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Recommendations for Initiation and Engagement of 
Medication-Assisted Treatment (MAT) for Individuals with 
an Opioid Use Disorder (OUD) 
 
This document includes three interrelated elements for treating individuals with an 
OUD: 1. Assessment; 2. Medication triage; and 3. Stepped care. These guidelines 
are designed to enhance engagement and retention of individuals with an OUD. 
Consider these guidelines as suggestions to enhance the working relationship 
between providers of treatment and individuals with an OUD seeking help. The 
steps are designed to be interactive and flexible, based on the dynamic needs of 
individuals over many months or years. 
 
Published documents used in developing these guidelines are noted on page 14.  
 
Acronyms     

CBT  Cognitive Behavioral Treatment or Therapy 
CRS    Certified Recovery Specialists – State classification for peer staff who have 

completed the training and certification for peer services in addiction tx 
COWS  Clinical Opiate Withdrawal Scale – used to assess a person’s withdrawal 

symptoms from opioids 
IM   Intramuscular injection as in IM-Naltrexone (28-day dosage via injection) 
IV  Intravenous injection as in injecting IV heroin with a needle in the blood 

vein   
MAT   Medication Assisted Treatment 
OBOT   Office-Based Opioid Treatment – DEA definition of a clinic, either primary 

care or addiction treatment that provides buprenorphine for OUD tx 
OD   Overdose 
OP   Outpatient, as in addiction treatment outpatient services 
OTP    Opioid Treatment Program - DEA’s definition of methadone for OUD tx 
OUD    Opioid Use Disorder 
PCP   Primary Care Practice or Primary Care Provider 
PDMP  Prescription Drug Monitoring Program – State registry of all citizens 

receiving one or more prescriptions of controlled substances, including 
opioids and benzodiazepines   

SOWS Subjective Opiate Withdrawal Scale (patient version of the COWS) 
UA   Urine Analysis (screening), which is the process of collecting urine samples 

to test for the presence of illicit substances or to confirm the presence of 
prescribed medications (e.g., the patient is taking medications as 
prescribed) 
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Assessment of Individuals with an OUD 

Recommendations for assessment are based on American Society of Addiction 
Medicine (ASAM) criteria, principles of motivational interviewing, and existing 
research on medications for individuals with an OUD. Consider the following nine 
interactive steps when assessing individuals with an OUD as they are structured to 
both enhance engagement and provide a guide for the most effective, initial stage 
of treatment. The treatment protocol will evolve over time as described under triage 
and the stepped care processes; therefore, rapid engagement is the focus of the 
assessment process.  

1. Assess for risk of suicide or withdrawal management services. It is assumed 
that individual’s risk of suicide and potential need for withdrawal management 
(formally referred to as detoxification services) has been completed before 
proceeding to steps 2 – 10. 

2. Assess life goals prior to assessing Substance Use Disorder (SUD) patterns. 
Assess a person’s life goals before proceeding to assessing his or her 
substance use patterns, as this can reveal the person’s potential interest in 
various forms of treatment, supports (e.g., peer support/CRS) or MAT (or their 
limited interested in treatment at the present time). 

3. Review substance use patterns in past 90 days. Assess the person’s use 
patterns in the past 90 days that did not involve a period of incarceration or 
residential treatment. It is not necessary in the assessment phase to acquire an 
extensive history of alcohol or drug use patterns beyond the last 90 days 
(there is time to acquire this information once a person has stabilized in tx). 

4. Briefly review the person’s experience in prior treatments. Review a person’s 
opinions about prior treatments or other supportive services (e.g., CRS/peer 
contacts), before making a recommendation, as it can reveal a person’s 
interest or readiness in a particular level of care or type of medication.  

5. Review the three forms of medications for OUD. Review the benefits, risks, 
and requirements of the three FDA-approved medications to help educate 
and empower the individual to make an informed choice. The medications 
include buprenorphine, methadone, and naltrexone. Examples of brief, 
person-friendly forms can be downloaded on the provider website at 
ccbh.com. It is important to introduce this step in all levels of care, including 
opioid treatment programs (OTPs).  

