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Abstract
Background Management of opioid withdrawal in hospital settings is crucial to improve treatment completion and 
health outcomes among patients who use opioids, such as heroin. Evidence-based clinical guidelines can support 
responsive provision of opioid substitution therapy (OST). In England there is no standardised application of guidance 
for substance dependence management across National Health Service (NHS) Hospitals. A recent review of NHS 
hospital policies identified varying approaches to managing opioid withdrawal and procedural barriers to timely 
medication.

Objective To develop a clinical guideline for opioid withdrawal management in acute NHS hospital trusts to be 
tested and evaluated as part of the iHOST (Improving Hospital Opioid Substitution Therapy) research intervention.

Methods We undertook a deliberative guideline development process. The University London College Hospital 
(UCLH) substance dependence guideline was used as a template, with key points of revision informed by evidence 
review, consultations with hospital staff and people with opioid dependence. A multidisciplinary working group 
deliberated evidence statements to develop recommendations. These were reviewed by an oversight committee 
comprising representatives from key stakeholder organisations. The team authored the guideline with iterative review 
by the oversight committee, key stakeholders and UCLH clinical governance committees.

Results Deliberation focused on three key domains: (1) identifying opioid dependence and promptly continuing 
existing OST prescriptions; (2) initiating or re-titrating OST; (3) ensuring safety and continuity of care at discharge. 
Changes to the UCLH guideline included removal of mandatory urine drug testing prior to OST; increasing initial 
methadone titration dose; and provision for a higher day-one titration dose when specific safety criteria are met. A 
new titration schedule for sublingual buprenorphine was incorporated. Discharge planning to ensure continuity of 
community care and reduce risk of opioid overdose was emphasised, with allowance for bridging prescriptions of 
OST and naloxone provision on hospital discharge.
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Background
People who use opioids such as heroin face high risks 
of morbidity and mortality. Drug-related deaths are 
at record levels across the UK [1–3], and people who 
use illicit opioids are more likely to die from all causes 
of death when compared with people of the same age 
in the general population [4]. This group experience 
higher rates of emergency hospital admission [5], often 
to address chronic health issues, injuries, and infections 
[5–9]. They may delay seeking treatment [10, 11] and 
leave hospital before treatment completion [12], resulting 
in emergency readmission, more expensive and compli-
cated medical care, and a greater risk of all-cause mortal-
ity [13–16].

Qualitative research demonstrates that fear of opioid 
withdrawal in hospital is a key barrier to seeking and 
completing treatment [11]. Experiences of opioid with-
drawal as an inpatient can cause physical and psychologi-
cal distress leading to self-discharge, ward absences, and 
disrupted treatment as patients leave hospital to source 
opioids [12, 16–21]. Hospital discharge is a key risk 
period for fatal opioid overdose, attributable to reduced 
opioid tolerance following insufficient opioid substitution 
therapy (OST) provision during admission and the use 
of additional sedatives to manage symptoms of an acute 
illness [22, 23]. Other issues which impact patients’ will-
ingness to engage with hospital care include poor pain 
management, restrictions on behaviour during admis-
sion, and experiences of stigma [11, 24, 25]. Both Dame 
Carol Black’s Independent Review of Drugs [26] and 
the 2021 UK Drugs Strategy [27] highlight the need to 
improve physical healthcare for people who use drugs.

In the UK, OST—usually methadone or buprenor-
phine—is recommended for people experiencing opioid 
dependence [28]. Timely and effective provision of OST 
in hospital is critical to adequately manage opioid with-
drawal symptoms, which can, in turn, ensure treatment 
is completed for presenting medical conditions. OST 
should be prescribed in hospital either to continue care 
received in the community, if the patient is already on an 
OST prescription, or to prevent opioid withdrawal if the 
patient uses illicit opioids such as heroin and is not on an 
OST prescription.

Given the importance of OST provision in hospital, 
national guidelines for the clinical management of drug 

dependence, authored by the UK Department of Health, 
recommend that hospitals implement local protocols to 
facilitate prompt OST provision on admission and to 
enable continuity of care on discharge [29]. Our pub-
lished document analysis of policies across 86 acute NHS 
hospital trusts in England demonstrates procedural bar-
riers to prompt OST provision and significant variability 
in recommended approaches [30]. These policies often 
differed from national guidance, which itself draws on a 
limited evidence base [29]. Obstacles to OST provision in 
hospital include: (i) limited guidance on how to confirm 
routine OST prescriptions when community services 
are closed; (ii) restrictions on OST dosing during ini-
tiation; (iii) insufficient guidance for OST continuity on 
discharge; (iv) procedural barriers, particularly require-
ments for positive drug tests prior to OST prescription; 
and (v) negative characterizations of people who use opi-
oids [30]. Policies typically emphasized the risk of opioid 
toxicity from OST administration with little acknowl-
edgment of risks associated with insufficient OST pro-
vision, including intolerable withdrawal symptoms, 
self-discharge, and incomplete treatment [30]. The rea-
son for this level of variability in hospital policies is not 
clear. Hospitals are responsible for developing their own 
policies (while not being required to follow national guid-
ance). Differences may reflect relative levels of awareness 
and expertise in the management of opioid dependence, 
without a definitive evidence base to inform policy devel-
opment, as well as the recency and thoroughness of pol-
icy revision.

