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Inpatient Pain Management for Patients with OUD

Considerations

Admitted patient has OUD and severe acute pain .
If patient is on

methadone or
buprenorphine for
0UD, continue their
usual dose

Give short-acting full agonist opioids at 2-5x the normal dose. Consider PCA.

Give methadone 20 mg BID for pain (hold if already on methadone for OUD).

Provide multimodal pain management. Consider:
< Gabapentin,
« Clonidine,
« Pain dose ketamine: 0.1-0.3 mg/kg IV every 30 minutes as needed,
* Adjunct medications
« and/or regional anesthesia.

Use shared decision making to initiate methadone for OUD
or buprenorphine for patients not already on MOUD.
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BUPRENORPHINE DECLINES MOUD
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Continue to manage pain throughout hospitalization with methadone
for pain, short-acting full agonists, and multi-modal interventions.
Titrate down only if tolerated and if patient has initiated
buprenorphine after they are stable on a maintenance dose.
Provide adjunct medications as needed.
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Give buprenorphine
L 0.5 mg every 3 hours

Give buprenorphine

DAY 2 1 mg every 3 hours
.
Give buprenorphine
DAY 3 8 mg every 12 hours
.
DAY 4 & BEYOND

Maintain on buprenorphine 8 mg
TID-QID, based on adequacy of
treating withdrawal symptoms
and minimizing craving to use
other opioids.

Consider LAl buprenorphine.

Y

S EER R R R R TR R Y]

Prescribe buprenorphine 8 mg SL
TID-QID (total daily dose 24-32 mg)
for 7-14 days or until scheduled

Prescribe adjunct medications and
full agonist opioids for acute
pain management.
follow-up appointment.

If needed, prescribe adjunct
medications and full agonist opioids
for acute pain management.

Offer prescription for buprenorphine

home initiation or buprenorphine
ation in pregnancy.

Discharge with naloxone,
ooooooo> linkage to care, and harm 400000000000000
reduction education

Higher doses of opioids for
analgesia are required for patients
with opioid tolerance; 2-5x the
usual dose is typically needed to
adequately control pain.

The risk of respiratory depression

in this case is low. If respiratory rate
remains within normal limits and
the patient is not overly sedated,
the dose is not too high.

Ensure pain is adequately controlled
and opioid withdrawal is managed
to prevent self-directed discharge.

Discussion of MOUD treatment
options is more effective when pain
and withdrawal are well-managed.

Treating acute pain does not
worsen OUD.

Full agonist opioids, including
methadone, can be used safely
to treat acute pain in addition to
initiating buprenorphine for OUD.

This protocol can be used for
pregnant and postpartum patients.
See Special Populations for

more information.

This protocol does not cover the
care of patients on naltrexone.
Consider expert consultation.
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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.
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https://scalanw.org/sites/default/files/ScalaNW_Starting_Bup-at-home.pdf
https://scalanw.org/sites/default/files/ScalaNW_Starting_Bup-at-home.pdf
https://scalanw.org/sites/default/files/2025-12/ScalaNW_Home-Initiation-Pregnancy-Handout.pdf
https://scalanw.org/sites/default/files/2025-12/ScalaNW_Home-Initiation-Pregnancy-Handout.pdf
https://scalanw.org/treatment/adjunct-medications
https://www.scalanw.org/treatment/lai-buprenorphine