6. Assess a person’s motivation for medications or other forms of treatment. Use 
a combination of open-ended questions to assess a person’s readiness for 
treatment or other supportive services (e.g., CRS/peer services), such as “Now 
that we have had a chance to review your treatment experience and the 
possible pathways for future treatment or community supports, what do you 
think would be helpful for you now?” This step is recommended to minimize a 
person’s tendency to “follow recommendations” verbally, while having low 
motivation for a particular level of care.  

7. Access the person’s Prescription Drug Monitoring Program (PDMP) profile. 

https://www.ccbh.com/
https://www.ccbh.com/
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This step is recommended to identify any potential risks, such as access to 
benzodiazepines or other medications that can interact with opioids or for 
tracking potential diversion behaviors.  

8. Assess for psychosocial barriers. Review potential barriers to medication 
assisted treatment or other forms of outpatient services, as many individuals 
may not reveal these barriers unless asked. Common barriers include no 
funding to cover copays for medications, limited transportation, no child care, 
housing instability, co-occurring conditions (e.g., depression, chronic pain), or 
a home environment that may undermine MAT.  

9. Negotiate a treatment recommendation. Engaging individuals in any level of 
care is essential; therefore, consider these options for collaboration: 

a. Offer case management or peer services (e.g., CRS staff) for individuals 
who are not ready to engage in formal tx at the time of the assessment,  

b. Reassure individuals that they can change their medication or treatment 
regimen, with tapering time built in, if they are not comfortable with a 
particular form of MAT or abstinence-based treatment (avoid directing 
individuals to a particular level of care or a fixed timeframe as this can 
undermine motivation) 

c. Offer assistance for individuals who would like to initiate methadone 
(OTP services) if your program does not provide methadone 
(individuals are more likely to be successful if they can easily access 
OTP or other MAT services) 

d. Encourage individuals to have their family and friends participate in the 
treatment planning process as well as provide family members with 
educational materials on OUD & evidence-based treatments.  

 

Medication Triage – Decision Tree  

Identifying the initial medication and mix of psychosocial services is the next phase 
of the treatment process once the person is engaged. Medication triage is used to 
enhance retention by matching the needs of individuals with an initial medication 
and psychosocial interventions. In other words, the second phase of the treatment 
process is to identify the medication and ancillary services that are likely to increase 
retention over time. Provide education on all three medications before 
recommending one to initiate. All aspects of MAT can be modified through a 
stepped care approach, which is described in the next subsection; therefore, 
consider the initiation of MAT as a starting point that can be adjusted over time.  
 
Table 1 provides an overview of clinical issues to consider when initiating a 
medication regimen for an individual with an OUD. Providers may need to organize 
memorandums of understanding (MOUs) or other formal relationships with outside 
agencies to have seamless access to all three medications for OUD. Individuals with 
an OUD need access to all three medications, regardless of the licensure associated 
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with the provider of record; however, geographical factors can be considered 
before offering OTP-methadone, as individuals may not have access to this level of 
care in rural locations of the state.  
 
Review the following clinical issues with individuals before selecting a medication 
regimen. Prior misuse of agonist medications should not be used to rule out the use 
of these medications, as many individuals misused buprenorphine or methadone 
because they could not access treatment. Diversion behaviors are likely to be 
reduced for individuals who achieve access to MAT and receive appropriate 
dosages to eliminate withdrawal symptoms. Nonetheless, prior misuse behaviors 
should be considered in determining the level of oversight used in support of MAT, 
which is addressed under the subsection of structure and oversight beginning on 
page 6.  
 
Individual choice is essential in the negotiating process, though it is also important to 
review the strengths and weaknesses of all three medications with individuals, based 
on their presenting behaviors and historical response to treatment. Individuals can 
be initiated on an agonist medication if they are not presently using opioids; in other 
words, it is not mandatory for a person to be in opioid withdrawal to initiate 
buprenorphine or methadone. Individuals discharged from incarceration or 
residential treatments may not have an opioid in their system at the time of 
induction, but still meet the criteria for an agonist medication. Dosing levels are 
lower for those who are not in a state of withdrawal (see TIP 63 for dosing 
instructions for individuals who have been free of opioids for 2 or more days).  
 
