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Over 2.7 million people in U.S. have an opioid use disorder (OUD), but
only 550,000 people receive liquid methadone to treat OUD. Metha-
done treatment, by law, is only accessible from federally certified opi-
oid treatment programs (OTPs). Methadone has inherent limitations to
treatment, one of which includes the need of most patients to receive
supervised methadone dosing at a clinic location. This problem is
compounded as patients may be enrolled in clinics far from their
home, where transportation becomes a time and cost burden, making
it challenging to maintain employment or meet family responsibili-
ties. At-home dosing systems may reduce these burdens on patients
and clinics. To be safe for patients, take-home therapy should mini-
mize the opportunity for misuse and diversion of methadone and
would ideally provide confirmation to the healthcare provider that
the intended patient has received each of their doses. Missing or
overuse of methadone doses may result in relapse, opioid withdrawal
syndrome, or overdose. An easy-to-use at-home automated dosing
and remote monitoring system with enhanced security features may
resolve these challenges, maintaining increased flexibility for patients
receiving methadone. The Computerized Oral Prescription Adminis-
tration System (COPA™) is a hand-held, personalized, automated dis-
pensing system currently under development, which has not been
reviewed by the US FDA. It is designed to deliver oral liquid medica-
tions to an Authenticated Intended User (AIUTM) upon confirmation of
dual biometrics at each dose via fingerprint and dentition. The system
allows for dosages of medication to be dispensed only at prescribed
times and volumes, along with real-time monitoring with data access
for tracking and analysis. Conclusion: COPA™ is uniquely suited for at-
home delivery of methadone to only the AlU. COPA may reduce bar-
riers for OUD patients seeking methadone, expand the number of
patients who could utilize at-home methadone and reduce the poten-
tial for inappropriate use of methadone.
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Objective: We described changes in methadone during early COVID-
19 with data from Canadian methadone patients. We aimed to assess
if fewer methadone treatment restrictions were associated with
increased economic stability and autonomy. Methods: We conducted
an online survey from 09-02-2020 to 02-04-2021 with members of
the Canadian Association of People who use Drugs (CAPUD). People
self-selected into the survey. The survey was developed by members
of CAPUD and the National Survivors Union. Questions pertained to
demographics and methadone treatment experiences before and
during COVID-19. Results: In total 97 individuals responded. The most
common age groups were 25-30 (n=22), 31-35 and 51+(n=18
each), and 41-45 (n=13). Most of the sample (n=55) were women.
Most people identified as white (n=81), with 14 people identifying as
non-white of whom nine were Indigenous. Most of the sample lived in
urban areas (n=72) and 20 were from rural areas. For changes in meth-
adone practices, pre-COVID-19, 31 people reported daily witnessed
dosing, whereas 19 people reported daily witnessed dosing during
COVID-19. Before COVID-19, 20 people reported no mandatory drug
screening with 48 people reporting no mandatory drug screening dur-
ing COVID-19. During the pre-COVID-19-period, 42 people reported
not getting any carries, this number decreased to 30 people during
COVID-19. 30 people received more carries, 63 reported no change,
and 4 people received fewer. Among those who got more carries 14
reported an improvement in their economic stability and 25 reported
more control over their time. Among the four people who got less car-
ries one said it worsened the control over their time significantly and
the three other people discontinued methadone. Conclusions: People
in methadone treatment during COVID-19 reported a range of expe-
riences on how methadone dispensing changed. Those who received
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an increase in carries reported increased economic stability as well as
more control over their time.
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This is a conversation about the DPRAB so that others can ‘try this
at home' or discuss what user-centered treatment looks like, what is
working currently, and what needs rehabbing. What it is: Arizona-
based statewide transdisciplinary group of (MOUD) providers, MOUD
users, people with living/lived drug use experience, harm reduction
organizations, state Medicaid professionals, and university research-
ers. Collaboration between providers and people who use drugs and/
or MAT seeking to rehabilitate OTPs into flexible, patient-centered
models that empower users and reduce stigma. What we do: DPRAB
drives the research out of the University of Arizona Harm Reduction
Research Lab, which provides resources and funding. The DPRAB has
mobilized its members and hired from the community to conduct
several studies intended to improve MAT by demonstrating change
is needed (gathering interviews regarding methadone access during
COVID, a secret shopper study of MOUD providers, etc.) and making
change (influencing state policy to assure access to multiday dosing
by advocating with the SOTA and with providers and patients). The
DPRAB published several papers together and drafted and circulated a
memo to increase awareness about multiday methadone dosing regu-
lations in response to a letter from the SOTA. These recommendations
are what drive the university to seek grants to fund additional stud-
ies promoting improved MAT (MPACT, OPTIC). What is good about it:
We will discuss the micro, mezzo, and macro benefits for members of
the DPRAB as well as policy ‘wins: What should change? Over time we
have improved training for all members to feel empowered to engage.
We continue to interrogate the power dynamics between provider
and patient members of the DPRAB.
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Aim: The number of older adults entering opioid treatment programs
(OTPs) for treatment of opioid use disorder (OUD) is increasing sharply
in the US. This population has a high prevalence of chronic disease
and acute healthcare utilization. We explored the experience of aging
