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PERSPECTIVE

The case for a medication first approach to the treatment of opioid use disorder
Rachel P. Winograda, Ned Presnallb, Erin Stringfellowa, Claire Wooda, Phil Horna, Alex Duelloa, Lauren Greena,
and Tim Rudderc

aMissouri Institute of Mental Health, University of Missouri, St. Louis, USA; bClayton Behavioral, Washington University, St. Louis, USA;
cMissouri Department of Mental Health, Jefferson, Missouri, USA

ABSTRACT
Background: The opioid addiction and overdose crisis continues to ravage communities across the
U.S. Maintenance pharmacotherapy using buprenorphine or methadone is the most effective
intervention for Opioid Use Disorder (OUD), yet few have immediate and sustained access to
these medications. Objectives: To address lack of medication access for people with OUD, the
Missouri Department of Mental Health began implementing a Medication First (Med First) treat-
ment approach in its publicly-funded system of comprehensive substance use disorder treatment
programs. Methods: This Perspective describes the four principles of Med First, which are based on
evidence-based guidelines. It draws conceptual comparisons between the Housing First approach
to chronic homelessness and the Med First approach to pharmacotherapy for OUD, and compares
state certification standards for substance use disorder (SUD) treatment (the traditional approach)
to Med First guidelines for OUD treatment. Finally, the Perspective details how Med First principles
have been practically implemented. Results: Med First principles emphasize timely access to
maintenance pharmacotherapy without requiring psychosocial services or discontinuation for
any reason other than harm to the client. Early results regarding medication utilization and
treatment retention are promising. Feedback from providers has been largely favorable, though
clinical- and system-level obstacles to effective OUD treatment remain. Conclusion: Like the
Housing First model, Medication First is designed to decrease human suffering and activate the
strengths and capacities of people in need. It draws on decades of research and facilitates
partnerships between psychosocial and medical treatment providers to offer effective and life-
saving care to persons with OUD.
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The overdose death crisis: a critical time for
effective treatment interventions

Diffusion of illicitly-made fentanyl throughout the East
and Midwest of the U.S. has contributed to a steep
increase in drug-related mortality (1). In addition to
mortality, the burden of untreated opioid use disorder
(OUD) includes brain damage from non-fatal overdose,
IV-drug related infections, Hepatitis C and HIV acqui-
sition, and social and emotional deterioration. Because
of the severity of our overdose and mortality crisis,
decision-makers must be vigilant in their focus on
increasing access to life-saving interventions.

Medications for OUD (MOUD) can increase treat-
ment retention, reduce illicit drug use, and reduce fatal
opioid overdoses by 50–70% (2–4). Three medications
are approved by the U.S. Food & Drug Administration
(FDA) for OUD: methadone, a full opioid agonist,
buprenorphine, a partial opioid agonist, and extended-
release naltrexone (XR-naltrexone), an injectable opioid
antagonist (5). Methadone treatment often yields the

highest retention rates (6,7), but strict federal regula-
tory requirements on its prescribing (8,9) and low
acceptability among treatment providers (10) have lim-
ited its adoption, particularly outside of urban areas
(11). XR-naltrexone can be as effective at preventing
relapse as buprenorphine-naloxone, but only among
those who overcome its significant induction hurdle
(12). The risk of premature discontinuation is also
greater for clients prescribed XR-naltrexone compared
to buprenorphine-naloxone (13), while only buprenor-
phine and methadone have been shown to reduce mor-
tality (14). The agonist properties of methadone and
buprenorphine mean they can be initiated quickly after
opioid use (15,16), unlike XR-naltrexone.

Buprenorphine, FDA-approved in 2002, allows for
greater MOUD access due to its safer profile and less
strict regulatory requirements relative to methadone
(17) and its greater cost-effectiveness (18) and easier
initiation compared to XR-naltrexone (12). However,
buprenorphine uptake among prescribing providers has
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been slow (19), owed to numerous barriers including
poor reimbursement rates, waiver requirements, and
patient limits (20–22). Providers’ negative beliefs
about the efficacy, safety, clinical demands, and stigma
regarding managing patients with OUD also inhibit
widespread use (21,23).

