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METHADONE FLOWCHARNARDS

Methadone Flow Chart Wards

n<l3atier1t admitted to ward with drug dependincy—\/\

On methadone Buprenorphine in
the community

Not on opiatesubstitute treatment
in the community

Check dose with
Pharmacy/Aspire/DANS

IS there evidence of opiate
withdrawal?

Establish last dose has been
taken within 3 days

hlo / P -

v N\

Refer to DANS

Monitor and reassess with

Continue that dose COWS 4 hours

and refer to DANS

Initiate methadonelOmIsPRN

Maximiim dose 4@nls in 24 hotirs

v

Reassess 1 hour using COWS score

If evidence of withdrawal give 10mls methadone

v

Reassess 2 hours using COWS score

If evidence of withdrawal aive 10mls methadone

v

Reassess 4 hours using CQMS3e

Ub to maximum 40mls in 24 hours



PATIT 21 v.4

1 INTRODUCTION

Theseguidelinesareintended forboth medicaland nursingstaff to actasaresourcein the
managemenbf patientswith drugmisuseissues.

Themainsourceof evidence usedvithin theseguidelinesstakenformthe W 5 Nvigtdseand
Dependence; UKGuidelineson ClinicaManagement(2017Xand shouldoereadin

conjunction with, Guidanceon Methadoneand Buprenorphingor the Managemenf
OpioidDependence(NICE 2016)DrugMisuse: Opioidetoxification(NICE) Guidanceor

the use ofSubstitute Prescribingn the Treatmentof OpioidDependencen PrimaryCare
(RCGRO011) & a S R A Oih Reko®efi@ReorientatingDrugDependencet NB | { (BA/ G £
2012).

2 PURPOSE

Thepurposeof these guidelinessto offer aresourceon howto dealwith commonproblems
that ariseandhowto signpost/ refer to communitytreatment providers.Working withinthe
contextof the NationalDrugStrategyH n m ev€a chingaimsto:

1 Reducdllicit andother harmfuldruguse: and

1 Increasdhe numbersrecoveringrom their dependence

(p))

& h defidate goalisto enableindividualsto becomefree fromtheir RS LISY RSy OS ¢

[DOH2010].

3 DUTIES AND RESPONBIBIES
31 52002NDNa wSalLkRyaAiroAtAildASa

It isacknowledgedhat drug misusersdhavethe sameentitlementasother patientsto the
servicegprovidedbythe NationalHealthServiceandit isthe responsibilityof all Doctorsto
providecarefor both generalhealthneedsanddrugrelated problems,whetheror not the
patientisreadyto withdraw from drugs.

[DOH1999].

Alldoctorsmustprovidemedicalcareto a standard whichcould be reasonablgxpected of
a clinicianin their position. Thefocus forthe clinician treatinga drug misuseris on the
patients themselves.Howeverthe impactof their drugmisuse orother individualsg
especiallydependentchildren¢ andon communitieshould betaken intoconsideration.
[DOH2007].
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32 b2y aSRAOIFIf t NBAONAROSNRNA wSaLRyaAroAftAlASa

It isthe NonMedicalprescribersresponsibilityto prescribewithin currentNationalandLocal
policyguidelinespnly prescribingwithin their levelof competence.

TheNon-Medicalprescribermustensurethat anadequateassessmenthasbeencarriedout
prior to prescribing[SEG].

TheNonMedicalprescribermustadhereto relevantDBTHMedicinesManagementPolicies.
(PATT/MM 1)

AllNon-Medicalprescribesmustadhereto the DBTHoolicyon non-medicalprescribing(PAT
T/MM 11v1)

33 bdzNESAQ wSalkyaAioAfAdASa

It isthe responsibilityof nursingstaffto ensurethe safe administratiomf medicinesasper
PAT/MML1.

34 tIlUASyiQa wSalLRyaroAtAdASa

It isthe patientL2esponsibilityto providedetailsof currentcommunitydrugtreatmentand
handoveranymedicationdor safestorage.

Patientsare expectedto abstain from illicidruguse whilein hospital.

3.5 DrugAlcohol Nurse Specialist (DANS) Responsibilities

The Drug and Alcohol Nurse Specialist (DANS) will take referrals from medical, nursing and
associated healthcare professionals.

DANS Referrals can be made by written, telephone, email and bleep.

DANS wilsee patients admitted to wards, and where availability allows attend the
Emergency Department.

DANS will provide triage and comprehensive assessment depending on workload.
DANS will liaise with community teams to ensure continuity of treatment.

DANSWwill offer screening, brief intervention and advice, and referral to the hospital misuse
liaison team.

