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What is Methadone?
What is Opioid Use Disorder?
Methadone is an opioid medication that is used
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opioids?
becomes more important than most anything else
Methadone is “Long-Acting”

(obligations, relationships, and other activities).

“Long-acting” means that methadone takes effect slowly and lasts longer compared to “short acting”
opioids (e.g., heroin, fentanyl). Whereas methadone is like driving a car steadily down a highway, an opioid
like fentanyl would be like being in a roller coaster car. As shown in Figure 1, people can take methadone
once per day to take care of opioid use disorder symptoms like cravings and withdrawal. People using
fentanyl or heroin typically dose themselves multiple times per day. When properly adjusted, the dose of
methadone prevents withdrawal without interfering with the person’s ability to work, parent, study or
engage in other important activities.

Figure 1. Comparison of methadone, heroin, and fentanyl use and effects in a day.
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Methadone can be prescribed to treat pain outside of federally-certified Opioid Treatment Programs. However, this
brief focuses solely on methadone’s use in treating opioid use disorder.
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People Take Methadone in a Treatment Setting
In the United States, methadone is dispensed in federally-certified Opioid Treatm ent Programs (OTPs). In
fact, by law methadone cannot be prescribed to treat opioid use disorder outside of OTPs. OTPs are full
treatment centers with counselors, medical providers, and other treatment staff on site. In an OTP, nurses or
pharmacists give the methadone directly to patients and watch them take the medication. This is called
“supervised dosing.” Some OTP patients come daily for medication dosing; other patients come in much less
often. Dosing frequency depends on how long a person has been in treatment among other factors with the
default that a person doses 6 days a week in person for at least the first 90 days of care. Many OTPs are
closed one day a week, and patients are sent home with “take home” medication. “Take homes” are also
provided to patients when they become eligible to come to the OTP less frequently (determined by length
of treatment, stability and other factors).

Research on Methadone
Since the 1960s, researchers have studied how well methadone helps people stop or reduce problematic
opioid use. Results show that methadone is among the best medicines for people who want to cut down or
quit using drugs like heroin (Dole & Nyswander, 1965; Mattick, et al., 2009). In addition to suppressing
harmful opioid use, research shows other benefits of methadone for people who use opioids:
•

People enrolled in methadone treatment are less likely to die than people not enrolled (Fugelstad et
al., 2007; Pierce et al, 2016; Sardo et al., 2017).

•

Rates of committing crime are lower for people enrolled in methadone treatment than when they are
not in treatment (Lind et al., 2005).

•

Methadone treatment reduces the risk of HIV infection (Ball et al., 1988; Gibson, Flynn & McCarthy,
1999).

If Methadone Works So Well, Why Do I Only Hear About Buprenorphine?
Buprenorphine is another medication used to treat opioid use disorder. It is also known by its trade names
Suboxone, Subutex, Zubsolv, and Sublocade (extended release). The main differences between methadone
and buprenorphine are:
1. The more methadone a person takes, the more they feel it. Whereas, buprenorphine’s effects level
off at a certain dosage. This is called a “ceiling effect.”
2. People can obtain buprenorphine from a variety of settings besides OTPs. OTPs may dispense
buprenorphine; alternatively, people wanting buprenorphine can get a prescription from some
medical prescribers and it is available at many pharmacies.
Starting treatment looks different for buprenorphine versus methadone. Starting methadone needs to be
managed more carefully than buprenorphine, as methadone stays in the body longer and can build up in
the liver and other tissues. It takes the body some time to eliminate methadone, and because people in
methadone treatment dose daily, the ingestion/elimination balance can get off track. When initiating
methadone treatment, careful attention needs to be paid to slowly increasing dosage to avoid too much
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accumulation of methadone in the system. Without oversight, the buildup of methadone can result in
methadone-related poisoning in the first few weeks of starting the medication.
In the US, methadone is only available in OTPs. People can access buprenorphine, however, in a number of
settings, including medical providers’ offices and sometimes pharmacies. Buprenorphine became available
to treat opioid use disorder in primary care settings in 2002, and in the past 20 years access to
buprenorphine has expanded to low-barriers sites (e.g. syringe services programs) with same day access to
the medication (Hood et al., 2020); tele-buprenorphine (i.e., initiation of medication and re-fills via
telemedicine visits) is another way that people with opioid use disorder have more easily accessed this
evidence-based medication (Harris et al., 2020). Again, methadone is only available inside the walls of an
OTP and cannot be initiated via telehealth. Why are these medications handled differently? The answer to
this question is not straightforward. Examining the history of methadone and OTPs provides the context that
explains why we have the current methadone system in place.

