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his guideline provides information on the 

treatment of pain in patients with opioid use 

disorder (OUD).   This information may also be of 

value when providing pain care to patients with other 

substance use disorders. 

Chronic pain is a common condition in adults, and it 

can, and often does, impact all aspects of an individual's 

life.1  Chronic pain can prevent individuals from being 

fully employed and often impairs physical and mental 

wellbeing.  The impact of chronic pain can go beyond 
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the individual with the condition, and places significant 

burden on the family and community. 

 

Likewise, OUD is associated with significant harm to the 

individual, their family and society.  Overdose death 

numbers are staggering, with 5,456 reported drug-

related overdose deaths in Pennsylvania in 2017.2 

However, these reflect only a part of the toll that these 

diseases have on the fabric of our society. 

 

Unfortunately, many patients suffer from both pain and 

OUD, and the combination of these two conditions 

makes treatment of both conditions more difficult.3  

Patients with OUD have lowered pain tolerance,4 

increased sensitivity to pain,5 and a higher incidence of 

chronic pain conditions when compared to individuals 

without OUD.6  In addition, the presence of chronic pain 

may increase the risk for continued opioid abuse and 

poor psychiatric functioning in patients receiving care 

for OUD.7 

 

Efforts are underway to expand access to proper 

patient assessment and treatment for OUD throughout 

Pennsylvania.  Therefore, one can expect a growing 

number of individuals with OUD who are active in 

treatment to present for care for co-occurring health 

conditions.  Institutions and individual providers must 

be prepared to offer high quality pain care to this 

patient population, who may be at increased risk for 

harm with improper pain care.8 

 

It is important to note that evidence to guide decision-

making regarding best practice is limited for this patient 

population. However, opportunity exists to improve 

patient outcomes to these individuals.  These guidelines 

are intended to help healthcare providers improve 

patient outcomes and to supplement, but not replace, 

the individual provider's clinical judgment.  It is 

recommended that providers review other evidence-

based guidelines and the Pennsylvania State guidelines 

on various medical subspecialties and patient 

populations, including the Obstetrics and Gynecology 

Opioid Prescribing Guideline and the Treatment of 

Pregnant Patients with OUD Guideline, which may 

provide additional insight into effective treatment 

options. Those guidelines can be found here: 

https://www.health.pa.gov/topics/disease/Opioids/Pag

es/Prescribing-Guidelines.aspx.  

 

Interdisciplinary pain care treatment options 

Proper treatment of chronic pain includes an 

interdisciplinary and multi-model approach that is 

tailored to help the patient control pain and relieve 

suffering.   

 

1. Treatments for chronic pain may include 

physical therapy, acupuncture, osteopathic or 

chiropractic manipulative treatment, cognitive 

behavioral therapy, proper use of medications 

from several drug classes, and other focused 

interventions.   

https://www.health.pa.gov/topics/disease/Opioids/Pages/Prescribing-Guidelines.aspx
https://www.health.pa.gov/topics/disease/Opioids/Pages/Prescribing-Guidelines.aspx
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a. Selection of treatment options should 

be based on completion of a careful 

history and physical examination, use of 

medically-indicated tests, followed by 

the establishment of a diagnosis and 

treatment plan that includes goals of 

care.   

b. Specific treatment options should be 

based on best evidence whenever 

possible. 

 

2. A detailed review of non-opioid medication 

options goes beyond the scope of this 

document.   

a. Non-opioid medication options may 

include careful use of acetaminophen, 

non-steroidal anti-inflammatory 

medications, anti-seizure medications 

(such as gabapentin, pregabalin, 

oxcarbazepine, topiramate and others), 

tricyclic antidepressants, serotonin-

norepinephrine reuptake inhibitors, and 

transdermal local anesthetics.   

b. It is important to note that non-opioid 

analgesics may confer sustained pain 

relief that is as good or better than that 

associated with chronic opioid 

administration. However, there is still a 

potential for misuse of some of these 

alternatives. 

 

3. Cognitive behavioral therapy and mindfulness-

based therapy can be very effective as these 

therapies can provide improved symptom 

control, physical functioning, adaptive coping, 

and self-efficacy. 

a.  It is important to note that patients 

with chronic pain commonly experience 

depression, sleep disturbance and 

anxiety.  

b. Appropriate treatment of comorbid 

depression, sleep disturbance and 

anxiety can improve biopsychosocial 

functioning, facilitate opioid sparing 

and improve pain tolerance.  Attempts 

to treat pain without treating these 

psychosocial comorbidities of pain are 

not likely to lead to improved pain 

control. 

 

4. Activating physical therapy, including aquatic 

therapy, is a critical component in improving 

pain control and physical functioning in most 

patients.  Massage therapy may be effective in 

some patients.  Supportive modalities such as 

yoga and Tai Chi may be very effective in 

improving pain and physical functioning in some 

patients. 

