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Abstract

Background: Hospitalizations related to the consequences of opioid use are rising. National 

guidelines directing in-hospital opioid use disorder (OUD) management do not exist. OUD 

treatment guidelines intended for other treatment settings could inform in-hospital OUD 

management.

Purpose: Evaluate the quality and content of existing guidelines for OUD treatment and 

management.

Data Sources: OVID MEDLINE, PubMed, Ovid PsychINFO, EBSCOhost CINHAL, ERCI 

Guidelines Trust, websites of relevant societies and advocacy organizations, and selected 

international search engines.

Study Selection: Guidelines published between January 2010 to June 2020 addressing OUD 

treatment, opioid withdrawal management, opioid overdose prevention, and care transitions among 

adults.

Data Extraction: We assessed quality using the Appraisal of Guidelines for Research and 

Evaluation (AGREE) II instrument.

Data Synthesis: Nineteen guidelines met selection criteria. Most recommendations were based 

on observational studies or expert consensus. Guidelines recommended use of non-stigmatizing 

language among patients with OUD; to assess patients with unhealthy opioid use for OUD 

using Diagnostic Statistical Manual of Diseases–5th Edition criteria; use of methadone or 

buprenorphine to treat OUD and opioid withdrawal; use of multimodal, non-opioid therapy, and 

when needed, short-acting opioid analgesics in addition to buprenorphine or methadone, for acute 

pain management; ensuring linkage to ongoing methadone or buprenorphine treatment; referring 

patients to psychosocial treatment; and ensuring access to naloxone for opioid overdose reversal.

Conclusions: Included guidelines were informed by studies with various levels of rigor and 

quality. Future research should systematically study buprenorphine and methadone initiation and 

titration among people using fentanyl and people with pain, especially during hospitalization.
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Introduction

In 2019, an estimated 1.6 million Americans aged 12 years or older suffered from an opioid 

use disorder (OUD).1 In 2020, unintentional injuries, including drug-related overdose, 
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increased by almost 30% from 2019, and were a leading cause of death in the United 

States.2,3 Hospitalizations related to the consequences of opioid use are also rising. On 

average, from 2014 to 2018, 1 in 9 hospitalized patients had a substance use disorder.4 In 

one statewide study of hospitalized patients with OUD, 7.8% of people died within one year, 

reflecting mortality similar to patients hospitalized with acute coronary syndrome (who have 

5–9% one-year mortality).5

When taken regularly, medications for OUD (MOUD), including methadone and 

buprenorphine, are associated with an approximately 50% reduction in mortality.6,7 

Despite their effectiveness, MOUD are vastly underutilized across the United States with 

access varying by geography,8,9 insurance status,10,11 treatment location,12–14 and race/

ethnicity.10,15 Hospitalization offers an opportunity to provide treatment to hospitalized 

patients with OUD and hospitalists are uniquely positioned to provide this life-saving care.16

To our knowledge there are no existing national guidelines directing OUD treatment, opioid 

withdrawal management, overdose prevention, and care transitions among hospitalized 

adults. Given the overwhelming morbidity and mortality related to the opioid crisis, the 

Society of Hospital Medicine (SHM) sought to develop a consensus statement to assist 

inpatient clinicians caring for hospitalized patients with OUD. To inform the development of 

the consensus statement, SHM convened a working group to systematically review existing 

guidelines on OUD screening, assessment, and treatment, opioid withdrawal management, 

opioid overdose prevention, and care transitions. This article describes the methods and 

results of our systematic review of existing guidelines for OUD management. The consensus 

statement derived from these existing guidelines, applied to the hospital setting, appears in a 

companion article.

Methods

The reporting of this systematic review was guided by the standards of the Preferred 

Reporting Items for Systematic Review and Meta-Analysis (PRISMA) Statement.17 

Steps in the systematic review process included: 1) conducting a search of relevant 

guidelines, 2) applying exclusion criteria, 3) assessing the quality of the guidelines, 

and 4) iteratively synthesizing guideline recommendations to identify issues potentially 

relevant to hospitalized patients with OUD. Details of the protocol for this systematic 

review were registered on PROSPERO accessible at: https://www.crd.york.ac.uk/prospero/

display_record.php?RecordID=204849.

