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Terminology

• OUD = opioid use disorder

• MOUD = medications for opioid use disorder, formerly known as MAT (medications for addiction treatment)

• OTP = opioid treatment program, which is an addiction treatment program that offers MOUD by on site medication 
dispensing and also in-house psychosocial support services (1:1 counseling, group-based care, peer support, orientation 
classes to describe MOUD benefits and risks, and other social and medical support services)

• OBOT = office-based opioid treatment, which is care from an outpatient physician/provider’s office that is capable of 
prescribing buprenorphine-naloxone and/or naltrexone AND referring patients out for psychosocial support service
• Since 2024 x-waiver is no longer required, and all DEA prescribers now required to get 8 hours of training on prescribing 

buprenorphine



How a chc can help OUD patients

• First step -> offer medication services (buprenorphine treatment) and referral services for patients with opioid use disorder
• Next step -> Find an OTP that is close to you so you can refer patients to who need methadone treatment or OTP level care
• Bonus step -> Learn about advanced buprenorphine prescribing techniques (microdosing induction, a.k.a. Bernese method)

Hire a prescriber who is trained 
and willing to write patients 

prescriptions for MOUD

• If you have difficult or interesting cases, you can present them at the ASU MOUD ECHO
• We meet every other Friday at noon
• https://chs.asu.edu/project-echo/join/medications-for-opioid-use-disorder

Great place to learn: ASU MOUD 
ECHO

https://chs.asu.edu/project-echo/join/medications-for-opioid-use-disorder


Distribute Narcan, make 
it as easy as possible

• Have Narcan available in your office, at your front desk, 
and wherever you provide clinical services to patients
• Narcan education is important:  AACHC has a lot of 

great resources on this topic and stigma reduction
• Find Narcan tutorial and other resources here:

• https://www.youtube.com/playlist?list=PLxMUkc
-cccTDtmKSMx3F3JtLBVrzdnvN_

• However, a lot of drug users are already educated 
so just putting it out for patients to grab no 
questions asked is also completely reasonable



I’ve heard a thing or two about methadone…

• How does it work?
• Methadone is a long acting opioid, which peaks around 3 hours and stays in the system well over 24 hours

• For pts with OUD, it makes maintaining employment, improving relationships, and taking care of one’s self/family much easier

• Doesn’t it cause addiction?
• No, symptoms of addiction include compulsive use and use despite negative consequences, which rarely happens

• Dependence does occur, so if patients stop taking the medication they will get withdrawal symptoms

• Does it really work or does it just allow people legal access to another drug?
• Yes, it reduces overdose risk by approximately 60%, which makes it one of the most effective medications in terms of mortalit y 

reduction

• Buprenorphine reduces overdose risk by approximately 40%, naltrexone likely less but this study did not have enough pts to conclude1



42 CFR part 8 
final rule
• On October 2nd of 2024, a lot of changes are 

going into effect that will change the way 
that addiction treatment is delivered in OTPs

• The state of Arizona has a history of being a 
bit more conservative than other states on 
MOUD flexibilities (see map ->)

• The subsequent slides are a summary of 
some of the big clinical changes, but a general 
summary is that care will be more patient 
centered and less formulaic:



One year of opioid use disorder required 
for methadone treatment in OTPs

before AfterOctober 2nd, 2024
Clinical updates

Patients need to be diagnosed with 
moderate or severe OUD, have a history of 

OUD (in remission) or be at high risk for 
opioid overdose for methadone treatment



Telemedicine treatment with methadone 
not allowed for first time visits (intakes)

before AfterOctober 2nd, 2024
Clinical updates

Telemedicine treatment with methadone, 
including intake visits, now allowed as 

long as both audio and visual capabilities 
are used



Since the onset of the COVID-19 
pandemic PHE (public health emergency) 
buprenorphine telehealth flexibilities, 
both audio only and audio-visual, were 
allowed in both OTP and OBOT settings

before AfterOctober 2nd, 2024
Clinical updates

Buprenorphine telehealth flexibilities, both 
audio only and audio-visual, made 

permanent for OTPs.  Still unclear if 
OBOT-level (outpatient) telehealth 

flexibilities to become permanent after 
end of 2024 – up to DEA and HHS



before

Counseling encouraged but not 
required for methadone treatment, 

however there are still plenty of 
requirements (psychosocial intakes to 

determine what patient needs are, 
treatment plan updates)