with OUD and barriers to medical care for older adults who receive
care in OTPs. Methods: From November 2021 to July 2022, we con-
ducted 1-to-1, semi-structured qualitative interviews with 36 adults
aged 55 and older enrolled in OTPs in San Diego, California. Interviews
were conducted in English or Spanish, audio-recorded, transcribed,
systematically coded, and analyzed to identify key themes regard-
ing the challenges of aging with OUD and managing chronic dis-
eases. Results: Participants had a mean age of 63.4 (SD 5.1) years, 11
(30.6%) were women, 18 (50%) identified as Hispanic/Latino, 14 (39%)
as Black, and the mean current duration of methadone treatment of
5.6 years. Chronic diseases were common, with 21 (58.3%) reporting
hypertension, 24 (66.7%) chronic pain, 9 (25%) untreated hepatitis C,
and 32 (88.9%) having 2 or more chronic diseases. Three major themes
emerged: (1) avoidance of medical care due to multiple intersectional
stigmas including those related to drug use, substance use disorder
treatment, ageism, and homelessness; (2) increasing isolation with
aging and loss of family and peer groups; (3) urgent need for integrat-
ing medical and aging-focused care with OUD treatment in the setting
of increasing health and functional challenges. Conclusions: Older
adults with OUD reported increasing social isolation and declining
health while experiencing multilevel stigma and discrimination. The
US must transform how OTPs operate to deliver care that integrates
evidence-based geriatric models of medical care incorporated with
OUD treatment. Such integrated care must address the lifelong and
intersectional stigma.
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Background: Xylazine, an increasingly prevalent animal tranquilizer
infiltrating the unregulated drug supply, poses substantial public
health concerns. This integrative review synthesizes existing evidence
on the prevalence, risks, and geographic distribution of xylazine within
the illicit drug market. Methods: A comprehensive search across Pub-
Med, CINAHL, and PsycINFO databases yielded 321 relevant studies.
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After rigorous screening, we included 13 studies, incorporating various
research designs. The GRADE system categorized ten studies as high
quality and three as moderate quality. Results: Our findings under-
score the escalating presence of xylazine in tandem with other sub-
stances, heightening the risk of fatal outcomes. Addressing this crisis
necessitates tailored interventions for high-risk populations. Unique
characteristics of xylazine, including its potentiation of opioid effects
and limited responsiveness to naloxone, demand innovative emer-
gency response strategies and alternative treatments. Geographic dis-
tribution patterns reveal its widespread prevalence, underscoring the
urgency of robust monitoring efforts and routine testing. Conclusion:
This review emphasizes the imperative for evidence-based strategies
to combat the rising tide of xylazine-related harm. Interdisciplinary
collaboration is pivotal in developing targeted interventions that
can mitigate its prevalence and adverse effects. Through dedicated
research, vigilant surveillance, comprehensive education, and proac-
tive harm reduction initiatives, public health can be shielded from the
detrimental impact of xylazine. Policy Implications: In terms of policy
implications, urgent action is imperative. Policies must be enacted to
regulate the availability of xylazine, bolster surveillance mechanisms,
and facilitate the development of precise interventions aimed at miti-
gating the risks associated with its illicit use. These proactive measures
are essential in safeguarding public health and curbing the adverse
effects of xylazine in the illicit drug market. Keywords: xylazine, illicit
drug market, policy implications, harm reduction.
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The practice of confirming outpatient methadone doses for hospi-
talized patients enrolled in Opioid Treatment Programs (OTPs) is a
widely utilized safety measure to prevent in-hospital overdose. The
NYU Langone Hospital inpatient pharmacy prevents administration
of methadone doses greater than 20 mg until the treatment team
verifies a patient’s home dose with their OTP. The extent to which this
practice contributes to treatment delays within our hospital system is
not known. We conducted a retrospective chart review of inpatients
on methadone to assess the time from admission to first dose and
to resumption of home dose. We included inpatients admitted to
the NYU Langone system between October and December of 2022
who received methadone. We excluded patients who were started
on methadone in the hospital, either for treatment of opioid use dis-
order or for opioid withdrawal. Of 58 patients who met inclusion cri-
teria, 79% (n=46) received their home dose, 3% (n=2) received a
higher dose, and 17% (n=10) received lower doses, with an average
decrease in dose of 44 mg. We measured the time from admission to
receipt of > 20 mg of methadone as a proxy for the time to home dose
verification. On average, the time from admission to a dose>20 mg
was 30.4 h, with a range of 1.2 h to 96 h. Four patients never received
doses>20 mg. These results suggest that gaps persist in the con-
tinuation of home methadone doses in the hospital setting for some
patients. Limitations of our study include small sample size and lack
of assessment of reasons for dose delays or reductions. Delays in OUD
treatment for hospitalized patients contribute to adverse outcomes
including increased rates of withdrawal and discharge against medical
advice (Lail 2018), so factors that contribute to these gaps merit fur-
ther investigation.”
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Patients on methadone programs are inherently vulnerable to the
whims of others who have autonomy over our lives. As someone that
presents as female who worked in the sex industry it is worse. | was
the recipient of continual sexual harassment from staff. | was told my
(legal) job wasn’t “work” so my paychecks couldn’t be used as income
verification and thus | was unable to qualify for reduced fees. My coun-
selor who was also the program’s clinical director repeatedly maligned
my choice of profession and often told me my husband did not love
