
Sections 4730.55 and 4731.056, Ohio Revised Code, require the Medical Board to adopt rules that 
establish standards and procedures to be followed by physician assistants and physicians in the use of all 
drugs approved by the FDA for use in medication-assisted treatment, including controlled substances in 
Schedules III, IV, or V.  The required rules must address: 

• detoxification,
• relapse prevention,
• patient assessment,
• individual treatment planning,
• counseling and recovery supports,

• diversion control, and
• any other topics selected by the Medical

Board after considering best practices in
medication assisted treatment.

The Board may apply the rules to all settings or limit the application of the rules to medication-assisted 
treatment in the office setting (“OBOT”) or other practice types and locations.   

The draft physician assistant rules are virtually the same as for physicians.  The drafts were prepared with 
significant input from the Ohio Department of Mental Health and Addiction Services.  The drafts are 
consistent with and reflect the provisions of the “National Practice Guideline for the Use of Medications in 
the Treatment of Addiction Involving Opioid Use,” approved by the American Society of Addiction 
Medicine in 2013.   The plan for the chapter of rules is as follows: 

Rules 4730-4-01 and 4731-33-01: Definitions 

Rules 4730-4-02 and 4731-33-02: Detoxification  ===== To be presented in the future 

Rules 4730-4-03 and 4731-33-03: Office based treatment for opioid addiction. 

Information Concerning Proposed Rules 4730-4-03 and 4731-33-03 

 The rules are re-writes of current Rule 4731-11-12, OAC.  Current Rule 4731-11-12 will be
rescinded.

 Paragraph (A) exempts physicians and physician assistants who provide OBOT in correctional
facilities, hospitals, level III sub-acute detoxification facilities, and opioid treatment programs.  All
of the exempted practice settings are licensed by federal and/or state agencies.

 The rules require that the patient assessment cover specific areas and include specific testing.
The rule also requires a treatment plan that includes patient education, urine-drug screens, a
signed treatment agreement, and a plan for psychosocial treatment (arrived at in collaboration
with a qualified behavioral healthcare provider).

 Treatment must be provided in accordance with a SAMHSA treatment improvement protocol or
the ASAM practice guidelines.

 The rules provide that where clinically appropriate or if the patient refuses treatment from a
qualified behavioral healthcare provider that the patient must be referred to a mental health
service provider.
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 The rules require that a Naloxone kit or a prescription for Naloxone be provided to the patient.

 For treatment with buprenorphine products:

 Subutex may only be prescribed for a pregnant patient, when converting the patient from
methodone or Subutex to buprenorphine containing naloxone, or in formulations other
than tablet form for indications approved by the FDA.

 There is not a prohibition against prescribing buprenorphine to a patient also prescribed
other opioids, benzodiazepines, and other controlled substances.  However, such
prescribing must be limited to extenuating circumstances.

 For induction, the maximum dosage must not exceed eight milligrams and the patient
must be seen at least once per week.

 During stabilization, the number of days for the drug is at first limited to a two-week
supply, and after ninety days may not exceed a thirty-day supply.

 Diversion prevention requires such actions as pill counts and urine drug screens.

 The maximum dosage is set at twenty-four milligrams, but the rational for a dosage
exceeding sixteen milligrams must be documented.

 Relapse prevention strategies must be incorporated into the treatment plan.

 For treatment with Naltrexone:

 The physician assistant or physician must provide information to the patient concerning
the risks of opioid overdose if Naltrexone is stopped and opioids are used.

 The rule sets dosage limits.

 Diversion prevention and relapse prevention strategies must be incorporated.

 Extended release Naltrexone  (Vivitrol) may be used for the treatment of opioid
dependence and/or alcohol use disorders. A maximum dosage is set.

Comment deadline:  March 8, 2018 

Please send comments to:  Sallie Debolt, Senior Counsel
State Medical Board of Ohio
Sallie.Debolt@med.ohio.gov 

mailto:Sallie.Debolt@med.ohio.gov


4730-4-01 Definitions – Proposed 2-20-18 

A. “Office-based Opioid Treatment” means medication-assisted treatment in a private office or
public sector clinic that is not otherwise regulated, by practitioners authorized to prescribe
outpatient supplies of drugs approved by the United Stated food and drug administration for
the treatment of alcoholism or opioid addiction, prevention of relapse of alcoholism or drug
addiction, or both.

