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Presenter Notes
Presentation Notes
This is the overview of the talk. I will go through the definition of opioid use disorder. And then I will present three cases with patients taking buprenorphine, methadone, and naltrexone to review the current guidelines for their perioperative management. However this talk with have a large focus on buprenorphine. And lastly I will summarize the overall guidelines at the end. 


Box 1 American Psychiatric Association criteria for OUD

Impaired control:
1. Opioids are often taken in larger amounts or over a longer
period than was intended.

2. There is a persistent desire or unsuccessful efforts to cut
down or control opioid use.
3. A great deal of time is spent in activities necessary to obtain

O PI O I D U S E D I S O R D E R the opioid, use the opioid, or recover from its effects.

4. Craving, or a strong desire or urge to use opioids.

Social impairment:

5. Recurrent opioid use resulting in a failure to fulfill major role
obligations at work, school, or home.
6. Continued opioid use despite having persistent or recurrent

LS . . . .
“*The disorder includes the desire to obtain and social or interpersonal problems caused or exacerbated by
take opioids despite social and professional the effects of opioids. : o
7. Important social, occupational, or recreational activities are
consequences. given up or reduced because of opioid use.
“*It affects 16 million people worldwide and 2. | Riskyuse: |
. ) 8. Recurrent opioid use in situations in which it is physically
million in the US hazardous.
9. Continued opioid use despite knowledge of having a
**Houston has about 50-100 reports monthly persistent or recurrent physical or psychological problem
that is likely to have been caused or exacerbated by the
substance.

“*-1/3 are fatal
Pharmacological criteria:

D Diagnosis is based on the American Psychiatric 10. Exhibits symptoms of tolerance (reducing effect with
A T DSM 5 increasing dose).™
ssociation 11. Exhibits symptoms of withdrawal (physiological symptoms

due to absence of a substance typically used repeatedly).*

*10 and 11 do not apply to individuals taking chronic opioids under
medical supervision.

Kohan L, et al. Reg Anesth Pain Med 202 1;46:840—859. doi:10.1 136/rapm-2021-103007
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Opioid use disorder is the chronic use of opioids that causes clinically significant distress or impairment. 

It affects 16 million people worldwide,  and in the US alone it affects 2.1 million people. The opioid related deaths continue to rise annually and in In Houston specifically, we see about 1death every 32 hours. 

Do due to the rise in the opioid crisis, we as anesthesiologists will continue to see more and more of these patients coming in for surgery.

The diagnosis is defined by the DSM V criteria. As you can see in the the table to the right. IT is separated into 4 categories with a total of 11 criteria. TO meet a diagnosis of opioid use disorder A patient must meet at least one of the pharmacological criteria in addition to at least one other criterion from another category to be diagnosed with OUD. 

Meeting 2-3 criteria constitutes mild OUD. 4-5 criteria is moderate, and 6 or more is considered severe. The severity of the disorder may have implications for treatment.



MEDICAL MANAGEMENT OF OUD

¢ Treatment is a combination of medical management and
psychosocial support

** Medication for opioid use disorder (MOUD): Methadone,
buprenorphine, naltrexone

+* Significant decrease in all cause mortality
“* Meta analysis by Sorto et al
“* 19 cohort studies, > 140,000 patients

** Increased mortality during times of induction and
immediately after discontinuation

** Do not disrupt treatment unless necessary

Cumulative incidence

all-cause mortality

3% 1
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Further inpatient treatment
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Both MOUD and inpatient
treatment

No treatment
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So patients with this disorder can be treated with behavioral/psych support as well as opioid replacement therapy. Medical management particularly has been shown to be a very effective and safe way to manage  this disorder. The three medications available include buprenorphine, methadone, and naltrexone.

A meta analysis done by Sordo et al showed that while a patient is on opioid replacement therapy, there is a substantial reduction in the risk for all cause mortality and a reduction in risk of overdose. In addition, they have improved social functioning, reduced criminal activity, lower rates of substance abuse, and reduced risk of HIV and hepatitis infection.  However, a big thing to note is that the period of induction onto these medications as well as the time immediately after stopping these medications have a significantly increased rise in mortality. So for that reason it is important to not disrupt their treatment unless benefits out way the risk.