me if he allowed me to engage in sex work. When | was sexually har-
assed by other patients in front of staff while wearing shorts in the
height of the summer heat, | was told | was a distraction to the male
patients and | must change how | dress or | would not be medicated;
nothing was said to the patients who had harassed me. As someone
who is a survivor of sexual abuse and who has experienced gender-
based violence both in and out of an OTP setting, the cameras present
in the bathrooms were a triggering ordeal, my request for a monitored
oral swab drug test were denied due to the increased cost of such
tests. Though | was told that the clinic would honor my request for
a female or femme presenting counselor, the reality was that | often
had to meet with male counselors as part of my program compliance.
These plus many other reasons are why | have found breaking the law
and taking diverted methadone to be the safest form of treatment for
myself and others.
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ines changes in county-level access to opioid use disorder medi-
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treatment. Health Affairs, 42(7), 991-996.
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Background. Concerns about diversion of methadone and buprenor-
phine have historically motivated unique restrictions on the
prescription and dispensing of these medications (1). However, qual-
itative studies show people who use non-prescribed buprenorphine
and methadone say they usually do so to prevent opioid withdrawal
while avoiding more dangerous drugs (2-7). Few studies have rigor-
ously examined the behavioral and physical health effects of using
non-prescribed methadone and buprenorphine. This preliminary
analysis examines correlates of and health outcomes associated
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with non-prescribed methadone and buprenorphine use in a cohort
of adults from Baltimore City who have injected drugs. Methods.
Participants (n=231) are enrolled in the AIDS Linked to the Intra-
venous Experience (ALIVE) study: an active community-recruited
cohort of adults who have injected drugs and live in or near Balti-
more (8). Participants attend twice-annual study visits to complete
interviews assessing past-six-month drug use behaviors and related
social determinants of health. Since March 2023, this interview has
included questions about use of non-prescribed methadone or
buprenorphine. We tested behavioral and demographic covariates
for association with non-prescribed use of either of these medica-
tions using Fisher’s exact test. We examined the association of using
non-prescribed methadone and buprenorphine with self-reported
a) injecting drugs, b) non-fatal overdose, and c) sex without a con-
dom, using unadjusted and adjusted logistic regression. Results.
Fentanyl use (p=0.049) was positively associated and cocaine
use (p=0.014) negatively associated with non-prescribed use of
methadone or buprenorphine. Non-prescribed buprenorphine or
methadone use was associated with reduced odds of sex without a
condom (adjusted odds ratio 0.11, 95% confidence interval 0.02—
0.56) Implications. Findings from this small sample are too prelimi-
nary to interpret. Data collection is ongoing. With a larger sample,
we hope empirical evidence about health outcomes associated with
non-prescribed use of methadone and buprenorphine can inform
policies governing dispensing and prescribing those medications.
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The purpose of this research was to identify what types of resources
would support addiction counselors in performing their job duties.
Counselors often must jump in and facilitate a group counseling ses-
sion with little to no time for prep. This causes stress and creates pres-
sure to come up with a clinical group activity in little time. Counselors
have many job duties, and these wide arrays of responsibilities make
time a limited commodity for addiction counselors. These 15 qualita-
tive interviews focused on identifying what types of resources would
support addiction counselors in doing their jobs easier and more
effectively. Common themes that emerged included a set book of
resources to guide counseling groups would be helpful and it would
help move the groups along in a positive manner. The interviews are
guiding the researcher towards creating an open education resource
(OER) of group activities for addiction counselors to utilize.
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Background and Aims: U.S. Regulatory changes allowed for additional
methadone take-homes following Covid-19 onset. However, little is
known about how dispensing trajectories changed and which fac-
tors drove variation in dispensing regimens. We 1) examined daily
methadone dispensing trajectories of patients initiating treatment
across 9 U.S. sites before and following regulatory changes, and 2)
explored individual and site-level factors associated with dispensing
trajectories. Design: Data were manually extracted from opioid treat-
ment program (OTP) electronic health records (EHR) of methadone
patients newly admitted to treatment in the year before (N=328) and
after reforms (N=2376). We used State Sequence Analysis and multifac-
tor discrepancy analysis to identify covariates that predicted different
dispensing trajectories. We visualized dispensing trajectories using
regression trees. Setting and participants: Adult methadone patients
newly admitted to 9 OTPs across 9 U.S. states who were followed
for 6 months. Measurements: Type of daily methadone medication
encounter; OTP site; cohort (pre and post Covid-19); substance use;
sociodemographics. Results: Following COVID-19 regulatory changes,
allotted methadone take-home doses increased from 3.5% to 13.8%
of total patient-days of treatment engagement within the first six
months of care. Treatment site was the observed covariate explain-
ing more differences between trajectories, accounting for 6.2% and
9.5% of the discrepancy between sequences pre and post Covid-19.
Methamphetamine users had a sharper increase in take-homes than
non-users (from 3.7% to 21.2% versus 3.5% to 12.5% respectively) and
higher discontinuation regardless of the cohort. After Covid-19 par-
ticipants experiencing houselessness presented a higher proportion of
missed doses and.