Table 1: Medication Triage – Factors to Consider 

Treatment 
consideration 

Methadone Buprenorphine 
Intra-muscular 
naltrexone 

Duration of OUD  > 5 years  > 2 years  < 2 years  

Form of opioids 
used 

IV heroin, crushing & 
combining 
medications in a 
needle, or extensive 
exposure to fentanyl  

IV heroin or 
prescription 
medications 

Mostly prescription 
medications taken 
orally & at lower doses 
or stable in an OP 
setting  

Overdose history  Multiple overdoses  
Recent overdose or 
multiple overdoses   

No history of overdose  

Ability to abstain 
for brief periods 
in outpatient 
setting  

Rapid relapse; no 
ability to abstain in OP 
setting  

Rapid relapse; 
minimal ability to 
abstain in OP setting 
for more than a few 
days  

Able to abstain in OP 
setting for 7 to 10 days 
– abstaining in 
residential tx or jail 
should not be counted  

Prior abstinence-
based treatment  

Multiple episodes of 
residential & detox 
treatments 

One or more 
treatment episodes  

No history of 
treatment or first 
treatment episode  
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Prior MAT 
treatment 

Failed on 
buprenorphine or 
naltrexone  

Failed on naltrexone, 
cannot access an OTP, 
or successfully 
managed on 
methadone for 24 
months (step down) 

No history of MAT or 
successfully managed 
on agonist 
medications for 24 
months (step down) 

Social supports & 
recovery capital   

Inadequate 
psychosocial or 
recovery supports, 
unemployed  

Employed, moderately 
good social supports  

Strong social support 
& recovery capital   

Chronic pain  High levels of pain  High levels of pain Low levels of pain  

Co-occurring 
mental illness  

Multiple diagnoses & 
active symptoms – 
consider lower dosage 
of methadone for 
patients receiving a 
sedative for anxiety 
(avoid sedatives when 
possible, due to 
increased OD risk) 

Multiple diagnoses & 
active symptoms - 
consider lower dosage 
of buprenorphine for 
patients receiving a 
sedative for anxiety 
(avoid sedatives when 
possible, due to 
increased OD risk) 

Multiple diagnoses & 
active symptoms; 
however, SMI is a risk 
indicator for OD – 
consider agonist meds 
if the person struggles 
to manage symptoms 
of SMI - safe to use for 
patients with 
depression  

Diversion risk  

High risk – increase 
counseling, eliminate 
take home privileges, 
and use weekly UA 
testing  

High risk – offer 
sublocade or daily 
dosing, provide 
weekly UA testing  

NA – no diversion risk 
associated with IM or 
oral naltrexone  

 

Stepped Care to Enhance Retention in Treatment   

Adapting MAT over time is the third phase of the treatment process. All three 
medications as well as abstinence-based interventions are used to retain individuals, 
based on their response to any one medication or treatment intervention. MAT is the 
integration of a medication for OUD combined with a range of psychosocial 
interventions tailored to the specific needs of individuals. Stepped care is a 
measurement-based approach to tailoring care over time. Stepped approaches, also 
referred to as adaptive stepped care, are commonly used in treating chronic health 
conditions, such as diabetes or hypertension. Limited research has found the 
stepped care model to be highly effective at retaining individuals in an OTP by 
tailoring the levels of oversight and counseling to the person’s use of alcohol and 
other drugs (King & Brooner, 2008). Stepped care is also used in the hub & spoke 
model of MAT to transition patients from OTPs to OBOTs or vice versa, based on the 
individual’s response to MAT within each level. The collaborative care model is a 
third variation of the stepped care model in OBOTs, based on the depression 
treatment protocol designed for PCP settings (LaBelle et al., 2016).  
 
