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|. Background

The Medications for Opioid Use Disorder (MOUD) Playbook, first published in 2019 on the

AHRQ Academy website, serves as an interactive guide forimplementing MOUD in primary and
other ambulatory care settings, with a focus on rural and underserved communities. In the five
years since publication of the Playbook, there has been a dramatic shift in the understanding and
treatment of opioid addiction. Opioid Use Disorder diagnoses, opioid-related overdoses, synthetic
opioids, and polysubstance use are rising. Access to treatment is also expanding, with promising
federal and state policy changes. Furthermore, there is an increased understanding of barriers to
MOUD treatment and corresponding efforts to reduce stigma and change primary care processes
to address these barriers.

Given these trends and the dynamic environment of OUD treatment, Westat conducted an
environmental scan, consisting of a literature review and key informant interviews to inform a
synthesis and recommendations for content updates to the Playbook and identify new tools and
resources. Five specific research questions guided the approach to the environmental scan, as
summarized in Exhibit 1 below. The research questions examined the impact of policy and
regulatory changes; secular changes in treating patients with OUD; and new models, tools,
and resources.

Research Questions Guiding the Environmental Scan

Policy and regulatory changes

1. How have changes in policy and regulation impacted the availability of medication (largely
buprenorphine) to treat people with OUD in different settings and with different populations (e.g.,
elimination of the X-waiver requirement for prescribers; changes in funding or payments, etc.)?

Secular changes in treating patients with OUD using medications

2. How has the environment of opioid use or MOUD changed (e.g., polysubstance use; emerging drugs
of concern, like Xylazine and similar substances; barriers to treatment; etc.)?

3. How has the approach to using medication to treat people with OUD changed (e.g., growth in
telemedicine; whole person care; new drug formulations, such as extended-release buprenorphine;
evidence about different treatment medications; etc.)?

New Models, Tools, and Resources

4. What are the models (e.g., medication first model, low-barrier care, harm reduction, etc.) being
employed to treat people with OUD using medication?

5. What are the evidence-based tools and resources to facilitate using medications to treat people
with OUD?

This document provides a description of the methodology used to conduct the environmental
scan, key findings from the literature review and key informant interviews, as well as a synthesis
and associated recommendations for updates to the Playbook based on the environmental
scan findings.
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Il. Methodology

Westat completed each of the three components of the environmental scan—literature review,
key informant interviews, and synthesis—sequentially, with each step informing the next.

This section briefly describes Westat’s methodology for conducting the literature review and key
informant interviews and producing the synthesis and recommendations. An in-depth description
of our methodology appears in Appendix 1.

Literature Review

The literature review encompassed a search of peer reviewed literature and grey literature, as
described below.

Peer Reviewed Search Strategy. The literature review identified and mapped the breadth of peer-
reviewed and grey literature published between 2017 and 8/31/2024. The published literature
search strategy was driven by the research questions and designed to yield peer-reviewed and
other indexed literature. Westat librarians developed and tested the search strategy with feedback
from project staff, select National Integration Academy Council (NIAC) members—the panel of
experts who guide the work of the AHRQ Academy, and other affiliated subject matter experts.
Searches were performed in PubMed/MEDLINE; CINAHL (Cumulative Index to Nursing and Allied
Health Literature); APA PsycINFO®; Applied Social Sciences Index & Abstracts (ASSIA); Cochrane
Central Register of Controlled Trials (CENTRAL). The searches yielded 8,534 articles for review.
The team reviewed the full sample and identified 450 literature items for analysis based on
inclusion and exclusion criteria listed in Exhibit 2 of Appendix 1. The team then analyzed the
sample further and assigned topic tags to each article. A senior team member and the Principal
Investigator analyzed the results and extracted the overall themes that responded to the research
questions.

Grey Literature Search Strategy. The above search terms were used to identify web-based
resources from federal agencies and non-federal organizations. The top 50-results were reviewed
from federal agencies and the top 25-results reviewed from non-federal organizations. The federal
organizations were a selection of agencies and offices within the U.S. Department of Health and
Human Services and the non-federal organizations represented non-governmental organizations
and other non-profits doing significant work related to behavioral health integration (as
determined by a pre-screen of search results). The review team then conducted the same analysis
as the peer reviewed literature.

Tools and Resources. There were 173 tools and resources identified in the literature review, which
staff compiled into a results table. Staff reviewed each resource to determine if it was already in
the Academy’s Substance Use (SU) or Unhealthy Alcohol Use (UAU) Tools and Resources
Collections. After the team verified resources already in those collections, they created a list of

'ﬂ Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 2



the remaining resources. The new resources were then uploaded to the website. The types of
resources added to the collection included screeners, training materials, guides for clinicians on
different facets of MOUD, and regulatory documentation.

Key Informant Interviews

We conducted nine virtual, semi-structured interviews with subject matter experts (SMEs) to
supplement the literature review. The purpose of these interviews was to (1) provide context to
areas in the current Playbook identified as deficient by the project staff, and (2) provide context to
gaps in the literature. We gathered a diverse range of perspectives from primary care providers
with extensive experience implementing MOUD into primary care, researchers, and policy experts.
An interview guide was prepared specifically for each interviewee with a focus on their area of
expertise and how it could inform the Playbook, with a flexible agenda to allow for a dynamic
conversation driven by interviewee responses. The Principal Investigator or a senior team member
conducted the interviews via videoconference. The senior team member reviewed each transcript,
wrote a summary memo for each interview, and identified common themes and unique insights.
Simultaneously with the key informant interviews, we collected written and oral feedback from
members of the Technical Expert Panel (TEP), a carefully curated panel of experts appointed to
guide this work, who individually reviewed the Playbook in its entirety, provided individual written
feedback, and met as a group to discuss their thoughts.

Synthesis and Recommendations

The synthesis and recommendations component incorporates findings from both the literature
review and key informant interviews and highlights several key areas and themes to guide content
updates of the MOUD Playbook to ensure it remains a valuable and practical resource for primary
care providers. The recommendations focus on simplifying the Playbook to make it more
accessible, updating content to reflect changes in the opioid landscape, promoting a low-
threshold approach to prescribing MOUD, addressing stigma as a barrier to implementing MOUD,
enhancing training and education resources, and incorporating recent policy changes. By
implementing these updates, the Playbook will better support providers in delivering effective and
compassionate care to patients with OUD.

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 3



lll. Findings: Literature Review

The first part of the environmental scan for the MOUD Playbook content update was a
comprehensive review of peer reviewed and grey literature, which uncovered notable changes in
policy, regulation, and the landscape related to the treatment of substance use, as well as new
treatment models, tools, and resources. This section discusses findings from the literature review
regarding these key topics.

A. Policy and Regulatory Changes

Related Research Question

1. How have changes in policy and regulation impacted the availability of medication (largely
buprenorphine) to treat people with OUD in different settings and with different populations (e.g.,
elimination of the X-waiver requirement for prescribers; changes in funding or payments, etc.)?

The literature review found significant policy changes and regulatory issues affecting the
availability of MOUD including: 1) the elimination of the X-waiver requirements for providers;

2) new policies to support the expansion and use of telehealth; 3) the passing of the Substance
Use Disorder Prevention that Promotes Opioid Recovery and Treatment for Patients and
Communities (SUPPORT) Act; and 4) changes in cost, payment, and reimbursement.

X-waiver Requirements

As of 2023, providers are no longer required to obtain a DATA-2000 waiver (commonly known as
the X-waiver), to prescribe buprenorphine for OUD." Previously, providers needed to obtain the
X-waiver by participating in specialized training and submitting a letter of intent to SAMHSA.

The time and administrative burden associated with these steps prevented some providers from
obtaining the waiver. The current requirement for providers is a valid Drug Enforcement Agency
(DEA) registration that includes Schedule Ill authority, provided they comply with applicable state
law. There is a training requirement, but providers can start prescribing immediately and complete
training before the renewal of their DEA registration, which occurs every three years.

The training requirements can be met through one of three ways:

1. Atotal of eight hours of training on opioid or other substance use disorders for practitioners
renewing or newly applying for a registration from the DEA to prescribe any Schedule II-V
controlled medications. This training can be obtained through various programs, such as
those offered by SAMHSA and other accredited organizations. Training covers essential
topics, including the foundations of opioid use disorder, safe opioid prescribing practices,
complex patient care, and opioid stewardship for risk reduction.
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2. Board certification in addiction medicine or addiction psychiatry from the American Board
of Medical Specialties, American Board of Addiction Medicine, or the American Osteopathic
Association.

3. Graduation within five years and status in good standing from medical, advanced practice
nursing, or physician assistant school in the United States that includes successful
completion of an opioid or other substance use disorder curriculum of at least eight hours.

Though the elimination of the X-waiver was designed to make buprenorphine more accessible,
recent research suggests limited impact of this policy change on actual provider rates of
prescribing buprenorphine, indicating that barriers to buprenorphine prescribing persist.>*

Addressing the Challenge: Further training Opportunities

While no other training is required, some providers have reported a general lack of training and education
as contributing to their hesitancy to treat patients.>"' While time may be another challenge, the American
Society of Addiction Medicine (ASAM) offers a comprehensive range of CME programs, including live
courses, webinars, and on-demand content focused on various aspects of addiction medicine.
Additionally, the American Medical Association (AMA) collaborates with ASAM to offer specialized CME
courses in addiction care. Other forums, such as web-based learning networks through Project ECHO
(Extension for Community Healthcare Outcomes), use video conferencing and clinical management tools
to help PCPs build knowledge and confidence to provide substance use treatment. This innovative model
uses specialists with addiction expertise to mentor and engage community providers in case-based
learning to provide specialized care to patients in underserved areas, such as rural communities.'

Telehealth Policies

Telehealth broadly includes a variety of healthcare services delivered remotely over the internet.
Such services may include healthcare providers meeting with patients via videoconferencing and
patient portals that enable patients to access medical information such as test results and to
send and receive messages from their provider. In recent years, telehealth has become an integral
aspect of healthcare delivery. The COVID-19 pandemic significantly accelerated the adoption and
integration of telehealth, highlighting its critical role in ensuring resilient and adaptable healthcare
systems.*'® Telehealth is considered effective, efficient, and feasible, with comparable clinical
outcomes to in-person treatment in behavioral health,'® and telehealth implementation has
helped address some of the challenges of the opioid crisis by expanding geographical reach to
patients in rural areas with few providers.'®?

Policy changes stemming from the COVID-19 pandemic have supported ongoing use of telehealth
for MOUD. Prior to the COVID-19 pandemic, new OUD patients were required to have an in-person
evaluation by a MOUD physician before being prescribed controlled substances (Ryan Haight Act
of 2008).2' During the COVID-19 pandemic, the U.S. Department of Justice, Drug Enforcement
Administration (DEA) issued a temporary relaxation of provisions within the Ryan Haight Act of
2008.%22 As a result, SAMHSA allowed authorized practitioners to admit and treat new patients with
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OUD during the pandemic and prescribe buprenorphine to new and existing patients with OUD via
telephone, which expanded access to OUD treatment, especially among vulnerable patients who
did not have access to in-person providers or videoconferencing capabilities. This temporary
relaxation was well received. It increased access and retention in care without increasing
buprenorphine-related overdoses and also helped to mitigate workforce shortages.™

On November 19, 2024, the DEA and SAMHSA issued a third temporary extension of COVID-19
telemedicine flexibilities for prescription of controlled medications, effective January 1, 2025,
through December 31, 2025.23 This facilitates the continued availability of telemedicine for
controlled medication prescriptions that patients and practitioners have come to rely on, though
the future status of these flexibilities after December 31, 2025 is uncertain.

While these policy changes have provided some flexibility in the treatment of OUD, there are
various legal requirements and licensing issues associated with telehealth that can be complex
and vary by region. Previously, some states required clinicians providing telemedicine to be
licensed in the state in which the patient was located, potentially limiting patient care or posing a
significant burden of needing to be licensed in more than one state. Currently, forty states, the
District of Columbia, and the Territory of Guam have all joined the Interstate Medical Licensure
Compact to simplify the licensing process for physicians who want to practice in multiple states.?*
The Compact offers a faster path to licensure for physicians who qualify.?® Other states are
currently drafting legislation to join the Compact.? Moreover, the exchange of patient health
information must follow HIPAA standards and other laws to protect patient confidentiality, and
some organizations must also comply with the Federal Confidentiality of Substance Use Disorder
Patient Records regulations (42 CFR Part 2).%¢

Best Practices for Telehealth Privacy and Security

The American Health Information Management Association (AHIMA) offers the following best practices
for telehealth privacy and security:

o Patients’ Telehealth Privacy. Being aware of patients’ location prior to initiating the telehealth
visit and being mindful of the patient’s privacy needs.

o Secured Information Online. Using appropriate measures to protect patient information when
sharing information online.

e Privacy and Security Standards. Incorporating telehealth services into privacy and security
policies, procedures, and workflows; integrating telemedicine into the Notice of Privacy Practices.

o Reimbursement for Telehealth Services. Reviewing insurers’ coverage determinations for
telehealth services before scheduling visits and confirming that billing codes meet payor
requirements.
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Substance Use Disorder Prevention that Promotes Opioid Recovery and Treatment for
Patients and Communities (SUPPORT) Act

In late 2018, Congress passed and the President signed the SUPPORT Act (Substance Use
Disorder Prevention that Promotes Opioid Recovery and Treatment for Patients and Communities
Act).?” This sweeping legislation included 25 separate provisions, most related to addressing the
opioid epidemic. Among the most important provisions was the requirement that all state
Medicaid programs “cover medication-assisted treatment (MAT), including all FDA-approved
drugs, counseling services, and behavioral therapy.”? The Medicare program also began covering
methadone provided at Opioid Treatment Programs (OTPs) in 2020, which resulted in much
broader accessibility to methadone treatment for Medicare recipients.?

One of the most impactful provisions of the SUPPORT Act was to allow state Medicaid programs to
reimburse for treatment of substance use disorders in residential treatment facilities with more than
16 beds (so called Institutions for Mental Disease or IMDs). Some states had already incorporated
residential treatment in IMD settings through Medicaid 1115 Research and Demonstration Waivers,
but the new SUPPORT Act provision resulted in much broader expansion of the practice. Medicaid
waivers specific to the treatment of SUD have now been approved in 35 states, and a recent analysis
found that most Section 1115 waivers’ special terms and conditions purport to ensure that Medicaid
beneficiaries with SUD have access to the whole continuum of care for SUD treatment, using the
ASAM continuum of care to inform expansion of services.*

States have used a combination of 1115 waivers and amendments to their Medicaid state plans to
achieve the desired expansion of SUD treatment services. Some states chose the 1115 waiver
option because of the greater flexibility such waivers provide, while others decided to incorporate
most service expansions into their state plans so they would be permanent and not subject to the
5-year limit of the 1115 waivers.?' By 2021, these service expansions resulted in every state
covering buprenorphine, oral naltrexone, and injectable naltrexone, and 85% covering methadone
maintenance. Use of quantity limits, prior authorizations, and other utilization management
methods also declined from 2017 to 2021.%

Cost, Payment, and Reimbursement

Policies related to cost, payment, and reimbursement can have a major impact on the availability
and accessibility of MOUD. Lack of insurance,*? insurance with high co-payments or cost sharing,
or insurance that excludes the MOUD medications they would prefer to use (i.e. long-acting
buprenorphine), all pose barriers that can make it less likely that a person will start and/or be
retained in treatment for an adequate time.
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Insurance Status and Care Affordability and Coverage. OUD affects people from all
socioeconomic backgrounds, but it is more prevalent among individuals with lower incomes who
disproportionately rely on public insurance for healthcare coverage or may lack health insurance
altogether. Approximately 84% of people with OUD in 2019 had health coverage through Medicare,
Medicaid, or private insurance.?*Medicaid is the largest payer for MOUD treatment, insuring

40 percent of all adults under 65 receiving MOUD.*53¢ In 2021, approximately 1.5 million people
enrolled in Medicaid had OUD, representing nearly 2 percent of the total Medicaid population that
year.® Two-thirds (more than 1 million) of these enrollees received MOUD that year through
Medicaid or, for some dually eligible enrollees, Medicare.*® In 2018, 2.8% of the Medicare
fee-for-service population, representing about 591,000 individuals, had OUD.*

Many patients with insurance coverage still face barriers to accessing MOUD due to benefit limits
and out-of-pocket costs,®* and approximately 1 out of 6 non-elderly uninsured individuals with
OUD face even greater obstacles in obtaining treatment.® In fact, in 2022, among the 4% of U.S.
adults who needed OUD treatment, only 25% received recommended medications.*’ Provider
reimbursement rates for those with private insurance are higher than for Medicare or Medicaid,
but out-of-pocket costs and other cost-related barriers may also be higher.3* Uninsured patients
may face high out-of-pocket costs for MOUD. The capacity of community health centers, free
clinics, patient assistance programs, drug discount cards, and other resources is insufficient to
meet demand.®* Receipt of services at an Opioid Treatment Program falls under the Medicare
Part B deductible, which was $240. Office-based MOUD, which is often applicable to primary care
settings, falls under the Part D deductible, which ranges from $0 to $545 depending on the plan.*

Medicaid programs in all states and the District of Columbia cover some form of buprenorphine and
naltrexone to treat OUD, though injectable and implantable buprenorphine formulations are not yet
covered by all state Medicaid programs.*?> Additionally, states have the option to charge premiums
and to establish out of pocket (cost-sharing) requirements for Medicaid enrollees.*' While the
maximum Medicaid co-payment for non-preferred drugs is only $8.00 for those below the federal
poverty level (FPL), states can impose higher charges for targeted groups of somewhat higher
income.*’ Even the nominal costs for those below the FPL can serve as a barrier in some cases.

