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In the setting of the opioid crisis, more patients will present for surgery with opioid use disorder (OUD). Some 

patients may be in recovery and receiving methadone or buprenorphine. Others present an opportunity to initiate 

treatment. Anesthesiologists have the skill set and opportunity to influence outcome with this challenging 

patient population. During the perioperative period, patients with OUD actively using drugs are removed from 

their drug environment and may see an opportunity for change. Buprenorphine induction can save lives. 

Remember that the greatest signal for death in the OUD population is in the first month following a 

hospitalization. 

 

CASE 1: A 32 y.o. presents with a history of SUD in recovery currently taking Suboxone 8 mg BID daily. He 

is scheduled for an ACL repair following an acute injury. How will you instruct him to manage his Suboxone? 

Design an anesthetic and analgesic plan complete with return to his addiction specialist.  

 

CASE 2: A 36 y.o. presents with an epidural abscess and active opioid abuse with heroin and fentanyl. Discuss 

case management including considerations for opioid withdrawal management, pain management and 

methadone vs. buprenorphine incorporation. What are the hazards of methadone? How can buprenorphine be 

initiated in this setting.  

 

Case 3: A 50 y.o presents for laparoscopic hemicolectomy for tumor. She has a history of fibromyalgia, 

depression, PTSD, distant opioid use.  Upon further discussion, she discloses that she uses marijuana daily for 

pain and anxiety.  Do you routinely screen for cannabis use? Would you have additional questions?  If this is 

the morning of surgery, would you proceed?  How would you advise her about using cannabinoids after 

surgery?  
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