Data Sources, Process, and Guideline Screening

SLC worked with a librarian scientist to develop search teams and SLC conducted the 

search in July 2020. We limited the search to guidelines published in English between 

January 2010 to June 2020 since guidelines published before 2010 may contain outdated 

information.18 We used EndNote™19 to collect citations and remove duplicates. Information 

sources included Ovid MEDLINE, MEDLINE via PubMed, Ovid PsychINFO, EBSCOhost 

CINHAL, and ERCI Guidelines Trust. We identified additional records through relevant 

society websites, organizations, and international guideline search engines (see Figure 1; 

Appendix for search terms). SLC manually reviewed all article titles. If the title clearly 
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suggested the article was not a guideline, the article was excluded. If the title did not clearly 

describe the content, then the abstract was reviewed. If the abstract did not clearly describe 

the content, then the full article text was reviewed.

Guideline Inclusion/Exclusion Criteria

We define guidelines as “statements that include recommendations intended to optimize 

patient care informed by a systematic review of evidence and an assessment of the benefits 

and harms of alternative care options”, consistent with the National Academies’ definition.20 

To be eligible for inclusion, guidelines had to include recommendations on the assessment 

or management of OUD, opioid withdrawal, or overdose prevention, or the management 

of these conditions across care transitions. We included guidelines intended for emergency 

departments, hospitals, or other primary care or urgent care settings to which patients with 

OUD may present for medical care. We excluded guidelines intended for opioid treatment 

programs (OTP) which dispense methadone for OUD and guidelines derived entirely 

from another guideline. We excluded guidelines exclusively focused on other substances 

including alcohol, cannabis, and stimulant use, and guidelines specific to pregnant people, 

children, and adolescents with OUD.

Guideline Quality Assessment

We used the Appraisal of Guidelines for Research and Evaluation (AGREE) II 

instrument21–23 to evaluate the quality of each guideline selected for inclusion. The AGREE 

II instrument includes 23 statements spanning six domains: scope and purpose; stakeholder 

involvement; rigor of development; clarity of presentation; applicability; and editorial 

independence.21–23 Each guideline was rated by three appraisers (RB, MM, HE, ZW, MBW, 

EL, MVR, SH, TZ, MU, AP, KTL, MB, MTO, HS) who indicated the degree to which they 

agreed with each of the 23 statements using a scale from 1 (strongly disagree) to 7 (strongly 

agree) (Table 1) (see Supplementary Material, Table 1 for titles and affiliations of AGREE II 

reviewers). They also rated the overall quality of each guideline using the same scale while 

indicating whether or not they would recommend the guideline for use (Table 2). We report 

scaled domain scores as percentages and calculated an overall assessment score (Table 1).

Guideline Synthesis and Analysis

One author (SLC) formulated an a priori draft of key topics pertinent to the management of 

OUD, opioid withdrawal, and opioid overdose prevention in hospitalized adults, informed 

by the American Society of Addiction Medicine (ASAM) National Practice Guidelines.24,25 

Members of our Working Group (RB, MM, HE, XW, MBW, EL, SH; see Supplementary 

Material, Table 1 for title and affiliations of Working Group members) met to review and 

discuss each drafted key topics, and to provide iterative feedback to refine and finalize the 

key topics. Using these key topics as a framework, we extracted recommendations from each 

guideline on the following topics: 1) non-stigmatizing medical communication and language 

for people who use opioids, 2) assessment of unhealthy opioid use and diagnosis of OUD, 

3) MOUD for Diagnostic Statistical Manual of Diseases 5th Edition (DSM–5) confirmed 

diagnosis, 4) acute pain or management in the setting of OUD, and 5) care transitions.
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Role of the Funding Source

SHM provided administrative and material support for the project but had no role in the 

design or execution of the scientific evaluation.

Results

We identified 678 unique records for screening from which we identified 20 guidelines 

meeting selection criteria (see Figure 1). Some guidelines were intended for the outpatient or 

community settings,26–31 other guidelines were intended across the spectrum of the inpatient 

and outpatient settings.25,32–40 Three guidelines were specific to buprenorphine for OUD 

treatment41–43 and two guidelines were specific to perioperative pain management.44–46 One 

guideline was a policy statement,47 one guideline was specific to methadone safety,48 and 

one guidelines was a U.S. Preventive Service Task Force (USPSTF) Screening for Unhealthy 

Drug Use recommendation49,50 No guidelines were specific to the hospital or emergency 

department settings.