Nationally, these and other system-level, provider-
level, and client-level barriers have resulted in a lack
of providers and care settings providing MOUD (24).
This is especially true among traditionally abstinence-
based specialty addiction treatment programs, which
are often staffed by persons who achieved recovery
without medication (10,25,26), and in states with
large rural populations such as Missouri (20), which
has the lowest ratio of buprenorphine prescribers to
overdose deaths in the country (27). Though Missouri
has integrated medications into its publicly-funded
SUD programs through grant funds (e.g., Advancing
Recovery from the Robert Wood Johnson
Foundation, which targeted alcohol use disorder (28)
and Medication Assisted Treatment-Prescription
Drug and Opioid Addiction from the Substance
Abuse and Mental Health Services Administration
(29)), these efforts were largely based on naltrexone
or have been restricted in scope.

In 2016, though there was variability in utilization
across programs, analysis of data from the Missouri
Department of Health found that only 17% of indivi-
duals with OUD in care with Missouri’s publicly-
funded treatment system received a buprenorphine
product, with 78% of this group receiving fewer than
five prescriptions. Moreover, even among the Missouri
treatment providers who were offering buprenorphine,
frequent interaction with Department of Mental Health
leaders and SUD program staff and administrators
indicates that continued care was often contingent
upon clients meeting certain requirements, such as
psychosocial treatment compliance and abstinence
from illicit substances. These requirements risk prema-
ture discontinuation of MOUD, which is associated
with relapse and adverse outcomes (30–32). These pro-
grammatic policies could be due to a strict interpreta-
tion of state Certification Standards. For instance, in
Missouri’s SUD programs, standards state that clients
are to be assigned a ‘level of care’ involving up to fifty
hours of psychosocial treatment per week. Though
individualized treatment is encouraged, regular drug
screening is required, and clients can be discharged
for a “pattern of noncompliance or poor attendance”
or for “frequent relapse incidents” (33). If discharged,
clients lose access to all SUD services, including
MOUD. In Missouri’s Opioid Treatment Programs,
“continued unexcused absences from counseling and

other support services” is cause for involuntary “admin-
istrative medical withdrawal” (33).

The lack of consistent uptake of dependable, main-
tenance MOUD in Missouri made it clear that funds
distributed through SAMHSA’s two-year State Targeted
Response (STR) grant, awarded in 2017, must be used
to increase access to maintenance MOUD, with
a particular focus on buprenorphine. As these funds
were to be used in Missouri’s publicly-funded SUD
treatment programs, Missouri needed to develop and
disseminate a treatment approach that could respond
specifically to the unique strengths and challenges
inherent in this system. Therefore, specific models
with monikers such as “low-threshold” or “low-barrier
” access were inadequate (15). Robust psychological
services are often not available through primary care
or office-based practices, where this terminology is
typically applied. As a result, though the terms low-
barrier and low-threshold should refer to what is
needed for individuals to enter or stay in treatment,
they are often interpreted (and sometimes correctly
so) as unable to offer certain resources to help indivi-
duals remain engaged and thrive in their recovery.
Moreover, shifting existing terminology surrounding
OUD treatment from a ‘psychosocial model’ to
a ‘medical model’ could have been interpreted as exclu-
sionary by traditional (non-medical) SUD providers.
Thus, to effectively catalyze novel messaging, dissemi-
nation, and practice changes, Missouri needed to adopt
a new framework to conceptualize OUD treatment.

The medication first approach

Through the Missouri Department of Mental Health
(DMH), we developed the Medication First (Med
First) approach. The principles of Med First are analo-
gous to a successful paradigm with which many of our
SUD treatment providers were familiar: the Housing
First approach to ending chronic homelessness.
Housing First was developed in response to the ineffec-
tiveness of the Housing Readiness model, which
required individuals to demonstrate “readiness” (e.g.,
motivation and compliance) to obtain and retain hous-
ing. Violating program requirements in the Housing
Readiness approach often led to eviction and further
episodes of homelessness. In contrast, Housing First
programs promote a low-threshold model, providing
secure housing as quickly as possible and engaging
clients in voluntary adjunct services. Housing is not
contingent upon clients demonstrating readiness or
“earning” their housing through completion of pro-
gram requirements. Studies comparing the two housing
approaches have demonstrated superior outcomes in
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Housing First models compared to readiness models
(34,35).

The Housing Readiness model is analogous to the
intensive psychosocial, abstinence-based treatment
models for SUD utilized in much of Missouri’s com-
prehensive treatment system. Likewise, many similari-
ties exist between Housing First and Med First,
primarily based on the tenets of: 1) rapid access; 2)
stability/perpetual access; 3) consumer choice in service
participation; and 4) lack of punitive structure or
ongoing requirements.