A stepped care model for OUD treatment can include four overlapping dimensions 
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as well as a registry for storing essential metrics for stepping up or down levels of 
care. The five interrelated elements include: 

1. Collaboration with patients 
2. Creating a registry for storing metrics of treatment response 
3. Medication management 
4. Structure & oversight 
5. Psychosocial service load 

 
Collaboration with Individuals 

Maintain collaboration with individuals throughout the continuum of care. 
Collaboration is enhanced by providing individuals with written materials on how the 
stepped care approach is implemented at admission and throughout the continuum. 
Written instructions outline the process of stepped care for individuals who continue 
to use alcohol, opioids, or other drugs while receiving one of three medications. 
Collaboration is maintained by allowing individuals a realistic timeframe for when 
they can reduce the burden of counseling and oversight while also informing them 
in advance when both oversight and counseling load are increased based on 
measurable criteria (described below).  
 
The stepped care model can be organized into four levels of oversight and 
counseling load (described below), with Level I reflecting the lowest level of 
oversight & counseling and Level IV reflecting the highest level of oversight & 
counseling load.  
 
Suggested timeframes include the following: 

• Level I – no limit in time  

• Level II & III – maximum time is six weeks within level II or III, though individuals 
can step down in three weeks if two measurable goals are met (see below),  

• Level IV – maximum time is six weeks for those on naltrexone or 
buprenorphine and unlimited time in OTP for those who continue to show 
ongoing misuse of alcohol or other drugs or cannot complete the counseling 
load within the level;  

o Individuals who complete Level IV can be stepped down to Level II (skip 
over Level III for positive response to treatment) 

o Individuals can step down within a minimum of three weeks if two 
measurable goals are met (see below) 

 
Creating a Registry for Storing Metrics of Treatment Response 

Registries are used for storing reliable data points in chronic care models, such as 
managing a panel of patients with diabetes. Registries are used to store data points 
collected on all patients receiving the same treatment protocol, such as 
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measurements of hemoglobin A1c for patients with diabetes. The stepped care 
model of MAT includes two essential metrics: 1. An indicator of misuse of substances 
and 2. Percentage attendance in required counseling each week within Level’s I – IV.   
 

1. Misuse of substances is the use of any mind-altering substance that is 
considered harmful to the individuals while in treatment.  

a. Indicator of misuse is scored as either positive (misuse is detected) or 
negative (misuse is not detected) and scored as 1 or 0 

b. Misuse can be established by the treatment team, based on the 
following possible indicators of misuse: 

i. Positive UA test for alcohol or other drugs or a positive 
breathalyzer test for alcohol,    

ii. Positive test for a prescription medication that has not been 
approved by the treating physician, such as a benzodiazepine, 
sedative, gabapentin, or medical marijuana,  

iii. Indicators of diversion of the primary medication (e.g., not 
present in UA tests or lost dosages from a call-back/pill count 
review) 

iv. Indicators of doctor shopping of prescription medications 
revealed in the PDMP,  

v. Unexplained or unexcused absences for dosing of medication, 
and 

vi. Refusal to complete a random UA screen or pill-count protocol 
when prompted   

2. Attendance in scheduled counseling can be computed by taking the total 
number of hours attended each week and dividing this number by the total 
number of hours scheduled in the week 

a. In level II, for example, the individual could be required to attend one 
hour of counseling each week, either individual or group counseling; if 
the person misses the assigned group in the week and does not make 
up the group before the end of the week, the percentage would be 0% 
(0/1 hour) 

b. The registry will include two data points, updated weekly, including the 
level of treatment; i.e., I – IV that the person is in and the percentage of 
sessions attended in the week  

 
MAT staff update the registry every week with the two noted metrics to monitor the 
treatment response of individuals in the program. Clients receive a weekly update 
on the two metrics and are encouraged to track their own progress in the program. 
Registries can be built within Excel spreadsheets, access databases, other databases, 
or the Electronic Health Record, depending on the capacities of each organization.  
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Structure & Oversight (S&O) 

Structure and oversight are two interrelated elements of MAT used to help 
individuals who are likely to struggle with ongoing drug using behaviors in the early 
phases of treatment. The vast majority of individuals with an OUD will require time to 
learn how to eliminate drug using behaviors, even if their withdrawal symptoms and 
urges to use are effectively minimized with medications. Consider structure and 
oversight as a set of levers, which are adjusted over time to keep individuals actively 
engaged in treatment while guiding them through the learning process of replacing 
destructive habits with healthy habits.  
 