Guideline Quality Assessment

See Table 1 for AGREE II scaled domain scores and for the ratings on each individual 

item within a domain. The range of scaled domain scores for each of the AGREE II 

domains were: scope and purpose 54% – 100%, stakeholder involvement 39% – 97%, rigor 

of development 41% – 95%, clarity of presentation 54% – 100%, applicability 38% – 

94%, and editorial independence 31% – 100%. Overall guideline assessment scores ranged 

from 2.3 to 6.67 on a scale of 1 – 7. Table 2 lists recommendations for inclusion based 

upon AGREE II scores. Six guidelines were recommended for use without modification 

by all three appraisers,25,27,31,33,40,49 three guidelines were recommended for use with 
modification by two of three appraisers,28,42 and one guideline was not recommended for 

use by all three appraisers.41 Three guidelines had the highest score of 6.67 and included 

the Canadian Research Initiative in Substance Misuse (CRISM) National Guideline for the 

Clinical Management of OUD,33 the National Institute for Health and Care Excellence 

(NICE) Needle and Syringe Programmes,31 and the U.S. Department of Veterans Affairs/

Department of Defense (VA/DoD) Clinical Practice Guideline for Management of Substance 

Use Disorders.40 Following completion of the AGREE II appraisals, 19 of the original 20 

guidelines were included in our recommendation synthesis.

Table 3 includes the level of evidence reviewed for each guideline based on inclusion 

of evidence from randomized controlled trials or nonrandomized controlled trials; 

observational studies; expert consensus; or partially based on other guidelines. Each 

guideline included a systematic review of the literature, however the New South Wales 

Clinical Guidelines,38 the Australian Clinical Guidelines,36 and the United Kingdom 

Clinical Guidelines34 did not clearly link each recommendation to the underlying evidence 

base. When citations were present, we reviewed them to determine the type of data upon 

which the recommendations were based and included this information in Table 3. Due to 

the relative paucity of evidence from randomized controlled trials on many of the topics 

covered, the majority of the recommendations in Table 3 are based on observational studies, 

expert opinion and consensus, or other guidelines.
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Guideline Synthesis and Analysis

Table 3 contains a synthesis of the recommendations relative to our five pre-specified 

content areas. While the evidence supporting the recommendations is generally of lower 

quality, i.e., few randomized controlled trials, there were many areas of agreement across the 

guidelines.

Use of non-stigmatizing medical communication and language for people 
who use opioids: Examples of non-stigmatizing language includes ‘person who uses 

drugs,’ ‘person who injects drugs,’ or ‘person with OUD’. Nine guidelines recommended 

that health care professionals approach people who use substances in a non-judgmental, 

non-stigmatizing way to address the patient’s needs and concerns regarding their substance 

use.25,26,31,33,34,36,38,40,47 These recommendations were based on expert consensus or other 

guidelines.

Assessment of unhealthy opioid use and diagnosis of OUD: The term “unhealthy 

use” is defined by the USPSTF as “including conditions such as the full spectrum of 

unhealthy use, e.g., problem use or a use disorder, meeting any DSM criterion for a use 

disorder, heavy use, e.g., using a substance twice or more per day, or negative consequences 

or problems related to drug use.50 Fifteen guidelines recommended an assessment of 

OUD among people with unhealthy opioid use.25–28,34,36–40,42,43,47–49 When available, four 

guidelines recommended review of prescription drug monitoring program data (PDMP) 

for prescribed scheduled medication use.25,37,40,47 Seven guidelines recommended the use 

of the DSM–5 to diagnose OUD;26,32,33,36–38,40 two older guidelines recommended the 

use of the DSM-4th Edition to diagnose opioid dependence.42,43 Among patients with 

OUD, fifteen guidelines recommended testing for infections, pregnancy, or checking a urine 

drug analysis.26–28,31–34,36–40,42,43,48 These recommendations were based on observational 

studies, expert consensus, or other guidelines.