Thus, beginning in the Fall of 2017, through disse-
mination of a statewide ‘Implementation Guide,’ tar-
geted training efforts, and access to STR funds, DMH
began disseminating the Med First framework accord-
ing to the following four key principles:

(1) Clients receive pharmacotherapy as quickly as
possible, prior to lengthy assessments or treat-
ment planning sessions;

(2) Maintenance pharmacotherapy is delivered
without arbitrary tapering or time limits;

(3) Individualized psychosocial services are offered but
not required as a condition of pharmacotherapy;

(4) Pharmacotherapy is discontinued only if it
appears to be worsening the client’s condition.

In both Housing First and Med First approaches, the
lack of mandatory prerequisites provides individuals
rapid access to what they need first (i.e., housing or
stabilizing medications). Because of the emphasis on
rapid access to medications, the Med First approach
prioritizes buprenorphine and methadone (though
extended-release naltrexone may be appropriate for
individuals who wish to transition off an agonist after
achieving stability (36), or those who present to treat-
ment already detoxified from opioids and have a strong
preference for naltrexone. In the latter cases, providers
should offer brief education about the smaller evidence
base for naltrexone (12–14)). Like the Housing First
approach, Med First provides long-term security of
a crucial, stabilizing resource – MOUD – without con-
ditioning the receipt of MOUD on other service
requirements or abstinence. Instead, both approaches
prioritize consumer choice, recognizing that self-
determination makes services more efficient and effec-
tive (37).

Medication First implies individuals with OUD can
include the wrap-around, psychosocial services in
which SUD programs specialize as their second and
continued steps in their individualized long-term main-
tenance treatment. Therefore, Med First does not mean
‘Medication Only’ (38) unless a client is unwilling or

unable to participate in adjunctive services. In these
instances, medication should be continued and engage-
ment in individualized non-medical services should be
assertively encouraged. Stabilization with medications
positions clients to take advantage of a full menu of
tailored services including individual and family ther-
apy, trauma treatment, vocational training, and peer
recovery coaching. Principle #3 (psychosocial services
are offered but not required) is also consistent with
research showing that even among more complex cli-
ents (e.g., living with HIV, pregnant, under criminal
justice supervision) the evidence is mixed as to the
added benefit of psychosocial services during buprenor-
phine treatment (7,39). Though a combination of med-
ical and psychosocial services is ideal for many
individuals with OUD, a requirement for the latter
should never prohibit the former. Indeed, the voluntary
nature of psychosocial services is perhaps the most
critical underpinning of the Med First philosophy and
serves as a contrast to many traditional treatment
approaches.

Finally, in the Housing First approach, housing is
not used as reinforcement or punishment with the goal
of motivating service engagement or compliance.
Similarly, through Medication First, a taper or discon-
tinuation of medication should not be used to motivate
client compliance, nor as punishment for a client
infraction (e.g., illicit drug use, missed appointments,
medication diversion). As should be expected when
managing any chronic condition, some clients will
return to opioid or other illicit drug use. Medication
should only be discontinued if the costs (e.g. side-
effects, interactions) outweigh the benefits (e.g.
improvement in functioning, reduced risk of death).
In fact, recent evidence (40) and a Food and Drug
Administration advisory (41) underscore the impor-
tance of maintaining MOUD even in the presence of
concurrent substance use. Indeed, the model deempha-
sizes the achievement of abstinence and instead mea-
sures progress functionally (improvements in health,
lifestyle, relationships, etc.). This de-emphasis of absti-
nence is consistent with harm reduction philosophies
and, more specifically, Marlatt’s Harm Reduction
Therapy for substance use. Harm Reduction Therapy
was developed with a public health lens to “meet people
where they are at” and deploy pragmatic strategies to
keep people alive and help reduce suffering, whether or
not complete abstinence is achieved or even aspired
for (42).

Apart from core structural similarities, Housing First
and Med First approaches share a deeper, strengths-
focused philosophical assumption: addressing peoples’
primary needs facilitates increased motivation and self-
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efficacy, activating their knowledge, strengths, and
skills to address their other needs and priorities. Just
as Housing First advocates have described housing as
a human right (43,44), providing medication to relieve
suffering from OUD should be ubiquitous across care
settings (see a recent federal ruling requiring jails and
prisons to provide MOUD (45)). In contrast, readiness
models that use housing or medical treatment as posi-
tive or negative reinforcement promote emotional inse-
curity, decrease motivation and self-efficacy (46), and,
it can be argued, violate human rights.

Table 1 compares the Missouri state certification
standards for outpatient treatment programs (33),
which inform the traditional addiction treatment
approach in Missouri, to Med First guidelines for
OUD treatment. These two approaches are shown

according to how they align (or do not align) with
each of the four principles of Med First.

