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• Initiation of OAT is a key component of withdrawal management given withdrawal 
management alone is associated with several risks. 

• Withdrawal management alone is defined as patients who undergo rapid OAT 
tapers, only use non opioid adjuncts to manage withdrawal symptoms or abrupt 
cessation of any opioids ( including illicit)

• British Columbia Centre on Substance Use and B.C. Ministry of Health. A Guideline 
for the Clinical Management of Opioid Use Disorder. Published June 5, 2017. 
Available at: http://www.bccsu.ca/care-guidance-publications/
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• To anWcipate symptom onset, ask paWents when their symptoms typically start 
aXer last use, and if they are experiencing any withdrawal symptoms currently. 

• Not all paWents will experience all the symptoms listed on the right-hand side. 
Consider asking what are their most common and most bothersome symptoms.
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Onset of withdrawal will change depending on the type of opioid
• Onset for IR opioids such as hydromorphone, morphine or heroin, is approximately 

4-6 hours. Peak symptoms will occur around 10-12 hours 
• Onset of withdrawal symptoms for fentanyl is like other IR opioids and may even 

present sooner. 
• However, some patients will report delayed symptoms (greater than 24 

hours), postulated to be due to the lipophilicity of fentanyl. Peak 
withdrawal symptoms for fentanyl will often take 24-48 hours to manifest. 

• Onset of symptoms for long-acting opioids, such as OAT, is dose dependent. At 
stable and higher doses, the onset of withdrawal is greater than 24 hours

• The onset of withdrawal for buprenorphine is also dose dependent.
• At doses at or lower than 4mg, the duration of action is typically 4-6 (up to 

12) hours and withdrawal onset will occur around this time. 
• At stable doses, or higher doses (8mg or above), onset of symptoms is 

between 24-36 hours 
• Duration of the withdrawal can be between 4 to 14 days, again, depending on the 

type of opioid. 
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• If acute withdrawal has been identified, first step is to provide symptomatic 
treatment (non opioid) until you can discuss next steps with them. This is to not 
delay a buprenorphine initiation if the patient is a candidate. 

• If the withdrawal is severe or the patient is not interested in discussing OAT, 
proceed to ordering IR opioids as soon as possible. 

• For each withdrawal presentation, discuss the possibility of starting OAT in the ED. 
• If they are interested, assess their candidacy to start a standard induction 

of buprenorphine. 
• If they do meet criteria, there are other ways to support them in a 

buprenorphine induction via community starts, and other more 
emerging approaches (microinductions), which will be discussed in 
other modules. 

• If they are unsure about buprenorphine or their withdrawal is too severe to 
provide informed consent, support them with IR opioids and discuss other 
possible OAT initiation (methadone, SROM) once they have improved

• This discussion can simply be “I am worried about you, and we 
know patients do better on opioid agonist therapy. Can I refer you 
to a clinic to get that started?”

• Remember that patients may initially appear to have an interest in one 
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therapy but decide that option no longer suits them in the moment. Allow 
the space for this. 
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• This is a table listing symptoms of withdrawal and specific treatments to target 
those symptoms. 

• In the second and third column from the left are medications that are non-opioids. 
These are typically used to temporize symptoms prior to buprenorphine standard 
initiation only

• For anxiety and agitation, antipsychotics and benzodiazepines can be used 
with caution. Both can cause increase sedation, and benzodiazepines have 
been linked to increase overdose mortality in combination with opioids. 

• For diarrhea and cramping, loperamide can be considered. However, if 
loperamide is required for symptom management, the symptoms are often 
severe enough to initiate buprenorphine.

• Clonidine can address most symptoms of withdrawal. 
• The ideal medication to treat withdrawal is opioids, including OAT given reasons 

listed previously, and are deemed “first line” for this reason.
• It also addresses cravings, while not typically considered a symptom of 

withdrawal, can often increase in intensity preceding onset of withdrawal 
symptoms. 
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• POSS: Pasero Opioid-Induced Sedation Scale
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• Clinical Opiate Withdrawal Scale (COWS) is not required for administration of IR 
Opioids. It is used as a monitoring tool to prevent and identify precipitated 
withdrawal in a buprenorphine/naloxone induction, which is not a risk with full 
opioid agonists such as hydromorphone or morphine. Its application may prevent 
treatment of early symptoms of withdrawal, given it may not reach a score that 
would trigger administration of IR Opioids. 