Use of medications for OUD (MOUD) for a DSM–5 confirmed diagnosis of 
OUD: Fourteen guidelines recommended the use of shared decision making when initiating 

MOUD.25–28,33,34,36–40,43,47,48 These recommendations were based on observational 

studies, expert consensus, or other guidelines. Fifteen guidelines recommended the 

use of methadone or buprenorphine as first line agents to treat opioid withdrawal 

or OUD.25–28,31,33,34,36–40,42,43,47 These recommendations were based on randomized 

or nonrandomized controlled trials, observational studies, expert consensus, or other 

guidelines. Eleven guidelines recommended the use of a validated tool, e.g., the Clinical 

Opiate Withdrawal Scale, to measure and assess severity of opioid withdrawal prior to 

starting buprenorphine, to initiate buprenorphine for mild to moderate opioid withdrawal 

symptoms, and to titrate buprenorphine dosing based upon ongoing cravings or withdrawal 

symptoms.25,26,28,34,36–40,42,43 These recommendations were based on expert consensus 

or other guidelines. When initiating methadone for OUD treatment or prevention 

of opioid withdrawal, nine guidelines recommended review of an electrocardiogram 

when a patient has risk factors for QTc interval prolongation.25,26,34,36–40,48 These 

recommendations were based on expert consensus or other guidelines. When starting 

methadone, ten guidelines recommended an initial dose of 10 to 30 milligrams with 
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further titration based on patient reported opioid withdrawal symptoms or opioid 

cravings.25,26,33,34,36–40,48 These recommendations were informed by observational studies, 

expert consensus, or other guidelines. Eleven guidelines recommended the use of non-opioid 

adjunctive medications for opioid withdrawal symptoms during initial dose titration of 

methadone or buprenorphine.25,26,28,33,34,36–40,42 These recommendations were based on 

randomized or nonrandomized controlled trials, observational studies, expert consensus, 

or other guidelines. If the patient prefers opioid antagonist treatment, twelve guidelines 

recommended the use of intramuscular naltrexone, and against the use of oral naltrexone, 

for OUD treatment.25–28,33,34,36–40,47 These recommendations were based on randomized 

or nonrandomized controlled trials, observational studies, expert consensus, or other 

guidelines.

Management of acute or perioperative pain in the setting of OUD: Nine 

guidelines recommended that patients with OUD should be assessed and treated for 

acute pain.25–27,36–38,43,44,46 These same guidelines recommended the use of multimodal 

therapies to treat acute pain, starting with non-opioid analgesics including neuropathic 

agents, ketamine, lidocaine, non-steroidal anti-inflammatories, etc. With persistent acute 

pain, nine guidelines recommended escalating to short-acting full agonist opioids at higher 

doses than used with opioid naïve patients and at shorter intervals.25–27,36–38,43,44,46

Guideline recommendations for buprenorphine management in the perioperative period 

evolved over time. In 2015, the American Society of Addiction Medicine (ASAM) published 

practice guideline which recommended discontinuation of buprenorphine for OUD in the 

setting of severe acute pain, which included the perioperative period.25 An updated ASAM 

guideline published in 2020 stated that “discontinuation of buprenorphine (or methadone) 

before surgery is not required” and “increasing the dose or frequency of methadone or 

buprenorphine may be effective for managing pain.” Furthermore, “the use short acting 

full agonist opioids, at higher dose than those required in opioid naïve patients, can be 

effective to manage moderate to severe acute pain.”37 In total, six guidelines recommended 

continuation of buprenorphine or methadone in the perioperative period or with non-

operative, acute pain.34,36–38,43,45 These recommendations were based on observational 

studies, expert consensus, or other guidelines.