less time engaged in treatment. Conclusion: Daily methadone dispens-
ing trajectories may depend more on treatment site practices than
individual patient characteristics or federal policies. Further research
into variable take-home allowances across clinics should be explored
as potential targets for reducing treatment burden and improving
equitable practices across methadone treatment programs.
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Background and Aims: U.S. Regulatory changes allowed for addi-
tional methadone take-homes following Covid-19 onset. However,
little is known about how dispensing practices changed and which
factors drove variation in take-home regimens. We 1) examined
methadone take-home trajectories of patients initiating treatment
across 9 U.S. sites before and following regulatory changes, and 2)
explored individual and site-level factors associated with dispens-
ing trajectories. Design: Data were manually extracted from opioid
treatment program (OTP) electronic health records (EHR) of metha-
done patients newly admitted to treatment in the year before
(N=317) and after reforms (N =363). We used State Sequence Anal-
ysis and multifactor discrepancy analysis to identify covariates that
predicted different dispensing trajectories. We visualized dispensing
trajectories using regression trees. Setting and participants: Adult.
methadone patients newly admitted to 9 OTPs across 9 U.S. states
who were followed for 6 months. Measurements: Frequency and
type of daily methadone medication encounter; OTP site; cohort
(pre and post Covid-19); substance use and sociodemographics.
Results: Following COVID-19 regulatory changes, allotted metha-
done take-home doses increased from 3.1% to 13.8% of total
patient-days of treatment engagement within the first six months
of care. Treatment site was the most relevant covariate explain-
ing differences between trajectories, which accounted for 5.8%
of the variation, followed by cohort (pre vs. post Covid-19) (1.3%)
and type of insurance (0.9%). Cohort was the main factor explain-
ing changes in dispensing across six sites. Methamphetamine users
had a sharper increase in take-homes than non-users (from 3.7% to
20.5% versus 3% to 12.1% respectively). Methamphetamine use and
unemployment increased discontinuation regardless of the cohort.
Conclusion: Methadone take-home dosing patterns may depend
more on treatment site practices than individual patient character-
istics or federal policies. Further research into variable take-home
allowances across clinics should be explored as potential targets
for reducing treatment burden and improving equitable practices
across methadone treatment programs.
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Since the initial approval of methadone maintenance treatment in
the US over 50 years ago, federal regulations have required frequent
clinic attendance to administer methadone to reduce the risks of
methadone diversion. Patients could only receive take-home metha-
done after significant time in treatment while meeting rigid stand-
ards for adherence and stability. However, these regulations were not
grounded in strong empirical evidence. In response to the COVID-19
pandemic, SAMHSA swiftly permitted states to apply for exemptions
that expanded availability of take-home methadone. Opioid Treat-
ment Programs (OTPs) were suddenly able to dispense up to 14 days
of take-home methadone for ‘less stable’ patients, and 28 days for
‘stable’ patients. Subsequently, SAMHSA reaffirmed the regulatory
exemptions, building momentum for permanent regulatory reform.
Research is needed to examine the scope of these major changes to
care delivery, the extent to which they are equitably implemented to
promote treatment access and patient-centered care, and their impact
on clinical outcomes. This presentation will describe an emerging
study of methadone treatment services conducted with support from
the National Institute on Drug Abuse by Friends Research Institute, RTI
International, and BayMark Health Services. The study will draw upon
multiple data sources, including OTP clinical records from BayMark,
the largest provider of outpatient OUD treatment.