Patients coming in for surgery have the highest risk for disruption in their treatment. We as anesthesiologist have a chance to prevent this disruption and to prevent placing them within the high mortality window. We can do this by understanding when it is appropriate to stop or continue their treatment.

However, managing these medications have been controversial within the last couple of decades. So Within the next few slides, I will go over existing data that have guided current practices


BUPRENORPHINE

“*45M with PMH of HTN, heroine abuse on maintenance buprenorphine,and RCC
“*Pre-op evaluation for partial nephrectomy
“*Has never had surgery

“*Currently takes |16 mg of sublingual buprenorphine

“*Can buprenorphine be continued?
“*Does the dosage need to be adjusted?
“*When can buprenorphine be restarted?

“*How to optimize pain control in patients taking buprenorphine!?


Presenter Notes
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45M with PMH of HTN, heroine abuse on maintenance buprenorphine, and renal cell carcinoma presenting for preoperative evaluation for  a partial nephrectomy. He states that he has never had surgery before. He last used heroine 7 months ago.  He currently takes 16 mg of sublingual buprenorphine daily.  His blood pressure is well controlled on lisinopril.  The patient states that he is very anxious about pain from the surgery, but he is also concerned that the pain regimen will affect the treatment of his heroine addiction. 



BUPRENORPHINE

+* Mechanism of Action

*¢ Partial mu agonist, weak
kappa antagonist, and weak
delta agonist

“* Mode of delivery

+* Single agent or combined
with naloxone

** Available as ER SQ injection,
sublingual tablet or buccal

film
** Half life is up 24-42 hours for

sublingual, up to 60 days for
ER SQ injection

Buprenorphine MOA

Full agonist: Heroin and others

Partial agonist: Buprenorphine

Effect

Ceiling effect

*Limit to respiratory depression

Mu activation

Antagonist YRery
& eLimit to euphoric effects
Dose Patients can limit intake
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So a quick review of the mechanism of action. Buprenorphine is a partial mu agonist, weak kappa receptor antagonist, and a delta receptor agonist. Due to the partial mu agonistic property there is a ceiling effect on respiratory depression. Which makes it relatively safer compared to other full opioid agonists.

When administered orally, buprenorphine has poor bioavailability because of the first pass affect. So most forms are available in sublingual tablets which have a 24-42 hour half life, and ER SQ injections which has a 60 day half life . 

It is available as a single agent or in combination with naloxone. And of course many of you know that  Naloxone is combined  to serve as a deterrent to injection of the medication. \

So overall, buprenorphine serves to reduce withdrawal symptoms and cravings. Its antagonistic property provides a safeguard against respiratory depression


INDUCTION AND MAINTENANCE OF
BUPRENORPHINE FOR OUD

“*Patient is started on buprenorphine 2-8 mg
**Can alleviate opioid withdrawals within 20-40 minutes
“*Titrated based on symptoms

“*Optimal dose normally is between 8-16 mg daily, but can go as
high as 32mg

“*Can be dosed one to three times daily

**Daily dosing has the best adherence to therapy
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This is an overview of how it is induced, maintained, and the average doses patients normally take daily.

A starting dose of buprenorphine can vary based on the circumstance, but generally it is started at 2-8 mg. Subsequent doses are given daily and titrated to effect to reach the optimal dose. This optimal dose takes about 1 to 2 weeks to reach. Doses are titrated based on withdrawal symptoms, cravings, additional opioid use, and side effects. The average dose that patients end up taking daily is between 8-16 mg. Buprenorphine can be dosed one to three times a day while using the sublingual films. However once a day dosing has been shown to enhance adherence.


. Imperfect fit —
Limited opioid
effect

Perfect fit — Maximum
opioid effect. =

S A,

Opioid ret_:eptt::r 7 1
in the brain 7 N\ No Withdrawal < ; Euphoric
Pain ), opioid
effect

Naabt. The National Alliance of Advocates for Buprenorphine Treatment.
2011.

