1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
J Addict Med. Author manuscript; available in PMC 2025 January 01.

-, HHS Public Access
«

Published in final edited form as:
J Addict Med. 2024 ; 18(1): 71-74. doi:10.1097/ADM.0000000000001246.

Dispensing Methadone at Hospital Discharge: One Hospital’'s
Approach to Implementing the “72-hour Rule” Change

Emily Skogrand, PharmD1, Jackie Sharpe, PharmD?, Honora Englander, MD?2
1.Department of Pharmacy, Oregon Health & Science University, Portland Oregon

2:Section of Addiction Medicine, Department of Medicine, Oregon Health & Science University,
Portland Oregon

Abstract

Objectives: Methadone for opioid use disorder (OUD) treatment in ambulatory settings is
restricted to federally licensed opioid treatment centers (OTP) in the United States. However, these
restrictions do not apply during hospitalization. A recent change to the rule governing methadone
in non-OTP settings created an opportunity to dispense methadone at hospital discharge for up to
72 hours.

Methods: Here, we describe one hospital’s approach to dispensing methadone at discharge in
alignment with the “72-hour rule,” including implementation challenges and considerations for
other hospitals planning on adopting this practice. Implementation included; creating a workflow
and detailed documents outlining dispensing procedure, educating interprofessional staff, and
coordinating with local OTPs.

Results: Our experiences highlight the importance of pharmacy champions to support
implementation and interdisciplinary staff education, the need to consider electronic health
records capabilities, and the importance of having policies and practices that support appropriate
interpretation of the “72-hour rule” renewal timeline.

Conclusions: Exceptions to federal regulations allow greater flexibility in discharge planning
for patients with OUD; however, dispensation workflow falls outside standard hospital care and
may be challenging to implement.
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Introduction:

Setting

An estimated 7.6 million Americans have an opioid use disorder (OUD) 1 and in 2021, the
CDC reported over 100,000 overdose deaths in the United States. Medications for OUD
(MOUD) — methadone and buprenorphine - are the most effective treatments for OUD,
yet they remain under-utilized and methadone continues to be highly restricted outside the
hospital setting 1.

Offering MOUD with connection to treatment after discharge is an emerging standard 3,

yet post hospital methadone linkage is often challenging. In the US, current laws prohibit
clinicians from prescribing methadone® for OUD in ambulatory settings. Instead, methadone
must be administered by a federally accredited opioid treatment program (OTP). OTPs often
have long wait times for new admissions, limited hours and do not admit patients on the
weekend. This means that in many US hospitals, a patient who is otherwise ready for
discharge on Friday would need to stay until their methadone dose is provided on Sunday
morning to avoid missed doses and withdrawal symptoms. Navigating OTP barriers and
coordinating care amidst tight hospital discharge timelines pose significant challenges and
may increase hospital length of stay.

A March 2022 Drug-Enforcement Agency (DEA) rule update modified existing regulations
to allow clinicians to administer or dispense up to 72 hours of opioids for withdrawal
management while arranging referral for ongoing treatment (called the “72-hour rule”)®.
This change expands the previous rule which required that practitioners administer
methadone one day at a time. Now permitting practitioners to dispense up to 3 days’

worth of medication®. This rule change introduces important avenues to support hospital-to-
community care transitions, however it may be difficult to implement. Hospitals often lack
process to dispense any discharge medication from inpatient pharmacies, and methadone
dispensation and coordination is novel in this setting.

Here, we share our experiences implementing methadone dispensation at hospital discharge
using a general implementation framework, including a description of pre-implementation
planning and implementation efforts emphasizing process and considering contextual factors
and strategies /. We then share implications for other hospitals planning to implement
methadone dispensation (Table 1).

The Oregon Health & Science University institutional review board approved this work
(eIRB 10846).