in the U.S., spanning 115 OTPs across 27 states and the District of
Columbia. This study will leverage data from BayMark to track OTP
practices over time, examine the relationship of expanded take-home
methadone with patient outcomes, and develop predictive models
to inform clinical decision-making. All analyses will consider health
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equity and examine disparities with respect to patients’ sex, race,
and ethnicity. The study is poised to provide novel data on how OTPs
implement their new discretionary powers to expand access to take-
home methadone, and which patients benefit most from these new
flexibilities.
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Each day, approximately 600 persons out of just under 6000 incarcer-
ated within the NYC jail system at Rikers Island receive methadone
to help treat moderate to severe opioid use disorder. KEEP, the sub-
stance use treatment division and SAMSHA-certified opioid treatment
program within NYC Health and Hospitals Corporation’s Correctional
Health Services, has been providing methadone to patients on Rikers
Island since the 1980s. KEEP offers all three FDA-approved medications
for opioid use disorder (MOUDs): methadone, buprenorphine, and
naltrexone. However, methadone remains the medication of choice
for most, with approximately 75% of KEEP-enrolled patients opting
for this treatment. All patients receiving methadone are provided
with an aftercare referral to a community-based OTP for continued
treatment upon jail release. Nevertheless, significant barriers to con-
tinuation of care exist. These include a lack of community OTPs that
provide evening and weekend medication for unexpected weekend
discharges, delays due to a fragmented intake process at OTPs even
for patients who have an aftercare referral, challenges associated
with travel restrictions for those under community supervision (elec-
tronic monitoring), limited resources for uninsured individuals seek-
ing methadone treatment, and obstacles arising from inadequate
housing access, transportation, and other basic psychosocial needs.
To address these barriers, the implementation of supplementary com-
munity resources and support for MOUD patients during the transi-
tional period following release from Rikers is crucial. This may involve
expanding OTP service hours and locations; revising regulations to
permit community pharmacies to dispense one or two bridging meth-
adone doses; and fostering collaboration between courts, defense ser-
vices, and jail-based clinical staff to facilitate seamless jail releases and
care continuation in the community for individuals receiving MOUD.
A review and revision of current federal opioid treatment standards,
which include stigmatizing language and pose challenges to provid-
ing “take-home” methadone doses for individuals returning to the
community from incarceration settings, may also be beneficial.
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Obijectives: We aimed to assess patients’ experiences around metha-
done initiation dosing in the fentanyl era. Background: Clinicians
suspect methadone initiation needs to adjust to fentanyl. Many ini-
tiation protocols draw on data from the 1960s, when the less-potent
heroin predominated. (1) Observers have noted that patients starting
methadone continue to use fentanyl to prevent withdrawal. (2) Many
require higher doses to achieve therapeutic response. (3) Clinicians
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have offered alternative initiation schedules to meet patients’ high
opioid tolerance and keep patients safe from overdose or toxicity.
(4) Little is known about patients’ perspectives on the matter. Meth-
ods: We gathered a sample of patients’ perspectives through anony-
mous, retrospective phone surveys. Our population was 72 patients
with OUD who completed methadone intakes at an urban OTP (3650
patient census) from November to December 2022. 10 participants
completed the phone survey. Data was evaluated through thematic
analysis. Results: 90% of participants found methadone helpful. All
used illicit opioids daily (20% oral, 80% V), with IV use in bundles
ranging from <1 (30%), 1-2 (20%), and 2 (30%). On Day 1, 60% expe-
rienced withdrawal after taking 30 mg. 50% used fentanyl to feel bet-
ter, and 33% wanted to but were in a facility. 70% thought they would
need to start at 50 mg to prevent withdrawal, with doses ranging
from 50 mg-100 mg. 50% believed starting at a higher dose would
make them feel stable and reduce illicit use faster. As of 7/14/23, OTP