 

5. Interventional therapy, such as epidural steroid 

injections, radiofrequency procedures, and 

spinal cord stimulation, can provide effective 
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pain relief in patients experiencing specific pain 

disorders.   

a. Interventional therapy may allow for 

improved pain relief that can facilitate 

participation in activating physical 

therapy, aquatic therapy, and life style 

changes that may lead to sustained 

improvement in pain control and 

physical functioning. 

 

6. Occupational therapy can have a direct 

therapeutic impact on the physiological 

structures and psychosocial experiences that 

cause pain by modifying postures, positions, or 

activities that cause stress; designing custom 

orthotics or adaptive equipment to improve 

participation; and implementing sensory 

strategies and mind-body connection 

techniques to decrease the impact of acute 

anxiety and other psychosocial comorbidities of 

pain.  

 

Chronic non-cancer pain 

It is important to note that both pain and OUD are 

associated with increased risk of the presence of several 

other disorders that can adversely impact outcomes, 

including depression, anxiety disorders, axis II disorders, 

and sleep disorders.  The literature suggests that the 

presence of both chronic pain and OUD increase the risk 

for suicidal ideation, plans, and attempts. Indeed, the 

presence of SUD, mental health disorders, medical co-

morbidity and chronic pain are associated with 

increased risk of poor health and increased mortality, 

driven by increased risk for overdose and suicide. 

 

Chronic pain is highly prevalent in patients with OUD, as 

up to 75% of patients receiving buprenorphine or 

methadone for the treatment of OUD report chronic 

pain.6 Patients with both OUD and chronic pain who are 

receiving methadone have higher rates of adverse 

physical, psychiatric, and personal/social functioning 

than patients receiving methadone without chronic 

pain.7  However, similar differences are not observed in 

patients with OUD treated with buprenorphine.7   

 

There are data that suggest that pain outcomes may be 

improved with the use of buprenorphine when 

compared to methadone for the treatment of OUD.4  

Patients on high opioid doses (daily doses of 200 - 1,370 

oral morphine or equivalent) report improved pain 

control and quality of life 60 days after rotating to 

buprenorphine therapy.9,10  This may be due to the 

effect of lower daily opioid dose, effects of 

buprenorphine, or both. However, note that the sample 

sizes for these studies was comparatively low, ranging 

from 18 to 35 subjects, and these studies were often 

limited to buprenorphine only. 

 

1. Chronic pain care in this patient population 

must be integrated as much as possible to 

improve patient outcomes.   



Treating Pain in Patients with O U D  | 5 
 
 
 

 
©2019 Brought to you by the Commonwealth of Pennsylvania  
 

a. Care should include careful patient 

evaluation, looking beyond the 

underlying causes of chronic pain, and 

include evaluation for the conditions 

that commonly are present which 

adversely impact patient outcomes.  

b. The care plan should include treatment 

for these conditions, including care for 

substance use disorders, pain, 

psychiatric and sleep-related disorders. 

c. Activating interdisciplinary care is the 

mainstay, and non-opioid medication 

management should be carefully 

provided to avoid drug-drug 

interactions leading to increased risk of 

harm.  Chronic opioid use in addition to 

buprenorphine or methadone in 

patients with OUD is rarely indicated 

and should be avoided. 

 

Cancer-related pain 

Some patients with cancer or cancer-related pain may 

also suffer from OUD.  Patients presenting for cancer 

treatment should be screened for OUD, and referral for 

proper treatment should be made early.  The presence 

of OUD can significantly disrupt cancer care and 

associated patient outcomes. 

 

Patients with OUD undergoing cancer therapy pose 

significant challenge.  Cancer and cancer treatment are 

associated with a variety of painful conditions, 

increasing the likelihood of having to treat both OUD 

and pain. 

 

1. Patients with OUD and cancer-related pain 

should have both conditions treated 

concurrently whenever possible.   

a. While coordination of care can be 

difficult, initiation of OUD treatment 

with either buprenorphine or 

methadone should be offered to all 

patients.  If untreated OUD is identified 

in a patient during hospitalization, OUD 

treatment with either buprenorphine or 

methadone should be offered during 

the hospitalization whenever possible, 

rather than waiting for discharge to 

offer treatment. 

2. In patients active in cancer therapy, particularly 

those with advanced disease and/or severe 

pain, OUD treatment with methadone or 

buprenorphine can be difficult or impossible in 

patients active in cancer therapy.   

a. Options for continuation of methadone 

or buprenorphine should be discussed 

with the methadone treatment 

providers, and all options should be 

explored.   