DANS will ensure prescribed interventions for detox/substitutions are delivered safely and
effectively.
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4 GENERAL GUIDANCE

4.1 Overview

Problematiaddrugusersexperiencancreasedatesof morbidity andmortality dueto their
substance misuse, aradthoughdrugmisuseexistsin everysectorof society it ismost
prevalentin areasof socialdeprivationwhereindividualsare more likelyto experience
poorerhealth outcomes,ndependentof substancanisuse (RCGR011).

Generallythere isa greaterprevalenceof certainillnessesamongsthe drug-misusing
population,includingviral hepatitis,bacterialendocarditisHIV tuberculosis septicemia,
pneumoniadeepveinthrombosis pulmonaryemboli,abscesseanddental disease.
(DOH1999).

4.2 Rationale

Heroinusersarethe largestsinglegroupin treatment and usean especiallytenacious,
habit formingdrugin the mostdangerousvays.(NTA2012).

Formanypeople,prescribedreatmentis animportant part oftheir recoveryjourney.lt is
one componentof abroaderrecoveryorientated systemof healthandsocialcare.

Treatmentchoicedall broadlyin to three categoriesSubstitutionTherapies,
Detoxificationand Relapsd’revention.

Opiate Substitution Therapieg OSTyuchasMethadoneor Buprenorphinecan
significantly improveoutcomesfor mostopioid dependentpeople.Treatmentcan
reducesymptomsof dependenceandbeingin treatment canhelpto reduce
associatedlifficulties.

OSTallowspeoplethe time, spaceandplatform to makemeaningfulchoicesOST:
1 Preventgeopledroppingout of treatment.
1 Suppressetdlicit useof heroin.
I Reducesrime.
1 Reduceshe riskof BBMtransmission.
1 Reducesiskof death.
Comingoff OSTcanleadto greaterriskof relapse BBVsandoverdoseandthat
treatment orientatedto rapid abstinenceproducesworseoutcomesthantreatment
initially orientatedto maintenance(DrugStrategy2010).

Opioid substitutiortherapywould be the first choicewhen offeringtreatment for opiate
dependency.

Detoxificationasad & @ | y Rtreatrhedtys &ssociate with poor outcomesand can
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trigger renewedepisodesf druguseandincreased riskof deathfrom overdose.
Detoxificationusually takesplacefollowingareductionof substitutiontherapiesandas
part of awider structuredplan incorporatingpsychosociahnd cognitivebehavioral
therapies.

Detoxificationshouldonly be consideredn the acutehospitalsettingwhere thereisa
clinical needthat preventsthe useof opioid substitutiontherapyor the patient makesa
specificchoice.

RelapsePreventionprescribingusingopiate antagonistmedicationsuchasNaltrexone
has becomelesscommonamongcommunitydrugteamsbut canbe a usefulstepping
stonetowards recovenaspart of a structuredprogramincorporatingpsychosociaand
cognitivebehavioral interventions.

PRIOR TO ANY PRESCRIBED INTERVENTION ADEQUATE PATIENT ASSESSMNET IS
REQUIRED SEC[5].

5 ASSESSMENT

5.1 Overview

Goodassessmenis essentiato the continuingcare ofthe patient.

Assessmenghouldbalancethe needsof the patient with those of the medical
practitioner.The prescribermustensurethat anadequateassessmerntiasbeenmade
beforeprescribing.

Nodoctor shouldfeel pressurizednto prescribinguntil theyfeel anappropriate
assessmerthas beencompleted.
(DOH2007).

5.2  Equity and Diversity

Allassessmentshouldbe accessibleo peoplewith additionalneedssuchasphysical,
sensoryor learningdisabilities,andto peoplewho do notspeakor read EnglishPeople
who needa comprehensivassessmenshouldhaveaccesgo aninterpreter or advocate
if needed.

5.3 Triage Assessment

Atriageassessmengimsto identify the immediaterisks/medicatomplicationghat
mightarise from the intoxicatingeffectsof druguse,the riskof further druguse andhe
riskof acute withdrawal.

9 Drugtype
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Frequencyf use

Amountused

Routeof administration

Timeof lastuse
Physicatomplications

BBVstatus

Evidenceof Intoxication SE{12.3]
Evidenceof Withdrawal APPENDIX
CommunityTreatmentSE(6.1]

=4 =4 4 -4 -8 _-5_9_°5_-2

Triageassessmentanbe sufficientto initiate prescribingwhere a full assessmenis not
possible or appropriate.

Whereit isnot possibleto obtain a historydirectly from the patient collateralhistory
from the communitydrugteam, partners,family canaidthe decisionmakingprocess.

5.4 Comprehensive Assessment

Comprehensivassessmenaimsto deliveraninformedunderstandingpfthe LIS N& 2 Yy Q &
wishes, substancaise, andhe severityand complexityof clinicaland other problems:
andit needsto identifytheir strengthsandkeyobstacledo their recovery. (NTA2012).