History of Methadone and OTPs in the US

Figure 2. Historical timeline of methadone and OTPs.

1914. The federal government passed the Harrison Anti-Narcotic Act to restrict the use of opioids and
cocaine to medical practice. This legislation was the country’s first attempt at drug control. Under the
Harrison Act opioids could not be used as medications to treat opioid use disorder.
1960s. The 1960s were arguably the first wave of the “opioid epidemic.” Heroin use was on the rise, and
people were looking to contain the problem. Researchers Drs. Marie Nyswander and Vincent Dole tested a
number of compounds to look for a pharmacological solution to the 1960s heroin problem. As far as
compounds go, methadone stuck out as the superior option because: 1) it is long acting and only required
dosing once per day; 2) people did not need higher doses over time; and 3) methadone produced a
blockade effect, or “blocked” other opioids like heroin from taking effect. Importantly, the researchers
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initially thought of medication maintenance as “palliative,” that is medication maintenance as a strategy of
pacification. In Dole’s words:
Our objective at the onset was simply to find a medication that would keep addicts content
without causing medical harm and that would be safe and effective for use over long periods
in relatively stable doses. The goal of social rehabilitation of addicts was not part of the
original plan. Merely satisfying addicts, although not an ideal result, seemed better than the
existing policy that forced incurable addicts into criminal activity. (Dole, 1988, p. 3026)2
Based on their experiences with patients, the researchers quickly changed their views on methadone and
began to see it as a means to restore quality of life. Reports of these early studies indicate that patients
treated with methadone talked about the future, ventured out of the hospital setting, and became
interested in activities. They weren’t just not using heroin; they made plans and engaged in the world. It was
a time of hope. With hope came the next challenge: scaling up.
1970s. Growing pains accompanied the scaling up of methadone treatment. There were shortages of
treatment (i.e., waiting lists of multiple years), as well as under experienced but “overly enthusiastic or
opportunistic people [who] jumped into the field” (Courtwright, Joseph, & Des Jarlais, 2012). The
combination of quick expansion, lack of medical competence in administering the treatment, and high
public visibility led to closer scrutiny by government regulators. Subsequent “righting” of the system
followed in the form of intensive regulations and restrictions on methadone’s use to treat addiction. Many
of the restrictions and regulations are still in place today. As examples, federal regulations confine
methadone’s use to OTPs, a relatively strict environment with requirements (e.g., mandatory counseling) that
are not present in any other medical setting. Federal regulations also limit the amount of methadone people
can take home. While these limits are intended to reduce diversion, theft, and methadone-related
poisonings to and by those in the household and community, they also mean frequent on-site supervised
dosing for most patients.
1980s. President Reagan’s presidency emphasized fiscal austerity, which meant cutbacks on publicly funded
social programs like methadone treatment. As funding dried up, fee-for-service methadone treatment
spread more widely (Rosenbaum, 1995). Shifting the financial burden of treatment away from government
and onto the person receiving treatment resulted in “financial detoxifications” (i.e., patients being tapered
off their medication because of inability to pay; Knight et al., 1996). Scaling back funding for treatment not
only turned many people away from medications that could have helped them, but it also reinforced the
general spirit of the time: methadone treatment was begrudgingly accepted as simple containment of
people with opioid use disorder. By the mid-1980s, and in the face of the HIV/AIDS epidemic, researchers
demonstrated that methadone treatment helps reduce syringe use and the spread of HIV/AIDS (Ball et al.,
1988; Gibson, Flynn & McCarthy, 1999).
1990s. Important research on methadone dose levels began to challenge a strongly held bias that lower
methadone doses were better. During the 1970s and 1980s it was believed that the best daily dose level for
methadone was between 40 and 60 mg. This belief was backed by federal regulations that required
physicians to provide written justification for daily dosages greater than 100 mg and get approval from the
2