Certain vulnerable groups, such as children and pregnant women, are exempt from most out of
pocket costs and copayments, and coinsurance cannot be charged for certain services, including
emergency services, family planning services, pregnancy-related services, or preventive services
for children.*® To encourage the use of lower-cost drugs, states may establish different
copayments for generic versus brand-name drugs or for drugs included on a preferred drug list or
formulary. Additionally, some people choose to pay out of pocket rather than let it be known that
they are living with OUD due to stigma.3*
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Provider Reimbursement Rates. On the provider side, one key barrier is inadequate
reimbursement levels that fail to cover the cost of treatment services, let alone provide an
incentive to begin offering these services. Recent analysis finds that 75 to 90 percent of people
with OUD who could benefit from the approved treatment medications do not receive them.3%4
Low reimbursement rates and high administrative burdens are a disincentive for providers to offer
office-based MOUD to Medicaid and Medicare patients.* As a result, access to an already limited
number of providers makes it even more challenging for those who are publicly insured. A report
from the Department of Health and Human Services Office of the Inspector General showed many
U.S. counties do not have MOUD services available through providers and treatment programs,
and even in counties that do, Medicare and Medicaid beneficiaries often do not have access.*
Almost one-third of counties did not have a provider treating Medicare or Medicaid enrollees.*

Payment levels for those on Medicaid are particularly salient. These payment levels are highly
variable across states, and nearly always very low compared to already low Medicare payment
levels. An analysis from 2022 found that Medicaid fees for services related to OUD treatment
varied up to 5-fold across states and were lower relative to Medicare for almost all state services
examined. The Medicaid-to-Medicare fee index was 64 percent of Medicare fees in 2021, ranging
from 52 percent for evaluation & management to 76 percent for toxicology testing.

One recent study concluded that national initiatives to increase the supply of buprenorphine
providers in primary care will not work unless accompanied by payor reimbursement policies that
create incentives and reduce administrative burdens. This same study also noted the effect that low
reimbursement can have on the quality of care when providers must choose what wrap-around care
they can afford to provide.*® Low payment levels may help to explain why more than 80 percent of
new buprenorphine prescribers ceased prescribing within one year of starting and only 10 percent of
prescribers served 10 or more patients for a full six-year period.*’ Other provider payment-related
barriers include administrative burdens associated with requirements for prior authorization or
other regulatory requirements, inability to bill for some services that may be required, and the
logistical and payment issues associated with the long-acting injectable forms of MOUD.*

Changes to Medicare and Medicaid Billing. Changes to Medicare and Medicaid have expanded
treatment options. In 2017, Medicare introduced Behavioral Health Integration (BHI) Services codes
to enhance the integration of behavioral health care into primary care settings. The BHI codes allow
healthcare providers to bill for services that involve a collaborative care model, where primary care
providers work closely with behavioral health specialists to manage patients' mental health needs.*
Primary care providers can use these codes to bill for services that involve managing and treating
SUDs as part of a comprehensive behavioral health care plan. Additional changes in 2024 included
expanding the types of providers eligible to bill for behavioral health services and the types of
services for which they can bill. As of 2025, nearly half of the states have included BHI codes in their
Medicaid coverage.*® Medicare also recently changed policy to cover Intensive Outpatient services,
closing a significant gap in Medicare coverage of mental health and SUD services.*®
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In most states and localities, payment for MOUD provision is through a fee-for-service model.

As noted above, the fees are often inadequate to cover the costs associated with service
provision.5' Fee-for-service pays providers for each service provided and has been criticized for
rewarding providers for the volume of services they offer rather than the value or quality of care
provided.%?By contrast, alternative payment models (APM), including value-based payment (VBP)
models consider the quality and cost-efficiency of care in determining payments to clinicians.%?
Value-based models provide an incentive payment for the provision of higher quality care.

While several states and other payers have begun to implement some alternative and value-based
payment models, those initiatives remain at an early stage of implementation. Some states are using
Medicaid 1115 waivers to require Medicaid managed care providers to set value-based performance
targets. Other states and managed care organizations are implementing APMs and VBPs to tie quality
and outcome measures to payment. In 2021, the Centers for Medicare and Medicaid services
announced a target of having every Medicare beneficiary and most Medicaid beneficiaries in a
value-based care relationship by 2030 for which care providers would have accountability for quality
and total cost of care.*® However, analysis by SAMHSA in 2023 found that only 8 states had well-
developed and ongoing VBP initiatives for SUD treatment and recovery services. Twenty-four states
did have SUD quality payment incentives in their Medicaid programs, while no evidence of the use of
VBP was found in 20 states.®? In summary, a transition to a more promising and sustainable payment
model may have begun, but the current reality in much of the nation remains problematic.

Prior Authorization Policies. Prior authorization requirements for primary care providers
prescribing MOUD can vary by state and insurer. Across all insurers, the prevalence of prior
authorization requirements for MOUD has declined in recent years.>* However, many still require
prior authorization, which can delay care for patients who urgently need treatment. In 2023, the
American Medical Association found that 94 percent of physicians reported care delays due to
prior authorizations and 80 percent reported that it could sometimes lead to treatment
abandonment.%® Indeed, patients who are in the office and want immediate treatment may not
return to the office once prior authorization is received. Insurers may also have dosage and
guantity restrictions,*® requiring the patient to have their prescription filled more frequently.
While these policies are intended to balance effective treatment with the goal of preventing
misuse and ensuring cost-effective care, they can also create barriers to timely access to MOUD.

Behavioral Health Parity. In 2024, the Mental Health Parity and Addiction Equity Act (MHPAEA)
saw significant updates aimed at strengthening parity between mental health/substance use
disorder (MH/SUD) benefits and medical/surgical (M/S) benefits.5”:%®
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These included:

e Equal Treatment: The law now clearly states that mental health and addiction treatment must
be covered equally to other medical treatments.

e Fair Rules: Insurance companies cannot have stricter rules for mental health and addiction
treatment than they do for other medical treatments. This includes things like needing
approval before getting treatment.

e Data Monitoring: Insurance companies must collect and review data to make sure people
have equal access to mental health and addiction treatment. If the data shows problems, they
need to fix them.

e Regular Checks: Insurance companies must regularly check and compare how they handle
mental health and addiction treatment versus other medical treatments to ensure fairness.

Historically, despite the policy, mental health and SUD treatment have not been covered at
equivalent rates. It remains to be seen how new regulations will improve this.

B. Secular Changes in Treating Patients MOUD

Related Research Questions

2. How has the environment of opioid use or MOUD changed (e.g., polysubstance use; emerging drugs
of concern, like Xylazine and similar substances; barriers to treatment; etc.)?

3. How has the approach to using medication to treat people with OUD changed (e.g., growth in
telemedicine; whole person care; new drug formulations, such as extended-release buprenorphine;
evidence about different treatment medications; etc.)?

The literature review found important shifts in the environment of opioid use and updated evidence
regarding medications to treat people with OUD, the effectiveness of MOUD, initiation of MOUD in
additional care settings, ongoing challenges with stigma, population-specific considerations for
MOUD, use of telehealth, and barriers to integrating MOUD into health care settings.

Environmental Changes and Factors

After two decades of continuous rise between 2003-2023, drug overdose death rates in the U.S.
have taken a promising downturn. Provisional data from the Centers for Disease Control for
2023-2024 shows a nearly 24% decline in opioid overdose deaths from the previous year. The data
shows about 87,000 drug overdose deaths from October 2023 to September 2024, down from
around 114,000 during 2022-2023.*° This is the fewest overdose deaths in any 12-month period
since June 2020. Data also show smaller decreases in emergency department visits for overdose
and a continued decrease in self-reported youth substance abuse.*® Increased use of MOUD is
one of the factors contributing to this welcome shift, though future trends in overdose death rates
following the COVID-19 pandemic remain to be seen.
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While this national decline is encouraging news, overdose remains a leading cause of death for
Americans aged 18-44.%° Also, recent research shows overdose death rates continue to rise
among Black and Native American/Alaskan Native populations and in certain parts of the
nation.®™% Since the publication of the first Playbook, overdose deaths skyrocketed, due to several
factors. These include:

Increase in Synthetic Opioid Overdoses. Synthetic opioids, particularly fentanyl and its analogs,
have driven an increase in overdose deaths in recent years. The rate of overdose deaths involving
synthetic opioids other than methadone increased by 289% from 2011 to 2021.% Fentanyl is
extremely potent, estimated to be up to 50 times stronger than heroin and 100 times stronger than
morphine, and it has become dominant in some parts of the US and Canada.® It is generally
cheaper than other street opioids like heroin and is often mixed with other drugs. As such, in some
markets, fentanylis replacing — not just adulterating or supplementing — heroin. Moreover,
people using street drugs may not know they are using fentanyl, or how much, putting themselves
at unknown risk.®®

Polysubstance Use and Adulteration. Nearly 63% of opioid overdose deaths involve one or more
additional substances, such as cocaine, methamphetamine, or benzodiazepines.® Synthetic
substances, such as Xylazine,’®”® a tranquilizer not approved for human use, are particularly
dangerous when combined with opioids like fentanyl.

Urbanization of Opioid Use. The opioid crisis has increasingly affected urban areas, with
significant rises in overdose deaths in large metropolitan regions.®® However, rural areas continue
to experience high rates of OUD, often with limited access to treatment services.®°

Impact of the COVID-19 Pandemic. The pandemic exacerbated the opioid crisis by disrupting
access to treatment and increasing social isolation.”*”®* Lockdowns and social distancing
measures led to the closure or limited operation of treatment facilities, making it harder for
individuals with OUD to receive necessary care.’®’” The pandemic also heightened anxiety,
depression, and other mental health issues, which can exacerbate SUDs. However, government
agencies’ efforts to reduce barriers to treatment during this time led to changes in regulations that
proved successful during the pandemic, as discussed in the previous section on Policy and
Regulatory Changes.”’

Recent Developments in Medications

The Food and Drug Administration has approved three medications to treat opioid use disorder:
buprenorphine, methadone, and naltrexone. Changes in their use and formulations are described
below. For more information about these medications, including a list of brand names, as
relevant, see Appendix 2.
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Decreased Use of Naltrexone. There has been a shift away from using Naltrexone as MOUD, with
preference instead for buprenorphine and methadone. Naltrexone is an opioid antagonist that
blocks opioid receptors without activating them. Consequently, patients must be completely
opioid-free before starting treatment. This can take up to 10 days and requires patients to go
through withdrawal. Another concern is that since naltrexone eliminates any tolerance for opioids,
there is an enhanced risk of overdose if there is a recurrence of use. While naltrexone and
buprenorphine are similar in effectiveness, the challenges starting naltrexone and the greater risk
of overdose if the medication is stopped have led to reduced use of naltrexone.”®

Increased Use of Naloxone. Naloxone is a life-saving rescue medication, and persons with OUD,
those using opioids to manage chronic pain, and others who spend time with people from these
groups are encouraged to carry naloxone for safety as it can reverse an overdose. Indeed, access
to naloxone is associated with a 14% reduction in opioid overdose deaths.” Recent widespread
public health initiatives have increased awareness, availability, and use of naloxone, and in 2023,
the Food and Drug Administration (FDA) approved over-the-counter Naloxone nasal spray.® Itis
available without a prescription in all 50 states and the District of Columbia, and can be ordered
online. While this FDA approval increased access, barriers to obtaining over-the-counter Naloxone
persist, as not all pharmacies carry it 882 and it currently costs about $40 per twin-pack to
purchase.®® Over-the-counter naloxone has a higher out-of-pocket cost than insurance-paid
naloxone prescriptions,® indicating the continued importance of prescribed naloxone and
naloxone access in community-based settings.

State and local governments have taken action to expand policies and fund public health
initiatives to educate, promote, and provide naloxone. People can obtain Naloxone free-of-charge
from some public spaces such as libraries, community health centers, and social service
agencies. Moreover, some initiatives include harm reduction vending machines, home delivery,
and street outreach. Additionally, in 2024, the California Department of Health Care Access and
Information announced an agreement with a pharmaceutical manufacturer to produce a generic
formulation for $24 per twin-pack.®®

New Formulation of Buprenorphine. In 2017, the FDA approved a long-acting formulation of
buprenorphine, administered as a subcutaneous injection by healthcare providers on a weekly or
monthly basis. The primary benefits of this long-acting formulation include improved adherence
to treatment because patients do not need to take oral medication daily, and better management
of withdrawal symptoms and cravings because of the steady, ongoing release of the medication.
However, barriers include pharmacy regulations for managing medication supply (pharmacy regs);
administrative hurdles including registration in the long acting injectable (LAIl) buprenorphine Risk
Evaluation and Mitigation Strategy; and prior authorization, particularly for Medicaid coverage.®’
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Take-Home Doses of Methadone. In February 2024, the U.S. Department of Health and Human
Services (HHS), through the Substance Abuse and Mental Health Services Administration (SAMHSA)
released the 42 CFR Part 8 Final Rule, which updated criteria for consideration of take-home doses
of methadone and allowed patients to receive take-home doses from the first week of treatment
under certain conditions. The rule made permanent the COVID-19 flexibilities which demonstrated
that wider access to methadone improves outcomes, without increasing rates of diversion, when
paired with individualized clinical judgment, safeguards, and patient education.® To the extent that
these changes make receiving methadone from OTPs more accessible and less stigmatizing, this
may provide another treatment alternative for some people with OUD.

Effectiveness of MOUD

Recent research has also brought to light the importance of longer treatment durations to improve
the effectiveness of MOUD. Studies suggest that treatment lasting at least 90 days is associated
with significantly better outcomes, including reduced return to use rates and improved overall
health.®® In one study, receipt of MOUD over 1-year was associated with a lower mortality rate
compared to retention for 1 year or less.*® Another study found improvements in outcomes after 18
months of MOUD relative to baseline, with estimates suggesting that rates of abstinence increased
(55% to 77%), while rates of opioid-related overdoses (7% to 2%), emergency department visits (9%
to 4%) and arrests (15% to 7%) decreased.®’ Similarly, research also suggests the likelihood of return
to use decreases significantly for those who are in treatment for at least 3 years.*

From a provider perspective, one of the primary challenges to sustaining care is the potential
difficulty in maintaining consistent and meaningful contact with patients taking MOUD.

Retention rates vary across clinics, with some studies showing up to 50% of patients
discontinuing treatment within the first year.%*°¢ Early discontinuation is particularly common,
with about half of those who discontinue doing so within the first 30 days of starting treatment.%”:%
Factors contributing to early discontinuation include acute medical and psychosocial needs, lack
of trust and support from care team members, and clinic-level factors such as appointment
scheduling and care coordination.®® Many patients with OUD may have unstable living situations,
lack reliable transportation, or face other socio-economic barriers that make it hard for them to
attend regular appointments.'®'%' This inconsistency can lead to gaps in treatment and reduced
effectiveness of MOUD programs. High patient volumes, productivity goals, and limited
appointment times can also restrict the ability of providers to spend the necessary time with each
patient to build rapport and address their concerns comprehensively.'® Finally, research has
found that patients who received higher doses of initiating buprenorphine treatment remained in
treatment longer than those prescribed lower doses,'®'% and that buprenorphine dosing limits
may need to be extended in light of established research and the profound harms from fentanyl.'®
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MOUD Initiation in Acute Care Settings

Currently, few hospitals provide MOUD to admitted patients with OUD, but growing evidence
shows that hospitalizations represent important opportunities to engage individuals with SUD in
long-term MOUD treatment. Several studies demonstrated positive outcomes following discharge
from the hospital. In one study, patients who were given buprenorphine or methadone had
significantly fewer unplanned readmissions. MOUD initiation during inpatient withdrawal
management for Medicaid adults with OUD was associated with a higher likelihood of short-term
MOUD, reductions in short-term service utilization, and opioid overdose after discharge.®

There are, however, numerous barriers to initiating MOUD in inpatient settings. Hospital-based
clinicians often lack sufficient knowledge and comfort with MOUD initiation, which can hinder
effective treatment.’”” Structural issues such as limited availability of outpatient buprenorphine
prescribers to refer to, siloed addiction treatment systems, and long wait times for outpatient care
can discourage hospital providers from initiating MOUD. %

Similarly, emergency department (ED) visits represent a promising but still underutilized
opportunity to initiate MOUD. The rate of emergency department visits with a primary diagnosis

of SUD among adults in the U.S. during 2020-2021 was 103.8 per 10,000 population, representing
a significant increase from the year before (74.4 per 10,000 population during 2018-2019).7%°

Each visit represents a potential opportunity to provide MOUD. Yet, a large study of cross.sectional
data including encounter records found that MOUD and other medications for opioid overdose are
infrequently used in the ED setting.”® This finding varied by race and geographic region, with
Hispanic race and Western region being associated with increased odds of receiving MOUD;

by mode of arrival, with arrival by ambulance being associated with decreased odds of receiving
MOUD; and by practitioner, with evaluation by an advanced care practitioner increasing the
likelihood of MOUD treatment. This variation underscores the need for further study of the root
causes of these differences.

Barriers to widespread adoption of MOUD initiation in the ED are similar to those in inpatient
settings. Still, research indicates the feasibility of and opportunity for initiating MOUD in the
emergency department. For example, a California Bridge program with 52 hospitals implemented
low-threshold ED buprenorphine treatment, with a harm reduction approach and active navigation
to outpatient addiction treatment. The program was successful in achieving buprenorphine
treatment for opioid use disorder in diverse California communities.’ A similar New Mexico
Bridge program successfully implemented ED-based MOUD programs across six diverse
hospitals, in a highly rural state, leading to an increase in buprenorphine prescriptions and
expanded staff hiring and training.™?

Whether from inpatient or emergency care, a direct transition from these settings to primary care
could engage patients without risking an interruption in their MOUD treatment. These transitions
may be supported by social workers, case managers, or peers. This is not yet common practice,
however. Tailored support during post-discharge transitions to longitudinal care settings, including
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primary care, may improve MOUD retention and treatment outcomes. Additional research related
to optimal approaches to support these transitions is needed, as a review of transition strategies
found they were varied and often not well described. The most common strategy was scheduling
an appointment with a community-based treatment provider prior to discharge.'