Medication first in practice

Missouri STR treatment funds are available exclusively
to state-contracted and certified specialty SUD pro-
grams, of which there are 25 agencies with 190 operat-
ing sites. In 2016, approximately 6,500 uninsured
individuals with OUD were served by these agencies.
All offer outpatient treatment and a subset also offer
residential programs. Only three agencies are Opioid
Treatment Programs with the ability to prescribe
methadone. To receive STR treatment funds, programs
with demonstrated capacity and willingness to deliver
treatment consistent with Med First principles must

Table 1. Medication first principles and guidelines compared to missouri state certification standards for substance use disorder
treatment programs (traditional approach).

Medication First Principle
Medication First Guideline for Medications for Opioid Use

Disorder (MOUD)
Missouri Certification Standard for Substance Use Disorder

Treatment(traditional approach)

1. Clients receive
pharmacotherapy as quickly as
possible…

Agencies demonstrate a capacity (buprenorphine-waivered
providers/be an OTP) to initiate agonist medications (6,15)
“as rapidly as possible to prevent undue opioid withdrawal
symptoms” (47). Same-day MOUD access through
coordination with prescribing providers is encouraged and
administratively facilitated. Clients who have previously
voluntarily discontinued treatment are offered rapid access
to treatment upon re-engagement.

Non-medical (social) detoxification is an acceptable option
(33) despite evidence medical detoxification being the
standard of care for opioid withdrawal (47,48). Delay to
medical detoxification services can be greater than delay
to outpatient medical treatment due to a limited capacity
of detoxification settings.

…prior to lengthy assessments or
treatment planning sessions

Agencies are encouraged to modify administrative
processes so medically-necessary screenings are completed
as soon as possible, with comprehensive assessment and
treatment plans completed after MOUD is initiated.

Treatment requires a comprehensive assessment (to
determine level of care) and treatment plan are
completed, with the exception of detoxification (33). Such
requirements lead to administrative delays in scheduling
medical visits, if they occur at all.

2. Maintenance pharmacotherapy
is delivered…

Agencies demonstrate a capacity (coordination plan with
prescribing providers) to provide maintenance MOUD
including any of the 3 FDA-approved medications
(5,6,12,15,49).

Certification standards were originally written before the
FDA approval of buprenorphine or XR-naltrexone so their
role in treatment is not addressed. Therefore, access to
maintenance pharmacotherapy is not assumed. Standards
only require that programs facilitate access to
detoxification, while OTP standards emphasize medically
supervised withdrawal (33).

…without arbitrary tapering or
time limits

Providers regularly assess medication dosing to ensure
maintenance MOUD is prescribed at therapeutic levels
(30,31,50) for as long as it is beneficial for the client, which
may be indefinitely.

Due to lack of certification standards for maintenance
MOUD, there was no relevant DMH guidance prior to Med
First.

3. Individualized psychosocial
services are offered but not
required…

Providers deliver or refer to psychosocial support services
such as counseling, psychiatry, peer coaching, primary care,
housing, and transportation on a voluntary basis and
depending on clients‘ individual needs (39,47).

Clinical therapy, SUD education, development of positive
peer support, and ongoing treatment and rehabilitation
are de facto required because clients can be
administratively discharged if they fail to demonstrate
commitment to these services or for a pattern of poor
attendance at these services (33).

…as a condition of
pharmacotherapy

Providers continue providing MOUD even if clients are
unwilling or unable to engage in psychosocial services, as
significant benefit is derived from MOUD alone (39,51).

The implications of discharging clients from treatment
who are on buprenorphine or XR-naltrexone are not
addressed in the certification standards. OTP clients who
have “continued unexcused absences from counseling
and other support services” may undergo administrative
medical withdrawal at the direction of the treatment
provider (33).

4. Pharmacotherapy is
discontinued only if it appears
to be worsening the client’s
condition

Concerns about lack of participation in services, relapse, or
other illicit substance use are addressed not by MOUD
discontinuation or dose decreases (41) but with increased
frequency of visits, observed dosing, and other
accountability measures, as well as peer support to increase
engagement (52,53).

In addition to absence from counseling, clients can be
discharged prior to successful completion of treatment if
“no further progress is imminent or likely to occur,” for
a “pattern of noncompliance,” or “frequent relapse
incidents.” (33). Illicit substance use (including
benzodiazepine use) is sometimes used as a reason for
discontinuing MOUD despite FDA recommendations to
avoid this (41).
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complete a site visit and attend implementation train-
ing. To facilitate adherence, they are required to
develop competence in the medical management of
OUD by training staff, restructuring clinical protocols,
and partnering with medical providers in their
communities.