Note that the 1988 quote labeled people as “addicts,” which was the parlance of the time. We encourage person-first
wording, which would relabel “addicts” as “people with substance/opioid use disorders.”
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Food and Drug Administration and state agencies. Patients were denied take-home privileges if their daily
dose was greater than 100 mg. The strict federal restriction around “high” doses is another example of
the regulatory environment unique to OTPs. In no other area of medicine has the federal government
weighed in on, and interfered with, medication dosage. Research in the 1990s showed that daily doses
closer to 100 mg led to longer treatment duration and less opioid use (Strain et al., 1993; Strain et al., 1999).
According to one provider: “When I started doing this work in 1985, it was a major upheaval to get anyone
on a dose above 60 mg per day because people just didn't believe that higher doses were needed until
Strain's work came out.” (A. Saxon, personal communication, February 25, 2022). Strain et al.’s work, along
with an Institute of Medicine report (IOM, 1995), appeared to influence the 2001 federal guidelines, which
eliminated the hefty requirements around methadone doses above 100mg.
2000s. Early millennium policy changes indicated a shift in thinking about medications for opioid use
disorder. These were the early days of the prescription opioid problem, a time marked by mass increases in
opioid prescribing for pain, with some of it being sold or diverted. Prescription opioids lowered the hurdles
to using opioids compared to heroin, resulting in exposing entirely new communities to opioids and, for
some, opioid use disorder. Buprenorphine was approved as a medication to treat OUD, and legislation (the
Drug Addiction Treatment Act of 2000; “DATA 2000”) permitted physicians to prescribe buprenorphine in
settings outside of OTPs. Buprenorphine became available in primary care settings in 2002. Methadone
continued with the same restrictions. In fact, OTPs were brought under new scrutiny, as there were growing
concerns that methadone provided at OTPs was responsible for increases in methadone-related poisonings
(Belluck, 2003). These concerns were “taken seriously” by SAMHSA, resulting in assessment of national and
state-level data on methadone use and mortality (Center for Substance Abuse Treatment [CSAT], 2003). In
the resulting report, CSAT reached the conclusion that “the perception that OTPs are contributing to the
problem of overdose deaths appears to be highly exaggerated” (CSAT, 2003, p. 28). Other scientific inquiries
in the ensuing years also showed that methadone coming from OTPs was not to blame for increases in
methadone-associated mortality (Lev et al., 2015; Paulouzzi et al., 2009; Weimer et al., 2011). Despite these
data, the damage was likely already done in cementing the belief that OTP methadone and patients were
responsible for the spike in methadone
deaths in the early 2000s.
2010s. Medicaid expansion under the
Affordable Care Act was supposed to
increase access to substance use disorder
treatment availability, OTPs being a part of
that. How effective Medicaid expansion has
been at increasing access to medications for
opioid use disorder is unclear (Gertner et al.,
2020). However, the sheer number of OTPs
rose from 1,239 in 2009 to 1,691 in 2019
(Substance Abuse and Mental Health
Services Administration, 2020). As Figure 3
(right) indicates, methadone prescribed for
pain decreased as methadone for the
treatment of opioid use disorder increased.
The figure’s timeline and intersecting lines
coincide with recent historical events.

