrated mental health care clinic) 
• recently stabilized sedative/hypnotic or alcohol use disorders 
• recent history of accidental or intentional substance overdose 
• patient is receiving agonistMAT and has recent history of opioid diversion 

a This algorithm is flexible in that it includes local care options and is designed to reduce opioid 
overdose deaths and opioid diversion. Failure of one MAT trial would prompt reconsideration of 
other available MAT options or the relocation of treatment from an office-based practice setting 
to a structured clinical setting with closer patient monitoring. 

 

The use and implementation of a MAT algorithm would reduce discrepancies in treatment based on 
regional variations, prescriber expertise, or access to specialty clinics.15 The main weakness of this 
approach, however, is that it could reduce the role of patient preferences in selecting MAT.15 
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OUD Treatment Cascade  

Despite considerable progress, gaps exist in quality measures for OUD treatment.  

Developing and organizing quality measures under a unified framework such as a Cascade of Care could 
improve system level practice and treatment outcomes.27 Williams et collaborators proposed to 
repurpose the HIV/AIDS “Cascade of Care Framework” in a framework suitable for OUD.71 

They proposed an OUD Treatment Cascade model, which includes 4 key stages for patients identified  
with OUD:27 

1 Treatment engagement 
2 MAT initiation 
3 Retention 
4 Remission 

This model could also build on existing 
measures to enhance patient 
outcomes.27,71 

Figure 2 (on the right, taken from 
Williams et al, 2018. Ref #27) models 
candidate measure concepts for each 
of the 4 proposed stages of an OUD 
Treatment Cascade at the structural, 
process, and outcome levels for 
patients with OUD.27 

The model is premised on the concept that patients who achieve long-term recovery from opioids are 
likely to do so through a stepwise process with each step dependent on success with the prior step. It 
posits that patients must first engage in care in order to initiate MAT. Among those who initiate MAT 
successfully, efforts are then needed to retain patients in care.27 

As an example, Belenko et al. have demonstrated the utility of applying the cascade framework to juvenile 
justice populations with substance use to detect gaps in care and opportunities for improvement.117 

Development of a unified quality measurement framework such as an OUD Treatment Cascade will require 
further elaboration and refinement of existing measures across populations and settings.27  

An OUD Treatment Cascade framework could improve treatment program accreditation standards, data 
collection and reporting, monitoring of key targets, and enhance outcomes. 

Developing quality measures to identify which patients struggle at which stages of the Cascade could also 
target clinical and policy interventions to help federal and state efforts improve patient outcomes.27 

Such a framework could form the basis for applying strategies at clinical, organizational, and policy levels 
to expand access to quality care and reduce opioid-related mortality.27 
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