retention data showed 50% are inactive; 40 mg was the median last
dose and 61% were discharged within 3 months. Conclusions: Most
patients think a higher starting dose of methadone is needed in the
fentanyl era. Limitations include a small response size; many of the
non-responders might have returned to fentanyl use. Future projects
could consider implementing novel initiation protocol and evaluating
patients’ experiences and fentanyl use.
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Introduction: In the United States, individuals are unable to receive
methadone treatment for opioid use disorder (OUD) because limited
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options are available for methadone dosing, which happen at Opioid
Treatment Programs. In other countries, pharmacies dispense metha-
done to those with OUD with a prescription from a qualified clinician.
Examining treatment outcomes may inform U.S. strategies to increase
access. We conducted a literature review of non-U.S. studies examin-
ing the effect of dispensing methadone at pharmacies on patient
outcomes. Methods: PubMed and Google scholar were searched for
eligible studies. We used search terms including: methadone, phar-
macy, dispensing, opioid, patient, treatment, outcomes, and prescrib-
ing. Our eligibility criteria included original research studies about
pharmacy dispensed methadone outside the U.S., reporting patient
outcomes, and published after 1990. Results: Eleven studies met our
criteria, including five cohort studies, two clinical trials, two time series
analyses, one population-based study, and one cross-sectional study.
Of the studies, five focused on retention in patients,” who were dis-
pensed pharmacy-based methadones,? and found improved retention
rates,? correlated with reductions in drug usages4 and hospitalization,
and improved mental and physical health than those dispensed in
specialty care.® Five focused on association between pharmacy dis-
pensed methadone and rate of substance use incidents® or deaths,’
finding no significant increases.® ° 1% One study examined differences
in amount of methadone supplied in pharmacies,'" finding more
methadone supplied during the pandemic. Discussion: Findings show
pharmacy-dispensed methadone being broadly and successfully and
integrated in other countries and shows promising results in patient
outcomes. Pharmacy dispensing in the U.S. may increase access to
treatment for OUD and improve patient outcomes. More research is
needed to understand the ideal balance between observed and take-
away doses of methadone in pharmacy settings.
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Providing methadone to incarcerated individuals is an evidence-based
way to save lives. Despite guidance from the Department of Justice
that this can be a violation of the Americans with Disabilities Act, the
vast majority of correctional facilities do not provide access to this
life-saving medication. Federal regulations around the dispensing of
methadone are one of the major barriers to using methadone in jails
and prisons. Traditionally, correctional facilities that want to provide
methadone have had to either become an opioid treatment program
(OTP) or contract with a community-based OTP. These two options are
costly, logistically burdensome, and not well-suited for correctional
settings. However, DEA regulations and guidance give another option
for correctional settings-they are permitted to use methadone in the
same way as hospitals. So long as the patient is receiving treatment
for another medical or behavioral health condition, these facilities can
use methadone in the same way that they use other controlled sub-
stances. Facilities must also be registered with the DEA and in compli-
ance with any state laws or regulations around the use of methadone
and controlled substances. In consultation with our team, facilities
have written to DEA and SAMHSA to inform the agencies of their plans
to provide methadone under this provision, though as of July 2023 no
facilities have yet begun doing this. As a best practice, facilities that
want to pursue this approach should: inform federal agencies of their
intention; build a relationship with an addiction medicine provider for
advice as needed; and develop protocols around the use of metha-
done including dosing and discharge planning. Facilities can also
petition DEA for an exception that would let them use methadone to
treat anyone with methadone, not just people with another diagnosis.
Finally, long-term care facilities could also use this approach to provide
methadone to people residing there.