Care transition at hospital discharge: In the United States an “X-Waiver” is 

required to prescribe buprenorphine for OUD in the outpatient setting. “X-Waiver” 

refers to the Drug Addiction Treatment Act (DATA 2000) legislation that authorized the 

outpatient use of buprenorphine for the treatment of OUD. Four guidelines discussed 

this requirement,25,37,40,47 one of which advocated for the removal of barriers to 

provide buprenorphine (and methadone) to patients with OUD.47 Because the X-Waiver 

requirement is unique to the United States, international guidelines included in this 

systematic review did not address this topic.26–28,31,33,36,38,39,43,45 Fourteen guidelines 

recommended continuation of buprenorphine or methadone following treatment initiation 

compared to the use of these medications for medically managed opioid withdrawal 

(detoxification).25–28,33,34,36–40,42,43,47 These recommendations were based on randomized 

or nonrandomized controlled trials, observational studies, expert consensus, or other 
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guidelines. No guideline specifically addressed best practices in medication continuation 

for OUD at hospital discharge because no guidelines included in the systematic reviewed 

addressed the care of hospitalized patients or patients in the emergency department.

In conjunction with MOUD, fifteen guidelines recommended that people with OUD 

should be linked to psychosocial treatment and mental health services. This includes 

cognitive-behavioral therapy and relapse prevention, contingency management, motivational 

enhancement/motivational interviewing and brief interventions.26–28,30,32–34,36–40,42,43,47 

These recommendations were based observational studies, expert consensus, or other 

guidelines. Twelve guidelines recommended that people with OUD should be linked to 

psychosocial support, including resources for case management, housing, employment, 

and legal support.26,30,32–34,36–38,40,42,43,47 These recommendations were based on expert 

consensus or other guidelines. Ten guidelines recommended people with OUD should 

be linked to mutual support groups or peer recovery supports.26,32–34,36–38,40,42,47 They 

included randomized or nonrandomized controlled trials, observational studies, expert 

consensus, or other guidelines. Ten guidelines recommended that people with OUD should 

be referred to harm reduction services. Harm reduction services includes education on sterile 

syringe use and safer injection practices to reduce the risk of blood-borne (HIV, hepatitis C) 

and soft tissue infections, promoting access to take-home naloxone, and syringe distribution 

programs to reduce risk of blood-borne infection and fatal overdose among high-risk 

patients or patients with ongoing opioid use.26,30,32–34,36–39,47 These recommendations were 

based on observational studies, expert consensus, or other guidelines. Eleven guidelines 

specifically recommended that patients with OUD have access to naloxone for opioid 

overdose reversal.25–28,33,34,36–39,47 These recommendations were based on the safety 

profile of naloxone and its ability to reverse an opioid-related overdose. They included 

randomized or nonrandomized controlled trials, observational studies, expert consensus, or 

other guidelines.

Discussion

This systematic review identified nineteen guidelines which included recommendations 

on the management of OUD, opioid withdrawal, opioid overdose prevention, and care 

transitions. Guideline recommendations were primarily informed by observational studies 

and expert opinion. None of the included guidelines focused specifically on OUD-related 

care in the hospital setting, though many provided guidance for OUD-related care provision 

across the inpatient, outpatient, and community settings. While these factors may limit the 

recommendations’ applicability to the hospital setting, these guidelines represent the best 

guidance currently available to standardize and improve the management of OUD, opioid 

withdrawal, opioid overdose prevention, and care transitions for hospitalized patients with 

OUD.

Both methadone and buprenorphine are associated with a decreased risk of return to opioid 

use compared to no opioid agonist treatment.51 Lifesaving benefits of these medications 

include a maintenance of opioid tolerance and a reduction in opioid cravings leading to 

decreased use of opioid that are not prescribed, heroin, or illicitly manufactured fentanyl 

and its analogues.51 None of these guidelines discussed treatment outcomes by treatment 
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location. However, to date, there is no evidence to suggest that medication effectiveness 

varies by administration location, e.g., hospital vs. outpatient vs. OTP. Most guidelines 

highlighted the risk of return to opioid use when methadone or buprenorphine are used to 

facilitate opioid detoxification alone, but not continued thereafter. Starting and continuing 

these medications in any setting is likely beneficial when people with OUD request this 

treatment. When a patient desires continuation of MOUD at care transitions, i.e., post-acute 

care facility or state or federal institutions, under the American with Disability Act, MOUD 

must be continued.52 Failure of such facilities to accept patients receiving MOUD, or to 

continue these medications, may result in legal action.53

Recommendations for buprenorphine initiation, dosing, and perioperative management 

strategies were primarily based on expert opinion, which carries a lower strength evidence. 