Figure 3. Methadone distribution in Washington State;
ADAI Interactive Drug Data.
Data sources: US Drug Enforcement Agency (ARCOS methadone sales to
hospitals and pharmacies in Washington state), Washington State Department
of Health Prescription Monitoring Program (prescribed methadone),
Washington State Office of Financial Management (population).
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Reductions in prescribing opioids like methadone are depicted in the downward sloped line; the expansion
of methadone treatment in the wake of the prescription-type opioid epidemic is represented by the upward
sloped line. As the opioid epidemic roiled on during these years, methadone restrictions and OTP federal
guidelines remained unchanged. However, questioning of the status quo and contemplating alternatives
were expressed by clinicians and researchers (Calcaterra et al., 2019; Samet, Botticelli, & Bharel, 2018).
Individual OTPs began to take actions locally to lower barriers for prospective patients and change punitive
policies to enhance retention (Peavy, Grekin & Carney, 2016; 2018).
2020. The COVID-19 pandemic brought about quick changes to OTP operations. On-site dosing restrictions
were relaxed to enable people to take home more methadone doses and avoid coming into clinics as
frequently (Amram et al., 2022; Peavy et al., 2020). These pandemic-related flexibilities are in effect until at
least one year after the end of the federally declared public health emergency. The loosening of federal
regulations has kick started a discussion about permanent rule changes.

Systemic Racism and OTPs
It’s impossible to talk about U.S. history and drug treatment policies without talking about systemic racism.
A comprehensive discussion about systemic racism and drug control policy can be found elsewhere. Here,
we touch on but a small part of this important discussion.
The 1970s saw OTPs being laid down for the very first time, both philosophically and geographically.
Philosophically, these institutions were set up with rigid rules and have been compared to correctional
settings in the way they exert social control over patients (Harris & McElrath, 2012). The philosophy came
from above, with strict federal regulations that assumed people would “misuse” or divert their medication.
Such a philosophy also mirrors the fear, mistrust, and disgust larger society tends to have about people who
have substance use disorders. This view is tightly intertwined with how media has incorrectly portrayed
people who use drugs: people of color; criminally involved. Geographically, OTPs sprung up in urban areas
with high concentrations of poor Black and Brown people. Vincent Dole commented on clinic siting in a
1981 interview:
Even when a clinic is very orderly and successful, but brings in black, Puerto Rican, or
otherwise identifiably nonneighborhood types into a nice little cloistered neighborhood,
there will be a tremendous amount of opposition to it. People would just like to have some
big jail set up in some place remote, lock up the addicts, and get them out of sight.
(Courtwright, Joseph, & Des Jarlais, 1989, p. 342).
From the beginning, OTPs were placed in poor neighborhoods of color, places depicted as dangerous and
drug infested (Netherland & Hansen, 2016). In turn, OTPs’ typical locations associated methadone and its
clinics with the reputation of the neighborhoods in which they emerged. The characterization of OTPs, along
with the restrictive and punitive treatment model, presented a challenge to federal drug policy makers of
the 1990s, who wondered how to treat a new cohort affected by opioids: White suburbanites (Hansen &
Roberts, 2012). As former Director of the National Institutes on Drug Abuse indicated in his 1999 testimony
for DATA 2000: ‘‘The current [OTP] system, which tends to concentrate in urban areas, is a poor fit for the
suburban spread of narcotic addiction” (quoted in Netherland, 2011, p. 61).