A comprehensivassessmenshouldconsiderboth druguseandresourcedor recovery
and include:

treatingthe emergencyor acuteproblem

assessinthe degreeof dependenceAPPENDIX

assessinghysical andnentalhealth complications
identifyingsocialassetsjncludinghousingemployment,educationand support
networks

assessingskbehavior includinglomesticviolenceandoffending
childprotection APPENDIX

determiningthe person'sexpectationsof treatmentanddesireto change
determiningthe needfor substitutemedication

= =4 -4

= =4 -4 A

5.5 Urine Screening

Urineanalysishouldbe regardedasan adjunctto the historyandexamination,jt should
be obtainedat the outset of prescribingandrandomlythroughouttreatment.

Resultshould alway$e interpretedin the light of clinicafindings,asfalsenegatives
and positivescanoccur.

DrugdetectiontimescanvaryseeAPPENDIX
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5.6 Opiate Withdrawal Syndrome

Theonsetof physicawithdrawal symptomss a keycharacteristicof opiate dependency
and their presencdsrequired to establistadiagnosis.

Typicallystarting6 ¢ 8 hoursfollowing cessationpeakingat 24 - 36 hoursandlasting5 ¢ 7
days the opiatewithdrawalsyndromeis often accompaniedy increasedevelsof anxiety.
APPENDDS.

Theuseof certainmedicationspaloxone buprenorphinecanprecipitatewithdrawal
symptoms in otherwisestablepatientsreceivingopiate substitutiontherapies.

Unlikealcoholwithdrawalacute opiate withdrawais not associatedvith life
threatening seizures.

5.7 Drug Using Parents

Athird of drugmisusersn treatment havechild careresponsibilitiesNTA(2009).
Theriskof harmto a child or youngpersoncan come directlyhroughexposureto
substances,the effect of intoxicationor withdrawalon the parent,exposureto and
normalizationof criminal activityto fund druguse.APPENDI&for more guidance.

Referralto SocialServicesn DONCASTER1302
736636

Referralto SocialServicesn Bassetlawg 01777716161

Formore information oradviceabout Child ProtectiofPoliciesand Proceduresvithin
DBTHcontactSafeguarding eamNamedNursefor Childrenon ext 642437.

PAT/P30- SafeguardinghildrenPolicy.
5.8 Cardiac Assessment

Methadone and QT Prolongation
TheMedicinesandHealthCareProductRegulatoryAgency{ MHRAJrecommendedn 2006.

W Q {patieniswith the followingriskfactorsto QTinterval prolongatiorare carefully
monitored whilsttakingMethadone:heartor liver diseaseglectrolyteabnormalities,
concomitant treatmentwith CVP3A4inhibitors,or medicinego causeQTinterval
prolongation.

In addition anypatientrequiringany morethan 100mgof methadoneper dayshouldbe
closely monitored. Further informationisincludedin the productinformationQ Q

Pagel3of 51



PAT/T 21 v.4

Cliniciangnustmakea balancedudgementfor eachpatient accordingo the MHRA
guidance [and anylater expansioror revision]Monitoring, will usuallyinclude checking
other medications, generalmonitoringof cardiovasculadiseaseliver functiontestsand
ureaandelectrolytes. As the riskfactorsfor the QTinterval prolongationincreaseg.g.
highmethadonedoseor multiple risk;clinicianswill needto considerECGsTheMHRA
recommendationsuggestshat an ECGmightbe consideredeforeinductiononto
methadone or beforeincreasesn methadonedose andsubsequenly after stabilization
¢ at leastwith dosesover100mgperdayandin thosewith substantiakisk.

SeeAPPENDIX

6 EXISTING COMMUNITAHENTG
METHADONE/BUPRENORRH (SUBTEX/SUBOXQNE

EstablishedcommunityMethadone/Buprenorphingrescribingshouldbe continued
without interruption or dosealterationduringinpatientadmissions.

Goodcommunicatiorbetweenthe hospital,communitydrugteam and community
pharmacyis essentiato ensurecontinuity of treatment and maintainpatient safety.

DANS inpustrongly advised
6.1 Dose Confirmation

Thefollowinginformation shouldbe confirmedwith either thecommunity drug teamor
the patient@ communitypharmacyanddocumentedprior to prescribing.

Check Variable

DrugType MethadoneMixture SFLmg/1ml
Buprenoprhingd Subutex/Suboxone)

DailyDose Mg
Pickup frequency Daily/ 2 xweekly/ 3 xweekly/ weekly
Pharmacy Name, Telephonenumber
Dateof lastdose Day/ Time
MissedDoses Potentiallossof tolerance[7.2]
Patientsown supplies Riskof doubledosing, Riskto others

Outof hours,weekendsand BankHolidaysseeSE(6.3] below.
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