Here, we detail the process and outcomes of revising 
the opioid withdrawal management guideline at Univer-
sity College London Hospital (UCLH) to address proce-
dural barriers identified through our document analysis 
[30]. UCLH is a major teaching hospital in central Lon-
don. Clinicians across medical and surgical specialties 
manage opioid dependence and withdrawal with support 
from drug and alcohol nurse specialists. When required, 
additional support may also be provided by colleagues 
from liaison psychiatry and community drug treatment 
services. The guideline revision was conducted as part 
of a broader project—the National Institute for Health 
and Care Research (NIHR) funded Improving Hospital 
Opioid Substitution Therapy (iHOST) study [31]—which 

Conclusion The iHOST clinical guideline aims to remove procedural barriers to opioid withdrawal management for 
hospital inpatients. It is intended to be implemented by other NHS hospitals, which could improve access to OST and 
reduce discrepancies in treatment access and completion.
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aims to inform improvements to OST provision in acute 
NHS hospitals nationally.

Methods
The iHOST study seeks to develop and evaluate a multi-
component intervention consisting of: (1) a patient-
centred ‘best practice’ clinical guideline for opioid 
withdrawal management in hospital to enable timely 
and effective OST provision; (2) a patient advocacy card 
(‘MyMeds’) to empower people on a community OST 
prescription to access OST in hospital and facilitate faster 
confirmation of dosage; (3) an OST helpline run by the 
drug policy charity, Release, to support admitted patients 
in advocating for access to OST; (4) a hospital champion 
role to support implementation of the iHOST interven-
tion; and (5) an e-learning module for hospital staff to 
reduce stigma and improve knowledge of opioid depen-
dence and OST. In this paper, we report on the develop-
ment process for this first component of the intervention, 
the iHOST guideline. The guideline development process 
comprised the following steps:

Consultation with UCLH staff and NHS patients
We consulted UCLH staff and people who use opi-
oids to identify how hospital guidelines could support 
prompt and effective management of opioid withdrawal 
in hospital. Between October 2021 and April 2022, MH 
conducted four focus groups with people with lived 
and living experience of opioid dependence and hospi-
tal admission (total n = 16 across the four groups). Two 
of these focus groups were conducted with people who 
use opioids recruited by MH through personal and pro-
fessional networks, two were conducted in collabora-
tion with local specialist drug services. MH used a topic 
guide aimed at understanding participants experiences of 
hospital admission, OST access, opioid withdrawal and 
hospital discharge. The groups were audio recorded with 
written participant consent, transcribed verbatim and 
thematically analysed using an inductive approach.

In March 2022, MH and JS conducted a focus group 
with 14 UCLH staff members, including nurses, junior 
doctors, and consultants. Staff were invited to participate 
by MB, a Consultant Physician at UCLH. MB audited 
OST prescription practices across the hospital and 
involved staff who worked on wards where OST is com-
monly prescribed. The group was informed by a topic 
guide aimed at understanding current OST prescribing 
practices for inpatients, staff experiences of managing 
opioid withdrawal, and barriers and facilitators to effec-
tive withdrawal management. The group was not audio-
recorded, given some staff movement in and out of the 
session. MH and JS took detailed anonymised notes of 
staff responses with participant consent. These were 
reviewed and thematically categorised.

In April 2022, JS conducted individual consultations 
with two senior UCLH pharmacists. During these con-
sultations a diagram was created of the process of OST 
prescription and administration. Then a root cause anal-
ysis approach was taken [32], including data from the 
focus groups and pharmacist consultations, to identify 
points at which delays or barriers to OST could be cre-
ated and why these occurred. These were compared with 
findings from our previously published review of existing 
NHS hospital opioid withdrawal policies [30] to highlight 
where guidance posed the most significant barriers to 
prompt and effective withdrawal management.

Deliberative guideline development process
To develop the guideline recommendations, we under-
took a deliberative process approach, which “provides 
guidance informed by relevant scientific evidence, inter-
preted in a relevant context wherever possible with con-
text-sensitive scientific evidence and, where not, by the 
best available colloquial evidence” [33]. ‘Colloquial evi-
dence’ refers to any information other than findings from 
scientific research studies, including information about 
resources, context, values, and particularly the opinions 
and practical experience of clinical and patient experts 
[34, 35]. In practice, a deliberative process requires that 
an inter-disciplinary group of experts iteratively appraise 
the appropriateness of different courses of action, con-
sidering the advantages and disadvantages of their likely 
intended and unintended consequences, reflecting on 
available evidence and others’ views [33].