PERIOPERATIVE CONCERNS
ABOUT BUPRENORPHINE

“*Perioperative concerns about
buprenorphine

** Buprenorphine has high affinity to mu
receptors

** Can displace full agonists
* Has extremely long half life

++2004 Treatment Improvement Protocol
released by the US Center for Substance Abuse
treatment now obsolete
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During the perioperative period, physicians may have concerns about their ability to treat postoperative  pain while a patient is on buprenorphine. Because it has high affinity for mu receptors, displaces full mu opiod agonist, and has an extremely long half life (24-42 hours for sublingual administration, 43-60 days for ER SQ injection). This concern was reflected in the 2004 Treatment Improvement Protocol released by the US Center for Substance Abuse Treatment. These guidelines were based on a few case reports of difficult to treat acute pain in patients taking buprenorphine which lead to the recommendations that it should be stopped perioperatively. However after reflecting back onto these cases,  the patients were actually difficult to treat due to the baseline opioid addiction as well as baseline high opioid tolerance rather than due to the consequence of buprenorphine itself. 
Since then new guidelines have been established. 



PERIOPERATIVE
MANAGEMENT OF
BUPRENORPHINE

“*New guidelines were released in 2021

“*Expert panel involved in the new
development of the guidelines are from
pain medicine, addiction medicine, and
pharmacy health science

“*Based on 10 case reports, 2 case series,

5 cohort studies, |12 Systematic review,
5 Guidelines.

“*There were 100% consensus among
the expert panels.

L+ Update

ASEAHome / News & Publications / ASRA Update ltem

ASRA Buprenorphine Guidance Provides
Recommendations for Treating Patients with
Known or Suspected Opioid Use Disorder

Aug 12, 2021

Consensus: “Buprenorphine is a potent analgesic despite
being a partial mu-opioid receptor agonist. While
buprenorphine has a strong affinity for the mu-opioid
receptor, opioid receptors remain free for binding by full
mu agonists even at standard doses of
buprenorphine....effective analgesia may be obtained both
with buprenorphine and with concomitant use of full mu
agonists....”
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American Society of Regional Anesthesia and Pain Medicine released new guidelines for management on August 21, 2021. These guidelines were formed by a multisociety expert panel representing pain medicine, addiction medicine, and pharmacy health science. They did an extensive literature search including multiple case reports, cohort studies, and retrospective reviews. Unfortunately there are no available randomized controlled trials that could be included in this review. The article looked specifically at forming Recommendations for the management of buprenorphine in the perioperative setting. 

The final results from the expert panel showed that there was 100% consensus and all agreed that 

Buprenorphine is a potent analgesic despirt it’s partial mu opiod receptor quality. Patients on buprenorphine can still achieve adequate pain control with other opioids. 

Bentzley et al determine that patients who discontinue maintenance treatment had a >50% chance of OUD recurrence and higher risk for all cause mortality. 

Goel. Et al stated that……… Goel et. al. “It is almost always appropriate to continue buprenorphine at the preoperative dose. 






PERIOPERATIVE
MANAGEMENT OF
BUPRENORPHINE

** Greenwald et al. Carfentanil PET study

** Average Buprenorphine maintenance
dose 8-12 mg/daily

“*Only 20% of receptor availability is
needed for pain control

“*It is recommended to continue home
dose

“*Reasonable to taper to |16 mg/daily if
inadequate pain control is encountered

Maintenance | Percent of

| mg
2 mg
4 mg
8 mg
12 mg
|6 mg

24 mg
32 mg

Available Mu
Receptors

71-85%
53-72%
36-55%
20-35%
| 3-24%
9-20%
4-15%
2-12%
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While there is growing support for the continuation of buprenorphine, it is still unclear what is the appropriate dose a patient can be on while still being able to manage their pain adequately. 

Most patients come in on doses between 8 to12 mg a day.  However,, there are patients who may take between 24-32 mg daily

Greenwald et al performed a Carfentanil positron emission tomography study of participants who were placed on buprenorphine at different doses to assess the extent of mu receptor blockade at different maintenance doses. So if you look at the table on the right hand side. At 1 mg 85% of receptors are available for other opioids to bind to. At y16 mg the majority of receptors have been occupied leaving around 20% of receptors available. Some data have shown that binding of 20% of receptors still can provide good responses to opioids. But As you go up to the higher doses such as 24-32 mg daily, there are even less receptors available to bind to. But interestingly, in this same study they tested the effect of dilaudid in these patients taking high daily doses and found that they still had a good response to opioids.  