B. “OBOT” means office-based opioid treatment as defined in this rule.

C. “SAMHSA” means the United States substance abuse and mental health administration.

D. “Medication-assisted treatment” means alcohol or drug addiction services that are
accompanied by medication that has been approved by the United States food and drug
administration for the treatment of alcoholism or drug addiction, prevention of relapse of
alcoholism or drug addiction, or both.

E. “OARRS” means the "Ohio Automated Rx Reporting System" drug database established
and maintained pursuant to section 4729.75 of the Revised Code.

F. “Qualified behavioral healthcare provider” means the following who is practicing within the
scope of practice of the professional license:

1. Board certified addictionologist, board certified addiction psychiatrist, or psychiatrist,
licensed under chapter 4731. of the Revised Code;

2. Chemical dependency professional licensed under chapter 4758. of the
Administrative Code;

3. Professional clinical counselor, or licensed professional counselor, or licensed
independent social worker, licensed under chapter 4757. of the Revised Code;

4. Advanced practice registered nurse, licensed as a clinical nurse specialist under
chapter 4723. of the Revised Code, who holds certification as a psychiatric mental
health clinical nurse specialist issued by the American nurses credentialing center;

5. Advanced practice registered nurse, licensed as a nurse practitioner under chapter
4723. of the Revised Code, who holds certification as a psychiatric mental health
nurse practitioner issued by the American nurses credentialing center; or

6. Psychologist, as defined in division (A) of section 4732.01 of the Revised Code,
licensed under chapter 4732. of the Revised Code.

G. “Mental health service provider” means one of the following who is practicing within the
scope of practice of the professional license:



1. Psychiatrist licensed under chapter 4731. of the Revised Code;  
 

2. Psychologist, as defined in division (A) of section 4732.01 of the Revised Code, and 
licensed under chapter 4732. of the Revised Code; 

 
3. Professional clinical counselor, or licensed professional counselor, licensed 

independent social worker, licensed under chapter 4757. of the Revised Code; or 
 
4. Advanced practice registered nurse clinical nurse specialist whose nursing specialty 

is mental health or psychiatric mental health, licensed under chapter 4723. of the 
Revised Code. 

 



4730-4-03  Office based treatment for opioid addiction –  Proposed 2-20-18 

A. This rule is applicable to a physician assistant who provides OBOT, as defined in rule
4730-3-01 of the Administrative Code, except it is not applicable to a physician assistant
who provides OBOT in any of the following settings:

1. State or local correctional facilities, as defined in section 5163.45 of the Revised
Code;

2. A hospital, as defined in section 3727.01 of the Revised Code;
3. A level III sub-acute detoxification facilities certified by the Ohio department of mental

health and addiction services;
4. An opioid treatment program certified by SAMSHA and accredited by an

independent, SAMHSA-approved accrediting body;

B. A physician assistant who holds the DATA 2000 waiver issued by the substance abuse
and mental health services administration shall only provide OBOT if the provision of
OBOT is within the supervising physician’s normal course of practice and expertise.

C. A physician assistant who provides OBOT shall abide by all federal and state laws and
regulations governing the prescribing of the medication.

D. The physician assistant who provides OBOT shall perform and document an
assessment that includes all of the following:

a. A comprehensive medical and psychiatric history;
b. A brief mental status history
c. Substance abuse history;
d. Family history and psychosocial supports;
e. Appropriate physical examination;
f. Urine drug screen
g. Pregnancy test for women of childbearing age and ability;
h. Review of the patient’s prescription information in OARRS;
i. Testing for human immunodeficiency virus;
j. Testing for hepatitis B;
k. Testing for hepatitis C; and
l. Testing for tuberculosis.

E. The physician assistant who provides OBOT shall establish and document a treatment
plan that includes all of the following:
1. The physician assistant’s rationale for selection of the specific drug to be used in the

medication-assisted treatment;
2. Patient education;
3. The patient’s written, informed consent;
4. Random urine-drug screens;
5. A signed treatment agreement that outlines the responsibilities of the patient and the

physician assistant; and
6. A plan for psychosocial treatment, pursuant to paragraph (E) or (F) of this rule.