To facilitate the transition from an acute care to
a chronic care model, technical assistance from clinical
experts and an Implementation Guide are available.
However, because Med First is not a protocolized treat-
ment model but rather a portable treatment philosophy
that can be applied across settings, including addiction
treatment, primary care, opioid treatment programs (to
the extent federal regulations allow), and office-based
clinics, the implementation guide does not contain hard
and fast rules specifying required dosing, frequencies of
visits, drug tests, counseling sessions, etc. That said, we
do make evidence-based recommendations for how to
individualize services while adhering to clinically
appropriate standards (e.g., provide weekly medical
visits during stabilization, regularly assess medication
dosing by monitoring cravings). Additionally, to disin-
centivize overutilization of certain non-medical services
that lack the robust empirical basis of MOUD (54–56),
STR does not reimburse group services, social (non-
medical) detoxification, or residential treatment.
Though these services may at times be clinically indi-
cated, in general they are not preferred over outpatient,
medically-focused treatment for OUD, and the decision
was made to extend the reach of the STR funds by
limiting their utilization. (Note, providers may still
provide these services for clients enrolled in STR, but
must pay for them out of their general state allocation.
This leads to them being utilized more sparingly.)
When providers are concerned about clients who are
using other substances or are inconsistently engaged in
treatment, we encourage them to utilize peer recovery
coaching (52,53) and increase accountability measures
such as more frequent visits and observed dosing – not
discharge a client discharge or otherwise reduce their
medications. During two regional provider “Listening
Sessions” held to better understand genuine barriers
and facilitators of Med First implementation (attended
by 75 treatment program representatives from 18 agen-
cies across Missouri), the changes associated with shift-
ing to this approach were said to involve “growing
pains.” Indeed, some providers noted Med First was
helping them retain more clients, but some of those
clients continued to use drugs or otherwise struggle
with treatment adherence, resulting in them treating
a “sicker population” overall, which was proving hard
on clinical staff. In general, however, SUD providers
spoke positively about the benefits of the new

framework, most notably the expedited access to
MOUD and observed clinical improvements in their
client populations. Providers voiced interest in further
expanding application of Med First principles within
their agencies.

Initial utilization data from the first nine months of
implementation are promising. Compared to clients at
the same agencies prior to Med First implementation
(pre-STR funds), clients treated through the Med First
approach are more likely to receive medication for
OUD (44.8% pre-STR vs. 85.3% in STR), be connected
to that medication sooner (median of 8 days pre-STR
vs. same-day in STR), and be retained in care at one
month (49.0% pre-STR vs. 68.6% in STR), three
months (27.3% pre-STR vs. 46.9% in STR), and six
months (14.2% pre-STR vs. 32.9% in STR). (A detailed
description of our implementation and evaluation
results is currently under review.) Though these out-
comes are short-term in the context of the chronic
nature of OUD, they are robust and promising,
nonetheless.

Though the Med First framework was developed and
promoted through STR, State leaders have broadly pro-
moted it across the SUD system of care and have
expressed expectations of similar results outside STR
programming. As such, while STR and other additional
SAMHSA opioid treatment funds may cease within the
next five years, the intention of DMH is that Med First
will continue to be the dominant treatment approach
for OUD within the publicly-funded system. This will
require some modifications to certain reimbursement
policies and certification standards, among other com-
ponents, that are within the purview of DMH.

Conclusion

Medication First draws on decades of research,
leverages existing systems of care, incorporates evi-
dence-based treatments, and facilitates partnerships
between psychosocial and medical providers to offer
effective services to persons with OUD in a system of
care that traditionally eschewed MOUD. The approach
does not address all potential barriers to treatment
receipt and effectiveness, including many structural
barriers, lack of perceived need for treatment (57,58),
or stigma toward people with addictions (59), nor does
it address funding or payment barriers that must be
reduced for comprehensive and sustainable system
change. Instead, through defining and disseminating
four basic principles based on the familiar and effective
Housing First approach, Medication First focuses on
system reframing and the communication of core con-
cepts to increase the provision of rapid and sustained
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access to MOUD, the most critical method for keeping
people alive and engaged in care.

Disclosures

The authors have no financial disclosures to report.