Deliberative processes are widely used in health pol-
icy decision-making, including the Health Technology 
Assessments undertaken by the UK National Institute for 
Health and Care Excellence (NICE) [34]. This approach 
is considered suitable where (a) multiple types of evi-
dence are relevant (such as clinical guidelines for related 
conditions, clinical expertise, and patient views) and (b) 
where guidance must be sensitive to matters of equity 
[33]—both relevant to the context of the iHOST guide-
line development process.

Given the relative lack of empirical evidence informing 
appropriate OST regimens in hospital settings, a delib-
erative process was necessary to interpret and contex-
tualize evidence developed in other contexts, which has 
unclear external validity relative to the hospital setting; 
and to draw heavily on existing guidance. The delibera-
tive process enabled us to consider not only the risks of 
opioid withdrawal and toxicity in hospital, but also the 
health and social risks associated with self-discharge due 
to untreated opioid withdrawal. With this approach, we 
centred equity considerations, given the discrimination 
faced by people who use drugs, and the lack of parity 
between guidelines informing medical care for this group 
as compared to other patient populations.
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The deliberative process included an evidence review, 
workshops and consultations with experts. The process 
was led by the iHOST team in collaboration with (i) the 
iHOST Policy Template Working Group; (ii) the iHOST 
Policy Template Oversight Group; and (iii) additional 
experts who were individually consulted. Each group 
was engaged concurrently to enable reflection and feed-
back on differing perspectives between groups, as com-
municated by the iHOST team. Key evidence-gathering 
activities, membership of groups for consultations, and 
specific engagement processes are detailed below.

National guidance and other evidence summaries
We reviewed Drug misuse and dependence - UK guide-
lines on clinical management (often called ‘The Orange 
Book’), authored by the UK Department of Health 
[29]; the NICE technology appraisal, ‘Methadone and 
buprenorphine for the management of opioid depen-
dence’ [28]; and British National Formulary (BNF) 
prescribing guidelines for methadone [36] and buprenor-
phine [37]. MW, AH and MH extracted and compared 
guideline data regarding dose titration and OST initia-
tion protocols, opioid dependence assessment, and hos-
pital-specific guidance, where available. Relevant text 
extracts from these guidelines, qualitative data analyses 
from staff and patient/client focus groups, findings from 
our review of NHS substance dependence policies [30], 
and other appropriate evidence, were summarized and 
provided to the Working and Oversight Groups prior to 
workshops to support discussion. For example, inconsis-
tencies between guideline sources (e.g., different recom-
mendations for maximum doses of methadone on days 
one and two of titration) were highlighted for discussion 
with stakeholders, alongside excerpts from each guide-
line on titration dosing schedules, data from our review 
of NHS hospital policies, and qualitative data from peo-
ple who use drugs and hospital staff regarding their expe-
rience of titration practice.

iHOST policy template working group
The Working Group was tasked with considering the 
benefits and risks of potential recommendations for the 
iHOST guideline, focusing on specific points of conten-
tion identified in our reviews of national guidance, local 
NHS policies, and consultations with staff and patients. 
This group comprised 12 members, including people with 
lived experience of opioid dependence as well as doctors, 
nurses, pharmacists, and drug law specialists. Members 
were invited to participate based on their expertise and 
prior work in addiction medicine and related fields. They 
were recruited through existing networks of the iHOST 
study team and project partners.

Five one-hour videoconference workshops were held 
between June and August 2022, facilitated by MW. The 

first four workshops focused on: (i) drug testing prior to 
prescription; (ii) provision of takeaway OST medications 
on discharge; (iii) medicines reconciliation on admission 
for patients prescribed OST in the community; and (iv) 
discharge planning protocols. Following agreement on 
key parameters, the final workshop focused on review 
and finalization of the new guideline’s flow diagram.

iHOST policy oversight group
The Oversight Group was tasked with reviewing and pro-
viding feedback on draft recommendations developed 
by the iHOST team in collaboration with the Working 
Group. To identify key members to include in the group, 
AH conducted a stakeholder analysis with input from 
the wider iHOST team, characterizing the likely inter-
est and influence of candidate organizations from which 
to recruit representatives. Organizations were selected 
based on these factors as well as their expertise. Six 
organizations agreed to join the group: Addiction Pro-
fessionals, the British Pharmacological Society, the Col-
lege of Mental Health Pharmacy, the Office for Health 
Improvement & Disparities (OHID), the Royal College of 
Psychiatrists and the Royal Pharmaceutical Society. The 
individuals who represented the organizations either self-
appointed following initial contact or were nominated 
through internal organizational procedures.