AfterOctober 2nd, 2024
Clinical updates

Required counseling:  OTPs not in 
compliance if patients are not attending 
monthly counseling sessions/outreach



Required to try two episodes of 
withdrawal management for those <18 
years of age before methadone could be 
offered

before AfterOctober 2nd, 2024
Clinical updates

Requirement of two episodes of 
withdrawal management for those <18 

years of age prior to offering 
methadone removed

“Detox” now called withdrawal 
management



Initial doses of methadone cannot exceed 
30 mg, and one additional dose of 10 mg 
may be given if the 30 mg initial dose is 
not adequate to control 
cravings/withdraws

before AfterOctober 2nd, 2024
Clinical updates

Initial doses of methadone allowed up to 
50 mg/day, and if there is clinical 

evidence that patients could tolerate 
higher doses they can be used if clinical 
justification is included in patient record



Before

Take home supplies of methadone restrictive, 
generally weekends only during first 3 
months, and then for each additional 3 
months of treatment, patients could get one 
additional take home dose/week if following 
strict rules of treatment compliance*

AfterOctober 2nd, 2024
Clinical updates

On days of treatment 0-14, patients can 
get up to 7 days of take homes

Days 15-30 pts can get up to 14 days
Days >30 pts can get up to 28 days**

when clinically appropriate



References

• https://www.nih.gov/news-events/news-releases/methadone-buprenorphine-reduce-risk-death-after-opioid-overdose

• https://www.samhsa.gov/medications-substance-use-disorders/statutes-regulations-guidelines/methadone-guidance

• https://www.samhsa.gov/medications-substance-use-disorders/statutes-regulations-guidelines/42-cfr-part-8

THANK YOU

https://www.nih.gov/news-events/news-releases/methadone-buprenorphine-reduce-risk-death-after-opioid-overdose


Out with the old guidelines (8 point criteria)*
• Treatment program decisions on dispensing opioid treatment medications to patients for unsupervised use beyond that set forth  in paragraph 

(i)(1) of this section, shall be determined by the medical director. In determining which patients may be permitted unsupervised use, the 
medical director shall consider the following take-home criteria in determining whether a patient is responsible in handling opioid drugs for 
unsupervised use. 

(i) Absence of recent abuse of drugs (opioid or nonnarcotic), including alcohol; 
(ii) Regularity of clinic attendance; 
(iii) Absence of serious behavioral problems at the clinic; 
(iv) Absence of known recent criminal activity, e.g., drug dealing; 
(v) Stability of the patient's home environment and social relationships; 
(vi) Length of time in comprehensive maintenance treatment; 
(vii) Assurance that take-home medication can be safely stored within the patient's home; and 
(viii) Whether the rehabilitative benefit the patient derived from decreasing the frequency of clinic attendance outweighs the potential risks of diversion.



And in with the new guidelines (6 point criteria)**

• OTP decisions on dispensing MOUD to patients for unsupervised use beyond that set forth in paragraph (i)(1) of this section shall be 
determined by an appropriately licensed OTP medical practitioner or the medical director. In determining which patients may 
receive unsupervised medication doses, the medical director or program medical practitioner shall consider, among other perti nent 
factors that indicate that the therapeutic benefits of unsupervised doses outweigh the risks, the following criteria:

(i) Absence of active substance use disorders, other physical or behavioral health conditions that increase the risk of patient  harm as it relates to the 
potential for overdose, or the ability to function safely;
(ii) Regularity of attendance for supervised medication administration;
(iii) Absence of serious behavioral problems that endanger the patient, the public or others;
(iv) Absence of known recent diversion activity;
(v) Whether take-home medication can be safely transported and stored; and
(vi) Any other criteria that the medical director or medical practitioner considers relevant to the patient's safety and the public's health.
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