 

3. Multi-modal pain care should be provided early 

in course of pain treatment.   
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a. Every effort to offer ongoing supportive 

care, which may include home health 

care nursing, social work services, as 

well as psychology and psychiatric care, 

should be offered.   

b. Methadone treatment programs may 

be able to increase the frequency and 

intensity of treatment during high 

stress periods, including during ongoing 

cancer treatment.  

c. Specialty care consultation, including 

palliative care, pain medicine, and 

addiction medication should be 

considered. 

 

Acute pain and peri-operative management 

Screening for and identifying opioid use and OUD in 

patients with acute pain 

 

1. All patients admitted to an acute care hospital 

for operative care should be screened for OUD.  

a. The DSM-5 has criteria for diagnosing 

an OUD, which includes 11 diagnostic 

criteria that evaluate patients’ 

behavior, withdrawal symptoms, and 

tolerance.11 Patients with an active OUD 

should be referred for treatment during 

the hospitalization whenever possible.   

b. Indeed, hospitalization can present an 

excellent opportunity for proper 

diagnosis and initiation of treatment for 

OUD. Patients with symptoms of an 

OUD should have a facilitated referral 

for addiction specialty evaluation and 

treatment.  

c. If treatment for OUD is started during 

the hospitalization, the inpatient team 

should carefully coordinate 

continuation of addiction treatment 

starting immediately after hospital 

discharge.   

d. If initiation of addiction treatment 

during the hospital stay is not possible, 

a provider may refer the patient to their 

insurance carrier or the Department of 

Drug and Alcohol Programs Get Help 

Now line at a 24/7 hotline at 1-800-662-

4357 (HELP) or contact their local 

county drug and alcohol office. 

 

Acute pain and peri-operative management in patients 

currently dependent / using 

 

Recent evidence documents that one in 37 

hospitalizations in Pennsylvania, 37,712 hospitalizations 

in 2017, are related to opioids.12 The vast majority of 

these admissions, 30,476 in 2017, were admissions of 

patients with OUD admitted for the treatment of 

another health condition. Patients with OUD have a 

significantly increased risk for postoperative pulmonary 

complications, experience longer length of stay, and 

https://apps.ddap.pa.gov/gethelpnow/CountyServices.aspx
https://apps.ddap.pa.gov/gethelpnow/CountyServices.aspx
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their care is associated with increased costs.13 In 

addition, these patients are at increased risk for leaving 

the hospital prematurely before completion of 

treatment, which may lead to increased re-admission 

rates as well as increased morbidity and mortality. 

 

Patients who are physically dependent and/or actively 

using opioids admitted for acute medical conditions 

may experience rapid onset of withdrawal symptoms, 

usually without warning.  While abrupt discontinuation 

of opioids is generally not life threatening, it can cause 

immense suffering and impact ongoing care.  Inpatient 

detoxification absent the initiation of either 

buprenorphine or methadone in patients with OUD is 

associated with an extremely high relapse rate, and an 

increased risk of opioid overdose following hospital 

discharge.  Failure to address the symptoms of abrupt 

opioid withdrawal may lead to patients leaving the 

hospital without completing treatment, or patients 

obtaining and using illicit opioids during the 

hospitalization.  Further, abrupt discontinuation of 

buprenorphine or methadone was associated with a 

very high relapse rate.  Illicit opioid relapse rates were 

over 90% if buprenorphine treatment for OUD was 

discontinued after 12 weeks of treatment.8  Because of 

this, it’s acceptable to prescribe tapering doses of 

opioids to avoid a deleterious effect on patient care.  

Patients who are identified as having an OUD should 

have treatment for this condition offered during the 

hospitalization whenever possible. 

 

2. Patients with an active opioid use disorder who 

are admitted to the hospital for a painful 

condition can be especially challenging to care 

for.   

a. When possible, specialty consultation 

with pain medicine, addiction medicine, 

and/or psychiatry should be initiated 

early during the admission.  A well-

coordinate pain and addiction 

treatment plan is essential.  

b. Initiation of medication management 

for the underlying opioid use disorder is 

a critical aspect of care and should not 

be delayed whenever possible.  Multi-

modal analgesia should be provided 

whenever possible.  

c. While systemic opioids may be 

necessary, extreme care should be used 

when administering potent opioids to 

patients with active opioid use disorder. 

d. It is important to note that patients 

with OUD may be highly tolerant to the 

analgesic effects of opioids, and as a 

result, opioids, even at high doses, may 

not provide adequate analgesia.  

Systemic administration of opioids in 

opioid-tolerant patients is associated 

with increased risk of harm.  

e. Therefore, patients should be carefully 

monitored for the development of 

sedation, respiratory compromise, 
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opioid-induced constipation and 

euphoria  

 

Acute pain and peri-operative management in patients 

with OUD on methadone 

 

1. Patients with OUD on methadone should 

continue to receive methadone during their 

hospital stay.   

a. The outpatient methadone dose should 

be confirmed with the methadone 

treatment program.  Methadone 

dispensed through the methadone 

treatment program will not be included 

in dispensing information reported in 

the state prescription drug monitoring 

program.   