Two two-hour videoconference workshops were held 
with the Oversight Group in July and August 2022, 
facilitated by MW, AH, and MH. Prior to each work-
shop, Oversight Group members also offered written 
feedback on iterative drafts of the guideline authored 
by the iHOST team. MW synthesized this feedback to 
organize workshop discussions. In both sessions, discus-
sions focused on key areas of contention, supported by 
‘rationale statements’ summarizing potential risks and 
benefits of proposed recommendations, alongside rel-
evant consultation findings, national and local guidance 
and available evidence. Following each workshop, the 
iHOST team provided detailed responses to each Over-
sight Group member’s written comments. A summary of 
discussions was presented to the Group to ensure that all 
revisions to the draft guideline were captured systemati-
cally. All group members were provided with a finalized 
draft of the guideline, as were additional expert stake-
holders affiliated with the Addiction and Inclusion Direc-
torate of OHID, and clinicians and pharmacists employed 
by UCLH.

Clinical governance review at UCLH
The guideline was submitted for approval through stan-
dard guideline ratification processes in UCLH. It was for-
mally reviewed by three of the Trust’s established clinical 
governance bodies: the Opioid Stewardship Commit-
tee, the Use of Medicines Committee, and the Clinical 
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Guidelines Committee. At each stage, the guideline was 
presented in committee, discussed, and amended in line 
with feedback to ensure that the recommendations were 
appropriately contextualized to local needs, including 
workloads of relevant staff. The final version of the guide-
line was signed off by the Controlled Drugs Accountable 
Officer and the Medical Director and was implemented 
as the UCLH Trust Wide Guideline in November 2022.

Ethics approval
The iHOST study received ethical approval from NHS 
Ethics (IRAS 310856) and the London School of Hygiene 
& Tropical Medicine (Ref 27895). Participants who use 
opioids were reimbursed in cash payments for their time 
and expertise. Hospital staff were not reimbursed as they 
were consulted during normal working hours.

Results
We report decision-making on guideline parameters 
across three key domains: (i) identifying opioid depen-
dence and continuing OST prescriptions; (ii) initiating 
or re-titrating OST in hospital; and (iii) ensuring safety 
and continuity of care on discharge. While the scope of 
the guideline is broader, covering issues such as contrain-
dications to OST provision and pain management, these 
three domains were the most contentious and thus the 
prime focus of the deliberative process.

Identifying opioid dependence and continuing OST 
prescriptions
The guideline sought to facilitate timely and effective 
OST provision in hospital, by ensuring that patients with 
opioid dependence are promptly and correctly identi-
fied through medical assessment. This included review 
of medicines reconciliation protocols for patients already 
in receipt of community OST. Prior UCLH guidance 
required a positive urine drug screen (UDS) prior to 
OST prescription, regardless of whether the patient was 
on a confirmed community prescription or was clearly 
showing signs of opioid withdrawal. Staff consultations 
highlighted practical challenges imposed by this require-
ment, especially given the long delays caused by labora-
tory testing. However, they also expressed reservations 
about using point-of-care (POC) testing, given prior 
experiences of a POC pilot scheme which highlighted 
constraints related to staff training and capacity. From 
the perspective of people who use opioids, our consulta-
tions found that UDS can exacerbate stigma and foster 
distrust, undermining therapeutic relationships.

Requirements for UDS in hospital guidelines are vari-
able across England. Of the trust policies reviewed, 
around half did not require or recommend UDS prior to 
OST prescription, whereas 16% required a positive result 
prior to any OST provision, even if the patient was on a 

confirmed community prescription [30]. National guide-
lines include UDS as one means of verifying recent drug 
use while also highlighting the risk of false negatives and 
that the tests cannot confirm dependence or tolerance 
[29].

During the deliberative group process a range of opin-
ions were expressed regarding use of mandatory UDS 
prior to OST prescription. Arguments in favour of 
requiring a positive UDS included their perceived objec-
tivity to corroborate patients’ self-reported opioid use, 
given the risk of toxicity if the patient incorrectly reports 
use and has lower than expected tolerance. Some sug-
gested that UDS could be a useful tool for clinicians 
who are less experienced in assessing opioid dependence 
and withdrawal and mitigate medicolegal risks of opi-
oid prescribing. Arguments against a UDS requirement 
included the clinical duty to promptly treat observable 
opioid withdrawal symptoms without waiting for screen-
ing results. Further, some argued that reliance on UDS 
could lead to false assurance among clinicians, as a posi-
tive test provides evidence only of recent opioid use, not 
of dependence or tolerance. The risk of patients leaving 
hospital due to withdrawal while waiting for test results 
was noted as a concern. This risk needed to be weighed 
against perceived medicolegal risk – which some argued 
could be mitigated by obtaining patient consent prior 
to OST prescription. After this deliberative process, 
consensus was broadly reached that, while UDS is of 
clinical use in specific circumstances, a mandatory UDS 
requirement prior to OST prescription can increase risk 
of patient self-discharge and be unduly onerous for staff, 
particularly when POC testing is not available.