Oral opioids
• Tolerance can not be predicted, and can be substantially altered by an acute 

medical illness
• It is suggested to start at a conservative dose and reassess frequently for effect. 
• For example, starting with morphine 20-30mg po q2h PRN to allow for assessment 

post peak effect
• If ineffective, increase the range by 10-20mg increments and/or shortening 

the frequency to allow for dose stacking
• There is no defined maximum amount of oral opioids over 24 hours. However, if 

there is lack benefit despite escalating doses of opioids, consider seeking guidance 
from an addiction consultant

• In patients who are at low risk of opioid toxicity, higher starting doses of opioids 

16



can be used (e.g. hydromorphone 4-8mg po q2h PRN) based on provider comfort
• Low risk of opioid toxicity is defined as:

• Known opioid tolerance (objective evidence of withdrawal, 
prescribed high doses of opioids)

• No acute conditions affecting metabolism of opioids (sepsis, acute 
liver dysfunction)

• No acute conditions affecting ability to tolerate the effect of 
opioids, such as sedation (acute respiratory illness, concurrent 
sedative use)

IV opioids
• Patients may require IV opioids in order to address withdrawal symptoms quickly
• If evidence of severe withdrawal, a higher starting dose of IV hydromorphone is 

suggested compared to the oral dose range. 
• IV hydromorphone should be limited to 500mg in 24 hours, given higher risk of 

neurotoxicity (e.g. seizures).
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• Patients are experts in managing their symptoms of withdrawal. For example, they 
can provide guidance in terms of onset of symptoms.

• Discuss providing guidance to your patients: tell them what you are ordering, and 
to not be afraid to ask for opioids. Reviewing the reasoning of the initial dose being 
low and detailing the next steps to achieve symptom improvement. 

• To communicate directly to the bedside nurse what you are ordering and why. A 
common barrier to adequate withdrawal management includes discomfort with or 
misunderstanding of opioid orders. 

• Consider ordering the first dose as now to enable settling the patient, as well as 
getting a sense of dose effectiveness  
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• Consider in these cases of unclear tolerance or presence of concurrent illness that 
may impact tolerance to start at a lower dose of opioids of withdrawal 
management. 
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This slide shows symptoms of opioid and sedative withdrawal, based on COWS and 
CIWA scales
There are many symptoms which are common to both opioid and sedative 
withdrawal, as highlighted on this slide. 
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• CIWA may not be appropriate in these settings. Close monitoring and frequent 
reassessments are required to guide management in addition to withdrawal scales 
to ensure validity, or to replace them entirely with clinical judgement if needed. 

• Alternative sedative withdrawal scales may be used. However, none have been 
validated in an ED setting, and some have not been validated in any setting. There 
can still be symptoms that overlap between both opioid withdrawal and these 
alternative sedative withdrawal scales. Examples include:

• Validated scales in acute care settings: Brief Alcohol Withdrawal Scale, 
Glasgow Modified Alcohol Withdrawal Scale

• RASS scale is commonly used in the ICU setting, but can often lead 
to oversedation. 

• Alternative, non-validated withdrawal scales: Objective Alcohol Withdrawal 
Scale.
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• Distinguishing stimulant intoxication and opioid withdrawal can be difficult due to 
significant symptom overlap and limited accessibility from patient agitation.

• These symptoms are outlined in the table on the right-hand side. 
• *Pilorection may occur in some cases of stimulant intoxication, but is not a 

consistent symptom
• Elevated HR from stimulant intoxication is typically much greater relative to 

that experienced in opioid withdrawal
• If there is sufficient information to suggest the possibility of both toxidromes, 

consider a trial of therapy and reassess for resolution or improvement of 
symptoms.

• If agitation from possible stimulant intoxication precludes any reliable assessment, 
ensure safety of staff and patient and proceed with management of agitation as 
per usual care.

• After administering medications for sedation, reassess for persistent 
symptoms suggesting opioid withdrawal or progression of symptoms 
specific to opioid withdrawal.
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• These ranges are estimates of withdrawal onset. Patients who are below their 
stabilization dose will experience withdrawal sooner

• Once a patient achieves their stabilization dose, they typically do not experience 
symptoms of withdrawal until 24 hours or more after their last dose.
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• This table shows pharmacotherapy and typical dosing protocols for methadone 
and SROM. Understanding these principles can help providers anticipate onset of 
withdrawal.

• These numbers are averages based on patients with daily fentanyl use, and low 
risk of opioid toxicity. 

• For example, methadone starting doses of 40mg are reserved for patients 
with prior established tolerance to methadone and daily fentanyl use.

• If the patient is not on a sufficient dose of OAT, they may experience withdrawal 
symptoms

• Missed doses may also result in withdrawal symptoms
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• Typical stabilization dose for buprenorphine/naloxone is 12mg or greater. Some 
patients may stabilize at lower doses, such as 8mg, but this is less common.

• Patients may experience withdrawal at these lower doses, especially in the hours 
prior to their next dose.

• Some patients may require more than 24mg, upwards of 32mg. 
• Duration of action is dose dependent, and onset of withdrawal will correlate. 

• At doses greater than 16mg, patients may not experience withdrawal for 48 
hours or more. 
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• In Rural areas – when advising therapy, consider nearest pharmacy and opening
• Consider creating pathways early in conjunction with OAT start , given links to 

increased retention 
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