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Overview of Medication-Assisted Treatment (MAT) for Opioid Use Disorders  

MAT can be provided in any level of drug and alcohol (D&A) treatment. Methadone treatment is only provided in an 
opioid treatment program (OTP), though any D&A agency can provide guest dosing for members who are enrolled in 
an OTP and are seeking other treatment services. Buprenorphine can be prescribed in any OTP, medical setting 
(referred to as office-based opioid treatment [OBOT]), or any D&A level of care with a waivered provider. Naltrexone 
can be provided in any level of D&A treatment. Individuals with an opioid use disorder (OUD) tend to have poor 
outcomes in D&A treatment without access to MAT. Individuals with an OUD experience a 200% to 600% increase in 
fatal overdose rates upon discharge from D&A treatment or jail due to rapid relapse to opioids and a lower tolerance 
to opioids (tolerance can be lowered in <6 days). MAT increases retention in treatment, reduces relapse rates, and 
significantly decreases the risk of overdose. Please consider the following guidelines as suggestions for collaborating 
with individuals who have an OUD, as well as factors to consider when integrating care for those with an OUD.  
 
Member choice is the primary factor to consider when initiating MAT, though members need to be educated on the 
benefits of each medication as well as the risk associated with not using any medications for an OUD.   
 

 Methadone Buprenorphine Naltrexone 

When to 
Use  

Tends to have the best 
impact on retention in tx & 
reduced relapse rates & is 
recommended for 
individuals with >5 years of 
OUD, IV use of opioids, high 
volume of daily opioids (e.g., 
>6 bags of heroin), >3 prior 
D&A tx episodes, prior 
overdose   

Can be used for individuals 
with an OUD of >2 years, 
working full time, limited 
access to transportation, as a 
transition medication down 
from methadone (for those 
doing well in OTP); 
buprenorphine tends to 
have better retention rates 
than naltrexone, though 
slightly less than methadone  

Extended-release (XR) naltrexone 
(Vivitrol®) designed as a relapse 
prevention med; for individuals who 
have had an OUD <2 years, transitioning 
down from buprenorphine (for those 
doing well in OBOTs), or for those who 
cannot have an agonist med (e.g., truck 
drivers or doctors); XR-naltrexone has 
extremely low retention rates, so it 
should not be used for those with a high 
relapse risk  

Continuity 
of MAT  

Effective dosage is 60 & 130 
mg; individuals should 
remain on their OTP dosage, 
even when receiving tx in 
other levels of care; it is 
ineffective & dangerous to 
require a reduction in mgs 
for those who need other 
D&A tx services 

Effective dosage range is 8 & 
20 mg, & recommended for 
pregnant women with an 
OUD, dosage should remain 
at levels set by the OBOT, 
even when entering other 
D&A levels of care; consider 
tx duration of > 12 months  

Avg. duration of injection is 1 to 3 
months, so should be offered only to 
individuals with access to community-
based supports or demonstrated ability 
to abstain from opioids; could be used 
for people who have received >12 
months of OTP or OBOT care and are 
ready to transition to a non-agonist 
(effective as a relapse prevention med) 

Purpose 

Agonist medication that 
reduces cravings & 
withdrawal symptoms 
through filling brain's 
receptors used for opioids, 
which lowers cravings 

Similar to methadone but is 
safer, has fewer side effects. 
Not as strong as methadone, 
so may not stop all cravings; 
can trigger withdrawal if 
other opioids are in the body 

Blocks opioids from acting on the brain. 
Reduces cravings, but does not manage 
withdrawal; does not eliminate cravings 
to use opioids; individuals with 
extremely high daily intake of opioids 
may need agonist meds 

Issues to 
Consider   

Individuals can transition 
from to buprenorphine, 
based on response to tx; 
monitor PDMP for 
concurrent use of 
benzodiazepines or 
gabapentin 

Move individuals up to an 
OTP if not responding to 
OBOT services; set up a 
stepped care model in 
advance to increase 
retention & counseling; not 
effective for those w/ head 
injuries   

Use assertive case management or CRS 
services to monitor individuals near the 
end of each injection period (about 21 
days into the injection); relapse rates & 
disengagement rise in the last 7 days of 
the period; some depression can result 
from the shot, which can lead to 
disengagement or relapse 

Contrain-
dication 

Both: Allergy to opioids, compromised breathing; warning 
for co-occurring benzodiazepines or excessive alcohol use; 
methadone – paralytic ileus & warning for Rx affecting EKG 
Q-T; buprenorphine – severe hepatic failure 

Still on opioids or in opioid withdrawal; 
Allergies to naltrexone or the diluent; 
Not enough body mass for IM 2-inch 
injection; If new and acute hepatitis 
develops 

See TIP 63 for detailed overview of all three medications.  

https://store.samhsa.gov/product/SMA18-5063FULLDOC