Decisions to continue or initiate buprenorphine in the hospital should be individualize, 

incorporating the types of opioids used, past patient experiences with pain management, 

and especially patient experiences with prior buprenorphine use. Due to widespread 

contamination of fentanyl and fentanyl analogs in the drug supply, and case reports 

describing instances of precipitated withdrawal with routine buprenorphine initiation among 

people using fentanyl,54 buprenorphine initiation and dosing practices are rapidly evolving. 

While most guidelines included in the systematic review recommended buprenorphine 

initiation with mild to moderate withdrawal symptoms, future guidelines may incorporate 

greater detail about when to use various buprenorphine initiation protocols based on the 

patient’s opioid use, i.e., regular use of fentanyl or methadone, or their desire to reach a 

therapeutic buprenorphine dose rapidly. This may include the use of a “low dose” method, 

in which the buprenorphine starting dose is very low and gradually increased to therapeutic 

levels over a period of days,55 or the use of a “high dose” method, in which buprenorphine 

dose titration is accelerated to achieve therapeutic buprenorphine levels in less than 3 to 4 

hours, compared to the usual 48 to 72 hours.56

Most of the guidelines recommended that patients with OUD be referred to psychosocial 

treatment, mutual support groups, or harm reduction services, in addition to MOUD. High 

quality evidence supports the use of naloxone as harm reduction to reduce opioid-related 

overdose mortality.57,58 Observational data cited in many of these guidelines highlight 

public health benefits of integrating harm reduction strategies into clinical practice, e.g., 

reduction in HIV transmission. Data on the benefits of psychosocial treatment and mutual 

support groups, however, are mixed with some demonstrating reduction in substance 

use,59,60 and other with inconclusive benefit on substance use behaviors.61,62 Despite these 

limitations, psychosocial interventions, mental health treatment, and mutual support groups 

rarely report serious harms. Inclusion of these recommendations was fairly consistent across 

the guidelines.

Few guidelines explicitly addressed treatment disparities by race/ethnicity. One guideline 

noted that each treatment care plan should “take account of the patient’s ethnicity, gender, 

and sexuality”.36 Another guideline recommended that further research regarding treatment 

effectiveness should identify differences based on “socioeconomic status, age, gender, and 

ethnicity” but did not focus on addressing racism or structural issues underlying these 

disparities.30 In the United States, access to substance use disorder treatment for Black, 
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Indigenous, and People of Color (BIPoC) is limited compared to treatment access for 

white people. National survey data from 2018 demonstrated that 88% of Black people and 

90% of Latino people received no substance treatment due to “deep-seated inequities in 

health care for communities of color”.63 Another study of nationally representative survey 

data demonstrated that, from 2004 to 2015, Black people were 80% less likely to be 

prescribed buprenorphine than white people indicating buprenorphine treatment disparities 

on the basis of race/ethnicity and insurance ocverage.10 Black patients seeking substance 

treatment report experiencing discrimination by healthcare workers leading to delays in 

medical care.64 Similar treatment disparities were noted among patients who experienced 

a non-fatal opioid overdose where Black patients were half as likely to obtain a follow-

up appointment or MOUD compared to white patients.65 Additional treatment disparities 

include the undertreatment of acute pain with opioid and non-opioid analgesia among Black 

people compared to white people66 and greater odds of opioid dose reduction for chronic 

opioid therapy among Black people versus white people. Emerging evidence supports that 

racial differences with access to MOUD noted in the outpatient setting are also present 

in the hospital setting. A recent study of hospitalized veterans with OUD reported that 

white patients were 11% more likely than Black patients to receive buprenorphine than 

methadone during hospitalization74. This matters because methadone for OUD requires 

near daily trips to the OTP whereas buprenorphine can be prescribed on a weekly or 

monthly basis, allowing greater flexibility to obtain MOUD following hospital discharge. 