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Buprenorphine carved out a different reputation, and a different market. Soon after buprenorphine was
approved, 91% of the people taking it in the U.S. were White. Many were college educated, employed and
were being treated for taking prescription type opioids (as opposed to heroin; Hansen & Netherland, 2016).
Early on, tech-savvy consumers could privately search for and locate treatment via the internet (see
https://www.naabt.org). To effectively commercialize buprenorphine, it needed to be differentiated and
distanced from methadone. Doing so would avoid both the stigma and regulatory burdens already attached
to methadone (Campbell & Lovell, 2012). As the “face” of opioid use changed from urban people of color to
white suburbanites, media depictions shaped the public’s view of opioid use disorder as a medical problem
and not a criminal one (Netherland & Hansen, 2016). Makers and marketers of buprenorphine were well
positioned to occupy the new treatment space that medicalized the disorder.
Methadone and buprenorphine are more similar than not in their biological effects and effectiveness in
treating opioid use disorder. Yet we’ve constructed different stories about when, how, and who gets which
treatment medication. Studies show differences between people of color and Whites in terms of which
medications they take to treat opioid use disorder (Goedel et al., 2020; Manharpa, Quinones, & Rosenheck,
2016; Hansen et al., 2013;). Results indicate that poor people and people of color tend to take methadone, in
part because OTPs were set up in places where poor Black and Brown people lived and live. White people
tend to go to medical offices for a buprenorphine prescription. People will access the treatment that’s most
convenient for them, and marginalized people will access methadone because OTPs are most accessible to
marginalized people. Nationally, buprenorphine treatment is concentrated among White people paying with
private insurance or self-pay (Lagisetty et al., 2019). The data may also tell the story of provider bias. That is,
providers may route people to alternate treatment pathways based on their race and social status. The
routing process may be overt or due to implicit bias.
Racism and associated OTP stigma seem to have kept people of color segregated in this type of treatment.
Another effect of this stigma is that it has kept OTPs from being available in more places, further limiting
access to all people with opioid use disorder. According to a long-time OTP Executive Director unable to
open an OTP in rural Washington State in the 2010s: “Negative perception of OTPs makes the siting of
clinics in more geographically dispersed areas a great challenge to improving access to this medication and
style of treatment.” (T.R. Jackson, personal communication, February 21, 2022).
Systemic racism has shaped the “correctional” OTP environment, slowed down access to buprenorphine by
people of color, and prevented OTPs from opening due to NIMBYism (i.e., difficulties siting and opening
OTPs). Going forward, efforts should be made to continue moving OTPs from a rule-bound frame into a
more medical and patient-centered one. An overhaul of the current federal regulations may help this
process. Increased provider education around OTPs, as well as implicit bias, may also move us in the right
direction.
Nationally, American Indian and Alaska Native people have experienced larger increases in opioid-related
mortality than other racial/ethnic groups (Scholl et al., 2019; Tipps et al., 2018). This is also the case in
Washington State (Joshi et al., 2018). Some American Indian and Alaska Native stakeholders (e.g., tribal
community members, treatment staff, researchers) and non-Native researchers/clinicians contemplated how
and why the Western system of medication treatment for opioid use disorder fits and does not fit in their
communities (Venner et al., 2018).