F. The physician assistant shall provide OBOT in accordance with an acceptable treatment
protocol for assessment, induction, stabilization, maintenance, and tapering.  Acceptable
protocols are any of the following:



a. SAMHSA treatment improvement protocol publications for medication assisted 
treatment available from the SAMHSA website at 
https://store.samhsa.gov/list/series?name=TIP-Series-Treatment-Improvement-
Protocols-TIPS-&pageNumber=1. 
 

b. “National Practice Guideline for the Use of Medications in the Treatment of Addiction 
Involving Opioid Use,” approved by the American Society of Addiction Medicine in 
2013, available from the website of the Ohio department of mental health and 
addiction services at  https://www.asam.org/docs/default-source/practice-
support/guidelines-and-consensus-docs/asam-national-practice-guideline-
supplement.pdf. 
 

G. The physician assistant who provides OBOT shall refer and collaborate with a qualified 
behavioral healthcare provider, as defined in rule 4730-3-01 of the Administrative Code, 
to determine the optimal type and intensity of psychosocial treatment for the patient and 
document the treatment plan in the patient record.  
 

a. The treatment shall, at a minimum, include a psychosocial needs assessment, 
supportive counseling, links to existing family supports, and referral to community 
services.  
 

b. The treatment shall include at least one of the following interventions: 
i. Cognitive behavioral treatment; 
ii. Community reinforcement approach; 
iii. Contingency management/motivational incentives;  
iv. Motivational interviewing; or 
v. Behavioral couples counseling. 

 
c. The treatment plan shall include a structure for renegotiation of the treatment 

plan if the patient does not adhere to the original plan. 
 
 

H. When clinically appropriate or if the patient refuses treatment from a qualified behavioral 
healthcare provider, as defined in rule 4730-3-01 of the Administrative Code, the 
physician assistant shall ensure that the OBOT treatment plan includes referral of the 
patient to a mental health service provider who has the education and experience to 
provide substance abuse counseling, or require the patient to participate in a mutual 
help program. 

 
a. If the physician assistant refers the patient to a mental health service provider, 

the physician assistant shall document the referral and the physician assistant’s 
maintenance of meaningful interactions with the mental health service provider in 
the patient record. 
 

b. If the patient is required to participate in a mutual help program, the physician 
assistant shall require the patient to provide documentation of on-going 
participation in the program.  

 
I. The physician assistant who provides OBOT shall either provide a naloxone kit including 

the nasal atomizer or other device furnished by the physician, or a prescription for such 
kit. 

https://store.samhsa.gov/list/series?name=TIP-Series-Treatment-Improvement-Protocols-TIPS-&pageNumber=1
https://store.samhsa.gov/list/series?name=TIP-Series-Treatment-Improvement-Protocols-TIPS-&pageNumber=1
https://www.asam.org/docs/default-source/practice-support/guidelines-and-consensus-docs/asam-national-practice-guideline-supplement.pdf
https://www.asam.org/docs/default-source/practice-support/guidelines-and-consensus-docs/asam-national-practice-guideline-supplement.pdf
https://www.asam.org/docs/default-source/practice-support/guidelines-and-consensus-docs/asam-national-practice-guideline-supplement.pdf


a. The physician assistant shall ensure that the patient receives instruction on the kit’s
use including, but not limited to, recognizing the signs and symptoms of overdose
and calling 911 in an overdose situation.

b. The physician assistant shall be exempt from this requirement if the client refuses
the naloxone kit.

J. In addition to paragraphs (A) through (I) of this rule, the physician assistant who provides
OBOT using buprenorphine products shall comply with all of the following requirements.

1. With the exception of those conditions listed in paragraph (J)(2) of this rule, a
physician assistant who treats the opioid addiction with a buprenorphine product
shall only prescribe buprenorphine products containing naloxone for use in OBOT.

2. The physician assistant shall prescribe buprenorphine without naloxone
(buprenorphine mono-product) only in the following situations, and shall fully
document the evidence for the decision to use buprenorphine mono-product in the
medical record:

a. When a patient is pregnant;

c. When converting a patient from methadone or buprenorphine mono-product to
buprenorphine containing naloxone for a period not to exceed seven days; or

c. In formulations other than tablet of film form for indications approved by the FDA.

3. Due to a higher risk of fatal overdose when buprenorphine is prescribed with other
opioids, benzodiazepines, sedative hypnotics, carisoprodol, and tramadol, the
physician assistant shall only co-prescribe these substances when there are
extenuating circumstances.

a. The physician assistant shall document in the medical record a tapering plan to
achieve the lowest possible effective doses if these medications are prescribed.

b. The physician assistant shall document progress with achieving the tapering
plan.

