
MAT Policy and Procedure: 

 

VMG Medical Assisted Therapy (Buprenorphine/naltrexone) : 

VMG Philosophy: VMG MAT prescribers believe that MAT can be an important tool for patients to use in 

their recovery process. We see it as one component of the complex recovery process. We prescribe it 

with the intention of helping patient stabilize their chaotic lives, decrease their risk of unintentional 

opiate overdoses, reduce  potential criminal activity, and decrease risk of contracting infectious 

diseases. We understand that addiction is a disease that can involve relapses and high risk behavior. We 

are committed to close monitoring of our patients on MAT in order to mitigate these risks as much as 

possible.  

 

 

Role of Reception: 

Patients should be established with a PCP at VMG. That person may or may not be a MAT prescriber. We 

want to provide this service for patient that are part of our practice and committed to their recovery 

and other preventative health.  If patients seem to just to be looking for MAT we should refer to Clean 

Slate.  

A patient should not be allowed to transfer Suboxone care to a new provider in the same practice unless 

the providers have discussed. We need to send consistent messages.  

If a patient has been asked to take a break from Suboxone by one provider the rest of the providers 

need to support that decision.  

There should be no promises made by reception. They should express that the decision to prescribe 

Suboxone is made by the provider after care has been established and assessment of the patient. They 

should also set clear expectations that the process of starting Suboxone can take up to 1 week so that 

patients. Ideally new Suboxone patients should be scheduled at the beginning of the week. If a 

receptionist is aware that a patient is seeking MAT they should send a message to the provider as a 

heads up.  

 

 

 

 

 



First Visit: 

Identify prescriber- Ideally on PCP team.  

Questions to ask: 

Evaluate patient’s commitment to their recovery? You can review the MAT contract in Athena.  

If they are coming from Clean Slate try to figure out why. Many times folks have been dismissed from 

Clean Slate and we want to make sure that they understand we have a vigorous program that doesn’t 

tolerate continued use or missed appointments.  

Is patient aware that they will need to be seen weekly and will be required to come in for unscheduled 

pill counts and UDS? If they are unable to do this they should not seek care at VMG.  

Is patient seeking therapy or support for their addiction other than MAT? (ie. meetings, IOP, individual 

therapy, early recovery group) Emphasize that we feel that this is important part of recovery.  

Do we  have a reliable way to reach patient? Check cell phone number. Make sure patient understands 

that if we leave a message stating that they need to come in within 24 hours that we expect to see 

them. If there is not a reliable way to reach patient we may not be able to prescribe.  

Is patient willing to occasionally have observed urine drug screens? This is a requirement. 

Explain that MAT is just one part of a patient’s recovery. Patient needs to be committed to “the work” of 

recovery. 

Opiate replacement can be a tool to keep them safer while they work to get back on their feet. I remind 

them that it requires a lot of work to be in recovery. I talk about accountability and relationship of trust 

that is built by frequent visits and random UDS.  

If the decision is made to proceed with MAT, the patient need to sign the MAT contract and CSRP 

contract at this time.  

Make sure to make copies of this for the Suboxone book for prescriber (including facesheet), have MA 

add to list of patients in prescriber’s Suboxone book.  

FIRST VISIT CHECK LIST: 

1. Patient has signed contract. Make copies. Add to prescribers Suboxone book.  

2. Obtain UDS.  

3. Check Mass Pat to see if patient has been seeing another Suboxone prescriber or receiving 

opiates. 

4. Have you MA open the Suboxone 1st visit EP and use this as a guide for questions. Order 

baseline labs (CMP, HIV, Hepatitis C, RPR?) in the EP.  

5. Have Suboxone prescriber meet patient (if they will not be the PCP) and do RX. Make copy. 



6. Review COWS scale and appropriate time to start taking Suboxone-If patient is Suboxone naïve 

http://www.mdcalc.com/cows-score-for-opiate-withdrawal/ 

7. Set up close follow up. MAT patients often should schedule several weekly appointment so that 

they are booked. Make sure patients understand that they will need to be seen weekly until 

they are established and doing well. If they do not think that they can commit to this they 

should not start at VMG. CLEAR EXPECTATIONS FROM THE START MAKE THIS EASIER. 

8. Discuss patient plan for therapy or IOP or early recovery group, AA, NA. 

9. Tell patient to bring pills and/or foils to each visit. They should save their opened foils and bring 

to each visit.  

