
1. Patient has OUD and severe acute pain. Go to step 2.
2. Reassure patient you will manage their pain and withdrawal 

while they are in your care. Go to step 3.
3. Give short acting full agonists, such as hydromorphone. 

Very high doses may be needed. Titrate to effect. Use clinical 
assessment as a safety guide. Consider PCA (see Related 
Protocols circle-a). If patient is on methadone or buprenorphine, 
continue their current dose. If not, give 20 mg methadone PO 
to prevent or manage withdrawal and improve pain manage-
ment. Provide multimodal pain management with adjunct 
medications (see Related Protocols circle-b). Consider: acetamin-
ophen, NSAIDS, gabapentinoids, alpha 2 agonists, muscle 
relaxants, pain dose ketamine, regional anesthesia, and local 
anesthetics. Go to Step 4.

4. Is the patient admitted? If yes, go to Step 5. If no, go to Step 6.
5. If already taking MOUD, continue buprenorphine at their 

current dose or refer to Inpatient Methadone Continuation 
(see Related Protocol circle-c). If not, use MOUD to stabilize the 
patient during admission, regardless of intent to continue after 
discharge. Use shared decision making to initiate MOUD with 
Inpatient Methadone Initiation (see Related Protocol circle-d) or 
Inpatient Buprenorphine Initiation (see Related Protocol circle-e). 
When using the Inpatient Methadone Initiation protocol, incor-
porate methadone doses already given in the last 24 hours, so 
as not to exceed the recommended dosing regimen. Go to step 
7. 

6. Use shared decision making to offer ED Methadone Initiation 
(see Related Protocol circle-f) or Buprenorphine Home Initiation 
(see Related Protocol circle-g). When using the ED Methadone 
Initiation protocol, incorporate methadone doses already given 
in the last 24 hours, so as not to exceed the recommended 
dosing regimen. When using Buprenorphine Home Initiation, 
instruct patient to start buprenorphine after analgesic opioids 
are no longer needed. Go to step 8.

7. Throughout hospitalization, continue MOUD and continue to 
manage pain with short acting full agonists and multi-modal 
interventions. Go to step 8.

8. Prescribe adjunct medications and short acting opioids, if indi-
cated, with a plan for discontinuation. Go to step 9.

9. Discharge with naloxone, linkage to care, and harm reduction 
education. END.
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Acute Pain in Opioid Use Disorder

MOUD combined with short-acting opioids 
is recommended for severe acute pain in 
patients with OUD. MOUD stabilizes opioid 
receptors, making pain management easier.

Ensure pain and OUD symptoms are well 
controlled. Undertreatment drives patient-
directed discharge, interrupting needed 
medical care and increasing risk of repeat ED 
visits/admissions, return to use, and overdose. 

Short acting, full agonist opioids: 

• Can be used safely in combination with 
methadone and buprenorphine, with 
appropriate monitoring.

• May be needed at significantly higher 
than typical doses due to tolerance and 
hyperalgesia. See Opioid Dosing for 
Acute Pain in Patients with OUD and 
High Opioid Tolerance.

This protocol is appropriate for use in 
pregnant and lactating patients but is not 
comprehensive for pain management in 
labor and delivery. 

This protocol does not cover the care of 
patients on naltrexone.

See Additional Clinical Guidance for more 
information.
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• Acetaminophen, NSAIDs, gabapentinoids, alpha-2 agonists, muscle relaxants, pain 
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� ED Methadone Initiation

OR
� 

Use shared decision making to 
offer:
� ED Methadone Initiation
When using this protocol, 
incorporate methadone doses 
already given in the last 24 hours, 
so as not to not exceed the 
recommended dosing regimen. 
OR
� Buprenorphine Home 
Initiation
Instruct patient to start 
buprenorphine AFTER analgesic 
opioids are no longer needed.

Prescribe adjunct medications 
and short acting opioids, if 
indicated, with a plan for 
discontinuation.

Prescribe adjunct medications 
and short acting opioids, if 
indicated, with a plan for 
discontinuation.

If already taking MOUD, continue 
buprenorphine at their current dose or 
refer to
� Inpatient Methadone Continuation
If not, use MOUD to stabilize the patient 
during admission, regardless of intent 
to continue after discharge. Use shared 
decision making to offer: 
� Inpatient Methadone Initiation
When using this protocol, incorporate 
methadone doses already given in the 
last 24 hours, so as not to not exceed 
the recommended dosing regimen. 
OR
� Inpatient Buprenorphine Initiation
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If not, use MOUD to stabilize the patient 
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to continue after discharge. Use shared 
decision making to offer: 
� Inpatient Methadone Initiation
When using this protocol, incorporate 
methadone doses already given in the 
last 24 hours, so as not to not exceed 
the recommended dosing regimen. 
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Discharge patient with naloxone, linkage to care, and harm reduction education.Discharge patient with naloxone, linkage to care, and harm reduction education.

Throughout 
hospitalization:
• Continue MOUD.
• Continue to manage 

pain with short acting 
full agonists and 
multi-modal 
interventions.
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