Based on the current available literature it is recommended to continue at the patient’s home dose unless inadequate pain relief is encountered. Then at that point It is reasonable to taper to 16 mg daily.




p-Opioid Receptor Binding Affinities (Ki)

i o

Sufentanil 0.1380
Buprenorphine 0.2157
Hydromorphone 0.3654
Oxymorphone 0.4055
Butorphanol (mixed) 0.7622
Morphine l.168
Fentanyl 1.346
Naloxone (antagonist) 1.518
Nalbuphine (mixed) 2.118
Methadone 3.378
Remifentanil 21.1
Oxycodone 25.87
Hydrocodone 41.58
Meperidine 450.1

D.A Volpe et al. Regulatory Toxicology and Pharmacology 59 (201 1).
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Binding Affinity is measured by the equilibrium inhibition constant (Ki) for [H*] sufentanil (nM). The lower the value of (Ki), the Higher the binding affinity for the µ-receptor.

When choosing what type of opioids to use in this patient population, it is important to use opioids with high affinity similar or higher than buprenorphine. So this table shows the binding affinity of different opioids. Ki is the equilibrium inhibition constant. The lower the number the high the binding affinity. As you can see buprenorphine has a very high affinity of 0.215. So it would be a good idea to use sufentanil or hydromorphone for post operative pain control because they also have a very high affinity.


PERIOPERATIVE MANAGEMENT OF
BUPRENORPHINE

Preoperative

Intraoperative Postoperative

* Have a clear discussion about ¢ Consider non-opioid pain % Restart buprenorphine as soon as
management of buprenorphine and medications that can target different possible

acute pain management

pain receptors (i.e. ketamine,
precedex, NSAIDS, acetaminophen, < Split home dose into 2-3 doses to

% Determine if home dose is >16 mg precedex, lidocaine gtt, Magnesium) provide analgesic advantages
daily or not
¢ Regional Anesthesia ¢ Sufentanil or Hydromorphone |5t
“* Review old patient records for line

previous surgeries

“* Regional or neuraxial blocks

% Continue Buprenorphine on the day

of surgery

s Continue multimodal medications

% Opioid Taper plan
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So this table summarizes what to do with buprenorphine perioperatively.

In the preoperative phase it is important to assess their daily dose and continue buprenorphine pre-op.
Intraoperatively. Utilize your multimodals and always consider regional/neuraxial anesthesia whenever possible.

Postoperatively, restart buprenorphine as soon as possible. Utilize your high affinity opioids. Continue regional/neuraxial blocks if possible.


METHADONE

* 35F PMH of OUD presents after MVC
% GCS 15, Primary survey intact
¢ Secondary Survey: open fx of RLE

“* Orthopedic team posted patient for urgent ORIF

** Should you take methadone the day of surgery?
“* When should you restart methadone!
“* Does the home dose of methadone need to be adjusted

“* Can | combine methadone with other opioids?
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35F with a history of taking methadone for OUD presents as a trauma after being involved in an MVC. She is a GCS of 15. Primary survey is intact. Secondary survey is positive for an open fracture of the RLE.  After her work up was completed. You received a call from the orthopedic team letting you know that they have posted this patient for an urgent ORIF. They also asked for your advice about what to do with her methadone along with the best course of action for pain management post operatively.



METHADONE

+’» Basic Mechanism of Action

+2» Administered as a racemic mixture: levomethadone and
dextromethadone

** Full opioid agonist binds mainly to mu receptors and
somewhat to kappa and delta

“* NDMA antagonist
** Inhibits reuptake of serotonin and norepinephrine
*“* Analgesic effect is 6-8 hours

** Reduction of cravings and withdrawal symptoms last for
24-36 hours

g S [ ol
(R)-(--METHADONE (S)-(+)-METHADONE

Ahmad T, Valentovic MA, Rankin GO. Biochem Pharmacol.
2018;153:196-204.
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Methadone is a unique opioid that exerts it effects across many receptors. 
It usually is formulated as a racemic mixture of Levomethadone and dextromethadone. Levomethadone results in the opioid effects, the dextromethadone has the NMDA receptor antag effect and virtually no opiod effect. We are all aware of the long and variable half life of methadone which is good because it can reduce cravings and withdrawals for 24-36 hours after one dose however the analgesic affects after one dose only lasts 6-8 hours.