SHARED SUBOXONE PATIENTS-FOLLOW UP: 

1. Frequent visits especially initially. Patients should be seen weekly for 6 weeks to establish 

relationship. Until the patient has 3 clean urines the frequency of visits should not change.  

2. Use the Suboxone follow up-EP as a template. It also has the correct urines ordered in A/P. 

3. Should see the Suboxone Prescriber (if not PCP) at least 2x a year.  

4. Continue to assess for risks for communicable diseases and check labs.  

5. Monitor attendance at meetings, therapy, IOP, SMA?  If patient attending private therapy have 

therapist sign therapy letter.  

6. Don’t forget other health maintenance- GC/CT, paps, smoking cessation- etc.  

7. Check foils to see that lot numbers seem consistent.  

8. At visit ask about cravings? Do you think patient is well controlled? Consider dose adjustments.  

9. Check liver functions 2x a year.  

10. Refer for Hep C evaluation if positive once patient recovery is established.  

Stable Patients: 

When a patient condition stabilizes the frequency of visits can be changed. Some patients can be seen 

monthly and a very small percentage can be entered into the CSRP program. It is still a good idea to do 

random strip/pill counts on these patients and UDS for accountability. 

Prescriptions: 

1. Suboxone patients must pick up their prescriptions in the office. They cannot be mailed. They 

need to know that they may be asked to give urine samples at pick up so should be prepared.  

2. It is easiest to tie prescription pick up with an office visit. Try to emphasize to patient that they 

need to schedule their next visit at check out and that it should be a day or two before they are 

going to run out of their current prescription.  

3. It is important that provider/MA teams huddle each week and before vacations to make sure 

that Suboxone patient on their list have prescriptions. If the normal prescriber is out of the 

office a plan should be made for the patient so that they can get their script. This is true of 

holidays as well.  

4.  patients to know when they need prescriptions and remind them that they should not call when 

they are out but when they have a week left.   



5. It is important to make note of patients who require Prior Authorizations so that their 

prescriptions don’t lapse.  

What do to with persistent use: 

Do you feel confident that you are still risk reducing overall?  

Increase frequency of visits and random drug screens.  

Do observed urines.  

Get patient to commit to more frequent meetings or therapy.  

At some point patient may need to take “a break” from Suboxone and come back when they are more 

committed.  

Consider referral to higher level of care such as IOP or inpatient rehab or methadone.  

What to do with cocaine positive urines? Remember that Suboxone does not treat this disease. Try to 

get the patient to engage in CBT/IOP or other treatment programs to help manage their cocaine 

addiction.  

Utilize our integrative BH folks to help at the visit.  

Urine interpretation: 

Use urine drug screens as a tool to help you dialogue with patients. 

If a urine is negative for bup/norbup a patient is not taking their medication and there should be a high 

level of suspicion for diversion. Consider discharging that patient.  

If a urine has only bup consider that the patient either just took medication or put their medication in 

their urine. These patients should have mouth swabs.  

When in doubt do observed urines or mouth swabs. Sometimes just bringing the mouth swab into the 

room results in confessions.  

 

Suboxone Induction: 

Most patients have actually used suboxone on the street and have a sense of what dose will work for 

them. For a patient that tells you it takes 8mg to control symptoms I often follow their lead. I don’t 

usually go above 8 mg to start unless they are coming from another program.    

Most opiate addicted people know what it means to be in withdrawal but it is worth it at this time to 

review the COWS scale. Remind patients that they will generally over-estimate the subjective 



symptoms. Give them the COWS scale and explain how to calculate and remind them that they do not 

want to start Suboxone until they are in moderate-severe withdrawal-score>20. 

For a Suboxone naïve patient, I try to start inductions at the beginning of the week. You will want to be 

able to see these people or at least be in close phone contact. It is a good idea to do the prescription a 

few days prior to when you are wanting to start the induction since a PA may be required and this can 

delay care.  

I tell patients that once they get to Mod-severe withdrawal they can take 2mg of Suboxone.  

I ask them to monitor their symptoms after that every 2 hours. If they continue to have withdrawal 

symptoms then can take another 2mg. I tell them to do this every 2 hours until they feel better to a 

maximum of 8mg. ( I usually will give people 4mg strips since most people require at least 4mg) 

When they wake up the next morning they should give themselves the total dose from the day before.  

You should then see them that day or the next day to check in on how symptoms are managed.  

Review side effects? Constipation is not uncommon and making sure people are using fiber supplement.   

Cravings still?   

 

 
 

 

 