The iHOST guideline therefore acknowledges that UDS 
may be clinically useful (e.g., to support further discus-
sion of a patient’s drug use) but clarifies that evidence 
of opioid dependence gained through a patient history, 
medical records, and structured clinical observation 
is sufficient to prescribe OST with patient consent. To 
identify patients with opioid dependence, the guideline 
does not require a positive UDS prior to OST prescrip-
tion but instead emphasizes the importance of taking a 
thorough history and withdrawal observation. Further-
more, the guideline clarifies that a patient’s refusal to 
provide a urine sample should not delay OST provision. 
Where a UDS is pursued, the guideline highlights the 
need to explain the purpose of the test and obtain patient 
consent.

To support clinicians in taking a comprehensive drug 
history and assessing opioid withdrawal, the guideline 
includes an appendix highlighting key questions, with 
suggested language to support clinicians to communi-
cate clearly and respectfully. The appendix also includes 
a copy of the Clinical Opioid Withdrawal Scale (COWS) 
[38] to support staff in assessing withdrawal symptoms.



Page 6 of 11Wickremsinhe et al. Harm Reduction Journal          (2024) 21:201 

To continue community OST prescriptions in hospi-
tal, prior UCLH guidance required clinicians conduct 
a UDS and to contact both the community prescriber 
and pharmacist to verify the dose and date of last con-
sumption or pick-up. UCLH staff reported that this 
dual-verification overly burdened staff time, both in the 
hospital and community. Discussions within the Work-
ing Group highlighted that this requirement is incon-
sistent with protocols for other medicines, where the 
patient report can be confirmed by one additional source, 
usually a healthcare professional. Through the delibera-
tive process with both groups, a decision was made that 
only one other source should be required to confirm a 
patient’s routine OST dose (except where the patient 
lacks capacity, in which case two independent sources 
would be required as is standard practice in medicines 
reconciliation when patient capacity is in question). The 
iHOST guideline therefore states that confirmation of the 
dose and date of last consumption or pick-up is required 
from only one further source, in addition to the patient, 
for anyone admitted on a community OST prescription. 
While both the community prescriber and the com-
munity pharmacist should be informed of the patient’s 
admission, hospital staff can prescribe a patient’s routine 
OST following dose confirmation. The Working Group 
and Oversight Group also discussed other methods of 
confirming the patient’s routine dose where contact with 
the community pharmacist or prescriber is not possible 
(e.g., out-of-hours). The guideline includes guidance on 
these alternative valid sources, including a labelled and 
recently issued OST bottle or prescription.

For patients on a community prescription for metha-
done, the iHOST guideline notes that, even where the 
community dose has been confirmed and prescribed as 
usual, patients should be routinely monitored for with-
drawal symptoms. Where symptoms persist, a ‘when 
required’ or pro re nata (PRN) dose of 5 mg to 10 mg of 
methadone can be prescribed to account for withdrawal 
attributable to ‘on-top’ use of other opioids in the com-
munity. Prescription of other medications for opioid 
dependence is uncommon in the UK, but can include 
injectable medications, and depot buprenorphine. We 
indicate in the guideline that if individuals who are taking 
these medications present to hospital, their management 
should be discussed with the local drug service provider.

Initiating or re-titrating OST in hospital
The guideline sought to enable prompt and effective OST 
initiation in patients who are not on a community pre-
scription, and to provide clear guidance on re-titrating 
OST in patients on a community prescription that can-
not be confirmed (e.g., when admitted out-of-hours). For 
these patients, the prior UCLH guidance we were amend-
ing only outlined a titration schedule for methadone, 

explicitly advising that buprenorphine should not be ini-
tiated. Methadone dosing was indexed to COWS score 
(between 5 mg and 30 mg according to symptom sever-
ity), with additional methadone prescribed and admin-
istered four-hourly, up to a maximum dose of 40 mg of 
methadone on day one.

UCLH staff highlighted challenges with this proto-
col, especially where the patient’s withdrawal symptoms 
were classified as too mild to warrant a methadone dose 
that patients deemed adequate. Staff felt that low initial 
doses were more likely to lead patients to leave hospi-
tal to self-treat withdrawal. Likewise, people who use 
opioids suggested that lower initial doses of methadone 
were often inadequate to alleviate withdrawal symptoms. 
Both UCLH staff and people who use opioids highlighted 
that doses of methadone above 40 mg may be required in 
some cases to prevent withdrawal.

Our document analysis of NHS hospital policies dem-
onstrated significant variability in methadone dosing 
[30]. Recommended starting doses ranged from 5 mg to 
40  mg, and total day-one maximum doses from 20  mg 
to 70  mg. This ambiguity is compounded by the differ-
ing recommendations in national guidance. For metha-
done administered in hospital, Department of Health 
guidelines recommend a starting dose of 10  mg, to be 
increased by 10  mg four-hourly up to a maximum total 
of 40 mg on day one [29]. However, for methadone pre-
scribed in community settings, the national guidelines 
recommend a starting dose of 30 mg, with allowance for 
up to 40 mg under specific circumstances [29]. The latter 
is consistent with dosing recommendations of the BNF 
[36].