Stigma and Stigma Reduction

Stigma continues to be a significant and enduring barrier to treating SUDs. The stigma surrounding
addiction and SUD pervades communities and frequently discourages patients from seeking
treatment."*""% Although substance use is a complex chronic health issue, many people hold
entrenched views of drug use as a moral failing or a lack of willpower.""” Likewise, the
criminalization of drugs and drug use, further reinforces negative perceptions, as users are often
seen as criminals.” People who use drugs may belong to other stigmatized groups, such as those
based on race, socioeconomic status, or mental health conditions, compounding the stigma they
face.® Individuals with SUDs have reported they do not seek treatment out of fear it would
jeopardize their employment or compromise their social relationships.™®

Stigma is also pervasive among healthcare providers, creating a barrier for patients in seeking
treatment and receiving adequate treatment from a supportive provider.’%'?" Clinical guidelines
have defined substance use as a chronic disease for a decade, yet some providers hold onto
negative and judgmental stereotypes. Misconceptions about the use and effectiveness of MOUD
make some providers reluctant to prescribe it."?> One survey of primary care physicians found that
one-third did not perceive MOUD to be more effective than non-medication treatments or safe for
long-term use.’?® Some providers view MOUD as a replacement of one addiction with another."*

Provider stigma can have a negative effect on patient care and outcomes. For example, a survey of
attitudes among primary care providers showed that greater stigma was associated with lower
likelihood of prescribing MOUD or supporting policies to increase access to MOUD; specifically,
every unitincrease in stigma was associated with an 11-percentage point lower likelihood of
prescribing OUD medication.'® Additionally, there may be concerns about the potential for
diversion and misuse of buprenorphine, which can make providers cautious about prescribing it
without comprehensive resources and support.'®

Additionally, recent research highlights the significant impact that provider use of stigmatizing
language about or toward individuals with SUD has on treatment seeking. Terms like "drug abuse"
and "addict" can trigger explicit and implicit biases among healthcare providers, leading to
suboptimal care and reduced treatment engagement.'? Stigmatizing language fosters
discrimination and dehumanization, which can deter individuals from seeking help and negatively
affect their treatment outcomes.’?” In contrast, using person-first language, such as "person with
OUD," is associated with better treatment adherence and more favorable health outcomes.'?®
Table 2 provides recommendations for non-stigmatizing language to replace language that
stigmatizes people with SUD.
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Recommendations for non-stigmatizing language about substance use disorder
(adapted from Shatterproof.org resources)

Recommended language Stigmatizing language

1. Substance use disorder, addiction (if clinically accurate) Abuse, Drug problem, Habit/ Drug habit, Dependence

2. Use (forillicit substances); misuse, used other than
prescribed (for prescription medications)

3. Harmful, hazardous, problematic, or risky use

Person with opioid/alcohol use disorder Abuser, Addict, Druggie, User, Junkie
Has a [X] use disorder Addicted to [X]

Substance-free; related: no longer using [X substance] Clean

Adherent Compliant

Withdrawal management Detox

Person who tests positive for substance use Dirty

Baby with neonatal opioid withdrawal/neonatal abstinence  Drug addicted infant, addicted baby, born addicted
syndrome; related: newborn exposed to substance

Use of X substance Drug of choice or abuse

Person arrested for drug violation; related: person with Drug offender
criminal legal involvement

Person in recovery or person in long-term recovery Ex-addict, former/ reformed addict

Medication for Opioid Use Disorder (MOUD) Opioid replacement/ substitution/ maintenance
therapy, medication assisted treatment

Resumed or experienced a recurrence of substance use or Relapse, lapse, slip
substance use disorder symptoms

Recovery management Relapse prevention
Well, healthy, in recovery Sober

Maintained recovery Stayed clean
Person who is using [X substance] Untreated addict

Addressing Stigma in Healthcare. Stigma reduction trainings for healthcare providers can
contribute to improving the quality of care for patients with SUDs. These trainings often include
educational components that address the root causes of stigma, such as misconceptions about
addiction and biases against people who use substances.’® Interactive elements, such as role-
playing and direct interactions with individuals who have lived experience of substance use, are
also effective in reducing stigma.’?® Additionally, incorporating motivational interviewing
techniques helps providers develop more empathetic communication skills.'* Multi-component
interventions that combine education, training, and structural changes within healthcare settings
have shown to be particularly effective.’® Other interventions that combined education, training,
and in-person contact with people in recovery have been shown to have enhanced provider-client
interaction at 9-month follow-up and reduced negative attitudes at 12-month follow-up.™’
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These trainings not only improve provider attitudes but also enhance patient outcomes by
fostering a more supportive and non-judgmental healthcare environment.™’

Needs of Specific High-Risk Populations

Supporting Pregnant and Postpartum Women with OUD. Pregnant women with OUD are at
elevated risk for pregnancy complications and maternal death, and their babies are at higher risk
of adverse outcomes such as neonatal opioid withdrawal syndrome (NOWS), poor fetal growth,
preterm delivery, or stillbirth.’2 Therefore, it is important for providers to be aware that substance
use treatment recommendations are different for pregnant women.'3'% For example, clinicians
should carefully weigh both the benefits and risks of continuing opioid medications and the
benefits and risks of tapering opioids, and consult with other expert medical providers.'3'¥’

Providing non-punitive, non-stigmatizing care is important. Historically, people who use
substances during pregnancy have been highly stigmatized, and even penalized, for their
addiction.™® According to advocates, as recently as 2024, prenatal substance use was considered
child abuse in 25 states and a crime in 7 states.® The rate of child protection system involvement
attributed to perinatal or parental substance use has doubled in recent years.*® As aresult of a
punitive approach, people who use substances while pregnant may be deterred or delayed from
seeking care because of fear of detection, prosecution, and punishment.’' However, supportive,
rather than punitive approaches, can lead to better health outcomes for both mother and child.
Keeping babies with their mothers helps with bonding and attachment, and promotes a healthier
start for the child. Breastfeeding has been shown to reduce the severity and duration of NOWS,
and methadone and buprenorphine are compatible with breastfeeding.® Furthermore, keeping
mothers and babies together can provide a sense of stability and support for the mother, which is
critical during the postpartum period. This support can help mothers stay engaged in their
treatment and reduce the risk of return to use.’?

Caring for pregnant and postpartum women also provides an opportunity to implement trauma-
informed and family-friendly care practices, given the high rates of trauma and intimate partner
violence among women with OUD."® Harm reduction strategies, such as providing access to
naloxone, syringe services, and safe breastfeeding practices, can help reduce poor obstetrical
outcomes and parental mortality.’* Increasing training for health care providers in both obstetric
and addiction medicine is necessary to equip them with the skills to care for pregnant women with
OUD and manage co-occurring conditions.’ Expanding access to support services like doula
care, home-visiting programs, and childcare services can improve maternal health equity, reduce
stigma, and support treatment engagement.'®
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People Leaving Incarceration. A significant overlap between substance use and incarceration
underscores the need for effective treatment programs within the criminal justice system and
following release. Approximately 65% of people in prison have an active SUD."* Additionally,
another 20% of inmates, while not meeting the official criteria for an SUD, were under the
influence of drugs or alcohol at the time of their crime.’ The highest risk of overdose for
individuals with OUD occurs within the first two weeks following their release from
incarceration.'® During this period, the risk of opioid overdose is significantly elevated, with
former inmates being up to 40 times more likely to die of an opioid overdose compared to the
general population.’™® This heightened risk is due to several factors, including reduced tolerance
to opioids after a period of abstinence during incarceration and the challenges of reintegrating into
society without adequate support.'®147

MOUD treatment significantly reduces the risk of post-release mortality and supports long-term
recovery, even in comparison to other substance use treatments. Despite evidence of efficacy,
few carceral settings provide MOUD to prisoners. One carceral system that incorporated MOUD
has shown that administering buprenorphine and other types of MOUD in a jail setting has
reduced deaths immediately following release and led to relatively high retention for people to fill
their first prescription of buprenorphine outside the jail.'®

Effective pre-release planning can bridge the gap between incarceration and community
reintegration, reducing the likelihood of return to use and recidivism. Beginning in 2023, some
Medicaid 1115 waivers allow Medicaid to cover treatment for individuals with OUD during the last
30 days before their discharge from incarceration. These waivers aim to improve care transitions,
increase continuity of health coverage, and reduce disruptions in care, improving health
outcomes and reducing recidivism rates.’™° By leveraging 1115 waivers, states can create more
integrated and effective systems of care for individuals with SUD, ultimately improving health
outcomes and reducing the burden of substance use on the healthcare system.™’

Telehealth delivery

Telehealth has shown promise for improving MOUD retention and lower odds of medically treated
overdose.’?'%3 As discussed in the Policy and Regulatory Changes section, the COVID-19
pandemic led to rapid expansion of telehealth and associated policies and regulations that
supported the use of telehealth as a model of care. SAMHSA made permanent other provisions
that were introduced during the COVID-19 public health emergency, including allowing for the
initiation and continuation of MOUD, including buprenorphine, through telehealth, which can be
conducted via audio-visual or audio-only platforms.””

Beyond creating a policy and regulatory environment conducive to increasing uptake of telehealth
in primary care settings, the pandemic also created an emerging market for commercial
telehealth vendors. Some partner directly with medical practices and others, such as Bright Heart
Health, offer direct substance use care to patients, and can provide MOUD or psychosocial
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interventions, such as contingency management or cognitive behavioral therapy (CBT), or collect
and track patient-reported outcomes (PROMs). Additionally, there are various electronic health
applications (apps) now on the market, such as Affect Therapeutics, CHESS Health, and
WEConnect Recovery, that provide digital health platforms and solutions to support individuals in
their recovery from SUDs. Some include features that allow people to track recovery progress,
view motivational content, learn cognitive behavioral therapy techniques to support recovery,
access educational material, and locate local support groups. These are tools providers could
recommend to patients.

Barriers to Integrating MOUD into Health Care Settings

Too Few Primary Care Providers Prescribing MOUD. Primary care providers are well positioned to
screen patients for OUD and engage these individuals in treatment. However, a lack of providers
who prescribe MOUD creates a significant barrier to treatment with MOUD. "% According to a
report by the U.S. Department of Health and Human Services' Office of Inspector General, in 2022,
19% of U.S. counties did not have an MOUD provider, despite many of these counties having a

high need for such services.* Primary care providers often serve as the first point of contact for
patients, including those experiencing persistent or chronic pain symptoms.’ In a 2019 analysis,
the most common specialties prescribing high volumes of opioids were family medicine (32%)
and internal medicine (23%), with significant variations between geographic regions.®

The Centers for Disease Control, the National Institute on Drug Abuse, American Society for
Addiction Medicine, and the Food and Drug Administration all emphasize that treating patients
using MOUD does not require specialization.’® Studies have shown that primary care providers
can effectively manage MOUD with outcomes comparable to those in specialty settings.1¢°
However, a significant gap remains between those who can prescribe MOUD and those who
actually do. Beginning in 2021 with the relaxation of the X-waiver requirements, 5,830 new
providers were certified to treat MOUD. However, it did not result in a marked increase in the
number of patients with OUD filling buprenorphine prescriptions.’™' Even without the X-waiver
and with an increase in assistive tools like telehealth, progress toward increasing the number
of primary care providers offering MOUD has been slow, particularly in rural areas.®?

Behavioral Health Workforce Shortages. According to HRSA, the US is experiencing a mental
health crisis with increased levels of unmet behavioral health needs among people of all ages.®®
Substantial shortages of addiction counselors, therapists, psychologists, psychiatrists, and
school counselors are projected in 2037.%3As of August 2024, more than one third of the U.S.
population lives in a Mental Health Professional Shortage Area. Rural counties are more likely than
urban counties to lack behavioral health providers.' Residents of rural counties are also more
likely to receive behavioral health services from primary care providers.'®® The lack of uniformity in
behavioral health providers’ scope of practice, reimbursement challenges, and increased burnout
hinder the accessibility of the behavioral health workforce.®®
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While MOUD is a stand-alone treatment, the absence of a sufficient behavioral health

workforce can significantly impact the effectiveness of offering MOUD in primary care settings.
Behavioral health specialists, such as counselors and social workers, play a crucialrole in
providing the comprehensive care needed for patients with OUD. Without adequate behavioral
health support, patients may not receive the necessary counseling and psychosocial
interventions that complement MOUD, potentially leading to poorer treatment outcomes.*®
Moreover, a shortage of behavioral health workforce may also increase the likelihood of early
discontinuation of MOUD. Patients with OUD often have complex needs that require coordinated
care and continuous support, especially during the initial stages of treatment. Without behavioral
health services, patients may struggle to stay engaged in treatment, increasing the risk of return
to use and overdose.*®

Inadequate Pharmacy Supplies. Despite the critical role of buprenorphine in treating OUD,
some retail pharmacies do not stock this life-saving medication.’* A study published in May 2023
revealed that fewer than 60% of retail pharmacies carry buprenorphine, with independent stores
being less likely to stock it compared to chain pharmacies.’® This lack of availability creates
significant barriers for patients seeking treatment, forcing them to visit multiple pharmacies to fill
their prescriptions.’® The American College of Emergency Physicians (ACEP) highlights this issue
in their 2023 report, emphasizing the need for increased pharmacy participation to improve
access to OUD treatment.’®?

Moreover, national companies that faced lawsuits related to the opioid crisis are hesitant to stock
or produce buprenorphine in large quantities.'®'%® These companies, including major pharmacy
chains and opioid manufacturers, are concerned about the potential legal and reputational
repercussions of being associated with high levels of buprenorphine prescriptions.’®*'% The ACEP
report underscores that while the removal of the X-waiver requirement has expanded the number
of eligible prescribers, the reluctance of pharmacies and healthcare providers to fully embrace
buprenorphine remains a significant hurdle in the fight against the opioid epidemic.'®?

Prescribing Limits. State policies have been enacted to curtail prescribing prescription opioids.
Currently, 46 states have mandatory Prescription Drug Monitoring Programs (PDMP) that require
dispensers to report prescription information for controlled substances. The specifics of these
mandates can vary by state, such as the frequency of reporting and the types of substances that
must be reported.’® In addition, many states have enacted legislation that sets limits on opioid
prescribing practices, such as restricting the length of first-time opioid prescriptions'® or upper
limit doses for buprenorphine.’ A study of a West Virginia cohort of Medicaid patients concluded
that a state level policy was too broad and that policies that were more tailored to the patient were
more effective at reducing the length of opioid prescriptions.'®® Moreover, buprenorphine, as a
partial agonist, was initially included in the Suspicious Order Reporting System (SORS) as a typical
opioid rather than a treatment medication for OUD.
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Access to Treatment Barriers. Access to treatment remains inadequate for many Americans.

In 2021, an estimated 2.5 million people aged 18 years or older in the U.S. had opioid use disorder
in the pastyear, yet only 1in 5 of them (22%) received medications to treat it.'® Some groups were
substantially less likely to receive medication for opioid use disorder, including Black adults,
women, those who were unemployed, and those in nonmetropolitan areas.'® Other barriers
include a lack of MOUD providers in their area and having to travel long distances to get access to
medications; health-related social needs, including transportation to get to appointments; and
access to related care, such as psychosocial services.'® Access to free or affordable treatment is
limited for those without insurance® and those with public insurance may have few options for
providers who will accept it.**Stigma, a fear of withdrawal symptoms, or disinterest in pursuing or
maintaining treatment are some of the personal barriers to MOUD. Many are not aware that
treatment is effective or that it is available. In addition to providing medical treatment, providers
need to be educators and advocates to promote retention and recovery for their patients.

C. New Models, Tools, and Resources

Related Research Questions

4. What are the models being employed to treat people with OUD using medication? (e.g., medication
first model, low-barrier care, harm reduction, etc.)

5. What are the evidence-based tools and resources to facilitate using medications to treat people
with OUD?

The literature review indicated the low-threshold care model as the prevailing evidence-based
care model to treat MOUD and highlighted trends in the use of psychosocial services and peer
recovery specialists. As noted, the literature review also identified 173 tools and resources to
facilitate treatment with MOUD, which are currently under review for inclusion within the AHRQ
Academy’s Substance Use (SU) or Unhealthy Alcohol Use (UAU) Tools and Resources Collections.

Low-Threshold Care Model

Low-threshold care has emerged as the evidence-based care model most accessible for people
with OUD and feasible for primary care providers. Low-threshold care for providing MOUD is
based on harm reduction principles. The model emphasizes removing the barriers common to
conventional OUD treatment, such as lengthy intake prior to initiating medication, and ensuring
equitable access to care and treatment. Low-threshold approaches prioritize a “medication
first” approach to buprenorphine; individualized psychosocial support; and caring, long-term
clinical relationships. Benefits of low-threshold programs for patients with OUD, include greater
access, improved retention, and reduced overdose rate, and are supported by substantial
scientific evidence.'%"75
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Putting this into practice, key components of low-threshold treatment programs for patients with
OUD include:

e Prompt (same day) initiation of buprenorphine prior to lengthy assessments or treatment
planning sessions.

e Maintenance buprenorphine delivery without arbitrary tapering or time limits.

e Offering—but never requiring—individualized psychosocial services.

e Buprenorphine continuation based solely on the patient's clinical circumstances; positive
tests for illicit substances should not result in discontinuation of buprenorphine.

e Flexibility in dosing, protocols, policies, and workflows for initiating and maintaining
buprenorphine therapy.

e Availability in settings that best meet patient needs, such as primary and ambulatory care,
mobile treatment sites, syringe exchange programs, and telehealth.

More detailed guidance and information about implementing low-threshold care can be found in
this AHRQ Academy Issue Brief: The Role of Low-Threshold Treatment for Patients with OUD in
Primary Care.