Methadone: An Old Medication with Untapped Potential

7

Resulting themes from this discussion include:
•

A challenge to implementing Western medicine in Tribal communities is its secular/unidimensional
nature. This framework cannot be simply applied to American Indian and Alaska Native healthcare,
which emphasizes spirituality, culture, and a comprehensive picture of health and wellness.

•

Medications for opioid use disorder must be integrated with American Indian and Alaska Native
healing and healing traditions. Start with American Indian and Alaska Native healing, then add
medications, not the other way around.

•

Long-term maintenance of medications for opioid use disorder may be misaligned with American
Indian and Alaska Native healers. Western medical providers typically encourage long-term use of
medications to manage opioid use disorder. Time in treatment is not necessarily the same as
“success” in treatment for American Indian and Alaska Native communities.

•

People in American Indian and Alaska Native communities experience systemic barriers to
medication treatment for opioid use disorder.

Tribal and Urban Indian leaders in Washington State, observing the disparities in opioid use and deaths in
their communities, have taken on the problem of inequitable access for Indigenous people. Their efforts
have resulted in a network of innovative centers in which OTPs are integrated with comprehensive wellness
centers. These organizations are service hubs that emphasize culturally grounded whole person care and
provide high-quality services to Indigenous people as well as non-Native people.

Methadone and OTPs: New Opportunities
OTPs make up a substantial part of the opioid treatment landscape in Washington State. Currently, 14,220
Washington State residents receive treatment from 31 OTPs (S. Multanen-Kerr and J. Blose, personal
communication, March 30, 2022). According to Washington State Health Care Authority, further OTP
expansion is on the horizon. That said, there are still regions whose residents have almost no access to
methadone, a life-saving and recovery supporting medication. How can this important part of the
continuum of care be expanded? The COVID-19 pandemic forced a rethinking of OTPs and methadone
treatment that may ultimately change the face of OTPs in a substantial way. With the OTP federal
regulations on hold due to the public health emergency, OTP patients, providers, researchers, and
government officials can consider what’s next.
The range of possible changes to OTPs is wide. At the very least, federal regulations will be reconsidered,
with an eye towards improving patients’ experiences. Rules changes may include:
•

Continuing to loosen the restrictions on take-home medication timing and frequency.

•

Remove reasons for discharging patients from treatment due to “non-compliance” with treatment
(e.g., positive drug screens, missing appointments).

•

Make counseling optional.

•

Increase options to use telehealth in OTPs. Currently, federal law requires a complete, in-person
physical evaluation before admission to an OTP, restricting telehealth options for imitating
methadone treatment and delaying when a person can start medications (SAMHSA, 2020).
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Above and beyond rule changes, some are calling for a broader overhaul to the OTP system and asking “big
picture” questions such as:
•

How can OTPs be integrated into, or formally connected to, other settings (e.g., other medical
settings, syringe service settings)?

•

Does methadone need to be confined to OTPs? If not, what will “methadone treatment” look like?

•

How can methadone get into the hands of more people who need it? Mobile medication units are
one strategy clinics can implement.

•

How can telehealth be employed in a more robust way? For example, can the full, in-person physical
evaluation for admission be waived such that telehealth can be better leveraged?

•

What other opioid medications can OTPs use to treat methadone/buprenorphine-resistant opioid
use disorder? For example, hydromorphone or diacetylmorphine could be candidates for alternative
opioid medications. In Canada, a research study randomized people with opioid use disorder into
two treatment groups: 1) oral methadone; and 2) injectable diacetylmorphine (i.e., heroin; OviedoJoekes et al., 2009). Almost 90% (87.8%) of the diacetylmorphine group stayed in treatment versus
54.1% of oral methadone group. The diacetylmorphine group also had a higher rate of reduced illicit
drug use compared to the methadone group. Participants who received the injectable
diacetylmorphine reported a higher level of satisfaction with treatment (Oviedo-Joekes et al., 2010).

•

How can the OTP infrastructure be used to support other types of care (e.g., hepatitis C, mental
health, primary care)?

Mobile Medication Units: Taking an Evidence-Based Practice Show on the Road
Mobile medication units are vans that can travel from a home OTP to other communities, bringing medication
and services directly to the people that need them. These units have the potential to increase access to OTP
services (e.g., medications, medical assessments, counseling) by people who have transportation difficulties or
live far away from an OTP site. Mobile methadone vans have been tried in the past, and have been shown to
provide access to people who wouldn’t otherwise receive treatment (Chen et al., 2021).
According to the Washington State Opioid Treatment Authority, there’s one mobile OTP up and running, with
several others in the pipeline for licensing and certification. Washington State has included funding for 5 mobile
OTPs in the budget beginning July 2022. OTPs represent an important part of a strategy to address the opioid
epidemic, and mobile units can take OTP services to literally meet people where they are at.
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As changes to OTPs and methadone treatment are considered and implemented, policy makers and OTP
clinical leadership will benefit by keeping the following in mind:
•

At the federal, state, and clinic levels, individuals with lived experience should inform changes. It
will be vital to include people with opioid use disorder, as well as those with OTP experience to
weigh in and help shape policies.

•

A data collection system and strategy will be needed to understand outcomes of policy changes.
WA State closed its centralized drug treatment data system (TARGET) in 2015 and has yet to replace
it with a fully functional system that provides similar data statewide. Drug treatment data systems
need to track the use of fentanyl to assess the relationship between different types of opioids and
care utilization and outcomes.

•

Moving away from a punitive framework towards a patient centered one will benefit patients, and
may help reduce stigma around opioid use disorder and methadone treatment. In the Washington
State legislature, Senate Bill 5476 (State vs. Blake) is designed to address criminal justice responses
to drug possession/use and expand behavioral health prevention, treatment, and services. This bill
could potentially provide the framework to catalyze this work.