Given discrepancies between existing local and 
national guidelines, we discussed initial dosing with the 
Working Group and Oversight Group. To scaffold dis-
cussion, the iHOST team asked both groups to contrast 
risk/benefit analyses of a 10 mg, 20 mg, or 30 mg initial 
dose of methadone in hospital. A key argument against 
higher initial doses was the risk of toxicity. Arguments 
in favour of higher initial doses were reducing the risk 
of self-discharge, preventing patient self-medication to 
treat withdrawal symptoms, and enabling patients to stay 
in hospital. Deliberations across both groups concluded 
that 10  mg of methadone is unlikely to be of sufficient 
benefit to patients experiencing opioid withdrawal, which 
could increase the likelihood of self-discharge. It was 
felt that some patients may require more than 40 mg to 
prevent withdrawal, however that prescriptions totalling 
more than 40mgs on day one should only be permissible 
in specific cases under expert supervision due to toxicity 
risk.

The iHOST guideline acknowledges that the hospi-
tal setting can be less risky for initiating or re-titrating 
OST as compared with the community setting, assuming 
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appropriate staffing levels and monitoring capacity to 
allow routine observation. Therefore, it recommends a 
starting dose of up to 20  mg of methadone for patients 
experiencing withdrawal, with consideration of 30 mg in 
the case of severe symptoms. Thereafter, the guideline 
recommends prescribing further doses titrated against 
withdrawal symptoms up to 40 mg in total on day one.

In very specific circumstances, the guideline allows for 
an increase in the total day-one dose of methadone from 
40 mg to 60 mg. This dose increase should be considered 
only where the patient is still experiencing severe with-
drawal symptoms after 40 mg of methadone. The guide-
line highlights this decision must be taken by a senior 
decision-maker, with specified examples: a drug and 
alcohol clinical nurse specialist, specialist pharmacist, 
senior medical clinician or anaesthetist. Furthermore, 
the guideline highlights that a day-one dose higher than 
60  mg should only be considered when close nursing 
supervision is available. To mitigate risks of methadone 
toxicity, the guideline mandates routine monitoring of 
respiratory rate, oxygen saturations, and consciousness 
level; the availability of naloxone in ward stocks for emer-
gency management; and that naloxone be prescribed 
PRN. Guidance is provided on management of overdose 
and thresholds for clinical escalation.

In the UK context, methadone is more commonly pre-
scribed to manage opioid dependence than buprenor-
phine, but prescription of the latter is becoming more 
common [39]. Our review of NHS policies found that 
buprenorphine was not referenced at all in 22% (19/86) 
of guidelines reviewed, and only 27% of trusts (23/86) 
included a buprenorphine initiation schedule [30]. The 
iHOST guideline offers advice on choosing between 
methadone and buprenorphine (with reference to rel-
evant clinical considerations, patient preference, medi-
cine availability, and pain management needs). A dosing 
regimen for buprenorphine in line with national clinical 
guidance is recommended, which should only be com-
menced when withdrawal symptoms are present to avoid 
precipitated withdrawal [29].

Ensuring safety and continuity of care on discharge
The iHOST guideline sought to improve continuity of 
care and ensure safety for all patients receiving OST 
discharged from hospital. Prior UCLH guidance offered 
limited advice on continuing OST on discharge. The 
guideline also prohibited the provision of takeaway OST 
doses and made no provisions for takeaway naloxone.

UCLH staff suggested that the lack of support around 
discharge planning could lead to patients being admit-
ted for longer than medically necessary, exacerbating bed 
pressures. These extended stays were most likely when 
continuation of OST could not be arranged with com-
munity services, e.g., if the patient was deemed medically 

fit for discharge over the weekend. Conversely, in other 
cases, people with opioid dependence may be discharged 
without continuity of care, placing them at risk of self-
medicating withdrawal symptoms in unsafe settings. 
Consultations with people who use opioids confirmed 
these concerns. A number reported experiences of being 
discharged without access to OST, in some cases lead-
ing them to use heroin while at greater risk of overdose 
due to reduced tolerance. Accordingly, we considered 
the merits of providing OST doses on discharge from 
hospital if community services were not able to ensure 
continuity of care. Our review of NHS policies found 
that 66% (57/86) of trusts permitted takeaway OST in 
some circumstances [30]. National guidelines also permit 
a small number of takeaway OST doses (usually one to 
three days) on discharge to facilitate continuity of care 
for patients who were admitted on a community OST 
prescription [29].