Use of Psychosocial Services

Analysis of data from between 2015 and 2017 found that over 60 percent of people with OUD had
a mentalillness in the previous year."”® People with OUD are also more likely to die by suicide: a
global systematic review found that people with OUD died by suicide at nearly eight times the
expected rate.””” Common mental health disorders include depression, anxiety, post-traumatic
stress disorder, and attention-deficit/hyperactivity disorder (ADHD).”® Many people with OUD also
experience health related social needs, such as unstable housing, food insecurity, living in unsafe
places, or financial stress.’”®

Given the current emphasis on medication as a front-line approach, there are differing
perspectives on the importance of psychosocial approaches in MOUD treatment. A number of
studies have found no significant difference between MOUD-only and MOUD with psychosocial
support services in treatment retention.’® However, psychosocial services play a key role in many
peoples’ recovery. The best available evidence suggests there is a valuable role for psychosocial
supports in conjunction with MOUD, but the studies and reviews to date do not establish which
models of psychosocial treatment are most likely to prove effective, in which type of setting, or
with which populations.™' Most important, care that is person-centered will inform what a person
in recovery needs to support them.
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Use of Peer Recovery Specialists

There has been growing use of peer recovery specialists, who can play a crucial role in MOUD
treatment by providing support and guidance based on their own lived experiences with recovery.
They offer emotional support and mentorship, serving as positive role models and sharing their
recovery journeys to inspire hope and demonstrate that recovery is possible.'®Additionally, they
educate individuals about MOUD, dispelling myths and misconceptions, and advocate for
patients' needs within the healthcare system.' While there is a need for additional research on
the impact peer recovery specialists have on MOUD retention or remission, incorporating peer
support services into treatment, either in primary practice or adjacent, is an accessible and
increasingly utilized way to engage and retain patients in recovery support.'8+18

Tools and Resources

Tools and Resources identified in the literature review fall under five categories:

OUD Awareness and Education
OUD Prevention

Training and Education for MOUD
MOUD Implementation
Preventing Overdose

O bkrwbd=

Materials included fact sheets and brochures, clinical guidelines, instruments and protocols,
patient forms, reports, issue briefs, toolkits, training and educational materials, webinars and
videos, and websites. Many of the tools and resources came from government agencies, such
as AHRQ, SAMHSA, National Institute on Drug Abuse, the Department of Veterans Affairs, state
health departments, and others. Other sources included professional organizations such as the
American Society of Addiction Medicine.

The materials largely focus on provider knowledge and cover topics such as understanding OUD,
addiction, and MOUD and include guidelines for prescribing, dosing and tapering, and pain
management. The materials also include hands on tools such as checklists, assessments,
screeners, patient agreements, and materials to share with patients with low health literacy.
While the tools and resources are mostly geared toward primary care providers, they may also be
of interest to pharmacists. In addition, public-facing educational materials and toolkits are for
local health departments, hospitals and health systems, rural communities, and others to use to
engage the public in learning about and working to address the ongoing opioid crisis.

As noted, these tools and resources were reconciled with the existing materials available in the
Academy’s collections and new items added to the Substance Use (SU) or Unhealthy Alcohol Use
(UAU) Tools and Resources Collections, as appropriate.
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D. Literature Review Summary and Conclusion

Since the first Playbook was published, the opioid crisis has continued and the landscape of drug
use has changed dramatically, reaching alarming levels. This urgent problem has called for an
equally urgent response—first and foremost, to keep people alive.

This literature review uncovered new developments in MOUD policy and regulation, substance
use trends and approaches, and models to improve MOUD integration into primary care.
Numerous challenges to implementing MOUD treatment into primary care remain and a multi-
faceted approach is necessary to increase care delivery. While removal of the X-waiver
requirement did not result in a major increase in prescribing, it revealed the potential to meet the
need for MOUD. Telehealth is now an established part of healthcare practice that improves access
to MOUD care. Buprenorphine is a much needed, under-utilized medication and integrating it into
accessible primary health care has the potential to increase access and save lives.

Stigma toward people with SUDs by health care providers is an enduring barrier to optimal patient
care and outcomes. Other structural and logistical challenges also require time and resources,
but there is growing evidence of success in implementation and better outcomes. Low-threshold
care holds promise as an accessible model for primary care providers to adopt in the larger effort
of saving lives.

These findings highlight recent trends and research that influences MOUD in primary care settings
and areas for additional and refined Playbook content.

'ﬂ Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 25



IV. Findings: Key Informant Interviews

The second part of the Environmental Scan for the MOUD Playbook content update gathered the
perspectives of subject matter experts to learn about significant developments in MOUD since the
original Playbook was published. This work resulted in the identification of several key themes,
including 1) addressing stigma as a barrier and developing support for MOUD provision at all levels
of the practice organization; 2) challenges to implementation, including provider workload, low
reimbursement levels, education and training needs, and the impact of the X-waiver elimination;
and 3) facilitators to implementation, including low-threshold care, practice facilitators, and
reimbursement policies. This section discusses these findings in more detail.

Addressing Stigma and Gaining Support for MOUD Integration

All key informants identified stigma as the greatest barrier to providers’
willingness to offer MOUD treatment and for building institutional support.
However, without support from other providers, staff, or practice
leadership, an MOUD program will struggle to “get off the ground” or be
sustained over time. According to several key informants, a multi-faceted
approach is required, providing medical information, public health data,
and other relevant fact-based information, as well as demonstrating the
human, compassionate side of providing substance use care.

“You have to hit
them in the head
and the heart.”

Three of the key informants were long-time rural primary care providers who had spent decades
training and mentoring other providers to integrate MOUD treatment in their practices.

They described a framework of tenets for implementing MOUD, which included garnering the
support of all involved, engaging everyone in training, and mentoring staff until they were
established and comfortable operating on their own. Itis a process that can take months or years
to complete and requires strong institutional support. While many primary care practices may not
have access to this level of resources, the guidance for the Playbook provided by the key
informants can inform an incremental approach to tailoring training and building support.

Key informants described successful strategies for addressing stigma and misinformation providers
and staff may have about substance use disorders. Some of their recommendations include:

e Encouraging sharing of all questions and concerns from the care team and leadership, no
matter how implausible or extreme they may seem. As one key informant emphasized, it is
crucial to address any preconceptions that might deter someone from treating a patient
with OUD.

e Providing data to counter misconceptions and inaccurate beliefs. For example, present and
explain data that indicates people with OUD are unlikely to seek opioids at the ED, where there
are often long wait times.
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e Understanding that some stigma is rooted in concerns for
personal safety or safety of others, such as whattodoifa
patient becomes violent. Clearing up misconceptions
about how people with OUD generally behave (not
violently) can remove unwarranted concerns.

“l have stories from working,
seeing patients and having lives
change. Having people get kids

back out of the foster care
system. People that are pregnant
and using fentanyl and stabilizing
and having a delivery and having
that dyad stay together, people
going back to work.”

e Sharing stories about patients who have been successful
in recovery and regained control of their lives, and
emphasizing the unique and powerful role providers play
in preventing overdose through the prescribing of
buprenorphine.

Several key informants highlighted the importance of "normalizing" opioid use disorder (OUD) by
comparing it to other chronic illnesses, such as diabetes, which are routinely managed by primary
care providers. They also emphasized that providers might already have patients with OUD who do
not fit the typical stereotype of a person who uses drugs. For instance, a patient might be taking
high doses of opioid prescription medication for pain without being recognized as having OUD.
One key informant shared an experience of working with practice staff in a small community.
When the staff realized how many personal connections they had to individuals who had died
from overdoses, they began to view patients with OUD as neighbors rather than "others."

However, it is important to understand there is no “one-size-fits-all-approach;” depending on the
characteristics of a practice, experiences in addressing stigma and reaching patients with OUD
may be different. The key informants who practiced in rural areas work in a context where primary
care practices are central hubs for health care and approaches can be adapted for local needs.
Treating patients with OUD may not be successful in other primary care locations or with different
populations. What works in a rural practice may be a world away from what is feasible in an

urban hospital.

Implementation Challenges

Provider Workload. Key informants emphasized a discouraging lack of interest by primary care
providers to offer MOUD. Among other reasons, these providers already manage a wide range of
services within tight schedules, making them hesitant to take on patients with substance use
disorders, who are perceived as requiring more complex and time-consuming care. As one key
informant noted, primary care providers are asked to do more and more but with the same
resources. Asking them to add an additional service without adding resources or reducing current
obligations increases their already heavy workload. With a national shortage of primary care
providers, an already overburdened system may have limited capacity to expand services to meet
the current needs of OUD patients in some communities.
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Reimbursement Levels. Treatment services for substance use disorder are reimbursed at lower
rates than for physical health conditions, despite parity laws that aim to close this gap.

Low reimbursement rates may be a challenge to primary care practices who operate on tight
budgets. Several key informants recommended that higher reimbursement could both incentivize
and enable health care providers to offer MOUD.

Education and Training. Findings from the literature review emphasized that training and
knowledge about treating OUD is a crucial component for providers to feel confident in their skills
and abilities. One key informant, a policy expert, felt that inadequate training explained low rates
of retaining prescribers to provide MOUD. A study he conducted found as many as 80 percent of
buprenorphine prescribers were no longer prescribing one year later.

Key informants noted a dearth of medical education or

residency programs that incorporate training on addictions “Every medical school [in the
and their treatment, limiting the potential for a more state] is now training the
prepared workforce of newly trained providers. medical students on substance
However, one key informant who trains medical residents in use disorders...then they show
addiction treatment said residents who receive this training up at residency, and they're like,
and move on to other hospitals sometimes pressure their why are we not doing this?
new institutions to expand treatment services.

While training during formal medical education may be limited, there are ample resources for
continuing medical education, training, or technical assistance, including online classes, hub and
spoke models, ECHO case presentation sessions, on-site or virtual practice facilitation,
mentoring, consultation lines, or other strategies. However, it can be challenging to engage
primary care providers in training. One key informant described the significant effort a colleague
put into creating original content targeted toward rural primary care providers and substantial
outreach efforts, which resulted in disappointingly low participation.

The Impact of Eliminating the X-waiver. When the X-waiver requirement was paused, and later
eliminated in 2023, the number of potential buprenorphine prescribers increased exponentially to
an estimated 1.8 million healthcare providers. However, there has not been a significant rise in the
number of prescribers, indicating other factors remain significant obstacles. Several key
informants explained the X-waiver had not been a major barrier in the first place, and it would be
unrealistic to expect a flood of providers to begin prescribing MOUD with its elimination.

The change in policy, however, demonstrates the volume of potential providers and reduces the
barriers to prescribing buprenorphine for OUD. One key informant, a policy expert, suggested that
a greater impact may be achieved from supporting fewer providers to become “high-volume”
prescribers, rather than casting a broader net to try to capture more providers who are less likely
to begin prescribing and more likely to stop prescribing.
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Implementation Facilitators

Low-Threshold Care. Key informants and TEP members felt strongly that primary care settings
should provide low-threshold care for buprenorphine treatment and are equipped to do so.
Because this model emphasizes rapid access to buprenorphine without requiring extensive
assessments or mandatory counseling sessions, providers do not need to devote limited time and
resources to engaging a client in care before getting them started on medication. Some TEP
members pointed out that some low-resource practices may not have the capacity to do more,
but the most important step for saving a person’s life, prescribing medication, is within reach.

Practice Facilitators. Several key informants described practice facilitation as vital in helping
healthcare practices implement and enhance their MOUD programs, if this resource is available
to them. Facilitators provide essential training and support to healthcare teams, ensuring they are
well-equipped to treat patients and integrate MOUD into the practice's workflow. They also offer
ongoing guidance and troubleshooting to help practices overcome challenges and continuously
improve their services. Furthermore, they aid in data collection and evaluation to assess the
effectiveness of the MOUD program and identify areas for improvement. This role is crucial in
expanding access to effective treatment for opioid use disorder and ensuring healthcare providers
have the confidence and resources to support their patients.

Reimbursement Policies. While reimbursement remains a challenge, there have been important
changes related to payment for substance use treatment and related care in recent years.

Many states have applied for Medicaid waivers to bolster their efforts to address the opioid
epidemic through paying for additional services, raising reimbursement rates, deploying alternate
payment methods, supporting additional provider types, and other means. Some private insurers
have also become more innovative in efforts to support more and better treatment of OUD, and
several philanthropic organizations have also supported treatment initiation and innovation. The
applicability of these changes is highly localized to each clinic, depending on their state, payer mix,
and other factors. Consultation with peer organizations and experts on payment methodology may
be very helpful in developing a financially sustainable approach to MOUD treatment.

Some of these changes have also reduced the charges to patients with OUD. For example:

e Inone keyinformant’s state, co-payments and the cost of the medication had been prohibitive
in the past but are now fully covered for patients.

e This key informant emphasized the importance of making treatment affordable, preferably
free, for patients. In rural populations with low incomes and high rates of uninsured people,
the cost of care can determine an individual’s ability to pursue treatment.

e Another key informant in a rural state mentioned Medicaid expansion during the COVID-19
pandemic resulted in coverage of 75% of buprenorphine prescriptions. Medicaid also began
paying for methadone and telehealth, which increased access for patients with transportation
difficulties.
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Key Informant Interviews Summary and Conclusion

The integration of MOUD into primary care settings is a complex but essential endeavor to
effectively address the opioid crisis. These key informant interviews highlight several critical
themes and challenges in this integration process.

Support from healthcare administration, commitment from champions, and reducing stigma are
foundational to successful MOUD integration. Education and ongoing implementation support are
necessary to build the knowledge and confidence of primary care providers. Additionally, the
challenges and facilitators to implementation are multifaceted. Primary care providers face
significant workload pressures and may lack the resources to treat patients with OUD effectively.
Increasing and retaining prescribers is vital, as is addressing the low levels of reimbursement for
providers. The low-threshold care approach has gained traction, emphasizing the importance of
rapid access to medication without upfront burden.

The insights of these key informants underscore the importance of a multi-pronged approach to
overcoming stigma, enhancing provider education, and ensuring sustainable integration of
MOUD into primary care. As one provider stated, "l can write a prescription. | can save lives.
How dare | not?”
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V. Synthesis & Recommendations

This synthesis incorporates findings from the environmental scan (comprehensive literature
review and key informant interviews), as well as written feedback gathered from the Technical
Expert Panel (TEP) on the full Playbook and discussed in a virtual meeting on January 6, 2025.
Although other topics emerged during this analysis, these are the most relevant areas to address
to ensure the Playbook content is accurate and serves as a practical resource for primary care
providers. The topics presented are not in order of priority.

Present the Playbook as an Easy-to-Understand, Non-Intimidating
Resource

Key informants and TEP members stressed the importance of simplifying information in the
Playbook, especially for new prescribers. Providing too much information, especially for providers
who have not yet started providing MOUD, could be overwhelming and may discourage clinicians
from treating patients with OUD. Recommendations for modifying Playbook information to make it
more accessible are as follows:

e Create a “Quick Start” guide that only includes the essential steps for a provider to get started
providing MOUD immediately. Items would include assessing the need for treatment,
educating the patient, managing withdrawal, creating a care plan, and other necessary early
steps for initiating and engaging a patient in care. The Quick Start guide should be featured
prominently at the beginning of the Playbook and linked throughout. The Guide should make it
clear that while the remainder of the Playbook contains helpful and actionable information for
improving and expanding MOUD treatment and services, using the Quick Start Guide does not
create an expectation that providers will go beyond its contents — prescribing the medication
is the most essential component of treatment and saves lives.

e Significantly reduce the length of the Self-Assessment Checklist and develop it in a manner
that indicates to the user where in the Playbook they should begin based on their results.
Work with the creators of the IMAT tool, a measure of organizational capability to provide
MOUD, to create an adapted version to be used in the Playbook as the Self-Assessment
Checklist; this would ensure this tool is populated with previously studied and validated
questions to assess readiness.

e Generally, edit and regroup content to be more user-friendly. Currently, many sections of the
Playbook are lengthy and dense with text. While the information is valuable, providers should
be able to scan it quickly to find what they need. Reducing sections with lengthy paragraphs of
text by editing out extraneous information and “chunking” information using bullets, call-out
boxes, tables, and infographics is recommended.

'ﬂ Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 31


https://www.jsatjournal.com/article/S0740-5472(21)00121-5/fulltext

Update Treatment Strategies to Reflect the Evolving Opioid Crisis

Major changes have occurred in the landscape of MOUD treatment since publication of the
original Playbook; the Environmental Scan elucidated many of these changes and key updates will
be made throughout the Playbook, as appropriate. Recommendations include:

e Update substance use trends that have impacted treatment approaches. Notably, the shift
from prescription opioids to synthetic opioids, use of stimulants, and polysubstance use has
prompted the need for rapid, comprehensive care. The model best suited for implementation
in primary care is low-threshold care. The Playbook should emphasize and provide guidance
and resources on this evidence-based approach.

e Update terminology and concepts (i.e., MAT to MOUD, clinical terms); clinical information
(i.e., new formulations such as injectable forms of buprenorphine, changes in frequency of
dosing, etc.); and outdated informational and instructional content.

e Ensure the Playbook contentis current, which is critical to its usefulness as a resource.
However, trends in substance use disorders and clinical implications are evolving rapidly.
As these initial content updates are made it should be considered how best to provide the
information to ensure future content updates can be made quickly and easily. For example,
when addressing topics where clinical guidelines are changing especially frequently, such as
medication formulations and dosing, it may make sense to embed resources that link to the
latest guidance rather than build out the information in the Playbook.

Refocus the Playbook to Promote Low-Threshold Care

Low-threshold care as a model for treating patients with OUD in primary care settings has grown in
emphasis substantially since publication of the original Playbook. It is celebrated for its patient-
centered approach, reducing as many barriers as possible to accessing care, and its emphasis on
the urgency of prescribing buprenorphine. In the original Playbook, low-threshold care was only
briefly mentioned as a guiding principle in the Implement MAT for OUD section, with several
sections of the Playbook preceding it. The Playbook content and structure should strongly
promote a low-threshold care approach and recommendations for doing so are as follows:

e Emphasize a low-threshold care approach to MOUD as a core message of the Playbook. Itis
important that we clearly convey that minimizing the demands placed on clients and making
services readily available and easily accessible save lives and is not unduly burdensome for
providers. Additionally, emphasize that there are external partners available that can provide
services beyond the scope or capacity of primary care providers.

e Use the Quick Start Guide to convey that prescribing buprenorphine comes first and is most
important. Subsequent sections of the Playbook, through their content and organization,
should make it clear that their contents are for improving and expanding MOUD treatment
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and services after prescribing begins. The contents should proceed from the most basic
required elements (Quick Start Guide) to more advanced material (for example, providing
whole person care). The recent AHRQ Academy Topic Brief on The Role of Low-Threshold
Treatment for Patients with OUD in Primary Care outlines a stepwise approach to MOUD

treatment that could serve as a useful model for reorganizing Playbook content from beginner

to advanced levels of care.

e Reframe the role of counseling and other psychosocial services as important but not required to

start treating patients using MOUD. Psychosocial services are a valuable component of OUD

treatment; however, the Playbook's priority focus should be to help primary care providers offer

buprenorphine to patients. Primary care providers may not have the capacity to address other

behavioral health needs. For those interested in expanding their approach beyond medications,

the Playbook will contain quality, updated information about the options for integrating other
behavioral health treatments into MOUD care, which users can easily access.