Relapse of opioids is an indicator of a strong habit that is hard-wired into the 
patient’s brain, rather than an indicator of resistance to treatment. Removing patients 
from MAT or forcing a taper off of an agonist medication due to ongoing drug using 
behaviors are not recommended. Instead, use the activities noted in Table 2 as well 
as medication triage, noted next, to guide patients through the learning process. 
Removing patients from MAT or using a forced taper off an agonist medication can 
lead to disengagement from treatment as well as an overdose. More information 
about the risk of taper protocols can be reviewed on the provider website at 
ccbh.com. 
 
Structure and oversight include five modifiable activities: 1. frequency of dosing for 
the agonist medications; 2. frequency of urine analyses that are collected from the 
individual; 3. frequency of checks with the PDMP; 4. level of take-home privileges; 
and 5. The frequency of anti-diversion procedures for monitoring the risk of storing, 
selling, or sharing agonist medications. Oversight and structure increase in step 
within an increase in levels of care and decreases in step with a reduction in levels of 
care. Table 2 provides a suggested frequency of the five activities.  
 
Table 2: Structure and Oversight Activities 

S&O Activity Level I Level II Level III Level IV 

Dosing 
schedule 

Weekly (OTP), 
monthly (OBOT) 

Daily to weekly 
(OTP), weekly 
(OBOT) 

Daily (OTP), 
daily to every 
3.5 days 
(OBOT) 

Daily (OTP), 
Daily for OBOT 
or transfer to 
OTP for daily 

UA testing  

Full panel/ 
monthly – move 
to bimonthly in 
2nd year 

1.Full panel + 
1.in-office strip 
test/monthly 

1.Full panel + 3.in-office strip 
test/monthly (a UA test weekly) 

https://www.ccbh.com/pdfs/Providers/healthchoices/articles/DetoxificationOUD.pdf
https://www.ccbh.com/pdfs/Providers/healthchoices/articles/DetoxificationOUD.pdf
https://www.ccbh.com/
https://www.ccbh.com/
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PDMP  

Every 
prescription refill 
(OBOT) & 
quarterly (OTP) 

Every prescription refill (OBOT) & monthly (OTP) 

Take home 
privileges  

Monthly (OBOT), 
weekly (OTP)* 

Weekly (OBOT), 
Sundays for 
OTP 

3 to 7 days 
(OBOT), 
Sundays for 
OTP 

Sundays only 
for OBOT or 
OTP 

Anti-diversion 
activities  

Quarterly to six 
months 

Quarterly Monthly 

*=individuals in an OTP for methadone cannot receive more than 1 take home dosage in first 90 days, 
2 take home dosages in second 90 days, 3 take home dosages in the third 90 days (can achieve a 
week take home in the final 90 days of the first year, based on federal guidelines)   

 
UA testing can include a mix of full lab testing and in-office, quick screens. At least 
one UA test/month should include a full lab test, while the other three weeks can 
include in-house, quick screens.  

a. Individuals can be stepped up in levels if they have two positive indicators of 
misuse in two consecutive weeks or two out of three weeks 

b. Isolated indicators of misuse, such as once a month, can be addressed rapidly 
in a relapse management (RM) group or individual RM session to minimize the 
potential drift toward a full relapse of drug using behaviors. 

 
Medication Management 

All three medications can be used for individuals with an OUD, based on the 
person’s willingness to take medications and ability to avoid opioids or other drugs. 
Eliminating withdrawal symptoms and reducing the urge to use additional opioids 
are the two primary objectives of medications for OUD treatment. A common error is 
to under-dose agonist medications, which can lead to increased withdrawal 
symptoms as well as disengagement. Recommendations for induction and 
maintenance dosages are noted in Table 3. Recommendations for stepping up or 
down medications to reduce the urge to use opioids are noted in Table 4.  
 