. 


METHADONE

+» Benefits

** blocks the euphoric effects of another full
agonist

** Suppression of withdrawals and cravings
* Reduces CNS sensitization to pain/hyperalgesia
** Reduces tolerance to opioids

** Internalization of mu receptors

% Adverse effects

% QT prolongation

** Respiratory depression
* Hypoglycemia

* Nausea

** Constipation, lethargy

% Serotonin syndrome

Opioid Withdrawal Symptoms

EXCESSIVE MUSCLE

EYE IS 3
TESOIVE  WATERY EYES ~ HEADACHES  DEPRESSION Fretln INSOMNIA FEVER
@ % ¢ ©® 555 &
A 8 & & 9.
=
NAUSEA AND STOMACH : DRUG
VOMITING DIARRHEA CRAMPS SWEATING CRAVINGS

R ¢ g

Codeine Withdrawal Timeline, Symptoms, and Treatment - PAX Memphis.
https://paxmemphis.com/codeine-withdrawal-timeline/.
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, So one of the reason patients continue to use opioids is to avoid withdrawal symptoms. This includes sweating, abdominal, pain, diarrhea, and cravings. methadone aims  to reduce the intensity of withdrawals as well as the euphoria that comes from taking opioids. The other benefit is that it reduces CNS sensitization to pain and reduces hyperalgesia. Methadone also reduces tolerance to opioids. That happens because methadone overtime causes internalization of mu receptors.

Some of the adverse affects include QT prolongation, Torsades de point, sudden cardiac death, sedation, hypoglycemia and serotonin syndrome. Of course there is also a risk of respiratory depression and  Unlike rapid onset opioids, methadone’s respiratory depression does not peak until after its peak analgesic effects have passes.


INDUCTION AND

MAINTENANCE OF METHADONE

** Initial dose 10-20 mg

** Observed for 2-3 hours and
additional 5-10 mg given based
on symptoms

+s» Aim to reach a dose that
prevent sedation and
withdrawal

** Subsequently, the next aim is to
to titrate to reduce cravings
and the use of illicit drugs

** Average effective dose is 60-
120 mg daily

+s» Administered as a one-time
daily dose
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Here’s the overview of how patients are started on methadone.

The initial starting dose is between 10-20 mg. After the initial dose, they are observed for 2-3 hours. An additional 5-10 mg is given if a patient still has withdrawals symptoms. 
If the patient is sedated after their dose of methadone, then the next daily dose should be reduced (they have to be monitored until they are no longer sedated, treated for overdose if necessary).

Once they are at the dose that does not produce sedation or have withdrawal symptoms, the aim is to titrate to the most effective level meaning where they have a reduction in cravings and urge to do illicit opiods. Doses cannot be increased more than 20 mg per week. 

The average effective dose is 60-120 mg daily. Methadone is normally a once a day administration when given for OUD. Patients must go to a methadone clinic daily to receive their medication.


PERIOPERATIVE MANAGEMENT OF
METHADONE

Preoperative

Intraoperative Postoperative

* Have a clear discussion about ¢ Consider non-opioid pain % Restart PO methadone as soon as
management of home dose medications that can target different possible
methadone and pain management pain receptors (i.e. ketamine,
post-op precedex, NSAIDS, acetaminophen)  +* If PO is not possible, IV, IM, SQ
administration. Split home daily
% Detailed hx on dose, frequency,and <+ Regional Anesthesia dose to 2-4 doses
time of last dose.
¢ Opiods for pain control % Opioid requirement is expected to
“* Review old patient records for be higher

previous surgeries

“* Regional or neuraxial blocks

*»* EKG to assess QT interval

s+ Continue multimodal medications

¢ Continue Methadone on the day of

surgery

** Opioid tapering plan
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There are no agreed upon perioperative guidelines for methadone however
Multiple literature review articles exist with similar recommendations that are outlined in this table. During the preoperative evaluation it is recommended to develop a clear line of communication with the patient. IT is also helpful to review past surgeries to assess the particular medicationsand dosages used. 

