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Additional Clinical Guidance 
•	 Acute pain is treatable and should be managed in patients with opioid use disorder (OUD). 

Untreated or undertreated pain may prevent patients from completing needed medical 
care, cause physical and psychological harm, and place patients at high risk for overdose.

•	 Patients with OUD should have their pain and withdrawal adequately managed 
regardless of, and prior to deciding, plans to continue OUD treatment after discharge.   

•	 Evidence supports treating both OUD and pain simultaneously. Methadone and 
buprenorphine should be maintained or can be initiated during an acute pain episode. 
Short-acting full agonist opioids can be safely used and titrated to relieve pain. 

•	 Patients with OUD are highly stigmatized. Stigma prevents people from seeking care or 
reaching out for help when they need it. Providers should reflect on and challenge biases 
to provide compassionate and evidence-based care that improves outcomes.

Assessment
•	 Ask the patient about the type, amount, and frequency of opioids they are currently 

using. This can help gauge how much opioid pain management they need. However, this 
information is relative and the contents and doses of drugs are highly variable.

•	 Many patients will experience anxiety related to undertreated pain. It is vital to 
treat patients in a caring and supportive manner and regularly reassess their pain. 
Communicate with the patient and use shared decision making to create a plan if their 
pain is not well controlled. 

Pharmacotherapy
•	 Patients taking opioid agonist medications for OUD should continue their regular dose 

throughout their stay to improve outcomes.

•	 Methadone 

	� As a full agonist, methadone provides baseline OUD symptom control and does not 
block receptors.

	� Short-acting opioids will bind freely and should be titrated to overcome tolerance for 
adequate pain control.

	� Because it is long acting, methadone can help keep pain under control between doses 
of shorter-acting opioids.

•	 Buprenorphine  

	� As a partial agonist, buprenorphine partially blocks receptors. It also has high  
receptor affinity. 

	� Even at high buprenorphine doses, full agonists can displace it when given at high 
enough doses.
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	� Opioids for analgesia will need to be given at higher doses than normal to outcompete 
buprenorphine to occupy opioid receptors.

	� Increasing the daily dose of buprenorphine and/or split dosing may better control pain 
than a once daily dose.

•	 Naltrexone 

	� This protocol does not cover the care of patients on naltrexone. Consider  
expert consultation. 

•	 Treating pain often requires a multimodal approach. Additional pharmacological and 
non-pharmacological pain management should be explored. Adjunctive medications such 
as NSAIDs, acetaminophen, hydroxyzine, or clonidine may also reduce the dose of opioid 
needed to control pain.

Special populations 
•	 Pregnancy and postpartum

	� This protocol can be used for pregnant and postpartum patients; however, these 
are not comprehensive strategies for pain management during pregnancy and 
may not be sufficient to manage pain during labor. A pain management plan 
should be created with the patient and other specialists as needed.

	� Extra care should be taken to prevent opioid withdrawal in pregnancy. Severe 
withdrawal impacts placental function and increases the risk of stunted growth, 
preterm labor, fetal convulsions, and fetal death.  

	� Consider regional anesthesia for perioperative pain management in patients that 
undergo cesarean section. 

	� MOUD is safe and effective for pregnant and breastfeeding parents and their 
newborns and is recommended by the American College of Obstetricians and 
Gynecologists (ACOG).  

	� After delivery, newborns should be monitored for neonatal opioid withdrawal 
syndrome (NOWS) for 3-7 days while following the Eat, Sleep, Console method.

	� Breastfeeding is encouraged while on MOUD. Newborns of patients receiving 
additional short-acting opioids for pain should be monitored for somnolence.

•	 Adolescents: consider expert consultation.



This document is not meant to be directive, comprehensive, or a substitute for independent 
clinical judgement and does not constitute legal, medical, or organizational advice. Last Updated: 12/25

Discharge planning
•	 If the patient is discharged with a prescription opioid for pain, ensure they continue to 

take their methadone or buprenorphine and have a plan to discontinue the short-term 
opioid. Patients may need additional support with medication management during  
this time.

•	 Patients on methadone

	� Patients continuing or starting methadone may be dispensed up to a 3-day supply of 
methadone at discharge to bridge the gap to follow up care with their opioid treatment 
program (OTP), in accordance with 21 CFR 1306.07(b).  

	� Schedule a follow-up appointment with the OTP. The appointment must occur within 3 
days of discharge to avoid missing doses.  

•	 Patients on buprenorphine

	� Split dosing of buprenorphine can help manage pain. Discuss dividing their  
regular buprenorphine dose into 3 daily doses. Educate the patient on additional  
pain management options such as over-the-counter medications and non-
pharmacological interventions.

•	 In Washington, emergency departments are required to dispense naloxone to patients 
with OUD or others who are at risk of opioid overdose in compliance with SB5195.  
Ensure patient is discharged with naloxone in hand.

•	 When possible, connect patients with supports such as social workers, care navigators, 
or peers to improve patient experience and strengthen linkage to care.