Our hospital has a well-established interprofessional addiction medicine consult service®°
that includes inpatient pharmacy champions. Before the March 2022 “72-hour rule”
exception, our practice was to coordinate next day OTP intake for patients and to try to avoid
Saturday discharge for patients stable on methadone to prevent disrupting OUD stability.
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Pre-Implementation

When the March 2022 exception was announced, we anticipated the following
implementation challenges:

1 Our hospital lacked standardized workflows to dispense methadone to inpatients

2. Confusion existed among many hospital staff surrounding the legality of
methadone in hospital patients and at discharge

3. Care transitions with OTPs for methadone were already challenging

Implementation:

Here, we share how we addressed these challenges, including approaches to 1)

evaluating electronic health record (EHR) capabilities; 2) developing procedures to support
pharmacists; 3) staff education; 4) specifying institutional interpretation of the “72-hour”
rule change; 5) partnering with OTPs. At the time of our implementation, the change was
an exception, not a rule and thus our initial steps included applying for an exemption. The
federal code has since been updated and applying for an exemption is no longer necessary®.

Assuring EHR capabilities: Dispensing medications from the inpatient pharmacy at the
time of discharge is not a routine process. Implementing methadone dispensation involved
developing and building a new functionality within our EHR and staff training on utilization.

Supporting pharmacists: Methadone dispensing relies heavily on pharmacists. In

our experience, a strong pharmacy champion who knows pharmacy workflows, EHR
functionality, and federal laws describing methadone dispensing was vital. We found

that staff pharmacists needed training, and clear step-by-step instructions of both EHR
manipulations and delivery workflow. Pharmacy champions developed a detailed procedure
document and offered in-person, real-time support to answer questions and troubleshoot
challenges.

We found that Thursdays and Fridays were the busiest days, presumably because of local
OTPs weekend closures and that they only allow for new intakes on weekdays. Hence,

the pharmacy champions initially adjusted their schedules to accommodate days for higher
volume methadone dispensing.

Educating interprofessional staff: We found that our interprofessional staff had varied
understanding of the “72- hour rule”. Hence, we provided staff education outlining the
change to the federal code, tailoring it each discipline.

For nurses, we emphasized that methadone dispensation was legal, described how to
coordinate discharge plans with pharmacists, and clarified nursing documentation.

For medical clinicians, we emphasized how to interpret the “72-hour rule”, and noted
clinician documentation and counseling recommendations. To reach as many clinicians
as possible, we provided both in-person training and detailed email instructions. We
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highlighted that methadone dispensing is pharmacist-driven and encouraged clinicians to
communicate early with the pharmacist.

Specifying institutional interpretation of the “72-hour Rule”: Federal code limits
dispensing to 72 hours, which may not be renewed or extended; however, it lacks specific
guidance on how to address repeat hospitalizations. We reviewed the federal code with our
hospital legal team, who advised that if a patient was readmitted as a separate episode of
care, we could offer repeat methadone dispenses.

Partnering with OTPs: OTPs have varied culture and flexibility around take-home
dosing. We notified the two largest regional OTPs of our plans to dispense methadone for
patients needing a bridge to care. OTP staff initially expressed legal and safety concerns,
however, we offered information about the updated federal regulations and shared our
anticipated documentation and patient counseling, which eased their concerns. We also
modified our processes to respond to OTP concerns including instructing patients to bring
empty containers to their intake appointment and providing lock boxes to store dispensed
methadone.

Implications:

In the first three months of methadone dispensing, 37 patients received a total of 74
out-of-hospital methadone doses. The new standard at our hospital is to offer methadone
dispensation and linkage to care to all patients that need it. Though as assessment of OTP
linkage rates is beyond the scope of this study, our addiction medicine consult service peers
are often in contact with patients after discharge and we regularly communicate with OTP
partners. We are unaware of any unintended harms from methadone dispensation.

Our experience has important implications for other hospitals considering implementing
methadone dispensation, summarized in Table 1.

Future work should assess patient experience, OTP linkage rates, readmission rates and
include further monitoring for potential harms of dispensation.

Conclusion:

Updates to federal regulation supporting methadone dispensing allows for greater flexibility
in discharge planning for patients with OUD on methadone. Workflows falls outside
standard hospital care and can be challenging to implement. We offer tools and experiences
gained by implementing methadone dispensing at our institution.
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