4. During the induction phase, except for medically indicated circumstances as
documented in the medical record, the physician assistant shall start a patient on no
more than eight milligrams of buprenorphine per day. The physician assistant shall
see the patient at least once a week.

5. During the stabilization phase, the physician assistant shall increase the daily
dosage of buprenorphine in safe and effective increments to achieve the lowest dose
that avoids intoxication, withdrawal, or significant drug craving.

i. During the first ninety days of treatment, the physician assistant shall
prescribe no more than a two-week supply of the buprenorphine product
containing naloxone.



 
ii. Starting with the ninety-first day of treatment, the physician assistant shall 

prescribe no more than a thirty-day supply of the buprenorphine product 
containing naloxone.    

 
6. The physician assistant shall take steps to reduce the chances of buprenorphine 

diversion by using the lowest effective dose, appropriate frequency of office visits, pill 
counts, and checks of OARRS. The physician assistant shall also require urine drug 
screens or serum medication levels at least twice per quarter for the first year of 
treatment and once per quarter thereafter. 
 

7. The physician assistant shall document in the medical record the rational for 
prescribed doses exceeding sixteen milligrams of buprenorphine per day.  The 
physician assistant shall not prescribe a dosage exceeding twenty-four milligrams of 
buprenorphine per day. 
 

8. The physician assistant shall incorporate relapse prevention strategies into 
counseling or assure that they are addressed by a qualified behavioral healthcare 
provider, as defined in rule 4730-3-01of the Administrative Code, who has the 
education and experience to provide substance abuse counseling. 
 

9. The physician assistant may treat a patient using the administration of extended-
release buprenorphine.  
 

a. The physician assistant shall strictly comply with any required risk evaluation 
and mitigation strategy program for the drug. 
 

b. The physician assistant shall prescribe an extended-release buprenorphine 
strictly in accordance with the food and drug administration’s approved 
labeling for the drug’s use.   
 

c. The physician assistant shall document in the patient record the rational for 
the use of the extended-release buprenorphine product. 

 
d. The physician assistant shall only delegate the administration of extended-

release buprenorphine to a nurse licensed under chapter 4723 of the Revised 
Code, who is acting in accordance with the scope of practice of the 
professional license. 

 
K. In addition to the requirements of paragraphs (A) through (I) of this rule, the physician 

assistant providing OBOT using naltrexone shall comply with all of the following 
requirements. 
 
1. Prior to treating a patient with naltrexone, the physician assistant shall inform the 

patient about the risk of opioid overdose if the patient ceases naltrexone and then 
uses opioids. The physician assistant shall take measures to ensure that the patient 
is adequately detoxified from opioids and is no longer physically dependent prior to 
treatment with naltrexone. 
 



2. The physician assistant shall use oral naltrexone only for treatment of patients who
can be closely supervised and who are highly motivated.

a. The dosage shall be no greater than 50 mg daily or three times weekly dosing
with two 100-mg doses followed by one 150-mg dose.

b. The patient shall be encouraged to have a support person administer and
supervise the medication.  Examples of a support person are a family member,
close friend, or employer.

c. The physician assistant shall take steps to reduce the chances of naltrexone
diversion by using the lowest effective dose, appropriate frequency of office
visits, and pill counts. The physician assistant shall also require urine drug
screens or serum medication levels at least every three months for the first year
of treatment and at least every six months thereafter.

d. The physician assistant shall incorporate relapse prevention strategies into
counseling or assure that they are addressed by a mental health service
provider, as defined in rule 4731-33-01of the Administrative Code, who has the
education and experience to provide substance abuse counseling.

3. The physician assistant may treat a patient with extended-release naltrexone for
opioid dependence or for co-occurring opioid and alcohol use disorders.

a. The physician assistant should consider treatment with extended-release
naltrexone for patients who have issues with treatment adherence.

b. The injection dosage shall be no greater than 380 mg per injection given every
four weeks.

c. The physician assistant shall incorporate relapse prevention strategies into
counseling or assure that they are addressed by a qualified behavioral
healthcare provider, as defined in rule 4730-3-01of the Administrative Code, who
has the education and experience to provide substance abuse counseling.