Both the Working Group and the Oversight Group 
emphasized the importance of early discharge planning 
to mitigate the risk of OST interruption. In terms of take-
away OST doses, opinions varied. Arguments in favour 
of takeaway OST doses included the need to mitigate the 
elevated risk of overdose following hospital discharge, 
potentially attributable to illicit opioid use in the context 
of OST interruption [22]. Arguments against providing 
takeaway OST included concerns about diversion (where 
the patient shares OST medications with other people). 
Some suggested that instead of supplying takeaway OST, 
a priority appointment should always be arranged with 
community services for the day of discharge. However, 
implementing this recommendation would necessitate 
limiting hospital discharge to times when community 
drug treatment services are open (usually Monday to 
Friday during working hours), which is infeasible given 
resource constraints. The Oversight Group therefore 
suggested that, at least in some cases, takeaway OST 
may be appropriate to enable continuity of care, specifi-
cally for patients admitted on a community prescription 
and where the provision of takeaway doses has been 
agreed with the community prescriber prior to planned 
discharge. There was unanimous agreement across the 
Working Group and Oversight Group that all patients 
prescribed OST in hospital should be provided naloxone 
on discharge.

The iHOST guideline, therefore, stresses the impor-
tance of early discharge planning to ensure that the com-
munity drug treatment service is aware of the patient’s 
admission and kept informed of any changes made to 
patient OST prescriptions in hospital. The guideline per-
mits takeaway OST doses for one to three days to ensure 
continuity of care for people discharged out-of-hours 
who are already on a community OST prescription if 
agreed with the community provider. Additionally, it 
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recommends the provision of takeaway naloxone to all 
patients prescribed OST in hospital alongside educa-
tion on how it should be used in the event of an over-
dose. Multiple training sessions on take home naloxone 
were delivered to staff to facilitate delivery and relevant 
resources including a training checklist are provided in 
the appendix of the guideline.

Discussion
In this paper, we outlined the deliberative process used to 
develop the iHOST guideline. We incorporated the views 
of people who use opioids, hospital staff and clinical 
experts to ensure that recommendations were sensitive 
to relevant risks, including self-discharge, post-discharge 
overdose, and inpatient opioid toxicity. The primary 
objective of the guideline is to ensure timely management 
of opioid withdrawal symptoms, thereby supporting 
inpatients to remain in hospital and complete treatment. 
As the guideline is eventually intended for use across 
NHS hospitals, without additional resources and where 
specialist clinicians may not be available, the recommen-
dations focus on care that can be provided by non-spe-
cialist providers.

The guideline development process was informed by 
three guiding principles to improve care for inpatients 
who use opioids or receive OST. First, we sought to rebal-
ance perceptions of risk, weighing not only the risk of 
OST toxicity, but also the risk of delaying or omitting 
OST, which can lead to intolerable withdrawal symp-
toms, self-discharge, and post-discharge overdose [11, 18, 
21, 23]. Although the risks of not administering OST may 
be less immediately tangible to prescribing clinicians, 
these risks are of central importance to patients and their 
safety outside of the hospital. Therefore, the guideline 
emphasizes the importance of doses sufficient to relieve 
or prevent withdrawal symptoms, thereby enabling the 
patient to stay in hospital and complete treatment, while 
also reinforcing the need for careful monitoring and 
prompt treatment in the event of toxicity. The guide-
line additionally attends to post-discharge overdose risk 
by offering takeaway naloxone on discharge, and ensur-
ing OST is provided while in hospital to prevent loss of 
tolerance.

Second, to achieve parity with guidance intended for 
other patient groups, we sought to engage people who 
use drugs in the development process. Patient involve-
ment is widely understood to be a foundational com-
ponent of guideline development [40]. However, no 
available NHS hospital opioid dependence policies 
included any reference to patient and public involvement 
[30]. We involved people who use drugs throughout the 
development process, including through membership of 
the Working Group.

Third, we sought to challenge stigmatising discourses 
and assumptions about people who use drugs, found in 
NHS substance dependence guidance [30], which can 
perpetuate and reinforce negative attitudes towards 
people who use drugs by healthcare workers [41]. We 
sought to promote patient-centred approaches that 
involve people who use drugs in decisions and informa-
tion sharing related to their care. This contrasts with 
measures which implicitly or explicitly deny the verac-
ity of patient testimonies, which treat people who use 
drugs as untrustworthy and without agency. One impor-
tant aspect of reducing stigma towards people who use 
drugs is addressing how language is used [42]. We drew 
on guidelines developed by organizations representing 
people who use drugs [43] to inform language choices, 
with an emphasis on using neutral and person-first ter-
minology. Implicit judgements regarding drug use, as 
present in terms such as ‘abuser’, ‘misuser’ or ‘addict’, for 
example, are problematic. Terms such as ‘substance use’ 
and ‘people who use heroin’ remove inferences of moral 
judgement and emphasise drug use as a practice (among 
many), rather than as an identity. These considerations 
informed our recommendations on appropriate and non-
stigmatising approaches to take a drug history, included 
as a guideline appendix.