Address Stigma as a Barrier to Care

Stigma is one of the greatest barriers to treating patients with OUD, yet the current Playbook
includes brief and decentralized information on the topic. Providers need guidance on reducing

stigma to implement MOUD care. Recommendations for updating the current Playbook include:

e Feature information in the “Quick Start Guide” about the impact of stigma on MOUD care

and how to address it. Integrate information about stigma and links to resources throughout
the Playbook.

Provide training resources for easy, off-the-shelf use. Training is the cornerstone to addressing
stigma and foundational topics such as countering misinformation, using non-stigmatizing
language, and providing compassionate care can be used broadly within healthcare settings.

Provide assessment tools clinicians can use to measure stigma. These assessments can be
incorporated to evaluate the impact of initiatives or programs designed to reduce stigma,
measure the level of stigma in an organization as part of a needs assessment, as an educational
and awareness building tool, or as part of a continuous quality improvement program.

First-hand accounts from clinicians providing MOUD and patients receiving MOUD were noted
by key informants as especially powerful in reducing stigma:

Feature brief case studies from providers committed to this work, including what led them to
begin offering MOUD and how they have been personally enriched by the experience of helping
people with OUD turn their lives around.

Feature brief case studies of lived experiences of people with OUD who are in recovery and
received help from MOUD.
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Design the Playbook as a Hub for Training and Education

Results from the Environmental Scan emphasized the importance of training and education for
building knowledge, competence, and confidence, as well as reducing stigma. The TEP made
suggestions on enhancing training resources in the Playbook including:

e Provide easy to use materials. Several members of the TEP suggested that providers prefer a
limited number (those best supported by evidence) of straightforward tools and resources,
including templates with examples, checklists, and reference documents.

e Describe and provide links to validated resources from credible organizations, such as ASAM,
SAMHSA, PCSS, etc. at the national-level, and state and local resources, such as those from
the ECHO program, technical assistance, and mentoring programs, etc.

e Offer webinars to introduce the Playbook and explain its features.

Describe the Impact of Recent Policy Changes

The most significant policy changes impacting MOUD delivery since the first Playbook was
published are the elimination of the X-waiver; changes in telehealth delivery; and the availability
of naloxone. Playbook content updates should include updated information on these policy
changes as follows:

X-Waiver

e Healthcare providers with a Drug Enforcement Agency (DEA) license can prescribe
buprenorphine for OUD and no longer require a special waiver. Current Playbook content
on this topic is out-of-date and needs to be updated to reflect current regulations.

e Continuing education training requirements are eight hours of training on opioid or other
substance use disorders. Providers do not need to have this training before they begin
prescribing but will need to receive it before renewal of their three-year DEA registration.
Recommended resources to add to the Playbook include SAMHSA’s guidance on specific
training requirements and links to approved training courses.

Telehealth

e Telehealth provides tremendous potential for primary care providers to treat patients with
OUD. Providers can initiate MOUD treatment and prescribe buprenorphine via telehealth,
rather than in-person only, making low-threshold care easier to implement. It can reduce
patient stigma and is low-burden for providers who may be facing workforce shortages.
Itimproves access to treatment in provider deserts and rural areas; addresses logistical
barriers to care (i.e., childcare, transportation); allows patients to be seen confidentially; and
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increases efficiency for the provider. A section with information on the evidence supporting
telehealth programs for MOUD and integrated care, as well as best practices for establishing a
telehealth program, should be added to the Operations and Workflow section of the Playbook.

Naloxone

e Increasing the availability of naloxone in recent years has reduced overdose deaths.
Broader public health efforts to distribute it for free or reduced cost have helped improve
access. As of 2023, naloxone can be bought over the counter. The current Playbook should
update the Introduction to MAT section to include naloxone and include it in the discussion
about harm reduction.

e The Playbook should include resources for providers to locate naloxone distribution in their

communities and share with their patients, such as the National Harm Reduction Coalition.

Provide Guidance on the Unique Care Needs for Pregnant and
Postpartum Women with OUD

The number of pregnant and postpartum women with OUD has significantly increased in recent
years and itis important for primary care providers to be knowledgeable of unique treatment

recommendations and care needs for this subpopulation. The Playbook includes some information

about the special considerations for this subpopulation in the Treatment Approaches section;
however, this content requires updating. Recommendations for improving content include:

e Update informational content in the Treatment Approaches section of the Playbook outlining

the current recommended guidelines for treating pregnant women with OUD. Providers should
be aware that pregnant women with OUD have treatment needs that differ from non-pregnant
women, including the risks of withdrawal, risks of opioid exposure to fetuses/infants, and the
importance of prenatal and postpartum care.

Highlight opportunities to encourage recovery. According to a key informant, women with
OUD are often more motivated to recover when they are pregnant. Comprehensive care that
includes prenatal care, addiction treatment, mental health services, and postpartum support
improves outcomes for both mothers and their babies.

Provide information and resources to help clinicians understand their state’s policies on
mandated reporting to child protective agencies. Clinicians need to balance providing
compassionate care to women who may be distrustful of health care providers and fearful
of state agency involvement, and their legal responsibilities.
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VI. Conclusion

The environmental scan and feedback from the TEP have highlighted several key areas for updating
the MOUD Playbook to ensure it remains a valuable and practical resource for primary care
providers. The recommendations focus on simplifying the Playbook to make it more accessible,
updating content to reflect changes in the opioid landscape, promoting a low-threshold approach
to prescribing MOUD, addressing stigma, enhancing training and education resources, and
incorporating recent policy changes. Additionally, special considerations for treating pregnant and
postpartum women with OUD have been emphasized. As in the previous version of the playbook,
there will also be discussion of other high-risk populations, including those without housing,
adolescents, and some minorities. By implementing these updates, the Playbook will better support
providers in delivering effective and compassionate care to patients with OUD.
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Appendix 1.
Methodology for Literature Review and
Key Informant Interviews

The environmental scan provided an understanding of how the context of MOUD has changed
since the original Playbook was produced and informed the updated content of the Playbook.
The revised Playbook will serve as a stand-alone implementation support tool for delivery of
MOUD treatment in primary care.

The environmental scan consisted of three components:

I.  Literature Review
II.  KeylInformant Interviews
lll.  Synthesis and Recommendations

Literature Review Methods

The published literature search strategy was driven by the research questions (provided in the

Methodology section) and designed to yield peer-reviewed and other indexed literature, as well as

gray literature from Federal and non-Federal sources. Westat librarians developed the search

strategy through iterative testing of subject headings and keywords in select databases to identify
relevant terms, with feedback from project staff, select NIAC members, and other subject matter

experts affiliated with the Academy.

The search strategy was centered on the concepts of interest using an array of search terms
related to substances, medication and psychosocial treatment, and care systems and venues,

including telehealth. To answer the research questions, the concepts incorporated into the search

were focal populations, equity, barriers and facilitators, and models, tools, and resources.

Librarians conducted a comprehensive search for literature published from 1/1/2017-8/31/2024

in PubMed/MEDLINE, CINAHL (Cumulative Index in Nursing and Allied Health Literature),
APA PsycINFO®, ASSIA (Applied Social Sciences Index and Abstracts), and Cochrane Central
Register of Controlled Trials (CENTRAL).

Search strategy — Grey literature

The grey literature search was informed by the published literature strategy but strategically
focused on web-based resources from the federal government, nonprofit organizations, and
academia, as well as on MOUD tools. Search results were limited to 2019-2024.
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Screening and Data Extraction — Published Literature

The literature search yielded 8,534 peer-reviewed sources. Screening of search results occurred in

two rounds of review: (1) title and abstract and (2) full text.

Project staff used the software program Covidence to screen article titles and abstracts for

inclusion or exclusion based on pre-determined criteria (Exhibit 1). The sample was narrowed to

450 articles for further analysis. Staff developed a set of keywords based on themes they observed
as they screened the large sample of literature (Exhibit 2). They then assigned the keywords to the
abstracts as appropriate to group together literature with similar topics and themes. Once sorted,

the Project Director extracted the articles from Covidence for the next phase of analysis.

Using Microsoft Co-Pilot, an internet-based Artificial Intelligence program, project staff generated

brief summaries of individual abstracts categorized by each keyword. Finally, staff reviewed
results in keyword groups to identify common themes.

Exhibit 1: Inclusion and Exclusion Criteria

Inclusion Criteria
e Literature within the specified search timeframe.

e Literature focusing on healthcare delivery or workers, or patients within the United States

would be in scope).

related documents.

etc.) and within primary and other ambulatory care settings (for research questions 3, 4, and 5).

or resource (materials used to instruct or guide on a topic) in use to treat people with OUD
using medications.

Exclusion Criteria
e Literature outside the specified timeframe.
e Literature focused on industries, workers, or consumers outside of health care.

e Literature focused on countries other than the United States.

no full-text; proprietary documents; etc.

primary and other ambulatory care settings (for research questions 3, 4, and 5).

e Literature outside of the scope of the primary research questions.

(note: articles that discuss the US as part of a larger analysis that also examines other countries

e Literature thatis a peer-reviewed journal article (excluding study protocols), or a reputable grey
source: full-text presentations, technical reports, white papers, issue-briefs, or other government-

e Literature focusing on care related to patients with OUD (excludes surgery, oncology, ophthalmology,

e Literature within scope of the primary research questions: (1) addresses changes in MOUD policy,
(2) characterizes changes in the OUD or MOUD environment, (3) addresses changes in approach
to MOUD treatment, or (4) describes a model (a framework based on a theory or observation that
prescribes a set of tenets or practices), tool (an instrument used to carry out a specific function),

e Literature thatis a study protocol, not a peer-reviewed journal article, or a reputable grey source:
editorials, commentaries, blog posts, letters, and book reviews; conference abstracts/posters with

e Literature focused on care not related to patients with OUD or in care delivery settings other than
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Exhibit 2: Keywords

e Background: articles characterizing the epidemic/problem - rates of OUD or overdose, etc.; contributing
factors — polysubstance abuse, etc.; how things have changed as a result of COVID-19, etc.

e Barriers to treatment: stigma, access (geographical/distance), available providers, childcare,
employment, etc.

e Community partners: settings outside primary care — emergency department, jails, recovery centers,
mobile clinics, etc.

e Workforce/care team: adding new roles — recovery coach, peer navigators, pharmacists, etc.; adding
new responsibilities to existing roles, etc.

e Special populations: women, maternal health, adolescents, justice involved, LGBTQ+, elderly,
specific ethnic groups

e Telehealth: distance appointments with providers

e Medications: different medications and how they are delivered — naltrexone, methadone,
buprenorphine

e Rural: articles addressing rural populations (should specific rurality in text)
e Digital health: apps, online courses, etc.
e Tool/resource: toolkits, guides, screeners, etc.

e Models/clinical approaches: cognitive behavioral therapy, motivation interviewing, contingency
management, group appointments, medication first model, low-barrier care, harm reduction, etc.

¢ Finance/payment: cost effectiveness, how to pay for MOUD services, etc.

Screening and Data Extraction — Grey Literature

Project staff and the Principal Investigator reviewed the results of the grey literature results, which
consisted of federal grey literature, non-federal grey literature, and tools and resources, following
the inclusion and exclusion criteria used for the published literature review (Exhibit 1). Project staff
organized the included sources into a spreadsheet, reviewed each one, wrote a brief description
for each, and assigned relevant keywords from the same list used for the published literature
(Exhibit 2).

Inclusion and Exclusion Criteria — Tools and Resources

Tools and resources that were identified during the literature review and included in the tracking
sheet were compared to the existing Academy Substance Use (SU) and Unhealthy Alcohol Use
(UAU) Tools & Resources Collections to note if the item already exists in those collections. The list
was reviewed and discussed by the larger MOUD Playbook research team and decisions made
about what to include in each collection. Decisions about what to include were made according
to the Inclusion and Exclusion Criteria detailed in Exhibit 3.
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Exhibit 3: Inclusion and Exclusion Criteria - Tools & Resources

Inclusion Criteria
e |dentified tools and resources from credible sources. Credible sources are the established, trusted,
respected authors and organizations in the field.

e Identified tools and resources that are not already included in the Substance Use or Unhealthy
Alcohol Use Tools and Resources collections.

e Note: The best-supported tools and resources on a topic, as determined by the research team and
subject matter experts (utilizing TEP members and outside consultants, as appropriate) will be
highlighted in the updated Playbook; this applies to hew resources identified in the environmental
scan, as well as existing resources in the Substance Use Tools and Resources collection.

Exclusion Criteria
e |dentified tools and resources that are not from credible sources.

¢ |dentified tools and resources that are already available in the Substance Use or Unhealthy Alcohol
Use Tools and Resources Collections.

Tools and Resources.

There were 173 tools and resources identified in the literature review, which staff compiled into
aresults table. Staff reviewed each resource to determine if it was already in the Academy’s
Substance Use (SU) or Unhealthy Alcohol Use (UAU) Tools and Resources Collections. After the
team verified resources already in those collections, they created a list of the remaining
resources. The new resources were then uploaded to the website. The types of resources added
to the collection included screeners, training materials, guides for clinicians on different facets of
MOUD, and regulatory documentation.

Key Informant Interview Methods

We conducted nine virtual, semistructured interviews with subject matter experts (SMEs).

This supplementation had two objectives: (1) providing context to areas in the current Playbook
identified as deficient by the project staff, and (2) providing context to understudied areas of the
literature. After reviewing the MOUD literature and noting its major themes and limitations, the
project team reviewed the current Playbook and identified what would benefit from expert
feedback and reached out to potential interviewees, accordingly. Many of the areas that emerged
as major themes in the literature review were found to be missing from or underdeveloped in the
Playbook. To supplement the available evidence, key informants offered their perspectives as
frontline subject matter experts. We aimed for diverse perspectives on the most important themes
relevant to integrating MOUD into primary care practice.

Identification and Recruitment of Key Informants

Key informants included primary healthcare providers, experts in integrated behavioral health
implementation, researchers, and policy experts. We identified and recruited key informants
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through professional networks, including individuals with pre-existing relationships with AHRQ,
the AHRQ Academy, Technical Expert Panel (TEP) members, and the National Integration
Academy Council.

Key Informant Interviews

Interview questions for each key informant were drafted by the Principal Investigator and

project staff, as well as tailored to the interviewee's background and provided before the meeting.

A flexible set of questions allowed for a dynamic conversation driven by participant responses.
Interviews were conducted using Microsoft Teams by the Principal Investigator and project staff. All
key informants agreed to be recorded and were assured their responses would remain anonymous in
the Environmental Scan Report, and any subsequent deliverables to reduce social desirability bias
and protect their confidentiality. Interviews lasted approximately an hour and both the recordings,
and the transcripts produced by Microsoft Teams, were stored on Westat’s secure server.

Analysis and Summary of Key Informant Responses

Transcripts for each interview were reviewed for errors and corrected. A senior researcher who
helped conduct interviews analyzed each interview transcript. Analysis was a multi-step process.
After an initial read, the researcher reviewed the transcript again, highlighting passages relevant to
themes and questions posed by the research questions, as well as unique responses to questions
that drew from the informant’s area of expertise. The researcher then transferred the text to a new
document, organizing it according to themes, making annotations, and summarizing the main
findings. The senior researcher discussed the main themes with the Principal Investigator and
Project Director and continued to share and discuss findings throughout the co-writing of the report.

Inclusion of Technical Expert Panel Feedback

Simultaneously with the key informant interviews, the Technical Expert Panel (TEP) individually
reviewed the Playbook in its entirety, provided individual written feedback on strengths and
weaknesses, gaps, and recommendations, and met as a group to discuss their thoughts.
Written feedback and notes from the meeting transcript were consolidated and summarized
into main themes by research staff.

Synthesis and Recommendations

The research team reviewed results from the literature review, key informant interviews, and TEP
feedback all together to develop recommendations for Playbook updates and additions. The group
met several times to review the main findings from all stages of the environmental scan and
re-reviewed sections of the current Playbook to further refine our recommendations before writing
a summary report.
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Appendix 2.
Medications for Opioid Use Disorders

The Food and Drug Administration has approved three medications to treat opioid use disorder:
buprenorphine, methadone, and naltrexone. In addition, naloxone is an emergency antidote for
opioid overdose, which is available without a prescription.

Buprenorphine is a Schedule lll opioid medication that can be prescribed by any provider with a
DEA license. Those who do not have a DEA license can apply for one without any special training.

Buprenorphine is a partial opioid agonist, so it does not fully activate the opioid receptors.
Therefore, it results in less euphoria or breathing problems. Buprenorphine still involves some risk
of misuse or lethal overdose when combined with other substances. To lessen the risks of misuse
or diversion, providers often prescribe a medication that combines buprenorphine with naloxone,
an antagonist that blocks opioid receptors when injected intravenously. If these buprenorphine-
naloxone combination products are taken properly as an oral tablet or as a film placed under the
tongue (sublingual) or inside the cheek (buccal), the naloxone is not absorbed through the lining
inside the mouth or digestive tract. However, if someone tries to inject or snort the medication,
the naloxone will become bioavailable (i.e., activated) and they will go into withdrawal.