4731-33-01 Definitions – Proposed 2-20-18 

A. “Office-based Opioid Treatment” means medication-assisted treatment in a private office or
public sector clinic that is not otherwise regulated, by practitioners authorized to prescribe
outpatient supplies of drugs approved by the United States food and drug administration for
the treatment of alcoholism or opioid addiction, prevention of relapse of alcoholism or drug
addiction, or both.

B. “OBOT” means office-based opioid treatment as defined in this rule.

C. “SAMHSA” means the United States substance abuse and mental health administration.

D. “Medication-assisted treatment” means alcohol or drug addiction services that are
accompanied by medication that has been approved by the United States food and drug
administration for the treatment of alcoholism or drug addiction, prevention of relapse of
alcoholism or drug addiction, or both.

E. “OARRS” means the "Ohio Automated Rx Reporting System" drug database established
and maintained pursuant to section 4729.75 of the Revised Code.

F. “Qualified behavioral healthcare provider” means the following who is practicing within the
scope of practice of the professional license:

1. Board certified addictionologist, board certified addiction psychiatrist, or psychiatrist,
licensed under chapter 4731. of the Revised Code;

2. Chemical dependency professional licensed under chapter 4758. of the
Administrative Code;

3. Professional clinical counselor, or licensed professional counselor, or licensed
independent social worker, licensed under chapter 4757. of the Revised Code;

4. Advanced practice registered nurse, licensed as a clinical nurse specialist under
chapter 4723. of the Revised Code, who holds certification as a psychiatric mental
health clinical nurse specialist issued by the American nurses credentialing center;

5. Advanced practice registered nurse, licensed as a nurse practitioner under chapter
4723. of the Revised Code, who holds certification as a psychiatric mental health
nurse practitioner issued by the American nurses credentialing center; or

6. Psychologist, as defined in division (A) of section 4732.01 of the Revised Code,
licensed under chapter 4732. of the Revised Code.

G. “Mental health service provider” means one of the following who is practicing within the
scope of practice of the professional license:

1. Psychiatrist licensed under chapter 4731. of the Revised Code;



2. Psychologist, as defined in division (A) of section 4732.01 of the Revised Code, and 
licensed under chapter 4732. of the Revised Code; 
 

3. Professional clinical counselor, or licensed professional counselor, licensed 
independent social worker, licensed under chapter 4757. of the Revised Code; or 

 
4. Advanced practice registered nurse clinical nurse specialist whose nursing specialty 

is mental health or psychiatric mental health, licensed under chapter 4723. of the 
Revised Code. 



4731-33-03  Office based treatment for opioid addiction – Proposed 2-20-18 

A. This rule is applicable to a physician who provides OBOT, as defined in rule 4731-33-01
of the Administrative Code, except it is not applicable to a physician who provides OBOT
in any of the following settings:

1. State or local correctional facilities, as defined in section 5163.45 of the Revised
Code;

2. A hospital, as defined in section 3727.01 of the Revised Code;
3. A level III sub-acute detoxification facility certified by the Ohio department of mental

health and addiction services;
4. An opioid treatment program certified by SAMSHA and accredited by an

independent, SAMHSA-approved accrediting body;

B. A physician who provides OBOT shall abide by all federal and state laws and regulations
governing the prescribing of the medication.

C. The physician who provides OBOT shall perform and document an assessment that
includes all of the following:
1. A comprehensive medical and psychiatric history;
2. A brief mental status history;
3. Substance abuse history;
4. Family history and psychosocial supports;
5. Appropriate physical examination;
6. Urine drug screen
7. Pregnancy test for women of childbearing age and ability;
8. Review of the patient’s prescription information in OARRS;
9. Testing for human immunodeficiency virus;
10. Testing for hepatitis B;
11. Testing for hepatitis C; and
12. Testing for tuberculosis.

D. The physician who provides OBOT shall establish and document a treatment plan that
includes all of the following:
1. The physician’s rationale for selection of the specific drug to be used in the

medication-assisted treatment;
2. Patient education;
3. The patient’s written, informed consent;
4. Random urine-drug screens;
5. A signed treatment agreement that outlines the responsibilities of the patient and the

physician; and
6. A plan for psychosocial treatment, pursuant to paragraph (F) or (G) of this rule.