Mechanisms to expand access to OUD treatment among BIPoC communities must address 

hospital- and community-level structural barriers to substance treatment access, systemic 

racism, and biased prescribing of MOUD. It must also include multi-sectoral, diverse 

community partnerships to develop community-guided prevention, treatment, and recovery 

strategies.67–69

An updated guideline search from July 2020 through April 2022 using the same search 

teams and sources revealed three additional guidelines which met our inclusion criteria.70–72 

One guideline was an updated USPSTF recommendation,72 one guideline was an executive 

summary of a guideline included in this systematic review,71 and one guideline was intended 

for the care of adult patients presenting to an emergency department.70 Notably, these 

additional guideline recommendations align with the guideline recommendations included in 

this systematic review and do not offer any contrary recommendations.

Future research is needed to clarify and address treatment gaps identified during this 

systematic review. Frequency of infectious disease screening for people with OUD, or 

for people who inject drugs, was not addressed in these guidelines. Clarification on 

screening frequency is needed to ensure judicious use of healthcare resources. Rigorous 

and systematic research is needed to identify best practices for buprenorphine initiation and 

dosing among people who wish to transition off of methadone, for people who regularly use 

fentanyl or fentanyl analogues, or for people experiencing acute pain, especially during the 

perioperative period. Greater research is needed to develop best practice recommendations 

for co-administration of full agonist opioids, including hydromorphone or oxycodone, 

in addition to buprenorphine or methadone, when managing acute opioid withdrawal in 

the hospital setting. Importantly, significant OUD treatment disparities exist for BIPoC 

communities. Resources must be dedicated to address OUD treatment disparities to close 
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discriminatory treatment gaps. Ongoing research will likely inform future iterations of 

practice recommendations for the management of OUD, opioid withdrawal, and opioid 

overdose prevention in hospitalized adults.

This study had several limitations. First, we only reviewed guidelines published in English, 

potentially missing research that has been conducted on OUD-related treatment globally. 

Second, while we used rigorous, pre-defined search criteria and registered our protocol on 

PROSPERO, it is possible that our search strategy missed relevant guidelines. Third, the 

results of the AGREE II appraisal should be viewed with caution, as different appraisers 

may interpret the items and scoring system differently. Despite this limitation, the AGREE 

II instrument provides an opportunity to evaluate the quality of guidelines systematically, 

specifically, and objectively across specialties and topics. Finally, guidelines do not specify 

how hospitals should deliver these recommendations. Various approaches to delivering 

hospital-based OUD treatment exist, and future work should explore what models best 

support effective delivery of evidence-based guidelines.73

In conclusion, we identified nineteen guidelines addressing OUD treatment and related 

conditions. These guidelines were developed from studies with various levels of rigor 

and quality which informed the strength of the final recommendations. Importantly, none 

of the guidelines were dedicated to the care of hospitalized patients with OUD. Despite 

the relative heterogeneity of the guidelines, e.g., international guidelines, guidelines from 

various specialties, guidelines directed to the care of older adults, or perioperative pain 

management, the recommendations related to our pre-specified topic areas were fairly 

consistent, allowing for the development of well-informed recommendations for the care 

of hospitalized adults with OUD.
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Figure 1. PRISMA Flow Diagram
Summary of evidence search and selection.
a ERCI: Emergency Care Research Institute
b American Society of Addiction Medicine; California Society of Addiction Medicine; 

American College of Academic Addiction Medicine; American Academy of Addiction 

Psychiatry; American Academy of Family Physicians; American Academy of Pain 

Physicians; American College of Physicians; American Society of Hospital Medicine; 

American Society of Interventional Pain Physicians; American Cancer Society; American 

Society of Clinical Oncology; American Society of Clinical Oncology; American 
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Psychiatric Association; Eastern Association for the Surgery of Trauma; National Pain 

Centre
c Substance Abuse and Mental Health Services Administration; United States Preventive 

Services Task Force; Centers for Disease Control and Prevention; Michigan Department 

of Health and Human Services; American Hospital Association; Magellan Healthcare; 

VA/DOD
d National Institute for Health and Care Excellence [NICE]; Canadian Medical Association 

Clinical Practice Guidelines Infobase; Australian Government National Health and Medical 

Research Council; Australian Clinical Practice Guidelines Portal Web; World Health 

Organization; New Zealand Ministry of Health Manatū Hauora
e Two studies included an executive summary of guidelines and were reviewed as a whole 

(ASAM 2015; CRISM); one guideline included a guideline and a separate publication 

outlining the systematic review methodology (USPSTF), also reviewed as a whole
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Table 1.