In patients who are receiving IV methadone, PO doses exceeding 200 mg per day, or taking meds that can cause QT prolongation, It is important to have a baseline EKG.  Lastly methadone can be continued preoperatively.

Intraoperatively, It is again important to utilize your multimodals as well as regional and neuraxial anesthesia whenever possible. It is also reasonable to use additional opioids for pain control.

In the Postoperative phase
Methadone can be restarted ASAP. It is important to actually do this to avoid the worsening of pain symptoms due to withdrawal.  If Po intake is not possible, methadone can be given IV, IM, SQ. 

The other thing to anticipate is that opioid requirement may be higher. A  retrospective case control study  by Chan et al.  Compared post operative opiod requirement between patients on long term methadone and opioid naïve patients who were undergoing Total knee replacement. Their results were quite impressive showing that patients on chronic maintenance methadone required 6 times more opiod medications than patients who were not on methadone. Furthermore they found that PCA usage in methadone group was higher as well. This study however had some limitations. They did not state if the patient was kept on methadone through the inpatient stay. They also did not state if methadone was included in the opioid requirement calculation.  So even though this study states that post operative opiod requirement may be much higher you  cannot forget that methadone overtime decreases tolerance. So with this data available, The most reasonable thing to do is restart their home methadone and then add additional short acting opiod at standard doses and titrate to effect.

Lastly do not forget to optimize your multimodals and regional/neuraxial blocks.


NALTREXONE

* 55M hospitalized and needs a BKA
“* PMH: htn, hld, peripheral neuropathy, DMI|,Vicodin abuse
** Taking naltrexone 50 mg daily

*** Vitals wnl

*¢* Should naltrexone be continued preoperatively?
** Should naltrexone be restarted post op!?
** Is the dose of naltrexone adjusted for elective surgery?

¢ Can he receive opioids for pain control?
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The ACS team calls to tell you about a 55M who needs a BKA for a nonhealing wound of the foot.  The patient has a hx of htn, hld, peripheral neuropathy, and DMII. The patient also has a history of Vicodin abuse 5 years ago and is currently taking naltrexone to maintain abstinence.  His vitals are wnl and the surgery is not urgent.  



NALTREXONE

+’*» Mechanism of action

** Pure antagonist at the opioid mu
receptor

]
by} 1 x 10 Tablets

NALTREXONE HYDROCHLORIDE

TABLETS P50
: \._ w.up

*“* No intrinsic agonist effects

** Long term antagonism will increase
opioid receptors within central
nervous system

J

+» Formulation o s
+* Oral Naltrexone: 14 hour half life

** Stop 72 hours before elective
surgery

** Intramuscular ER: 5 day half life

** Stop 25 days before surgery
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Naltrexone is an opioid antagonist. It is used to promote abstinence by blocking and reversing the affect of illicit opioid use. Patients are placed on this once they have detoxified and are usually highly motifvated to stay off of illicit drugs. This medication is different than the other two previously mentioned treatments because there is no intrinsic mu agonist property.

Interestingly, the long term use of naltrexone will increase the concentration of opioid receptors in the brain and can produce an exaggerated response to subsequent opioid use.

Two common types of formulations exist. There is the oral naltrexone which is given at 50 mg per day. It’s half life is 14 hours. Current recommendation is to stop oral naltrexone 72 hours before elective surgery to allow 5 half lives to pass resulting in 98% elimination of naltrexone. 

The other formulation is an extended release IM injection. 380 mg per injection is given every four weeks.  It is  recommended that we stop it 25 days before surgery. Discontinuation of naltrexone results in a vulnerable time for relapse and potential overdose.
 If surgery is elective and your patient is on IM naltrexone, consider transitioning to oral therapy and discontinuation 3 days preoperatively.

In the event of unexpected severe pain like after trauma, effective analgesia will heavily rely on non opioids. 