E. The physician shall provide OBOT in accordance with an acceptable treatment protocol
for assessment, induction, stabilization, maintenance, and tapering.  Acceptable
protocols are any of the following:

1. SAMHSA treatment improvement protocol publications for medication assisted
treatment available from the SAMHSA website at
https://store.samhsa.gov/list/series?name=TIP-Series-Treatment-Improvement-
Protocols-TIPS-&pageNumber=1.

https://store.samhsa.gov/list/series?name=TIP-Series-Treatment-Improvement-Protocols-TIPS-&pageNumber=1
https://store.samhsa.gov/list/series?name=TIP-Series-Treatment-Improvement-Protocols-TIPS-&pageNumber=1


  
2. “National Practice Guideline for the Use of Medications in the Treatment of Addiction 

Involving Opioid Use,” approved by the American Society of Addiction Medicine in 
2013, available from the website of the Ohio department of mental health and 
addiction services at  https://www.asam.org/docs/default-source/practice-
support/guidelines-and-consensus-docs/asam-national-practice-guideline-
supplement.pdf. 

 
F. The physician who provides OBOT shall refer and collaborate with a qualified behavioral 

healthcare provider, as defined in rule 4731-33-01of the Administrative Code, to 
determine the optimal type and intensity of psychosocial treatment for the patient and 
document the treatment plan in the patient record.  
 

1. The treatment shall, at a minimum, include a psychosocial needs assessment, 
supportive counseling, links to existing family supports, and referral to community 
services.  
 

2. The treatment shall include at least one of the following interventions: 
 

a. Cognitive behavioral treatment; 
b. Community reinforcement approach; 
c. Contingency management/motivational incentives;  
d. Motivational interviewing; or 
e. Behavioral couples counseling. 

 
3. The treatment plan shall include a structure for renegotiation of the treatment 

plan if the patient does not adhere to the original plan. 
 

G. When clinically appropriate or if the patient refuses treatment from a qualified behavioral 
healthcare provider, as defined in rule 4731-33-01of the Administrative Code, the 
physician shall ensure that the OBOT treatment plan includes referral of the patient to a 
mental health service provider, as defined in rule 4731-33-01of the Administrative Code, 
who has the education and experience to provide substance abuse counseling, or 
require the patient to participate in a mutual help program. 

 
1. If the physician refers the patient to a mental health service provider, the physician 

shall document the referral and the physician’s maintenance of meaningful 
interactions with the mental health service provider in the patient record. 
 

2. If the patient is required to participate in a mutual help program, the physician shall 
require the patient to provide documentation of on-going participation in the program.  

 
 

H. The physician who provides OBOT shall either provide a naloxone kit including the nasal 
atomizer or other device furnished by the physician, or a prescription for such kit. 
 
1. The physician shall ensure that the patient receives instruction on the kit’s use 

including, but not limited to, recognizing the signs and symptoms of overdose and 
calling 911 in an overdose situation. 

 

https://www.asam.org/docs/default-source/practice-support/guidelines-and-consensus-docs/asam-national-practice-guideline-supplement.pdf
https://www.asam.org/docs/default-source/practice-support/guidelines-and-consensus-docs/asam-national-practice-guideline-supplement.pdf
https://www.asam.org/docs/default-source/practice-support/guidelines-and-consensus-docs/asam-national-practice-guideline-supplement.pdf


2. The physician shall be exempt from this requirement if the client refuses the 
naloxone kit. 

 
I. In addition to paragraphs (A) through (H) of this rule, the physician who provides OBOT 

using buprenorphine products shall comply with all of the following requirements.   
 
1. With the exception of those conditions listed in paragraph (I)(2) of this rule, a 

physician who treats the opioid addiction with a buprenorphine product shall only 
prescribe buprenorphine products containing naloxone for use in OBOT. 
 

2. The physician shall prescribe buprenorphine without naloxone (buprenorphine mono-
product) only in the following situations, and shall fully document the evidence for the 
decision to use buprenorphine mono-product in the medical record: 
 
a. When a patient is pregnant; 
 
b. When converting a patient from methadone or buprenorphine mono-product to 
buprenorphine containing naloxone for a period not to exceed seven days; or 
 
c. In formulations other than tablet or film form for indications approved by the FDA. 
 

3. Due to a higher risk of fatal overdose when buprenorphine is prescribed with other 
opioids, benzodiazepines, sedative hypnotics, carisoprodol, and tramadol, the 
physician shall only co-prescribe these substances when there are extenuating 
circumstances. 
 
a. The physician shall document in the medical record a tapering plan to achieve 

the lowest possible effective doses if these medications are prescribed. 
 

b. The physician shall document progress with achieving the tapering plan. 
 