Scaled Domain Scores Across Domains of the AGREE II Instrument, and Overall Assessment Scores

Guideline
a

AGREE II Domain
b Overall 

Assessment
c

Scope & 
Purpose

Stakeholder 
Involvement

Rigor of 
Development

Clarity of 
Presentation

Applicability Editorial 
Independence

CCSMH 100% 78% 85% 93% 74% 97% 6

ACP 54% 39% 41% 54% 53% 61% 4.67

WFSBP 70% 54% 65% 76% 50% 56% 5

ASAM 2020 94% 87% 84% 94% 53% 92% 6

CFPC 91% 72% 83% 91% 62% 86% 5.67

AUS 89% 78% 57% 78% 74% 64% 4.67

CRISM 94% 97% 78% 97% 55% 100% 6.67

APS/CPDD 93% 69% 86% 87% 51% 100% 5.33

ASAM 2011 63% 63% 40% 81% 68% 36% 4.33

NSW 93% 70% 15% 87% 57% 60% 4

BC 100% 85% 92% 100% 94% 81% 6.67

ASERPQI 100% 43% 66% 91% 69% 83% 6

ASAM 2015 94% 98% 88% 97% 75% 79% 6.33

PAIN 100% 96% 95% 96% 38% 97% 5.67

USPSTF 94% 54% 74% 91% 61% 97% 5.8

RAND 63% 37% 47% 70% 54% 22% 2.3

VA/DoD 91% 91% 89% 94% 68% 89% 6.67

NICE 100% 94% 94% 96% 94% 31% 6.67

UK 91% 96% 44% 57% 61% 44% 3.67

PEER 96% 80% 73% 98% 24% 92% 5.33

a
CCSMH = Canadian Coalition of Seniors’ Mental Health;26 ACP = American College of Physicians;47 WFSBP = World Federation of Societies 

of Biological Psychiatry;39 ASAM 2020 = American Society of Addiction Medicine, 2020;37 CFPC = College of Family Physicians of Canada;43 

AUS = Commonwealth of Australia;36 CRISM = Canadian Research Initiative Substance Misuse;33 APS/CPDD = American Pain Society, 

the College on Problems of Drug Dependence, and the Heart Rhythm Society;48 ASAM 2011 = American Society of Addiction Medicine, 

2011;42 NSW = New South Wales;38 BC = British Columbia;25 ASERPQI = American Society for Enhanced Recovery and Perioperative 

Quality Initiative;46 ASAM 2015 = American Society of Addiction Medicine, 2015;31 PAIN = Perioperative Pain and Addiction Interdisciplinary 

Network;45 USPSTF = United States Preventive Services Task Force;18 RAND = Research and Development Corporation;41 VA/DoD = 

Department of Veterans Affairs, Department of Defense;40 NICE = National Institute for Healthcare Excellence;30 UK = United Kingdom;34 

PEER = Patients, Experience, Evidence, Research Group27

b
Each individual item within a domain was rated on a Likert scale with a maximum of 7 points. The scores were averaged across three appraisers. 

The scaled domain score is calculated as follows: (obtained score [sum of the mean scores for the individual items within a domain] – minimum 
possible score) / (maximum possible score – minimum possible score).

c
Mean score on a scale of 1 – 7.
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Table 2.

AGREE II Overall Recommendation for Use

Yes Yes, with modification No

CCSMH 3 0 0

ACP 2 0 1

WFSBP 2 1 0

ASAM 2020 2 1 0

CFPC 2 0 1

AUS 1 1 1

CRISM 3 0 0

APS/CPDD 2 1 0

ASAM 2011 1 2 0

NSW 1 1 1

BC 2 1 0

ASERPQI 2 1 0

ASAM 2015 3 0 0

PAIN 1 2 0

USPSTF 3 0 0

RAND
a 0 0 3

VA/DoD 3 0 0

NICE 3 0 0

UK 0 1 2

PEER 1 2 0

a
Excluded following the AGREE II appraisal and recommendation process
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