Different modes of administration provide flexibility to tailor treatment to the individual patient’s
needs. For example, long-acting buprenorphine injections can allow treatment to be delivered
weekly, monthly, or every eight weeks (for low-dose maintenance), which can improve adherence.
These injections can be beneficial to all persons with OUD but may be particularly ideal for
individuals being released from an emergency room or from jail.

Naltrexone is an antagonist that blocks opioid receptors. This medication prevents the rewarding
effects and euphoria from any opioids in the brain. Unlike methadone and buprenorphine,
naltrexone cannot be used to manage symptoms of opioid withdrawal, but it can help with
craving. Because it is an opioid antagonist, starting this medication requires abstinence from all
opioids to prevent triggering a severe opioid withdrawal episode. If given before resolution of
withdrawal, it may worsen withdrawal symptoms. There are no restrictions on the setting or
qualifications to prescribe naltrexone as it does not carry a risk for misuse or overdose.

Methadone is an agonist medication. It is important to understand the benefits of methadone as
you may need to refer patients to this treatment modality based on the complexity of their OUD.
Methadone for treatment of OUD can only be prescribed in certified opioid treatment programs
(OTPs). To find an OTP near you, see State Opioid Treatment Authorities (SOTA) | SAMHSA
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The table below compares the different pharmacotherapy options for MOUD.

Mechanism

of Action Typical Dosage Restrictions

Methadone Agonist Oral tablet, Liquid Withdrawal  Daily (60-120mg) for Dispensed in
&treatment tablet or liquid opioid treatment
programs
Buprenorphine Partial agonist Sublingual tablet, Withdrawal  Daily tablet (<6-24mg) DEA licensed
(e.g., Subutex, Buccal/ sublingual & treatment orfilm, provider
Sublocade, film, Injection Injection: Weekly (8-
Brixadi) (extended-release) 32mg)
Monthly (64-300mg)

Buprenorphine/ Partial agonist Sublingual tablet, Withdrawal  Daily DEA licensed
naloxone (e.g., Buccal/ sublingual &treatment Dosage differs by provider
Suboxone, film brand buprenorphine/
Zubsoly, naloxone)
Bunavail)
Naltrexone Antagonist Oral tablet, Treatment Monthly injection None
(e.g., ReVia, Injection (IM) (380mg)

Vivitrol, Depade)

Naloxone is a life-saving medication that can be used in an emergency to reverse an overdose.
Itis available over the counter and online without a prescription. Persons with OUD, those using
opioids to manage chronic pain, and others who spend time with people from these populations
are encouraged to carry naloxone for safety.

Mechanism
Name of Action Forms Uses Typical Dosage Restrictions
Naloxone Antagonist Nasal spray, Reverse opioid  As needed None
(e.g., Narcan, Injection (IM, SQ) overdose Nasal spray (4-10mg),
Rezenopy, Evzio, Injection (5mg/0.5ml,
Kloxxado, RiVive, can give multiple)
LifEMS Naloxone,
Zimhi)

'. Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 43



References

10.

11.

12.

Rep. Connolly GE[DV 11. H.R.2617 - 117th Congress (2021-2022): Consolidated
Appropriations Act, 2023.; 2022. Accessed March 16, 2025.
https://www.congress.gov/bill/117th-congress/house-bill/2617

ChuaK, Bicket M, Bohnert A, Conti R, Lagisetty P, Nguyen T. Buprenorphine Dispensing after
Elimination of the Waiver Requirement. New England Journal of Medicine.
2024,;390(16):1530-1532.

Heidari O, Banta-Green C. Expanding Access to Medications for Opioid Use Disorder:
Federal Policy Is Only a Part of the Solution. American Journal of Public Health.
2024;114(7):693-695.

Guy GJ, Jones C, Rikard M, Strahan A, Zhang K, Olsen Y. Individuals dispensed
buprenorphine in the United States before and after federal policy changes aimed at
increasing access. Journal of Addiction Medicine. Published online 2025.

Madras BK, Ahmad NJ, Wen J, Sharfstein JS. Improving Access to Evidence-Based Medical
Treatment for Opioid Use Disorder: Strategies to Address Key Barriers within the Treatment
System. NAM Perspect. 2020;2020. doi:10.31478/202004b

Kelley AT, Dungan MT, Gordon AJ. Barriers and Facilitators to Buprenorphine Prescribing for
Opioid Use Disorder in the Veterans Health Administration During COVID-19. Journal of
Ad(diction Medicine. 2021;15(5):439-440. doi:10.1097/ADM.0000000000000786

Haffajee RL, Bohnert ASB, Lagisetty PA. Policy Pathways to Address Provider Workforce
Barriers to Buprenorphine Treatment. Am J Prev Med. 2018;54(6 Suppl 3):S230-s242.
doi:10.1016/j.amepre.2017.12.022

Oros SM, Christon LM, Barth KS, Berini CR, Padgett BL, Diaz VA. Facilitators and barriers to
utilization of medications for opioid use disorder in primary care in South Carolina. Int J
Psychiatry Med. 2021;56(1):14-39. doi:10.1177/0091217420946240

Louie DL, Assefa MT, McGovern MP. Attitudes of primary care physicians toward prescribing
buprenorphine: a narrative review. BMC Family Practice. 2019;20(1):157.
doi:10.1186/s12875-019-1047-z

Huhn AS, Dunn KE. Why aren’t physicians prescribing more buprenorphine? J Subst Abuse
Treat. 2017;78:1-7. d0i:10.1016/j.jsat.2017.04.005

Foti K, Heyward J, Tajanlangit M, et al. Primary care physicians’ preparedness to treat opioid
use disorder in the United States: A cross-sectional survey. Drug Alcohol Depend.
2021;225:108811. doi:10.1016/j.drugalcdep.2021.108811

Komaromy M, Duhigg D, Metcalf A, et al. Project ECHO (Extension for Community
Healthcare Outcomes): A new model for educating primary care providers about treatment
of substance use disorders. Subst Abus. 2016;37(1):20-24.
doi:10.1080/08897077.2015.1129388

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 44



13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Expanded access to OUD medication during pandemic proved beneficial. Brown University
Psychopharmacology Update. 2023;34(1):6-8. doi:10.1002/pu.30964

Burke B, Miller E, Clear B, Weiner SG. A qualitative study to determine perspectives of
clinicians providing telehealth opioid use disorder treatment. Drug Alcohol Depend.
2024;256:111118. doi:10.1016/j.drugalcdep.2024.111118

Yeo EJ, Kralles H, Sternberg D, et al. Implementing a low-threshold audio-only telehealth
model for medication-assisted treatment of opioid use disorder at a community-based non-
profit organization in Washington, D.C. Harm ReductJ. 2021;18(1):127. doi:10.1186/s12954-
021-00578-1

Wunsch C, Wightman R, Pratty C, et al. Thirty-day Treatment Continuation After Audio-only
Buprenorphine Telehealth Initiation. J Addict Med. 2023;17(2):206-209.
d0i:10.1097/adm.0000000000001077

Mahmoud H, Naal H, Whaibeh E, Smith A. Telehealth-Based Delivery of Medication-Assisted
Treatment for Opioid Use Disorder: a Critical Review of Recent Developments. Curr
Psychiatry Rep. 2022;24(9):375-386. doi:10.1007/s11920-022-01346-z

Lira MC, Jimes C, Coffey MJ. Retention in Telehealth Treatment for Opioid Use Disorder
Among Rural Populations: A Retrospective Cohort Study. Telemed J E Health.
2023;29(12):1890-1896. doi:10.1089/tm;.2023.0044

Jackman R, Cook T, Larkin L, Ammon A. Providing access to telehealth for addiction therapy
and schyopharmacology in rural america. International Journal of Integrated Care (1JIC).
2019;19(S1):1-2. d0oi:10.5334/ijic.s3071

Pro G, Cantor J, Willis D, et al. A multilevel analysis of changing telehealth availability in
opioid use disorder treatment settings: Conditional effects of rurality, the number and types
of medication for opioid use disorder available, and time, US, 2016-2023. J Rural Health.
Published online 2024. doi:10.1111/jrh.12854

Rep. Stupak B[D M 1. Text - H.R.6353 - 110th Congress (2007-2008): Ryan Haight Online
Pharmacy Consumer Protection Act of 2008; 2008. Accessed March 16, 2025.
https://www.congress.gov/bill/110th-congress/house-bill/6353/text

U. S. Department of Justice, Drug Enforcement Administration. DEA Qualifying Practitioners,
DEA Qualifying Other Practitioner. Published online March 31, 2020. Accessed February 28,
2025. https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-
022)(DEA068)%20DEA%20SAMHSA%20buprenorphine%20telemedicine%20%20(Final)%20
+Esign.pdf

Third Temporary Extension of COVID-19 Telemedicine Flexibilities for Prescription of
Controlled Medications; 2024. Accessed March 16, 2025.
https://www.federalregister.gov/documents/2024/11/19/2024-27018/third-temporary-
extension-of-covid-19-telemedicine-flexibilities-for-prescription-of-controlled

Compact State Map. Interstate Medical Licensure Compact. Accessed February 28, 2025.
https://imlcc.com/participating-states/

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan

45



25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Physician License. Interstate Medical Licensure Compact. Accessed March 16, 2025.
https://imlcc.com/

42 CFR Part 2 -- Confidentiality of Substance Use Disorder Patient Records. Accessed March
16, 2025. https://www.ecfr.gov/current/title-42/part-2

Rep. Walden G[RO 2. H.R.6 - 115th Congress (2017-2018): SUPPORT for Patients and
Communities Act.; 2018. Accessed March 16, 2025. https://www.congress.gov/bill/115th-
congress/house-bill/6

Musumeci M, Published JT. Federal Legislation to Address the Opioid Crisis: Medicaid
Provisions in the SUPPORT Act. KFF. October 5, 2018. Accessed March 16, 2025.
https://www.kff.org/medicaid/issue-brief/federal-legislation-to-address-the-opioid-crisis-
medicaid-provisions-in-the-support-act/

Nakamoto CH, Huskamp HA, Donohue JM, Barnett ML, Gordon AJ, Mehrotra A. Medicare
Payment for Opioid Treatment Programs. JAMA Health Forum. 2024;5(7):€241907.
doi:10.1001/jamahealthforum.2024.1907

Cohen C, Hernandez-Delgado H, Robles-Fradet A. Medicaid Section 1115 Waivers for
Substance Use Disorders: A Review; 2021. Accessed March 16, 2025.
https://healthlaw.org/wp-content/uploads/2021/06/FINAL_Medicaid-1115-Waivers-for-
SUD-updated.pdf

Crable E, Jones DK, Walley AY, Hicks JM, Benintendi A, Drainoni ML. How Do Medicaid
Agencies Improve Substance Use Treatment Benefits? Lessons from Three States’ 1115
Waiver Experiences. J Health Polit Policy Law. 2022;47(4):497-518. doi:10.1215/03616878-
9716740

Humphreys K, Andrews C, Frank RG. Progress and Challenges in Medicaid-Financed Care of
Substance Use Disorder. AJP. 2024;181(5):359-361. doi:10.1176/appi.ajp.20230804

Christine PJ, Goldman AL, Morgan JR, et al. Insurance Instability for Patients with Opioid Use
Disorder in the Year After Diagnosis. JAMA Health Forum. 2024;5(7):€242014.
doi:10.1001/jamahealthforum.2024.2014

Martin K. Is Treatment for Opioid Use Disorder Affordable for Those with Public or Private
Health Coverage? Foundation for Opioid Response Efforts; November 2021. Accessed
March 16, 2025. https://forefdn.org/wp-content/uploads/2021/11/fore-moud-uninsured.pdf

Many Medicaid Enrollees with Opioid Use Disorder Were Treated with Medication; However,
Disparities Present Concerns. Office of Inspector General U.S. Department of Health and
Human Services; 2023. Accessed March 16, 2025.
https://oig.hhs.gov/reports/all/2023/many-medicaid-enrollees-with-opioid-use-disorder-
were-treated-with-medication-however-disparities-present-concerns/

Lindner SR, Hart K, Manibusan B, McCarty D, McConnell KJ. State- and County-Level
Geographic Variation in Opioid Use Disorder, Medication Treatment, and Opioid-Related
Overdose Among Medicaid Enrollees. JAMA Health Forum. 2023;4(6):€231574.
doi:10.1001/jamahealthforum.2023.1574

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan

46



37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

Niles L, Blaz J, Ng J, Strohmeyer J, Olin S, Maksut J, and Khau M. Medicare Fee-For-Service
Beneficiaries with Opioid Use Disorder in 2018: Disparities in Prevalence by Beneficiary
Characteristics. CMS OMH Data Highlight No.21. Baltimore, MD: CMS Office of Minority
Health. 2020. Accessed March 16, 2025. https://www.cms.gov/files/document/oud-
disparities-prevalence-2018-medicare-ffs-dh-002.pdf

Medicare and Medicaid Enrollees in Many High-Need Areas May Lack Access to Medications
for Opioid Use Disorder. Office of Inspector General. September 18, 2024. OEI-BL-23-00160.
Accessed March 16, 2025. https://oig.hhs.gov/documents/evaluation/9999/0OEI-BL-23-
00160.pdf

Bowser D, Bohler R, Davis MT, Hodgkin D, Horgan C. Payment-related barriers to
medications for opioid use disorder: A critical review of the literature and real-world
application. J Subst Use Addict Treat. 2024;165:209441. doi:10.1016/j.josat.2024.209441

Dowell D. Treatment for Opioid Use Disorder: Population Estimates — United States, 2022.
MMWR Morb Mortal Wkly Rep. 2024;73. doi:10.15585/mmwr.mm7325a1

Cost Sharing. Medicaid. Accessed March 16, 2025.
https://www.medicaid.gov/medicaid/cost-sharing/index.html

Substance Abuse and Mental Health Services Administration: Medicaid Coverage of
Medications to Reverse Opioid Overdose and Treat Alcohol and Opioid Use Disorders.
Substance Abuse and Mental Health Services Administration; 2024. Accessed March 16,
2025. https://library.samhsa.gov/product/medicaid-coverage-medications-reverse-opioid-
overdose-treat-alcohol-opioid-use-disorders/pep22-06-01-009

Medicaid and Children’s Health Insurance Programs: Essential Health Benefits in Alternative
Benefit Plans, Eligibility Notices, Fair Hearing and Appeal Processes, and Premiums and
Cost Sharing; Exchanges: Eligibility and Enrollment. Federal Register. July 15, 2013.
Accessed February 26, 2025. https://www.federalregister.gov/documents/2013/07/15/2013-
16271/medicaid-and-childrens-health-insurance-programs-essential-health-benefits-in-
alternative-benefit

McGinty EE, White SA, Eisenberg MD, Palmer NR, Brown CH, Saloner BK. US payment policy
for medications to treat opioid use disorder: landscape and opportunities. Health Aff Sch.
2024;2(3):gxae024. doi:10.1093/haschl/gxae024

Medicare and Medicaid Enrollees in Many High-Need Areas May Lack Access to Medications
for Opioid Use Disorder. Office of Inspector General | Government Oversight | U.S.
Department of Health and Human Services. September 23, 2024. Accessed February 26,
2025. https://oig.hhs.gov/reports/all/2024/medicare-and-medicaid-enrollees-in-many-high-
need-areas-may-lack-access-to-medications-for-opioid-use-disorder/

Clemans-Cope L, Lynch V, Payton M, Aarons J. Medicaid professional fees for treatment of
opioid use disorder varied widely across states and were substantially below fees paid by
medicare in 2021. Substance Abuse Treatment, Prevention, and Policy. 2022;17(1):49.
doi:10.1186/s13011-022-00478-y

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 47



47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

Cabreros |, Griffin BA, Saloner B, Gordon AJ, Kerber R, Stein BD. Buprenorphine prescriber
monthly patient caseloads: An examination of 6-year trajectories. Drug and Alcohol
Dependence. 2021;228:109089. doi:10.1016/j.drugalcdep.2021.109089

Behavioral Health Integration Services. Centers for Medicare & Medicaid Services; 2024.
Accessed January 5, 2025. Available at: https://www.cms.gov/files/document/mln909432-
behavioral-health-integration-services.pdf.

Seshamami M, Jacobs D. Important New Changes to Improve Access to Behavioral Health in
Medicare. CMS.gov Newsroom. November 6, 2023. Accessed March 16, 2025.
https://www.cms.gov/blog/important-new-changes-improve-access-behavioral-health-
medicare-0

Phan M, Triano S, Kelly L, Steinberg D. New Changes to Behavioral Health Intensive
Outpatient Program Coverage in Medicare. Center for Health Care Strategies; 2024.
Accessed March 16, 2025. https://www.chcs.org/resource/new-changes-to-intensive-
outpatient-program-coverage/

Wakeman SE, Powell E, Shehab S, Herman G, Kehoe L, Kaplan RS. A Cost Model for a Low-
Threshold Clinic Treating Opioid Use Disorder. J Behav Health Serv Res. 2024;51(1):22-30.
doi:10.1007/s11414-023-09853-4

Exploring Value-Based Payment to Encourage Substance Use Disorder Treatmentin Primary
Care. Center for Health Care Strategies. Accessed February 24, 2025.
https://www.chcs.org/resource/exploring-value-based-payment-to-encourage-substance-
use-disorder-treatment-in-primary-care/

Innovation Center Strategy Refresh. Centers for Medicare & Medicaid Services. Accessed
March 16, 2025. https://www.cms.gov/priorities/innovation/strategic-direction-whitepaper

Andraka-Christou B, Simon Kl, Bradford WD, Nguyen T. Buprenorphine Treatment For Opioid
Use Disorder: Comparison Of Insurance Restrictions, 2017-21. Health Aff (Millwood).
2023;42(5):658-664. doi:10.1377/hlthaff.2022.01513

American Medical Association. 2024 AMA Prior Authorization Physician Survey. Accessed
January 10, 2025. Available at: https://www.ama-assn.org/system/files/prior-authorization-
survey.pdf

A Prescriber’s Guide to Medicare Prescription Drug (Part D) Opioid Policies. Centers for
Medicare & Medicaid Services; 2024. Accessed January 10, 2025.
https://www.cms.gov/files/document/mln2886155-prescribers-guide-medicare-
prescription-drug-part-d-opioid-policies.pdf.