Funding

This work was supported by the Substance Abuse and Mental
Health Services Administration [1H79TI080271];

References

1. Centers for Disease Control and Prevention.
HAN00413: rising numbers of feaths involving fentanyl
and fentanyl analogs, including carfentanil, and
increased usage and mixing with non-opioids
[Internet]. Health Alert Network. 2018 [cited 2019
Jan 2]. Available from: https://emergency.cdc.gov/han/
han00413.asp

2. Connery HS. Medication-assisted treatment of opioid
use disorder. Harv Rev Psychiatry. 2015;23(2):63–75.
doi:10.1097/HRP.0000000000000075. Cited in
PubMed; PMID:25747920.

3. Sordo L, Barrio G, Bravo MJ, Indave BI, Degenhardt L,
Wiessing L, Ferri M, Pastor-Barriuso R. Mortality risk
during and after opioid substitution treatment: sys-
tematic review and meta-analysis of cohort studies.
BMJ. 2017 Apr 26;357:j1550. doi: 10.1136/bmj.j1550.
Cited in PubMed; PMID:28446428

4. Ma J, Bao Y-P, Wang R-J, Su M-F, Liu M-X, Li J-Q,
Degenhardt L, Farrell M, Blow FC, Ilgen M, et al.
Effects of medication-assisted treatment on mortality
among opioids users: a systematic review and
meta-analysis. Mol Psychiatry. 2018 Jun 22; 1. doi:
10.1038/s41380-018-0094-5.

5. U.S. Food & Drug Administration Center for Drug
Evaluation and Research. Information by drug class -
information about medication-assisted treatment (mat)
[Internet]. Center for Drug Evaluation and Research;
2018 [cited 2019 Jan 4]. Available from: https://www.
fda.gov/Drugs/DrugSafety/InformationbyDrugClass/
ucm600092.htm

6. Mattick RP, Breen C, Kimber J, Davoli M.
Buprenorphine maintenance versus placebo or metha-
done maintenance for opioid dependence. Cochrane
Database Syst Rev. 2014 Feb 6;2:CD002207. doi:
10.1002/14651858.CD002207.pub4. Cited in PubMed;
PMID:24500948

7. Timko C, Schultz NR, Cucciare MA, Vittorio L,
Garrison-Diehn C. Retention in medication-assisted
treatment for opiate dependence: a systematic review.
J Addict Dis. 2016 Jan 2;35(1):22–35. doi:10.1080/
10550887.2016.1100960.

8. Nosyk B, Anglin MD, Brissette S, Kerr T, Marsh DC,
Schackman BR, Wood E, Montaner JSG. A call for
evidence-based medical treatment of opioid depen-
dence in the united states and canada. Health Aff.

2013 Aug 2;32(8):1462–69. doi:10.1377/
hlthaff.2012.0846.

9. Fiscella K, Wakeman SE, Beletsky L. Implementing
opioid agonist treatment in correctional facilities.
JAMA Intern Med. 2018 Sep 1;178(9):1153.
doi:10.1001/jamainternmed.2018.3504.

10. Aletraris L, Edmond MB, Paino M, Fields D,
Roman PM. Counselor training and attitudes toward
pharmacotherapies for opioid use disorder. Subst
Abus. 2016 Jan 2;37(1):47–53. doi: 10.1080/
08897077.2015.1062457. Cited in PubMed;
PMID:26168816

11. Sigmon SC. Access to treatment for opioid dependence
in rural america. JAMA Psychiatry. 2014 Apr 1;71
(4):359. doi:10.1001/jamapsychiatry.2013.4450.

12. Lee JD, E V N, Novo P, Bachrach K, Bailey GL, Bhatt S,
Farkas S, Fishman M, Gauthier P, Hodgkins CC, et al.
Comparative effectiveness of extended-release naltrex-
one versus buprenorphine-naloxone for opioid relapse
prevention (x: bot):a multicentre, open-label, rando-
mised controlled trial. Lancet. 2018 Jan 27; 391
(10118):309–18. doi:10.1016/S0140-6736(17)32812-X.

13.. Morgan JR, Schackman BR, Leff JA, Linas BP,
Walley AY. Injectable naltrexone, oral naltrexone, and
buprenorphine utilization and discontinuation among
individuals treated for opioid use disorder in a united
states commercially insured population. J Subst Abuse
Treat. 2018 Feb;85:90–96. 10.1016/j.jsat.2017.07.001.

14. Larochelle MR, Bernson D, Land T, Stopka TJ,
Wang N, Xuan Z, Bagley SM, Liebschutz JM,
Walley AY. Medication for opioid use disorder after
nonfatal opioid overdose and association with
mortality. Ann Intern Med. 2018 Jun;19. doi: 10.7326/
M17-3107.

