
 
 

5 THINGS TO KNOW ABOUT 

OPIOID USE DISORDER 
IN HOSPITAL   

 

 
 

 

1. Discharge from hospital is a high-risk time for overdose death.  
Opioid tolerance (i.e. how sensitive your body is to a substance) can change within 
days. When an individual who uses opioids daily is forced to abstain while admitted 
to hospital, their tolerance may decrease. When they return to using opioids on 
discharge at their pre-admission dose, they are at high risk of drug-related death - 
up to 15X higher (!) in the 28 days post-discharge, according to one study.i 
 
 

2. Patients with OUD (especially those who inject or smoke Fentanyl) 
often need very high doses of opioids to treat their pain and 
withdrawal, even if they are on methadone or Suboxone. One “point” 

(0.1g) of street Fentanyl IV is roughly equivalent to 300-500 mg of oral morphine or 
64-96 mg of oral hydromorphone, and individuals with OUD may use up to 10+ 
points per day! While sensitivity to opioids may be affected by acute illness, do not 
be surprised if patients require much higher doses than you are used to. For 
patients normally on methadone and Suboxone, do not expect their usual dose to 
treat acute pain – they will likely need high dose opioids in addition to their usual 
dose of methadone / Suboxone.  
 
 

3. Giving opioids for pain and withdrawal to patients with active OUD 
won’t make their use disorder worse.ii If anything, it might make it better, as 
untreated pain and withdrawal can be a trigger to use street-sourced opioids.iii  At 
the very least, by maintaining their opioid tolerance in hospital, you may decrease 
their risk of overdose on discharge (see above). You may also decrease their risk of 
leaving against medical advice and increase their chance of completing treatment.  
 



 

4. Opioid agonist therapy (OAT) such as methadone, buprenorphine/ 
naloxone (Suboxone), long-acting injectable buprenorphine 
(Sublocade), or slow-release oral morphine (Kadian) - can be life 
changing for individuals with OUD.  These long-acting medications act on 
opioid receptors to alleviate withdrawal and reduce cravings. Without OAT, patients 
with active OUD are at high risk of relapse upon discharge from hospital. OAT has 
been shown to... 

 Reduce all-cause and opioid-related mortality 

 Reduce illicit opioid use 

 Reduce the risk of HIV and hepatitis C 

 Improve treatment retention 
 
START can help initiate OAT in hospital for patients with OUD, and help arrange 
follow up for them on discharge. They can also help adjust doses and advise what 
to do if a patient on OAT misses doses.  
 

5. All patients using opioids (or other street substances) should have 
take-home naloxone. Take-home naloxone (Narcan) saves lives by reversing 
sedation and respiratory depression in opioid overdose. Anyone can get a naloxone 
kit for free from any Ontario pharmacy. To make sure your patient picks up a 
naloxone kit, you can include it in their discharge scripts.  
 
START is a group of MDs who provide Addictions consults for inpatients with 
substance use disorders Monday-Friday from 9am-4pm. To consult START, page/call 
the START MD on call (via switchboard). To learn more about START or Addiction 
Medicine, call or email us at MHACSTARTeam@kingstonhsc.ca. 
 
If your patient is being discharged and needs outpatient care for a substance use 
disorder, they can be seen at the Street Health Rapid Access Addiction Medicine 
Clinic at 115 Barrack Street Monday-Friday from 9am-12pm and 1pm-4pm. 
Appointments can be booked by phone (613-549-1440) but walk-ins are welcome. 
Referrals are not required. 
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