Acknowledgements

This work was funded by Bloomberg Philanthropies as part of the
Bloomberg Overdose Prevention Initiative.

P22

Considerations in transitions from liquid to tablet methadone
in persons with opioid use disorder

Kelly Dunn', Greer McKendrick!, Will Davis', Michael Sklar, Kori
Kindbom', Patrick Finan?, Denis Antoine'

'Psychiatry and Behavioral Sciences, Johns Hopkins University
School of Medicine, Baltimore, Maryland, United States; 2Department
of Anesthesiology, University of Virginia, Charlottesville, Virginia, United
States

Correspondence: Kelly Dunn (kdunn9@jhmi.edu)

Addiction Science & Clinical Practice 2025, 20(Suppl 1):P22


https://doi.org/10.1111/j.1360-0443.2012.03870.x
https://doi.org/10.1111/j.1360-0443.2012.03870.x
https://doi.org/10.3109/00952990.2012.694516
https://doi.org/10.3109/00952990.2012.694516
https://doi.org/10.1046/j.1360-0443.2003.00296.xTrial
https://doi.org/10.1016/j.drugalcdep.2018.04.029
https://doi.org/10.1016/j.drugalcdep.2018.04.029
https://doi.org/10.1016/j.drugalcdep.2015.08.037
https://doi.org/10.1016/j.drugalcdep.2015.08.037
https://doi.org/10.1001/jama.2022.1271
https://doi.org/10.1111/dar.13382
https://doi.org/10.1111/dar.13382
https://doi.org/10.1136/bmj.c4851
https://doi.org/10.1016/j.drugpo.2022.103644
https://doi.org/10.1016/j.drugpo.2022.103644

Addiction Science & Clinical Practice 2025,20(Suppl 1):12

Among those with Opioid Use Disorder (OUD) that receive medication
for treatment (MOUD), methadone remains the primary pharmaco-
logical treatment utilized for long-term recovery. With complications
arising from stabilization of fentanyl-exposed individuals onto Sub-
oxone (buprenorphine/naloxone) within recent years, there has been
enhanced use of methadone. Methadone clinics primarily offer metha-
done in its liquid form, though it is also produced in tablet formula-
tions. Although there has been considerable research on the many
aspects enveloped within methadone-maintained persons (MPP),
minimal efforts have directly examined the characteristics of liquid
vs. tablet methadone. In this study, our primary outcome is to exam-
ine whether split methadone dosing effectively manages both OUD-
related metrics and clinically significant pain compared to a single
dose. Methadone is administered via electronic MedMinder pillboxes
that are cellularly enabled to allow for twice-daily dosing. Eligible par-
ticipants first undergo a two-week transition period in which liquid
administration of methadone is discontinued while the participants
begin taking methadone in its tablet formulation. To specifically moni-
tor changes from switching the methadone formulation, at the end
of the transition period participants answer an array of questions
designed to characterize the experience of changing from liquid to
tablet methadone administration (i.e. “How similar does the tablet
form hold you in comparison to the liquid form?”; “If you have expe-
rienced any advantages from the tablets, what have they been?”; If
you have experienced any disadvantages from the tablets, what have
they been?”), including changes in specific OUD-related symptoms
and participant preference. With this project, we aim to inform other
clinicians, researchers, and MMP about common expectations encoun-
tered when transitioning from liquid to tablet methadone.
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