Fact Sheet: Final Rules under the Mental Health Parity and Addiction Equity Act (MHPAEA).
DOL. Accessed February 27, 2025. https://www.dol.gov/agencies/ebsa/about-ebsa/our-
activities/resource-center/fact-sheets/final-rules-under-the-mental-health-parity-and-
addiction-equity-act-mhpaea

New Mental Health and Substance Use Disorder Parity Rules: What They Mean for
Participants and Beneficiaries. DOL. Accessed February 27, 2025.
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/mental-health-parity/new-
mhpaea-rules-what-they-mean-for-participants-and-beneficiaries

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 48



59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

U.S. Overdose Deaths Decrease in 2023, First Time Since 2018. National Center for Health
Statistics. May 14, 2024. Accessed March 17, 2025.
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2024/20240515.htm

Lippold KM. Racial/Ethnic and Age Group Differences in Opioid and Synthetic Opioid-
Involved Overdose Deaths Among Adults Aged =18 Years in Metropolitan Areas — United
States, 2015-2017. MMWR Morb Mortal Wkly Rep. 2019;68. doi:10.15585/mmwr.mm6843a3

Newsome M. Hit Hard by Opioid Crisis, Black Patients Further Hurt by Barriers to Care.
Accessed March 28, 2025. http://capitalbnews.org/opioid-crisis-black-patients-barriers-
treatment/

Johnson N, Komaromy M. The national decline in overdose deaths is leaving Black
communities behind. STAT. 2025. Accessed January 26, 2025.
https://www.statnews.com/2025/01/24/overdose-deaths-declines-white-americans-rise-
black-communities-stigma/

Katz J, Sanger-Katz M, Thieme N. How Drug Overdose Deaths Have Plagued One Generation
of Black Men for Decades. New York Times. December 2024. Accessed December 23, 2024.
https://www.nytimes.com/2024/12/20/upshot/black-men-overdose-deaths.html

Gibbons J, Harris S, Solomon K, Sugarman O, Hardy C, Saloner B. Increasing overdose
deaths among Black Americans: a review of the literature. Lancet Psychiatry.
2023;10(9):719-726.

Henderson T. Overdose deaths are rising among Black and Indigenous Americans. Stateline.
October 2024. Accessed November 28, 2024. https://stateline.org/2024/10/29/overdose-
deaths-are-rising-among-black-and-indigenous-americans/

Spencer MR, Minino A, Warner M. Drug Overdose Deaths in the United States, 2001-2021.
Centers for Disease Control and Prevention; 2022.

Pardo B, Taylor J, Caulkins JP, Kilmer B, Reuter P, Stein BD. The Future of Fentanyl and Other
Synthetic Opioids. RAND Corporation; 2019. Accessed February 26, 2025.
https://www.rand.org/pubs/research_reports/RR3117.html

Friedman JR, Nguemeni Tiako MJ, Hansen H. Understanding and Addressing Widening Racial
Inequalities in Drug Overdose. Am J Psychiatry. 2024;181(5):381-390.
doi:10.1176/appi.ajp.20230917

Compton WM, Valentino RJ, DuPont RL. Polysubstance use in the U.S. opioid crisis. Mol
Psychiatry. 2021;26(1):41-50. doi:10.1038/s41380-020-00949-3

German D, Genberg B, Sugarman O, et al. Reported xylazine exposure highly associated with
overdose outcomes in a rapid community assessment among people who inject drugs in
Baltimore. Harm ReductJ. 2024;21(1):18. d0i:10.1186/512954-024-00940-z

Jawa R, Murray S, Blakemore S, et al. Xylazine and Adulterants in the Evolving Drug Supply:
Urgent Call for Responsive Education Models. Subst Use Addctn J. 2024;45(2):168-175.
doi:10.1177/29767342241231114

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 49



72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

Jiang X, Connolly S, Strahan AE, et al. Reported Xylazine Use Among Adults Aged =18 Years
Evaluated for Substance Use Treatment - United States, July 2022-September 2023. MMWR
Morb Mortal Wkly Rep. 2024;73(26):594-599. doi:10.15585/mmwr.mm7326a2

Pergolizzi J Jr, LeQuang JAK, Magnusson P, Miller TL, Breve F, Varrassi G. The New Stealth
Drug on the Street: A Narrative Review of Xylazine as a Street Drug. Cureus.
2023;15(6):e40983. doi:10.7759/cureus.40983

Volkow ND. Collision of the COVID-19 and Addiction Epidemics. Ann Intern Med.
2020;173(1):61-62. d0i:10.7326/M20-1212

Krawczyk N, Fawole A, Yang J, Tofighi B. Early innovations in opioid use disorder treatment
and harm reduction during the COVID-19 pandemic: a scoping review. Addict Sci Clin Pract.
2021;16(1):68. doi:10.1186/s13722-021-00275-1

Alexander GC, Stoller KB, Haffajee RL, Saloner B. An Epidemic in the Midst of a Pandemic:
Opioid Use Disorder and COVID-19. Ann Intern Med. 2020;173(1):57-58. d0i:10.7326/M20-
1141

42 CFR Part 8 Final Rule. January 31, 2024. Accessed February 26, 2025.
https://www.samhsa.gov/substance-use/treatment/opioid-treatment-program/42-cfr-part-
8

Kirkpatrick J. Naltrexone as Opioid Treatment: Who Does It Work For, Besides Cops? Filter;
2023. Accessed April 11, 2025. https://filtermag.org/naltrexone-opioid-use-disorder/

McClellan C, Lambdin BH, Ali MM, et al. Opioid-overdose laws association with opioid use
and overdose mortality. Addict Behav. 2018;86:90-95. do0i:10.1016/j.addbeh.2018.03.014

Naloxone Access Summary of State Laws. Legislative Analysis and Public Policy
Association; 2022. Accessed March 28, 2025. https://legislativeanalysis.org/wp-
content/uploads/2022/09/Naloxone-Access-Summary-of-State-Laws.pdf

Marley G, Annis IE, Ostrach B, et al. Naloxone Accessibility by Standing Order in North
Carolina Community Pharmacies. Journal of the American Pharmacists Association.
2024;64(3):102021. doi:10.1016/j.japh.2024.01.017

Gravlee E, Wartman C, Rosenthal M. Over-the-counter naloxone availability: Insights from
rural community pharmacists in the Southern US. Journal of the American Pharmacists
Association. 2025;0(0). doi:10.1016/j.japh.2025.102357

HuangY, Coggins TM, Cirildo S, Gandy C, Aparasu RR, Thornton JD. Patients’ willingness to
pay for naloxone: A national cross-sectional survey of prescription opioid users with chronic
pain in the United States. Journal of the American Pharmacists Association.
2024;64(3):102062. doi:10.1016/j.japh.2024.102062

Rikard SM, Strahan AE, Schieber LZ, Guy GP Jr. Trends in Naloxone Dispensing from Retail
Pharmacies in the US. JAMA. 2024;332(2):165-167. doi:10.1001/jama.2024.8323

Jiang X, Strahan AE, Zhang K, Guy GP. Trends in Out-of-Pocket Costs for and Characteristics
of Pharmacy-Dispensed Naloxone by Payer Type. JAMA. 2024;331(8):700-702.
doi:10.1001/jama.2023.26969

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan

50



86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

Estus E, Figueroa R, Lee H, Pegany V, Tefera L, Socal M. Increasing competition, improving
access, and lowering the cost of naloxone in California. Health Affairs Scholar.
2025;3(2):gxaf007. doi:10.1093/haschl/qxaf007

Andraka-Christou B, Golan OK, Williams M, Buksbaum S, Gordon AJ, Stein BD. A Systematic
Review of State Office-Based Buprenorphine Treatment Laws Effective During 2022:
Counseling, Dosage, and Visit Frequency Requirements. Subst Use Addctn J.
2024;45(2):278-291. d0i:10.1177/29767342231223721

The 42 CFR Part 8 Final Rule Table of Changes. Substance Abuse and Mental Health Services
Administration (SAMHSA). Accessed April 11, 2025. https://www.samhsa.gov/substance-
use/treatment/opioid-treatment-program/42-cfr-part-8/changes

Wakeman SE, Larochelle MR, Ameli O, et al. Comparative Effectiveness of Different
Treatment Pathways for Opioid Use Disorder. JAMA Netw Open. 2020;3(2):e1920622.
doi:10.1001/jamanetworkopen.2019.20622

Ma J, Bao YP, Wang RJ, et al. Effects of medication-assisted treatment on mortality among
opioids users: a systematic review and meta-analysis. Mol Psychiatry. 2019;24(12):1868-
1883. d0i:10.1038/s41380-018-0094-5

Dever JA, Hertz MF, Dunlap LJ, et al. The Medications for Opioid Use Disorder Study:
Methods and Initial Outcomes From an 18-Month Study of Patients in Treatment for Opioid
Use Disorder. Public Health Rep. 2024;139(4):484-493. doi:10.1177/00333549231222479

Facing Addiction in America: The Surgeon General’s Spotlight on Opioids. U.S. Department
of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation,
Office of the Surgeon General; 2016. Accessed March 16, 2025.
https://nida.nih.gov/nidamed-medical-health-professionals/opioid-crisis-pain-
management/facing-addiction-in-america-surgeon-generals-spotlight-opioids

Bailey SR, Lucas JA, Angier H, et al. Associations of retention on buprenorphine for opioid
use disorder with patient characteristics and models of care in the primary care setting. J
Subst Abuse Treat. 2021;131:108548. d0i:10.1016/j.jsat.2021.108548

Brackett CD, Duncan M, Wagner JF, Fineberg L, Kraft S. Multidisciplinary Treatment of Opioid
use Disorder in Primary Care using the Collaborative Care Model. Substance Abuse.
2022;43(1):240-244. doi:10.1080/08897077.2021.1932698

Watkins KE, Ober AJ, Lamp K, et al. Collaborative Care for Opioid and Alcohol Use Disorders
in Primary Care: The SUMMIT Randomized Clinical Trial. JAMA Internal Medicine.
2017;177(10):1480-1488. doi:10.1001/jamainternmed.2017.3947

Weinstein ZM, Kim HW, Cheng DM, et al. Long-term retention in Office Based Opioid
Treatment with buprenorphine. Journal of Substance Abuse Treatment. 2017;74:65-70.
doi:10.1016/j.jsat.2016.12.010

Williams AR, Mauro CM, Huber B, et al. Defining Discontinuation for Buprenorphine
Treatment: Implications for Quality Measurement. AJP. 2024;181(5):457-459.
doi:10.1176/appi.ajp.20230808

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 51



98.

99.

100.

101

102.

103.

104.

105.

106.

107.

108.

109.

110.

Cooper RL, Edgerton RD, Watson J, et al. Meta-analysis of primary care delivered
buprenorphine treatment retention outcomes. The American Journal of Drug and Alcohol
Abuse. 2023;49(6):756-765. doi:10.1080/00952990.2023.2251653

Harris RA, Kearney M, Keddem S, et al. Organization of primary care and early MOUD
discontinuation. Addiction Science & Clinical Practice. 2024;19(1):96. doi:10.1186/s13722-
024-00527-w

Villamil VI, Underwood N, Cremer LJ, Rooks-Peck CR, Jiang X, Guy GP. Barriers to retention
in medications for opioid use disorder treatment in real-world practice. J Subst Use Addict
Treat. 2024;160:209310. doi:10.1016/j.josat.2024.209310

. Austin EJ, Chen J, Briggs ES, et al. Integrating Opioid Use Disorder Treatment into Primary

Care Settings. JAMA Netw Open. 2023;6(8):€2328627.
doi:10.1001/jamanetworkopen.2023.28627

Austin EJ, Chen J, Soyer E, et al. Optimizing Patient Engagement in Treatment for Opioid Use
Disorder: Primary Care Team Perspectives on Influencing Factors. J Gen Intern Med.
2024;39(16):3196-3204. doi:10.1007/s11606-024-08963-9

Chambers L, Hallowell B, Zullo A, et al. Buprenorphine Dose and Time to Discontinuation
Among Patients with Opioid Use Disorder in the Era of Fentanyl. JAMA Network Open.
2023;6(9):e2334540.

Selitsky L, Nordeck C, Truong A, Agus D, Buresh M. Higher buprenorphine dose associated
with increased treatment retention at low threshold buprenorphine clinic: A retrospective
cohort study. Journal of Substance Use Addiction Treatment. 2023;147:e208981.

Grande L, Cundiff D, Greenwald M, Murray M, Wright T, Martin S. Evidence on Buprenorphine
Dose Limits: A Review. Journal of Addiction Medicine. 2023;17(5):509-516.

Noam KR, Schmutte TJ, Pirard S, Bourdon C, Langless D, Plant R. Associations Between
Inpatient Induction on Medications for Opioid Use Disorder and Postdischarge Medications
for Opioid Use Disorder Adherence, Overdose, and Service Use. Journal of Addiction
Medicine. 2023;17(3):€199. doi:10.1097/ADM.0000000000001092

Jakubowski A, Singh-Tan S, Torres-Lockhart K, et al. Hospital-based clinicians lack
knowledge and comfort in initiating medications for opioid use disorder: opportunities for
training innovation. Addiction Science & Clinical Practice. 2023;18(1):31.
doi:10.1186/s13722-023-00386-x

Shearer R, Englander H, Hagedorn H, et al. Hospital Provider’s Perspectives on MOUD
Initiation and Continuation After Inpatient Discharge. J Gen Intern Med. Published online
November 25, 2024. doi:10.1007/s11606-024-09008-x

CDC MMWR. QuickStats: Rate of Emergency Department Visits for Substance Use Disorders
Among Adults Aged =18 Years, by Age Group — National Hospital Ambulatory Medical Care
Survey, United States, 2018-2019 and 2020-2021. MMWR Morb Mortal Wkly Rep.
2023;72(39):1073. d0i:10.15585/mmwr.mm7239a6

Lee S, Sun L, Vakkalanka JP. Evaluation of medications used for opioid use disorder in
emergency departments: A cross-sectional analysis of the 2020 National Hospital

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 52



111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

Ambulatory Medical Care Survey. Am J Emerg Med. 2024;82:52-56.
doi:10.1016/j.ajem.2024.05.015

Snyder H, Kalmin MM, Moulin A, et al. Rapid Adoption of Low-Threshold Buprenorphine
Treatment at California Emergency Departments Participating in the CA Bridge Program. Ann
Emerg Med. 2021;78(6):759-772. doi:10.1016/j.annemergmed.2021.05.024

Greenwood-Ericksen M, Blasi M, Warrick B, et al. Statewide implementation for medications
for opioid use disorder (MOUD) in urban and rural emergency departments. Journal of Rural
Health. 2025;41(1):e70011.

Krawczyk N, Rivera BD, Chang JE, et al. Strategies to support substance use disorder care
transitions from acute-care to community-based settings: a scoping review and typology.
Addict Sci Clin Pract. 2023;18(1):67. d0i:10.1186/s13722-023-00422-w

Abu-Ba’are GR, Hogarty S, Shamrock OW, et al. Investigating experiences of stigma and its
impact on substance use recovery among residents of recovery residences in the United
States: A scoping review protocol. BSGH 020. PLOS ONE. 2024;19(12):e0309872.
doi:10.1371/journal.pone.0309872

Judd H, Yaugher AC, O’Shay S, Meier CL. Understanding stigma through the lived
experiences of people with opioid use disorder. Drug Alcohol Depend. 2023;249:110873.
doi:10.1016/j.drugalcdep.2023.110873

Davis A, Stringer KL, Drainoni ML, et al. Community-level determinants of stakeholder
perceptions of community stigma toward people with opioid use disorders, harm reduction
services and treatment in the HEALing Communities Study. IntJ Drug Policy.
2023;122:104241. doi:10.1016/j.drugpo.2023.104241

Abuse Nl on D. Stigma and Discrimination | National Institute on Drug Abuse (NIDA). June 1,
2022. Accessed February 26, 2025. https://nida.nih.gov/research-topics/stigma-
discrimination

Stigma and people who use drugs - Alcohol and Drug Foundation. Accessed February 26,
2025. https://adf.org.au/insights/stigma-people-who-use-drugs/

Bremer W, Plaisance K, Walker D, et al. Barriers to opioid use disorder treatment: A
comparison of self-reported information from social media with barriers found in literature.
Front Public Health. 2023;11:1141093. doi:10.3389/fpubh.2023.1141093

Stone EM, Kennedy-Hendricks A, Barry CL, Bachhuber MA, McGinty EE. The role of stigma in
U.S. primary care physicians’ treatment of opioid use disorder. Drug Alcohol Depend.
2021;221:108627. doi:10.1016/j.drugalcdep.2021.108627

McCurry MK, Avery-Desmarais S, Schuler M, Tyo M, Viveiros J, Kauranen B. Perceived stigma,
barriers, and facilitators experienced by members of the opioid use disorder community
when seeking healthcare. J Nurs Scholarsh. 2023;55(3):701-710. doi:10.1111/jnu.12837

Hawkins EJ, Danner AN, Malte CA, et al. Clinical leaders and providers’ perspectives on
delivering medications for the treatment of opioid use disorder in Veteran Affairs’ facilities.
Addiction Science & Clinical Practice. 2021;16(1):55. d0i:10.1186/s13722-021-00263-5

A

Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 53



123.