15. Bhatraju EP, Grossman E, Tofighi B, McNeely J,
DiRocco D, Flannery M, Garment A, Goldfeld K,
Gourevitch MN, Lee JD. Public sector low threshold
office-based buprenorphine treatment: outcomes
at year 7. Addict Sci Clin Pract. 2017;12(1):7.
doi:10.1186/s13722-017-0072-2. Cited in PubMed;
PMID:28245872.

16. Madden LM, Farnum SO, Eggert KF, Quanbeck AR,
Freeman RM, Ball SA, Schottenfeld RS, Shi JM,
Savage ME, Barry DT. An investigation of an
open-access model for scaling up methadone mainte-
nance treatment. Addiction. 2018 Aug;113(8):1450–58.
doi: 10.1111/add.14198. Cited in PubMed;
PMID:29453891.

17. Arfken CL, Johanson C-E, Di Menza S, Cr S.
Expanding treatment capacity for opioid dependence
with office-based treatment with buprenorphine:
national surveys of physicians. J Subst Abuse Treat.
2010 Sep;39(2):96–104. doi: 10.1016/j.jsat.2010.05.004.
Cited in PubMed; PMID:20598829.

18. Sm M, Ke M, Ja L, Yang X, Pj J, Jd L, Nunes EV,
Novo P, Rotrosen J, Br S. Cost-effectiveness of bupre-
norphine–naloxone versus extended-release naltrexone
to prevent opioid relapse. Ann Intern Med. 2018 Dec
18. doi:10.7326/M18-0227. Cited in PubMed;
PMID:30557443.

19. Substance Abuse and Mental, Health Services
Administration, Substance Abuse and Mental Health

338 R. P. WINOGRAD ET AL.

https://emergency.cdc.gov/han/han00413.asp
https://emergency.cdc.gov/han/han00413.asp
http://dx.doi.org/10.1097/HRP.0000000000000075
http://dx.doi.org/10.1136/bmj.j1550
http://dx.doi.org/10.1038/s41380-018-0094-5
https://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092.htm
https://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092.htm
https://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092.htm
http://dx.doi.org/10.1002/14651858.CD002207.pub4
http://dx.doi.org/10.1080/10550887.2016.1100960
http://dx.doi.org/10.1080/10550887.2016.1100960
http://dx.doi.org/10.1377/hlthaff.2012.0846
http://dx.doi.org/10.1377/hlthaff.2012.0846
http://dx.doi.org/10.1001/jamainternmed.2018.3504
http://dx.doi.org/10.1080/08897077.2015.1062457
http://dx.doi.org/10.1080/08897077.2015.1062457
http://dx.doi.org/10.1001/jamapsychiatry.2013.4450
http://dx.doi.org/10.1016/S0140-6736(17)32812-X
http://dx.doi.org/10.1016/j.jsat.2017.07.001
http://dx.doi.org/10.7326/M17-3107
http://dx.doi.org/10.7326/M17-3107
http://dx.doi.org/10.1186/s13722-017-0072-2
http://dx.doi.org/10.1111/add.14198
http://dx.doi.org/10.1016/j.jsat.2010.05.004
http://dx.doi.org/10.7326/M18-0227


Services Administration. National survey of substance
abuse treatment services (n-ssats): 2017 data on sub-
stance abuse treatment facilities [Internet]. Rockville,
MD; 2018 [cited 2018 Dec 21].

20. Andrilla CHA, Coulthard C, Larson EH. Barriers rural
physicians face prescribing buprenorphine for opioid use
disorder. Ann Fam Med. 2017 Jul 1;15(4):359–62. doi:
10.1370/afm.2099. Cited in PubMed; PMID:28694273

21. Haffajee RL, Bohnert ASB, Lagisetty PA. Policy path-
ways to address provider workforce barriers to bupre-
norphine treatment. Am J Prev Med. 2018 Jun 1;54(6):
S230–42. doi:10.1016/J.AMEPRE.2017.12.022.

22. Hutchinson E, Catlin M, Andrilla CHA, Baldwin L-M,
Rosenblatt RA. Barriers to primary care physicians
prescribing buprenorphine. Ann Fam Med. 2014 Mar
1;12(2):128–33. doi: 10.1370/afm.1595. Cited in
PubMed; PMID:24615308.

23. van Boekel LC, Brouwers EPM, van Weeghel J,
Garretsen HFL. Healthcare professionals’ regard towards
working with patients with substance use disorders: com-
parison of primary care, general psychiatry and specialist
addiction services. Drug Alcohol Depend. 2014 Jan
1;134:92–98. doi:10.1016/J.DRUGALCDEP.2013.09.012.