The induction protocol includes two regimens for oral formulations of 
buprenorphine and methadone:  

• One for individuals who are in active withdrawal from opioids on the day of 
induction and  

• One for those who have not had an opioid for 48 hours or longer, such as 
individuals discharged from incarceration or residential treatment.  
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In general, medication levels for induction are lower for those who are not in 
withdrawal and higher for those who are exhibiting strong withdrawal symptoms as 
measured by the Clinical Opiate Withdrawal Scale (COWS) or other established 
scales for withdrawal symptoms (see TIP 63 for more detailed instructions). The 
provider can also use the Subjective Opiate Withdrawal Scale (SOWS), which is a 
patient version of the COWS and useful for collaboration of care. Use a urine 
toxicology test to confirm the absence of opioids in the patient’s bloodstream before 
initiating the lower dose regimen, even for patients enrolled directly from jail or 
residential treatment.  
 
Newer oral formulations of the combination buprenorphine/naloxone medication, 
such as Bunavail (Buccal film) and Zubsolv (sublingual tablet) have higher 
bioavailability than the generic pill; therefore, dosage levels can be lower for clinical 
effectiveness (see TIP 63 for specific dosing guidelines). Table 3 provides the dosing 
levels for the generic oral medication for the combined buprenorphine/naloxone 
product. The mono-product of buprenorphine is not recommended for OBOT 
treatment, unless the patient is pregnant. The guidelines noted in Table 3 assume 
office-based induction procedures; however, home induction can be used for 
individuals initiating buprenorphine, based on the following four criteria noted in TIP 
63: 

1. The provider and patient have some familiarity with buprenorphine induction,  
2. The patient can describe, understand, and rate withdrawal at home,  
3. The patient understands both the induction and dosing instructions, and  
4. The patient will contact the provider if a problem arises 

o Family or friend involvement is strongly recommended for home 
induction planning  

 
Table 3: Dosing Guidelines for OUD Treatment Medications 

Medication  Day 1  Days 2 to 6 
Days 7 
to 10  

Days 11 & beyond 

Extended 
release 
naltrexone – IM 
injection for 28 
days 

Injection can be given within 7 to 10 days of the person’s last use of 
opioids; a low dose of oral naltrexone can be initiated sooner or as an 
adjunct to the IM injection  

 
Buprenorphine 
– oral 
formulations 
(for patients in 
withdrawal)  

Initiate with 2 mgs; 
provide 2nd 2 mg 
in two hours – can 
provide an 
additional 2 to 4 
mg for take home 
– maximum 8 mgs 
daily dosage 

2 mg to 8 mg 
on 2nd day – 
maximum dose 
is 16 mg by 2nd 
day  

An additional 2 to 4mg can be 
added over the next two weeks, 
though clinical effective 
dosages for non-pregnant 
patients will be between 8 and 
20 mg, based on the type of 
formulation used  
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Buprenorphine 
– oral 
formulations 
(for patients 
without opioids 
in their 
bloodstream) 

1 mg on first day  
1 mg increase 
in first week 

Increase by 1mg every week to 
achieve a 4mg daily dosage – 
can increase by 1 mg overtime, 
if urges to use persist to a daily 
dose of 6mg 

Buprenorphine 
–  IM injection 
for 30 days  

Initiate oral buprenorphine protocol 
for 3 to 5 days – injection can be 
provided once tolerance for 
buprenorphine is determined  

Dosage levels do not changed 
over time – repeat IM injection 
every 30 days, though monitor 
for urges to use  

Methadone (for 
patients in 
withdrawal)  

Initiate between 
10 to 30 mg on 
first day, and do 
not exceed 30 mg 
in first day  

Maintain or 
increase daily 
dose to 30 mg 
for first 2 to 5 
days, add 5 mg 
for severe 
withdrawal 
symptoms 

Increase by 5 mg every 3 to 5 
days, to reduce withdrawal 
symptoms, while avoiding 
sedation – goal is between 60 
and 120 mgs daily dosage  

Methadone (for 
patients without 
opioids in their 
bloodstream) 