 

2. Acute pain during the hospitalization will 

usually not be adequately controlled with 

methadone alone.  Multi-modal analgesia 

should be provided whenever possible. 

a. Additional systemic opioids may be 

necessary and can be initially provided 

via intravenous patient-controlled 

analgesia.  However, both the patient 

and providers should be aware that 

opioids, even at high doses, may not 

provide adequate analgesia, and 

systemic administration of opioids in 

opioid-tolerant patients are associated 

with increased risk of harm.   

b. Therefore, patients should be carefully 

monitored for the development of 

sedation, respiratory compromise, 

opioid-induced constipation and 

euphoria.  Pain medicine or addiction 

medicine specialty consultation should 

be considered.   

 

3. Careful coordination of care should be 

implemented when making discharge planning 

related to post-discharge pain care.  Patients 

with substance use disorder, especially OUD, 

are at increased risk for opioid overdose after 

discharge.  

a. Patient education regarding these risks 

should be provided. Careful planning, 

including safe medication storage, 

home nursing visits, limited duration of 

opioid prescribing and early return 

visits, should be considered.  

b. Opioid use should be carefully 

monitored and discontinued as soon as 

possible.  Patients receiving methadone 

for treatment of OUD who are then 

prescribed additional opioids for the 

treatment of acute pain should be co-

prescribed naloxone. 
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Acute pain and peri-operative management in patients 

with OUD on buprenorphine 

1. Patients receiving buprenorphine for OUD may 

present a challenge when admitted for surgery 

or other painful acute medical condition.  

a. Whenever possible, specialty 

consultation (often pain medicine, 

addiction medicine, medical toxicology 

and/or psychiatry) should be obtained 

to establish a pain treatment plan for 

patients on buprenorphine in advance 

of scheduled elective surgery.   

 

Acute pain and peri-operative management in patients 

with OUD on buprenorphine 

1. Previous guidelines have suggested that 

buprenorphine be discontinued before surgery 

so that the patient can be rotated to an 

alternative opioid agonist during the 

perioperative period. However, there is growing 

evidence that patients should not be rotated 

from buprenorphine to short-acting opioids 

before treatment and use of short-acting 

opioids may be associated with increased risk of 

overdose and relapse.14  

a. Therefore, this guideline suggests that 

the patient be continued on 

buprenorphine throughout the peri-

operative period.15,16  

b. The cornerstone of pain care is multi-

modal treatment, focusing on the use 

of regional analgesic techniques 

whenever possible, as well as the use of 

non-opioid pain treatment options.   

 

2. Short-acting opioids for breakthrough pain 

during the hospitalization can be used in 

addition to buprenorphine but may not be 

effective and such use may increase the risk of 

relapse.16  

a. If patients who have been on 

buprenorphine for the treatment of 

OUD are discharged with prescriptions 

for opioids other than buprenorphine 

for short-term use, consideration 

should be given to also prescribing 

naloxone.   

b. Opioids prescribed in addition to 

buprenorphine should be prescribed in 

the lowest effective dose for the 

shortest period possible.  

c. These patients should receive well-

coordinated, frequent visits following 

hospital discharge with experienced 

care givers to allow for careful 

monitoring for both adequate pain 

control as well as possible relapse.  
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Acute pain and peri-operative management in patients 

with OUD on naltrexone 

 

Naltrexone is an opioid antagonist which blocks the 

effects of opioids on the opioid receptor.  Naltrexone 

can be used for the treatment of OUD and for other off-

label indications and can be administered orally or via 

an extended-release intramuscular formulation that is 

administered monthly.  Chronic use of naltrexone is 

associated with an increase in the density of opioid 

receptors and loss of tolerance to the effects of opioids. 

Therefore, patients who have been on naltrexone who 

then stop the medication and receive opioids are at 

significant risk for overdose and death. 

 

1. Patients receiving naltrexone for the treatment 

of OUD may have strong preferences regarding 

being exposed to opioids at the time of surgery.  

Pain care should honor these preferences 

whenever possible.  

a. Careful planning and coordination of 

care should be implemented in advance 

of elective surgery.  The cornerstone of 

pain care is multi-modal treatment, 

focusing on the use of regional 

analgesic techniques and non-opioid 

medications whenever possible. 

 

2. If opioids are to be used for the treatment of 

pain, oral formulations should be discontinued 

at least 72 hours in advance of surgery, and 

surgery should be scheduled four weeks after 

the last dose of intramuscular naltrexone.   

a. Patients will be at increased risk for 

relapse at this time, and if relapse 

occurs, they will be at increased risk for 

opioid overdose and death.  Likewise, 

extreme care should be made regarding 

opioid dosing, both in the inpatient 

setting and following hospital discharge.  
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