PERIOPERATIVE MANAGEMENT OF
NALTREXONE

% Stop for 72 hours if taking PO % Regional Anesthesia % Treat with opioids if necessary
¢ Stop ER IM formula for 25 days < Consider non-opioid pain ¢ Watch for an exaggerated or
and transition to PO medications that can target attenuated response to opioids
different pain receptors
% Some patients come in for ¢ Continue regional or neuraxial
unplanned surgery and is unable blocks
to stop naltrexone prior to
surgery % Continue multimodal

medications
¢ Acute Pain Management consult

** Do not restart Naltrexone until
off opioids for at least 7 days
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This table summarizes what to do with naltrexone perioperatively. 

In the preoperative phase…..

In the intraoperative phase

Post operatively do not restart naltrexone. Pain should be treated with multimodals, regional blocks, and opioids. For Patients who were able to stop naltrexone preoperatively, it should be noted that they may be sensitive to opioids. So it is important to start at standard dosages and titrate to effect. 

For patients who are taking naltrexone and came in for emergent surgery, you should rely heavily on your multimodals to treat pain through other receptors as well as regional and neuraxial blocks. Opiods is still an important component of pain control, but some animal studies have shown that patients who are still on naltrexone may need 6-20 times the typical dose to achieve pain control. 

And lastly
Do no restart naltrexone until 7 days after patient is off of opioids. 



SUMMARY

Buprenoprhine Methadone

Naltrexone

Continue Continue Stop perioperatively
perioperatively perioperatively

Assess if home dose Expect high opioid Nonelective surgery
exceeds |16 mg daily requirement patients will need 6-20

times the typical dose
of opioids

Use opioids with high
Affinity for pain control

Do not restart until 7
days since last opioid
use

Promote calm and comfort
Anxiety, fear, depression are common: Instill sense of contral,
provide education on self-management technigues such as
mindfulness meditation. Reduce noise, uncertainty, confusion.
Positioning, splinting, and physical comfort should be maximized.
Minimize unnecessary NPO status.
TREAT UNPLEASANT SYMPTOMS:
Diphenhydramine 25-50mg PO g8h prn insomnia/anxiety
Tizanidine 2-4mg g&h prn muscle spasms
Ondansetron 4mg PO g6h prn nausea
Trazadone 50mg PO ghs prn insomnia
Melatonin 3mg PO ghs prn insomnia
Lorazepam 0.5-1mg PO prn anxiety
Antipsychotics prn psychotic disorder symptom control
Micotine replacement prn tobacco dependence

Regional Anesthesia
Peripheral nerve blocks: superficial cervical plexus, brachial plexus,
radialimedian/ulnar, PECS, erratus plane, TAP, femoral, sciatic,
posterior tibial.
Spinal and Epidural anesthesia

Acetaminophen and NSAIDs
Acetaminophen and NSAIDs, when not contrainidicated, should are
the foundation of a multimodal analgesic strategy.

Gabapentinoids
In opioid depenent patients, the calcium channel inhibitors, gabapentin
and pregabalin reduce postoperative pain and reduce opioid
consumption. Gabapentin 300-600mg PO TID.

Alpha-2 agonists
Clonidine and Dexmedetomidine are anxiolytic and analgesic with
significant opioid sparing affects. e.g. Clonidine 0.1-0.3mg PO g6&-8h
prn pain or anxiety (NTE 1.2mg/day, hold if BP <100/70).

Ketamine & Magnesium (NMDAR antagonists)
Ketamine is the most potent non-opioid analgesic for opioid tolerant
patients. A brief infusion of 0.3mg/ka IV over 15min is followed by
0.3-1mg/kg/hr as needed.

Magnesium is also an NMDAR with analgesic and opioid sparing
effect. eg. 30-50mg/kg bolus followed by 10-mg/ka/hr.

IV Lidocaine (Na channel antagonist)
Opioid sparing analgesic. A bolus of 1-1.5mg/kg is followed by 1.5-3
mgfkg/h. Contraindications include cardiac dysrthymias. Must monitor
serum levels after 24hrs.

Nalan Ward E, Naa-Afoley Quaye A, Wilens TE. Opioid Use Disorders:
Perioperative Management of a Special Population. 2018.
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