
Page 1 of 3  March 1, 2019 
 

Department of Mental Health 
Inpatient Licensing Division 

 
Clinical Competencies/ Operational Standards Related to Co-occurring Substance Use 

Disorders (SUD) 
 

The Department of Public Health Bureau of Substance Addiction Services (BSAS) licenses 
inpatient psychiatric facilities that also provide a separate, identifiable inpatient SUD 
treatment program.  Such units/ facilities are required to be dually licensed by DMH and 
BSAS.  

A DMH licensed facility that provides SUD treatment or services, such as medication 
assisted treatment (MAT), incidental to the evaluation, diagnostic and treatment services 
for which it is licensed under 104 CMR 27.00, and that does not offer a separate, 
identifiable inpatient substance use disorder treatment unit or program, or represent 
themselves to the public as providing substance use disorder treatment or services as a 
primary or specialty service, must comply with DMH licensing requirements at 104 CMR 
27.03(11) but is not subject to BSAS licensure requirements. 

As part of its licensure obligations under 104 CMR 27.00, each inpatient psychiatric facility 

that is not subject to BSAS licensure shall assure that it has the capacity to:  

 Identify potential for addictive disorders through evidence-based screening and 
assessment tools during the admission assessment process. 

 Evaluate for, order, assess, and provide medication assisted treatments for alcohol, 
benzodiazepine, and opioid withdrawal and for addictions to these substances within 
limitations of licensure.  Medication assisted treatment, education, orientation, and 
initiation is required when clinically indicated. (See SAMHSA Treatment Improvement 
Protocol 63 –Medications for Opioid Use Disorder) 

– This includes: 

 Assessing the patient for the appropriateness of induction on MAT 

using one of the three FDA-approved medications for the treatment of 

Opioid use disorder:  buprenorphine, methadone, or naltrexone; and  

 Ensuring that once an induction begins, referrals for an outpatient 

provider (ex. OTP, OBOT) are secured. 

– Any physician or other authorized hospital staff in DMH-licensed inpatient 
facilities can administer or dispense methadone and buprenorphine without 
additional state or federal oversight or approval, provide the methadone or 
buprenorphine is administered or dispensed incident to the patient’s medical 
treatment for a condition other than substance use disorder.  This includes 
MAT induction for a patient with a secondary diagnosis of substance use 
disorder on either methadone or buprenorphine.  
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 DEA regulations1 authorize physicians or other authorized hospital 
staff to administer or dispense buprenorphine or methadone in the 
hospital, which includes psychiatric hospitals, in order to maintain or 
detox a patient “as an incidental adjunct to medical or surgical 
treatment of conditions other than addiction”.  In effect, this allows a 
physician or other authorized hospital provider to administer or 
dispense MAT to patients at the hospital, without time limitation, 
where SUD is a secondary diagnosis.   

– Practitioners who are DATA-waived2 can prescribe, administer, or dispense 
buprenorphine to patients in DMH-licensed inpatient facilities. 

 Administer opioid antagonist, if needed. All units must have naloxone available on 
unit and staff trained to order/administer.  

 Provide group and/ or individual therapeutic programming and patient education, 
provided by appropriately trained staff, which addresses recovery and relapse 
prevention planning related to SUD. Engage, inform, and support parents and 
guardians of minors with SUD (on adolescent units).  Suggested training for staff may 
include effects of substance use disorders on the family and related topics such as 
the role of the family in treatment and recovery. 

 Provide active discharge planning to next step placements based on the patient’s 
care plan.  Placements should address ongoing needs related to mental health, 
addiction, and other biopsychosocial needs and may include step down to subacute 
levels of care, 24 hour settings, partial hospitalization, intensive outpatient, ongoing 
outpatient treatment, access to peer services, and other community and housing 
supports as appropriate.   When appropriate, discharge planning must include access 
to ongoing medication management, both for psychiatric and addiction medications; 
for continuity of treatment with the goal of reducing readmissions and the likelihood 
of relapse.  This includes having knowledge of Clinical Stabilization/Stepdown 
Services (CSS) and Transitional Support Services (TSS), Outpatient Medication 
Management, Sober Houses, and step down to subacute level of care. 

 Understand deterrents to successful discharges such as housing, financial assistance 
for medication copayments, transportation to non-24-hour programs, applying for a 
prescription for transportation PT-1 form for those with financial issues, etc.    

                                                           
1
 21 CFR Part 1306.07.  Note that these regulations also include the “three day rule”, which allows any physician to administer 

methadone or buprenorphine without additional state or federal oversight or approval.  This includes MAT induction for a 
patient being treated for acute withdrawal symptoms.   The rule allows MAT treatment to relieve acute withdrawal symptoms, 
provided the treatment is limited to 72 hours where not more than one day’s medication is administered to a person at a time.   
The 72-hour period cannot be renewed.  For more information, see 21 CFR Part 1306.07(b). 
2
 The Drug Addiction Treatment Act (DATA) of 2000 authorized physicians to dispense or prescribe buprenorphine in settings 

other than an opioid treatment program (OTP), subject to certain limitations.  This has subsequently been expanded to also 
authorize nurse practitioners and physician assistants to dispense or prescribe buprenorphine, subject to certain limitations.  
Information on the process for submitting a waiver to SAMHSA and the DEA can be accessed here:  
https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materials-resources/buprenorphine-
waiver  

https://www.deadiversion.usdoj.gov/21cfr/cfr/1306/1306_07.htm
https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materials-resources/buprenorphine-waiver
https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materials-resources/buprenorphine-waiver
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 Ensure a physician dispenses buprenorphine or morphine  at discharge or a DATA-
waived practitioner provides “bridge” prescriptions for buprenorphine (and other 
medications) until outpatient appointments can be secured and prescriptions 
provided for in the outpatient setting. 

 Provide direct care staff with a general overview of addictions medicine.   
 

Each inpatient psychiatric facility is recommended to:   

 Facilities are strongly encouraged to provide access to all FDA-approved medications 
for the treatment of opioid use disorder.  

 Consider engaging Substance Use Recovery Coaches and/or Peer Specialists within 
staffing models. 

 Include credentialed staff with experience in SUD treatment and resources, ideally, 
but not necessarily as Licensed Alcohol and Drug Abuse Counselor (LADC) or Certified 
Alcohol and Drug Abuse Counselor (CDAC) levels.   

 Consider referrals to ensure a continuum of care for the client, including 
arrangements for further substance abuse treatment and post-discharge counseling 
and other supportive service. 

 Consider entering into formal agreements (Qualified Services Organization 
Agreement - QSOA’s) with community-based Substance Use Disorder treatment 
providers to support continuation of care. 
 

A facility with available beds may deny admission to a patient whose needs have been 
determined by the facility medical director, or the medical director’s physician designee when 
unavailable* to exceed the facility’s capability at the time admission is sought.  The medical 
director’s determination must be written, and include the factors justifying the denial and why 
mitigating efforts, such as utilization of additional staff, would have been inadequate. [See 
DMH Licensing Bulletin #18-01 - Documentation of Unit Conditions and Facility Denial of 
Inpatient Care and 104 CMR 27.05 (3) (d).] 
 
 
* The medical director’s physician designee must be a physician who is vested with the full range of the medical 
director’s authority and responsibility in the medical director’s absence. 

 

 


