
VALLEY MEDICAL CENTER
Medication for Opioid Use Disorder (MOUD): General Management

For questions please contact:                                                                                                  This pathway is informational and for general guidance only.          Updated: April 24, 2026
CarePathways@ValleyMed.org                                                                                         It is not intended to be used as or replace actual clinical judgment.            Version: 1.0

Concern for 
Opioid Use Disorder 

(OUD)

Consider methadone for 
initial management & 

assess/treat symptoms of 
opioid withdrawal

Continue Methadone 
(per patient preference)

Continue outpatient 
MOUD medication regimen 

on admission and verify
YES

NO

Rapid Low Dose Induction 
(rLDI) of Buprenorphine
(per patient preference)

Low Dose Induction 
(LDI) of buprenorphine

preference for bup but need 
methadone/full agonist opioids 
for pain or other clinical reason

Verify OUD Diagnosis

Assess for 
methadone vs buprenorphine 

after admission

Already on 
MOUD?

Admitted?

Inpatient 
MOUD Management

ED
MOUD Management

Low Barrier 
Methadone 

(per patient preference)

High Dose Induction 
(HDI) of buprenorphine
(per patient preference)

Methadone vs 
buprenorphine?

 Patient preference
 Pregnancy status
 Contraindications

YES

Ketamine Assisted Induction 
of Bubrenorphine

(high dose induction 
with ketamine assist)

 SYMPTOMATIC TREATMENT
SYMPTOM MEDICATION
Withdrawal Ketamine

Clonidine
Nausea Ondansetron

Prochlorperazine 
Metoclopramide

Stomach Cramps Dicyclomine
Myalgias Methocarbamol
Diarrhea Loperamide
Anxiety Lorazepam (PO)

Gabapentin
Quetiapine

Agitation Haloperidol (IV)
Olanzapine
Quetiapine
Lorazepam

Dyspepsia Famotidine
Insomnia Melatonin

Trazodone

NO
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VALLEY MEDICAL CENTER
High Dose Buprenorphine Induction: Emergency Management

YES

HIGH DOSE BUPRENORPHINE INDUCTION
 Consider admin of ketamine 0.2mg/kg                   

given 30min prior to buprenorphine
 Administer buprenorphine 16mg SL
 Treat withdrawal symptoms with adjunct meds

 DISCHARGE WHEN STABLE
 Suboxone 8mg-2mg TID, #14-day supply or         

enough to get to outpatient appointment day/time
 No X license required for buprenorphine 

prescribing
 ERIT consultation and assistance in establishing         

OP buprenorphine follow-up and SUD resources
 Prescribe naloxone 

Opiate Withdrawal Symptoms (>2)?
Runny nose; watery eyes, large 

pupils, yawning, body aches, muscle 
spasms/cramping; stomach cramps, 
diarrhea, chills, sweats, goosebumps

Patient with Opioid Use Disorder 
 18 years of age & older
 Opiate Use in last 7 days
 Non-pregnant

Consider Buprenorphine 
prescription for 'home' start

 Wait until >2 symptoms of opioid withdrawal
 Take 16mg Suboxone (two 8mg-2mg films)
 ERIT assistance in providing OP follow up and 

resources
 Prescribe naloxone

NO

Precipitated Withdrawal or 
Severe Withdrawal Symptoms after 

32 mg of buprenorphine and 
adjunctive medications?

NO

 Buprenorphine 8mg SL dose in 30 min                        
if needed for opioid withdrawal symptoms

 Consider co-admin with ketamine 0.2mg/kg

 Buprenorphine 8mg SL dose in 30 min                        
if needed for opioid withdrawal symptoms

WAIT 30 min

WAIT 30 min

 SYMPTOMATIC TREATMENT
SYMPTOM MEDICATION
Withdrawal Ketamine

Clonidine
Nausea Ondansetron

Prochlorperazine 
Metoclopramide

Stomach Cramps Dicyclomine
Myalgias Methocarbamol
Diarrhea Loperamide
Anxiety Lorazepam (PO)

Gabapentin
Quetiapine

Agitation Haloperidol (IV)
Olanzapine
Quetiapine
Lorazepam

Dyspepsia Famotidine
Insomnia Melatonin

Trazodone

Treatment of precipitated withdrawal or 
severe withdrawal symptoms can consider:
 Ketamine 0.2mg/kg IV q1H PRN
 Clonidine 0.2mg/kg PO x1
 Tizanidine 4mg PO x1
 Methadone 20mg PO  x1 if above 

inefective

YES



For questions please contact: This pathway is informational and for general guidance only. Updated: April 24, 2026
CarePathways@ValleyMed.org It is not intended to be used as or replace actual clinical judgment. Version: 1.0

VALLEY MEDICAL CENTER
Low Barrier Methadone Induction: Emergency Management

NO

HIGH USE / DAILY USE
 Give 40mg of methadone x1 PO 
 Give 20mg of methadone in 2hrs
 Treat withdrawal symptoms with 

adjunct medications

Low/Moderate Use, 
OR Age ≥65,

OR Concerns for Sedation?

 DISCHARGE 
 Provide prescriptions for adjunct medications, such as 

clonidine, ondansetron, hydroxyzine, and ibuprofen.
 Discharge with up to 72hrs worth of methadone while 

awaiting connection to an OTP. Referral to care is required 
if dispensing medication. Medication is dispensed via 
hospital pharmacy &  is NOT a prescription to PPS or other 
pharmacy.

 Discharge patient with naloxone kit

Evaluation & Diagnostics
 Withdrawal Assessment (COWS)
 Medical Screening Labs/Studies                  

(Mg, CMP, ECG)
 ERIT Consult for MMTP Referral
Documentation
 History of Opiate Use
 Any prior methadone use

MSW/ERIT Consultation
 Complete assessment evaluation, ROI and assistance in 

scheduling follow up at MMTP clinic
 Fax discharge summary/AVS including methadone 

doses received while in the ED to MMTP clinic
 Instruct patient to take discharge summary/AVS with 

MAR information to follow-up appointment at MMTP 
clinic

 Update ERIT Interventions Navigator

YES

Contraindications?
 Prolonged QTc (≥500msec)
 ESLD
 Encephalopathy/delirium           

(can't consent)
 Opiate OD in patient who 

doesn't use opiates

Patient with Opioid Use Disorder 
& Interested in Methadone

 18 years of age
 Symptoms of Opiate Withdrawal
 Opiate Use in last 7 days
 Consider preferentially for pregnancy

Consider buprenorphine for 
ongoing OUD treatment instead

 Provide harm reduction info
 Prescribe naloxone
 ERIT assistance in providing OP          

follow up and resources

YES

LOW USE / MODERATE USE
 Give 20mg of methadone x1 PO
 Give 10mg of methadone in 2hr if 

ongoing withdrawal
 Treat withdrawal symptoms with 

adjunct medications

NO

 SYMPTOMATIC TREATMENT
SYMPTOM MEDICATION
Withdrawal Ketamine

Clonidine
Nausea Ondansetron

Prochlorperazine 
Metoclopramide

Stomach Cramps Dicyclomine
Myalgias Methocarbamol
Diarrhea Loperamide
Anxiety Lorazepam (PO)

Gabapentin
Quetiapine

Agitation Haloperidol (IV)
Olanzapine
Quetiapine
Lorazepam

Dyspepsia Famotidine
Insomnia Melatonin

Trazodone