Initiate 5 mgs on 
first day  

Increase dosage by 5 mgs every week, to reduce 
withdrawal symptoms, while avoiding sedation  

  
Table 4 provides an overview of how the three medications for OUD treatment can 
be used within a continuum, based on the person’s response to any one medication. 
Individual choice remains the primary consideration for a maintenance medication. 
All three medications can be used for several years, based on the needs of patients 
as well as their risk of relapse. Transitioning from methadone to buprenorphine 
requires a tapering down of the methadone to at least 50mg daily, though 30mg 
daily is recommended in TIP 63. Limited research indicates that individuals who can 
maintain their recovery below 50mg/daily can transition to buprenorphine in an 
outpatient setting. For those who are not able to reduce their daily dosage below 
50mg, a residential setting may be needed to complete the transition to 
buprenorphine.  
 
Table 4: Transitioning Medications for OUD Treatment 

Medication – 
first choice 

Positive response –  
low risk of relapse  

Limited response –  
high risk of relapse  

Buprenorphine 
– oral 
formulations  

Remain on oral formulations for a 
minimum of 12 months or 
permanently, based on patient 
preference, or transition to 
naltrexone 

For diversion risk, transition to 30-
day IM injection or daily dosing, such 
as in an OTP for buprenorphine; for 
relapse risk transition to methadone 
after a trial of 90 days or more on 
buprenorphine 
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Buprenorphine 
– 30-day IM 
injection  

Remain on the injection for a 
minimum of 12 months, transition to 
six-month injection or transition to 
naltrexone  

for relapse risk transition to 
methadone after a trial of 30 days or 
more on buprenorphine or transition 
back to oral formulations of 
buprenorphine and increase daily 
dosage   

Buprenorphine 
– six-month 
injection  

Remain on the injection for a 
minimum of 12 months or 
permanently, based on patient 
preference, or transition to 
naltrexone 

Transition back to oral formulation of 
buprenorphine, once the six-month 
period has been completed, may 
need to consider residential 
treatment for support  

Methadone  

Remain on methadone for 12 to 24 
months or permanently – can taper 
down daily dosage below 60 mgs 
after 24 months, depending on risk 
of relapse; otherwise, transition to 
oral formulations of buprenorphine  

Maintain the individual on daily 
dosing of methadone as well as level 
IV counseling, may need to consider 
residential treatment to address 
ongoing drug use behaviors; avoid 
tapers, unless the patient’s risk of 
drug using behaviors exceeds the 
benefits of methadone treatment  

Naltrexone – 
28-day IM 
injection  

Maintain on IM injection for a 
minimum of six months or 
permanently, based on patient 
preference; can transition to 
abstinence-based treatment – 
provide monthly check-ins for 
another six months for those who 
stop the injections (can also 
prescribe oral naltrexone for 
ongoing support)  

Relapse rates increase around the 
end of the third week on the 
injection; transition patients to oral 
formulations of buprenorphine, at 
the end of the 28-day period, if risk 
of relapse increases during the final 
week of the IM injection; residential 
treatment can be used to complete 
the transition 

 
Counseling Load 

Counseling load is adjusted to the patient’s response to treatment, including 
ongoing drug using behaviors. Counseling load can be reduced rapidly in OBOTs 
for individuals who show no signs of drug using behaviors. Counseling load in OTPs 
can also be reduced rapidly, though it cannot decrease below 2.5 hours/month for 
the first 12 months, based on federal guidelines. Research has shown that patients 
on buprenorphine or methadone do not benefit from high volume counseling 
services, if there is no evidence of drug using behaviors. Indeed, burdensome 
counseling requirements, in absence of ongoing drug use, can increase the risk of 
disengagement. See the updated guidelines for OBOT treatment at 
http://annals.org/aim/fullarticle/2708164/next-stage-buprenorphine-care-opioid-
use-disorder for a detailed discussion on the limitations of counseling in MAT.      
 