Most other research into improving hospital-based 
OST has been done in the United States. These interven-
tions are primarily aimed at improving access to OST 
in the community, using hospital admission as an entry 
point to care, rather than preventing opioid withdrawal 
in hospital, which is the focus of iHOST. Some other rel-
evant studies have evaluated models of addiction care for 
hospital inpatients. Several different models have been 
identified including addiction consult services, in-reach 
by community addiction teams, and staff training [44, 
45]. These existing models informed development of the 
multicomponent iHOST intervention.

To our knowledge, there is limited evidence aside from 
patient case reports [46, 47] to guide specific details of 
OST management in hospital settings such as titration 
regimes. This may contribute to the disparities in hos-
pital policies for opioid dependence management across 
the UK [30]. This is similarly the case for much guidance 
in the USA, as highlighted by a recent systematic review 
[48]. Since the iHOST guideline was developed, North 
American research has demonstrated that increasing the 
rate of methadone titration in hospital can be well toler-
ated by patients [49, 50]. However, it is important to note 
that these studies were conducted in the context of wide-
spread adulteration of heroin supplies with fentanyl and 
other synthetic opioids. This is not currently the case in 
the UK, although it is becoming more of an issue, with 
an increasing number of deaths associated with potent 
nitazene opioids [51, 52]. In a context of increasing drug 
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market toxicity, specialist drug services may need to 
innovate to retain clients and reduce their overdose risk. 
Any changes to community OST provision will be moni-
tored and inform recommendations for commensurate 
change in iHOST hospital guidelines.

Limitations
Given the lack of evidence to inform hospital specific rec-
ommendations, it was necessary to draw heavily on exist-
ing guidance and expert opinion, as has been the case 
for previous related guidance in the NHS [30] and inter-
nationally [48]. Accordingly, we adopted a deliberative 
process approach as described. It is important to note 
that there is limited evidence for deliberative process as 
a specific method to develop guidelines [34]. Success is 
likely to be influenced by the cadre of experts involved, 
and the specifics of the process ensuring that informa-
tion is appropriately shared with and between stakehold-
ers to allow informed decision making. The nature of the 
participants involved in the iHOST development process 
– including leading experts and clinicians in the UK – 
and meticulous efforts to ensure stakeholder views were 
appropriately shared and addressed were positive aspects 
of the deliberative process in this instance.

While a Delphi study or other formal consensus exer-
cise would generally be preferable in the absence of con-
text-specific evidence, this approach was not practicable 
given the time frame and scope of guidance under con-
sideration. To account for the limited evidence on which 
we could draw to inform recommendations, and to moni-
tor for any unintended consequences, a mixed methods 
evaluation of guideline implementation and concurrent 
safety monitoring is underway, which will subsequently 
be reported in the academic literature.

Future work
While clinical guidelines play a critical role in improv-
ing OST provision in hospital [53, 54], guideline changes 
alone do not necessarily change practice or outcomes. 
For instance, a USA study found that revising an opioid 
withdrawal policy was associated with increased OST 
provision in hospital but no change in premature dis-
charge [53] and a UK study highlighted inconsistencies in 
the implementation of a new opioid withdrawal guideline 
[54]. This demonstrates the need for complex interven-
tions with multiple components, including wider mea-
sures to improve patient experiences, and staff training to 
ensure changes in practice.

Accordingly, the iHOST guideline is part of a wider 
multi-faceted intervention, with five components 
designed to address a range of factors critical to improv-
ing OST provision in hospital: (i) the guideline; (ii) staff 
training; (iii) a staff champion role; (iv) a patient helpline; 
and (v) an advocacy card (the My Meds card) for patients 

to carry highlighting the importance of receiving OST. 
While the guideline seeks to reduce procedural barriers 
to OST provision, the other components of the interven-
tion seek to empower patients to advocate for access to 
OST (the My Meds card and the helpline) and to enhance 
staff knowledge and confidence in providing care for peo-
ple who use drugs (the training and champion role). After 
iHOST implementation at UCLH (from November 2022) 
the intervention is being formally evaluated in two NHS 
teaching hospitals located in Leeds and Staffordshire. 
If found to be beneficial, the team will work towards 
informing national guidance to optimize and standardise 
care across acute NHS hospital trusts.

Conclusion
The iHOST guideline for opioid withdrawal manage-
ment, developed through a deliberative process in collab-
oration with expert stakeholders including people who 
use drugs, is now implemented as policy at UCLH. The 
guideline, and the wider iHOST study, aims to improve 
patient-centred care and support hospital provider con-
fidence in effectively treating opioid withdrawal and 
providing continuity of care for people receiving commu-
nity opioid substitution therapy. Along with the broader 
iHOST intervention the guideline provides a first step 
towards improving the confidence of people who use 
drugs in hospital care and ideally, in time, reducing their 
experiences and perceptions of prejudicial treatment. If 
appropriate for standardisation across NHS acute hospi-
tal trusts the guideline could help reduce discrepancies in 
treatment access and completion to improve health out-
comes for a marginalised high-risk population.
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