124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

McGinty EE, Stone EM, Kennedy-Hendricks A, Bachhuber MA, Barry CL. Medication for
Opioid Use Disorder: A National Survey of Primary Care Physicians. Ann Intern Med.
2020;173(2):160-162. doi:10.7326/M19-3975

Madras BK, Ahmad NJ, Wen J, Sharfstein JS. Improving Access to Evidence-Based Medical
Treatment for Opioid Use Disorder: Strategies to Address Key Barriers within the Treatment
System. NAM Perspect. 2020:10.31478/202004b. doi:10.31478/202004b

Buprenorphine (MOUD) Q&A. U.S. Department of Justice Diversion Control Division.
Accessed February 26, 2025. https://www.deadiversion.usdoj.gov/fag/buprenorphine-
fag.html

Carpenter J, Catalanotti JS, Notis M, et al. 1362. Adding Insult to Injury: Association of
Stigmatizing Language and Suboptimal Outcomes in People Who Inject Drugs. Open Forum
Infectious Diseases. 2021;8(Supplement_1):S767-S768. doi:10.1093/0ofid/ofab466.1554

Werder K, Curtis A, Reynolds S, Satterfield J. Addressing Bias and Stigma in the Language We
Use with Persons with Opioid Use Disorder: A Narrative Review. JAm Psychiatr Nurses
Assoc. 2022;28(1):9-22. doi:10.1177/10783903211050121

The Need to Decrease Stigma Involving Addiction Begins with The Medical Profession.
Providers Clinical Support System-Medications for Opioid Use Disorders. Accessed
February 26, 2025. https://pcssnow.org/courses/decreasing-stigma-involving-addiction-
begins-with-the-medical-profession/

Nyblade L, Stockton MA, Giger K, et al. Stigma in health facilities: why it matters and how we
can change it. BMC Medicine. 2019;17(1):25. doi:10.1186/s12916-019-1256-2

Hana RA, Heim E, Cuijpers P, Sijbrandij M, Chammay RE, Kohrt BA. Addressing “what
matters most” to reduce mental health stigma in primary healthcare settings: a qualitative
study in Lebanon. BMC Primary Care. 2024;25(1):427. doi:10.1186/s12875-024-02680-2

Bielenberg J, Swisher G, Lembke A, Haug NA. A systematic review of stigma interventions for
providers who treat patients with substance use disorders. J Subst Abuse Treat.
2021;131:108486. doi:10.1016/j.jsat.2021.108486

Opioid Use and Pregnancy. Overdose Prevention. CDC; February 11, 2025. Accessed March
16, 2025. https://www.cdc.gov/overdose-prevention/hcp/clinical-care/opioid-use-and-
pregnancy.html

Lofwall MR, Young JL, Hansen Z, et al. What to Expect with Pregnant or Postpartum
Prescribing of Extended-Release Buprenorphine (CAM2038). J Clin Gynecol Obstet.
2023;12(3):110-116. d0i:10.14740/jcgo919

Atluru S, Bruehlman AK, Vaughn P, Schauberger CW, Smid MC. Naltrexone Compared with
Buprenorphine or Methadone in Pregnancy: A Systematic Review. Obstet Gynecol.
2024;143(3):403-410. doi:10.1097/a0g.0000000000005510

Johnson S, Martin PR. Transitioning from methadone to buprenorphine maintenance in
management of opioid use disorder during pregnancy. Am J Drug Alcohol Abuse.
2018;44(3):310-316. d0i:10.1080/00952990.2017.1363218

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 54



136.

137.

138.

139.

140.

141.

142.

143.

144.

145.

146.

147.

Dowell D. CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United States,
2022. MMWR Recomm Rep. 2022;71. do0i:10.15585/mmwr.rr7103a1

Gulbransen K, Thiessen K, Ford N, Phillips Beck W, Watson H, Gregory P. Interprofessional
Care Models for Pregnant and Early-Parenting Persons Who Use Substances: A Scoping
Review. International Journal of Integrated Care (JIC). 2024;24(2):1-14. doi:10.5334/ijic.7589

Silverman K, Benyo A. Building Health Futures: Addressing Mental Health and Substance
Use Disorders During Pregnancy and Postpartum. Center for Health Care Strategies; 2024.

Policies On Substance Use in Pregnancy: Impact on Mothers. October 19, 2024. Accessed
March 16, 2025. https://www.mothersagainstaddiction.org/policies-on-substance-use-in-
pregnancy/

Meinhofer A, Angleré-Diaz Y. Trends in Foster Care Entry Among Children Removed from
Their Homes Because of Parental Drug Use, 2000 to 2017. JAMA Pediatr. 2019;173(9):881-
883. doi:10.1001/jamapediatrics.2019.1738

Austin AE, Naumann RB, Simmons E. Association of State Child Abuse Policies and
Mandated Reporting Policies with Prenatal and Postpartum Care Among Women Who
Engaged in Substance Use During Pregnancy. JAMA Pediatr. 2022;176(11):1123-1130.
doi:10.1001/jamapediatrics.2022.3396

Schubert C, Steinberg L, Peper J, et al. Postpartum relapse risk in multiple sclerosis: a
systematic review and meta-analysis. J Neurol Neurosurg Psychiatry. 2023;94(9):718-725.
d0i:10.1136/jnnp-2022-330533

Steele-Baser M, Brown AL, D’Angelo DV, et al. Intimate Partner Violence and Pregnancy and
Infant Health Outcomes — Pregnancy Risk Assessment Monitoring System, Nine U.S.
Jurisdictions, 2016-2022. MMWR Morb Mortal Wkly Rep. 2024;73(48):1093-1098.
doi:10.15585/mmwr.mm7348a1

Substance Use and Substance Use Disorder Among Pregnant and Postpartum People.
American Society of Addiction Medicine; 2022. Accessed March 16, 2025.
https://www.asam.org/advocacy/public-policy-statements/details/public-policy-
statements/2022/10/12/substance-use-and-substance-use-disorder-among-pregnant-and-
postpartum-people

Criminal Justice Drug Facts. National Institute on Drug Abuse (NIDA); June 1, 2020.
Accessed March 16, 2025. https://nida.nih.gov/publications/drugfacts/criminal-justice

Ranapurwala Sl, Shanahan ME, Alexandridis AA, et al. Opioid Overdose Mortality Among
Former North Carolina Inmates: 2000-2015. Am J Public Health. 2018;108(9):1207-1213.
doi:10.2105/AJPH.2018.304514

Hartung DM, McCracken CM, Nguyen T, Kempany K, Waddell EN. Fatal and nonfatal opioid
overdose risk following release from prison: A retrospective cohort study using linked
administrative data. Journal of Substance Use and Addiction Treatment. 2023;147:208971.
doi:10.1016/j.josat.2023.208971

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 55



148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

158.

159.

160.

Pourtaher E, Gelberg KH, Fallico M, Ellendon N, Li S. Expanding access to Medication for
Opioid Use Disorder (MOUD) in jails: A comprehensive program evaluation. J Subst Use
Addict Treat. 2024;161:209248. doi:10.1016/j.josat.2023.209248

Haney JL. Treatment interrupted: factors associated with incarceration during opioid use
disorder treatment in the United States. Journal of Substance Use. 2024;29(1):45-53.
doi:10.1080/14659891.2022.2120431

Opportunities to Test Transition-Related Strategies to Support Community Reentry and
Improve Care Transitions for Individuals Who Are Incarcerated. Centers for Medicare and
Medicaid Services; April 17, 2023. Accessed March 16, 2025.
https://www.medicaid.gov/sites/default/files/2023-12/smd23003.pdf

Section 1115 waivers for substance use disorder treatment. MACPAC; 2024. Accessed
March 16, 2025. https://www.macpac.gov/subtopic/section-1115-waivers-for-substance-
use-disorder-treatment/

Jones CM, Shoff C, Hodges K, et al. Receipt of Telehealth Services, Receipt and Retention of
Medications for Opioid Use Disorder, and Medically Treated Overdose Among Medicare
Beneficiaries Before and During the COVID-19 Pandemic. JAMA Psychiatry. 2022;79(10):981-
992. doi:10.1001/jamapsychiatry.2022.2284

Nguyen B, Zhao C, Bailly E, Chi W. Telehealth Initiation of Buprenorphine for Opioid Use
Disorder: Patient Characteristics and Outcomes. J Gen Intern Med. 2024;39(1):95-102.
d0i:10.1007/s11606-023-08383-1

Lanham HJ, Papac J, Olmos DI, et al. Survey of Barriers and Facilitators to Prescribing
Buprenorphine and Clinician Perceptions on the Drug Addiction Treatment Act of 2000
Waiver. JAMA Netw Open. 2022;5(5):€2212419. doi:10.1001/jamanetworkopen.2022.12419

Lin LA, Knudsen HK. Comparing Buprenorphine-Prescribing Physicians Across
Nonmetropolitan and Metropolitan Areas in the United States. Ann Fam Med.
2019;17(3):212-220. d0i:10.1370/afm.2384

Schuler MS, Dick AW, Gordon AJ, Saloner B, Kerber R, Stein BD. Growing importance of high-
volume buprenorphine prescribers in OUD treatment: 2009-2018. Drug Alcohol Depend.
2024;259:111290. doi:10.1016/j.drugalcdep.2024.111290

Marcus DA. Managing chronic pain in the primary care setting. Am Fam Physician.
2002;66(1):36, 38, 41.

Nataraj N, Zhang K, Guy GP, Losby JL. Identifying opioid prescribing patterns for high-volume
prescribers via cluster analysis. Drug Alcohol Depend. 2019;197:250-254.
doi:10.1016/j.drugalcdep.2019.01.012

Primary Care Providers Can Prescribe with Confidence. FDA; December 18, 2024. Accessed
March 17, 2025. https://www.fda.gov/drugs/prescribe-confidence/primary-care-providers-
can-prescribe-confidence

Franz B, Dhanani LY, Hall OT, Brook DL, Simon JE, Miller WC. Differences in buprenorphine
prescribing readiness among primary care professionals with and without X-waiver training
in the US. Harm ReductJ. 2023;20(1):180. doi:10.1186/s12954-023-00918-3

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 56



161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

172.

173.

Early Changes in Waivered Clinicians and Utilization of Buprenorphine for Opioid Use
Disorder After Implementation of the 2021 HHS Buprenorphine Practice Guidelines. U.S.
Department of Health and Human Services; 2022.

The X-Waiver is Gone... But There is a Lot More Work to do to Increase Access to Opioid Use
Disorder Treatment. Accessed January 6, 2025. https://www.acep.org/federal-
advocacy/federal-advocacy-overview/regs--eggs/regs--eggs-articles/regs--eggs---march-
23-2023

State of the Behavioral Health Workforce Report. Health Resources and Services
Administration (HRSA); November 2024. Accessed January 8, 2025.
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/state-of-the-behavioral-
health-workforce-report-2024.pdf

Weiner SG, Qato DM, Faust JS, Clear B. Pharmacy Availability of Buprenorphine for Opioid
Use Disorder Treatment in the US. JAMA Netw Open. 2023;6(5):€2316089.
doi:10.1001/jamanetworkopen.2023.16089

Opioid settlement funds: A critical resource for addressing the crisis. EMS1. January 2, 2025.
Accessed January 6, 2025. https://www.ems1.com/ems-grant-center/opioid-settlement-
funds-a-critical-resource-for-addressing-the-crisis

Opioid Settlement Funding: Compensation for Communities. EMS1. Accessed March 16,
2025. https://www.ems1.com/opioid-settlement-funding-compensation-for-communities

Prescription Drug Monitoring Programs (PDMPs). Overdose Prevention. CDC; May 21, 2024.
Accessed February 26, 2025. https://www.cdc.gov/overdose-
prevention/php/interventions/prescription-drug-monitoring-programs.html

Allen LD, Pollini RA, Vaglienti R, Powell D. Opioid Prescribing Patterns After Imposition of
Setting-Specific Limits on Prescription Duration. JAMA Health Forum. 2024;5(1):e234731.
doi:10.1001/jamahealthforum.2023.4731

Jones CM, Han B, Baldwin GT, Einstein EB, Compton WM. Use of Medication for Opioid Use
Disorder Among Adults with Past-Year Opioid Use Disorder in the US, 2021. JAMA Network
Open. 2023;6(8):€2327488. doi:10.1001/jamanetworkopen.2023.27488

Mutter R, Spencer D, McPheeters J. Outcomes Associated with Treatment with and Without
Medications for Opioid Use Disorder. J Behav Health Serv Res. 2023;50(4):524-539.
doi:10.1007/s11414-023-09841-8

Lee CS, Rosales R, Stein MD, et al. Brief Report: Low-Barrier Buprenorphine Initiation
Predicts Treatment Retention Among Latinx and Non-Latinx Primary Care Patients. The
American Journal on Addictions. 2019;28(5):409-412. doi:10.1111/ajad.12925

Bhatraju EP, Grossman E, Tofighi B, et al. Public sector low threshold office-based
buprenorphine treatment: outcomes atyear 7. Addiction Science & Clinical Practice.
2017;12(1):7. doi:10.1186/s13722-017-0072-2

Payne BE, Klein JW, Simon CB, et al. Lowering barriers to engagement in a primary care-
based buprenorphine treatment program. Journal of Investigative Medicine Conference:
WMRC 2018 United states. 2018;66(1):75-75. d0i:10.1136/jim-2017-000663.32

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 57



174.

175.

176.

177.

178.

179.

180.

181.

182.

183.

184.

185.

Krawczyk N, Buresh M, Gordon MS, Blue TR, Fingerhood Ml, Agus D. Expanding low-
threshold buprenorphine to justice-involved individuals through mobile treatment:
Addressing a critical care gap. J Subst Abuse Treat. 2019;103:1-8.
doi:10.1016/j.jsat.2019.05.002

Carter J, LiZ, Chen H, et al. Low barrier medication for opioid use disorder at a federally
qualified health center: a retrospective cohort study. Addict Sci Clin Pract. 2022;17(1):60.
doi:10.1186/s13722-022-00342-1

Jones CM, McCance-Katz EF. Co-occurring substance use and mental disorders among
adults with opioid use disorder. Drug Alcohol Depend. 2019;197:78-82.
https://doi.org/10.1016/j.drugalcdep.2018.12.030

Wilcox HC, Conner KR, Caine ED. Association of alcohol and drug use disorders and
completed suicide: an empirical review of cohort studies. Drug Alcohol Depend. 2004;76
Suppl:S11-19. doi:10.1016/j.drugalcdep.2004.08.003

Santo TJ, Campbell G, Gisev N, et al. Prevalence of mental disorders among people with
opioid use disorder: A systematic review and meta-analysis. Drug Alcohol Depend.
2022;(238):e109551. doi:https://doi.org/10.1016/j.drugalcdep.2022.109551

Sistani F, Rodriguez de Bittner M, Shaya FT. Social determinants of health, substance use,
and drug overdose prevention.JAm Pharm Assoc (2003). 2023;63(2):628-632.
doi:10.1016/j.japh.2022.10.023

Rice D, Corace K, Wolfe D, et al. Evaluating comparative effectiveness of psychosocial
interventions adjunctive to opioid agonist therapy for opioid use disorder: A systematic
review with network meta-analyses. PLOS ONE. 2020;15(12):e0244401.
doi:10.1371/journal.pone.0244401

Moran G, Knudsen H, Snyder C. Psychosocial Supports in Medication-Assisted Treatment:
Recent Evidence and Current Practice. Assistant Secretary for Planning and Evaluation
(ASPE); 2019. Accessed March 16, 2025. http://aspe.hhs.gov/reports/psychosocial-
supports-medication-assisted-treatment-recent-evidence-current-practice-0

Mercer F, Miler JA, Pauly B, et al. Peer Support and Overdose Prevention Responses: A
Systematic “State-of-the-Art” Review. IntJ Environ Res Public Health. 2021;18(22).
doi:10.3390/ijerph182212073

Moffitt T, Fallin-Bennett A, Fanucchi L, et al. The development of a recovery coaching training
curriculum to facilitate linkage to and increase retention on medications for opioid use
disorder. Front Public Health. 2024;12:1334850. doi:10.3389/fpubh.2024.1334850

Gormley MA, Pericot-Valverde I, Diaz L, et al. Effectiveness of peer recovery support services
on stages of the opioid use disorder treatment cascade: A systematic review. Drug Alcohol
Depend. 2021;229(Pt B):109123. doi:10.1016/j.drugalcdep.2021.109123

Giraldo A, Shah P, Zerbo E, Nyaku AN. The role of recovery peer navigators in retention in
outpatient buprenorphine treatment: a retrospective cohort study. Ann Med.
2024;56(1):2355566. doi:10.1080/07853890.2024.2355566

'A Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan 58



	Delivering Medications for Opioid Use Disorder in Primary Care: Environmental Scan
	Table of Contents 
	I. Background 
	II. Methodology 
	Literature Review 
	Key Informant Interviews 
	Synthesis and Recommendations 

	III. Findings: Literature Review 
	A. Policy and Regulatory Changes  
	X-waiver Requirements 
	Telehealth Policies 
	Cost, Payment, and Reimbursement   

	B. Secular Changes in Treating Patients MOUD 
	Environmental Changes and Factors  
	Recent Developments in Medications  
	Effectiveness of MOUD 
	MOUD Initiation in Acute Care Settings  
	Stigma and Stigma Reduction 
	Needs of Speciﬁc High-Risk Populations  
	Telehealth delivery 
	Barriers to Integrating MOUD into Health Care Settings  

	C. New Models, Tools, and Resources  
	Low-Threshold Care Model  
	Use of Psychosocial Services  
	Use of Peer Recovery Specialists  
	Tools and Resources  

	D. Literature Review Summary and Conclusion  

	IV. Findings: Key Informant Interviews 
	Addressing Stigma and Gaining Support for MOUD Integration 
	Implementation Challenges 
	Implementation Facilitators  
	Key Informant Interviews Summary and Conclusion  

	V. Synthesis & Recommendations 
	Present the Playbook as an Easy-to-Understand, Non-Intimidating Resource   
	Update Treatment Strategies to Reﬂect the Evolving Opioid Crisis  
	Refocus the Playbook to Promote Low-Threshold Care  
	Address Stigma as a Barrier to Care  
	Design the Playbook as a Hub for Training and Education  
	Describe the Impact of Recent Policy Changes  
	Provide Guidance on the Unique Care Needs for Pregnant and Postpartum Women with OUD  

	VI. Conclusion 
	Appendix 1.  Methodology for Literature Review and Key Informant Interviews  
	Appendix 2.  Medications for Opioid Use Disorders  
	References 