Initial psychosocial supports can include two overlapping interventions: 1. Group- or 
individual session-based relapse prevention skills training (RP) and 2. Case 
management (CM) services. Other counseling services can be provided, as desired 

http://annals.org/aim/fullarticle/2708164/next-stage-buprenorphine-care-opioid-use-disorder
http://annals.org/aim/fullarticle/2708164/next-stage-buprenorphine-care-opioid-use-disorder
http://annals.org/aim/fullarticle/2708164/next-stage-buprenorphine-care-opioid-use-disorder
http://annals.org/aim/fullarticle/2708164/next-stage-buprenorphine-care-opioid-use-disorder
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by individuals in treatment; however, case management and relapse prevention 
groups are recommended as the core psychosocial interventions in the first three to 
six months of treatment. Moreover, therapy groups for other topics (e.g., counseling 
on trauma, recovery groups, art therapy) or unstructured process groups, which are 
common in IOP and residential settings, are not recommended in the early phases of 
MAT for individuals who continue to exhibit drug using behaviors. Teaching 
individuals how to avoid opioids and other drugs is the primary skill needed in the 
initial stage of MAT; other therapy or process groups can delay or distract learning of 
relapse skills and may discourage patients from attending treatment. Additionally, 
counseling loads in a stepped care model increase with ongoing drug using 
behaviors; therefore, individuals will be more motivated to manage these behaviors 
in order to reduce the time of counseling and less interested in other topics that 
don’t help them in lowering the amount of their time dedicated to counseling.  
 
Table 6 provides suggested group hours for each level of stepped care as well as a 
list of specific groups or individual sessions that are used within each level. 
Individuals enrolled in the stepped care model begin in Level II.  Level III & IV include 
two additional CBT skills training groups; i.e., CBT for anxiety and CBT for 
depression. Anxiety and depression are common triggers for relapse for those in 
MAT and are used to address persistent drug using behaviors. A mandatory family 
planning session is included in Level IV to address ongoing drug using behaviors. 
Individuals who attend below 80% of scheduled groups within consecutive weeks or 
two out of three weeks, are stepped up to the next level of care counseling load; 
individuals who attend >80% of groups for three consecutive weeks can be stepped 
down to level II (if in Level III or IV) or Level I (if in Level II).  
 
Skills training is considered as important as negative UA tests; therefore, individuals 
are stepped up in levels of care for missing group or individual sessions, even when 
they are not displaying any misuse of drugs. Individuals can make up missed groups 
or individual sessions within the same week of the missed session but cannot make 
up the time in subsequent weeks within the stepped care model. Allowing 
individuals to makeup all missed groups in the last week of the month is 
discouraged, as this pattern of missing groups can increase the risk of relapse for 
those who are at high risk of ongoing drug use.  
 
Table 6: Counseling Load by Levels of Stepped Care 

Level of 
stepped 
care 

Services 
provided 

Total weekly 
hours 

Transition process 

Level I  
CM as needed 
& RP groups 

30 minutes 
required weekly  

Group or individual counseling can 
be lowered to 30-minute check-ins 
monthly in OBOT if patient remains 
in level I beyond six months  

Level II  CM & RP 1 hour of RP Transition to Level I for positive 
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groups groups required 
weekly  

response, transition to Level III for 
poor response within six weeks  

Level III  

CM, RP, & CBT 
groups for 
anxiety & 
depression  

2 hours of RP + 
CBT groups 
required weekly  

Transition to Level II for positive 
response, transition to Level IV for 
poor response within six weeks 

Level IV 

CM, RP, & CBT 
groups for 
anxiety & 
depression & 1 
family planning 
session  

3 hours of 
RP+CBT groups 
required weekly 
and 1 hour of 
family planning 
session/month  

Remain in Level IV or transfer patient 
to an IOP or residential treatment 
until patient achieves the 
requirements of negative indicator 
of drug misuse and >80% attended 
in required counseling load for 3 
weeks 

 
Case management is one of the few interventions that has been found to be effective 
for individuals in MAT, due in part to helping them access needed resources, such as 
housing, employment, and maintaining insurance coverage. Case management, 
which can include peer-based services, is also used to re-engage individuals who 
disengage from treatment or are lost during transfer to other services.  
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