4. During the induction phase, except for medically indicated circumstances as 
documented in the medical record, the physician shall start a patient on no more 
than eight milligrams of buprenorphine per day. The physician shall see the patient at 
least once a week. 

 
5. During the stabilization phase, the physician shall increase the daily dosage of 

buprenorphine in safe and effective increments to achieve the lowest dose that 
avoids intoxication, withdrawal, or significant drug craving.  

 
a. During the first ninety days of treatment, the physician shall prescribe no 

more than a two-week supply of the buprenorphine product containing 
naloxone. 

 
b. Starting with the ninety-first day of treatment, the physician shall prescribe no 

more than a thirty-day supply of the buprenorphine product containing 
naloxone.    

 
6. The physician shall take steps to reduce the chances of buprenorphine diversion by 

using the lowest effective dose, appropriate frequency of office visits, pill counts, and 



checks of OARRS. The physician shall also require urine drug screens or serum 
medication levels at twice per quarter for the first year of treatment and once per 
quarter thereafter. 
 

7. The physician shall document in the medical record the rationale for prescribed 
doses exceeding 16 milligrams of buprenorphine per day.  The physician shall not 
prescribe a dosage exceeding twenty-four milligrams of buprenorphine per day. 
 

8. The physician shall incorporate relapse prevention strategies into counseling or 
assure that they are addressed by a qualified behavioral healthcare provider, as 
defined in rule 4731-33-01of the Administrative Code, who has the education and 
experience to provide substance abuse counseling. 

 
9. The physician may treat a patient using the administration of extended-release 

buprenorphine.  
 

a. The physician shall strictly comply with any required risk evaluation and 
mitigation strategy program for the drug. 
 

b. The physician shall prescribe an extended-release buprenorphine strictly in 
accordance with the food and drug administration’s approved labeling for the 
drug’s use.   
 

c. The physician shall document in the patient record the rational for the use of 
the extended-release buprenorphine product. 

 
d. The physician shall only delegate the administration of extended-release 

buprenorphine to a physician assistant licensed under chapter 4730. of the 
Revised Code or a nurse licensed under chapter 4723. of the Revised Code, 
when the physician assistant or nurse is acting in accordance with the scope 
of practice of their professional license. 

 
J. In addition to the requirements of paragraphs (A) through (H) of this rule, the physician 

providing OBOT using naltrexone shall comply with all of the following requirements. 
 
1. Prior to treating a patient with naltrexone, the physician shall inform the patient about 

the risk of opioid overdose if the patient ceases naltrexone and then uses opioids. 
The physician shall take measures to ensure that the patient is adequately detoxified 
from opioids and is no longer physically dependent prior to treatment with naltrexone. 
 

2. The physician shall use oral naltrexone only for treatment of patients who can be 
closely supervised and who are highly motivated. 

 
a. The dosage shall be no greater than 50 mg daily or three times weekly dosing 

with two 100-mg doses followed by one 150-mg dose. 
 

b. The patient shall be encouraged to have a support person administer and 
supervise the medication.  Examples of a support person are a family member, 
close friend, or employer. 



 
c. The physician shall take steps to reduce the chances of naltrexone diversion by 

using the lowest effective dose, appropriate frequency of office visits, and pill 
counts. The physician shall also require urine drug screens or serum medication 
levels at least every three months for the first year of treatment and at least every 
six months thereafter. 
 

d. The physician shall incorporate relapse prevention strategies into counseling or 
assure that they are addressed by a qualified behavioral healthcare or mental 
health service provider, as defined in rule 4731-33-01of the Administrative Code, 
who has the education and experience to provide substance abuse counseling. 
 
 

3. The physician may treat a patient with extended-release naltrexone for opioid 
dependence or for co-occurring opioid and alcohol use disorders. 
 
a. The physician should consider treatment with extended-release naltrexone for 

patients who have issues with treatment adherence. 
 

b. The injection dosage shall be no greater than 380 mg per injection given every 
four weeks. 

 
c. The physician shall incorporate relapse prevention strategies into counseling or 

assure that they are addressed by a qualified behavioral healthcare provider or 
mental health service provider, as defined in rule 4731-33-01of the Administrative 
Code, who has the education and experience to provide substance abuse 
counseling. 
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