
e1
Current Psychiatry

Vol. 14, No. 8

Pearls

Methadone maintenance therapy is 
widely used for helping patients 
recover from an opioid use disor-

der. When these patients develop an acute 
medical problem that requires hospital-
ization, there  often is confusion among 
providers regarding methadone pharma-
cology, regulations, and general safety 
issues. We have observed that the lack 
of awareness of these practices can lead 
to poor medical and surgical outcomes, 
increased length of stay, and diminished 
patient satisfaction. 

Consider the following common pit-
falls—all of which we have encountered on 
our psychiatry consult service—and ways 
to avoid them when treating methadone-
maintained patients.

Don’t give a full methadone maintenance 
dosage without verifying the dosage and 
the date when it was last administered. 
Methadone typically has a long, but vari-
able, half-life, with ranges of 4 to 130 hours 
being reported.1 Do not rush to give the full 
dose without verification from the patient’s 
methadone maintenance treatment pro-
gram (MMTP). Small doses—not to exceed 
40 mg in 24 hours—can be administered 
until you verify the dosage. Multiple days 
of missed dosing result in decreased toler-
ance and will require a dosage reduction.

Consult with the MMTP when restarting 
methadone in a patient who has missed any 
days of outpatient dosing. Because metha-
done can take days to reach a serum steady 
state, it can cause oversedation or obtunda-
tion after it’s restarted in a person who has 
lost tolerance due to multiple consecutive 
days of missed doses.

Don’t automatically give the full, veri-
fied dose if the patient appears sedated. 
A variety of other substances (benzodiaz-
epines, heroin, tricyclic antidepressants) 
can increase the effects of methadone. Even 
the verified methadone maintenance dos-
age may need to be reduced or held until 
these other substances are cleared from the 
patient’s system.

Don’t be afraid to adjust the metha-
done dosage if medically indicated. 
Medically hospitalized patients might be 
placed on medications that can alter metha-
done metabolism. The primary enzyme 
responsible for methadone metabolism 
is cytochrome P450 3A4, which can cre-
ate significant drug-drug interactions with 
rifampin, carbamazepine, phenytoin, and 
barbiturates, among others.2

Don’t taper methadone just because the 
patient does not want to be on it any 
longer. A patient’s methadone dosage 
should be adjusted in the hospital only if 
there is an acute medical indication to do 
so. Otherwise, all dosage changes must be 
made on an outpatient basis at the MMTP.  

Don’t be afraid to give opioids to treat 
acute pain. Methadone maintenance does 
not treat acute pain. In fact, compared with 
the general population, these patients likely 
will need a higher-than-expected opioid 
dosage to treat acute pain.3

Don’t initiate methadone maintenance 
in the hospital. Methadone maintenance 
can be initiated only at an MMTP that has 
been certified by appropriate federal and 
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state agencies.4 Small doses of methadone 
can be given to treat or prevent opioid 
withdrawal in patients admitted to the 
hospital for conditions other than an opi-
oid use disorder. An exception: A pregnant 
woman with an opioid use disorder who 
seeks methadone initiation in the hospital.

Don’t forget to monitor the QTc interval.
Methadone can prolong the QTc interval. 
Although the overall rate of cardiac toxicity 
is low, it is reasonable to obtain an electro-
cardiogram in patients with heart disease, 
those predisposed to prolonged QTc, 
or those taking another QT-prolonging 
agent.5 

Don’t let negative countertransference 
prevent you from giving quality care. 
Patients with a drug addiction can be 
challenging. They can elicit anger among 
members of their treatment team because 

of their character pathology or a provid-
er’s discomfort and unfamiliarity. One 
might be tempted to spend less time with 
so-called “difficult” patients, but keep in 
mind that methadone-maintained patients 
often carry chaotic medical and social 
issues that require a thoughtful and thor-
ough approach to treatment.  
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