•

We might not need to re-create the wheel. OTPs are already important service organizations in
mostly marginalized communities. Resourcing and revitalizing these existing infrastructures could
increase the quality of care and services in these communities and begin to reduce health disparities.

•

•

Dismantling the current OTP system comes with risks. Stricter regulations on methadone have a few
potential upsides:
o

Stricter rules on take-home medication are supposed to reduce diversion and methadonerelated poisoning deaths. There’s always been a tension between increasing access to
methadone without compromising the health and safety of patients and their communities.
Recent studies indicate that relaxation of take-home policies has not increased methadonerelated poisonings (Brothers, Viera, & Heimer, 2021); however, the tension remains.

o

Regulations that apply the same rules to all patients may limit providers’ implicit biases.
Clinical judgement can introduce favoritism and discrimination.

o

Lifting regulations could weaken patient care in some situations. Stricter regulations make
more work for individual clinics. For example, staff have to interact with patients more
frequently to dispense methadone and meet for mandatory medical and counseling
appointments. Lifting restrictions could financially incentivize clinics to provide suboptimal
care (i.e., providing less care, and/or pay fewer staff). As an unintended consequence, more
patients may slip through the cracks.

The time to act is now. Fentanyl is a very strong opioid that is flooding the illicit opioid market.
Fentanyl is contributing to massive increases in opioid poisoning deaths in Washington State (BantaGreen & Williams, 2021). To address this crisis we need to ramp up all available treatment options.
Methadone will be a critical part of the fentanyl treatment picture, and we need to enhance access to
this medication as quickly as possible.
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Resources
Washington State treatment locator, including OTPs: http://www.warecoveryhelpline.org/moud-locator/

COVID and OTPs
Initial guidance for OTPs from the Substance Abuse and Mental Health Services Administration (SAMHSA):
https://www.samhsa.gov/sites/default/files/otp-guidance-20200316.pdf
SAMHSA’s methadone take-home flexibilities extension guidance:
https://www.samhsa.gov/medication-assisted-treatment/statutes-regulations-guidelines/methadone-guidance
Washington State Opioid Treatment Authority specific COVID guidance for OTPs:
https://www.hca.wa.gov/assets/program/opioid-treatment-program-faq.pdf

Shared Decision-Making Tools for Treating Opioid Use Disorder
Treatment-decision making tool: https://www.learnabouttreatment.org/for-professionals/client-engagement/
SAMHSA’s tool: Decisions in Recovery: Treatment for Opioid Use Disorders

Mobile Medication Units
Washington State Department of Health information on mobile OTPs:
https://doh.wa.gov/licenses-permits-and-certificates/facilities-z/behavioral-health-agencies-bha/opioidtreatment-program/opioid-treatment-program-otp-mobile-units
SAMHSA’s letter regarding adding a “mobile component” to OTPs:
https://doh.wa.gov/licenses-permits-and-certificates/facilities-z/behavioral-health-agencies-bha/opioidtreatment-program/opioid-treatment-program-otp-mobile-units

Racism and Opioid Use
Substance Abuse and Mental Health Services Administration: The Opioid Crisis and the Black/African American
Population: An Urgent Issue:
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP20-05-02-001_508%20Final.pdf

Other Information About Methadone and OTPs
SAMHSA’s Treatment Improvement Protocol (TIP) 63: Medications for Opioid Use Disorder
SAMHSA’s Federal Guidelines for Opioid Treatment Programs (2015):
https://store.samhsa.gov/sites/default/files/d7/priv/pep15-fedguideotp.pdf
The National Academies of Sciences, Engineering, and Medicine March 3 & 4, 2022 workshop Methadone
Treatment for Opioid Use Disorder: Examining Federal Regulations and Laws - A Workshop:
https://www.nationalacademies.org/event/03-03-2022/methadone-treatment-for-opioid-use-disorderexamining-federal-regulations-and-laws-a-workshop
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