24. Jones CM, Campopiano M, Baldwin G, McCance-Katz
E. National and state treatment need and capacity for
opioid agonist medication-assisted treatment. Am
J Public Health. 2015 Aug;105(8):e55–63. doi:
10.2105/AJPH.2015.302664. Cited in PubMed;
PMID:26066931.

25. Roman PM, Abraham AJ, Knudsen HK. Using
medication-assisted treatment for substance use disorders:
evidence of barriers and facilitators of implementation.
Addict Behav. 2011 Jun 1;36(6):584–89. doi:10.1016/J.
ADDBEH.2011.01.032.

26. Molfenter T, Sherbeck C, Zehner M, Quanbeck A,
McCarty D, Kim J-S SS. Implementing buprenorphine
in addiction treatment: payer and provider perspectives
in ohio. Subst Abuse Treat Prev Policy. 2015 Dec 28;10
(1):13. doi:10.1186/s13011-015-0009-2.

27. Pearson CF, Brantley K Midwest and mid-atlantic
states face provider shortage to address opioid epi-
demic [Internet]. 2018 [cited 2019 Jan 4]. Available
from: https://avalere.com/press-releases/midwest-and-
mid-atlantic-states-face-provider-shortage-to-address-
opioid-epidemic?utm_source=newsletter&utm_med
ium=email&utm_campaign&stream=top-stories

28. LA S, Rieckmann T, Abraham A, Molfenter T,
Capoccia V, Roman P, Dh G, McCarty D. Advancing
recovery: implementing evidence-based treatment for
substance use disorders at the systems level. J Stud
Alcohol Drugs. May2012;73(3):413–22. doi: 10.15288/
jsad.2012.73.413 Cited in PubMed; PMID:22456246.

29. Substance Abuse and Mental Health Services
Administration. SAMHSA grant awards for mat-pdoa
(ti-15-007) [Internet]. [cited 2019 Jan 4]. Available from:
https://www.samhsa.gov/grants/awards/mat-pdoa

30. Fiellin DA, Schottenfeld RS, Cutter CJ, Moore BA,
Barry DT, O’Connor PG. Primary care–based buprenor-
phine taper vs maintenance therapy for prescription
opioid dependence. JAMA Intern Med. 2014;174
(12):1947. doi:10.1001/jamainternmed.2014.5302. Cited
in PubMed; PMID:25330017.

31. Bentzley BS, Barth KS, Back SE, Book SW.
Discontinuation of buprenorphine maintenance ther-
apy: perspectives and outcomes. J Subst Abuse Treat.
2015 May;52:48–57. doi: 10.1016/j.jsat.2014.12.011.
Cited in PubMed; PMID:25601365

32. Magura S, Rosenblum A. Leaving methadone treat-
ment: lessons learned, lessons forgotten, lessons
ignored. Mt Sinai J Med. Jan 2001;68(1):62–74. Cited
in PubMed; PMID:11135508.

33. Missouri Secretary of State. Rules of department of
mental health division 30-certification standards chap-
ter 3-substance use disorder treatment programs
[Internet]. Code of State Regulations 2018 p. 12–16.

34. Tsai J, Rosenheck RA. Considering alternatives to the
housing first model. Eur J Homelessness. 2012;6
(2):201–208.

35. Tsemberis S, Gulcur L, Nakae M. Housing first, con-
sumer choice, and harm reduction for homeless indi-
viduals with a dual diagnosis. Am J Public Health. 2004
Apr;94(4):651–56. doi: 10.2105/AJPH.94.4.651. Cited
in PubMed; PMID:15054020.

36. Bisaga A, Mannelli P, Sullivan MA, Vosburg SK,
Compton P, Woody GE, Kosten TR. Antagonists in
the medical management of opioid use disorders: his-
torical and existing treatment strategies. Am J Addict.
2018 Apr 1;27(3):177–87. doi:10.1111/ajad.12711.

37. Aubry T, Nelson G, Tsemberis S. Housing first for people
with severemental illness who are homeless: a review of the
research and findings from the at home—chez soi demon-
stration project. Can J Psychiatry. 2015 Nov 1;60
(11):467–74. doi:10.1177/070674371506001102.

38. Stringer M. Letter to the editor: ‘medication first’ not
the same as ‘medication. Alcohol Drug Abus Wkly..
2018 Aug 27;30(33):6–6. doi:10.1002/adaw.32087.

39. Dugosh K, AbrahamA, Seymour B, McLoyd K, Chalk M,
Festinger D. A systematic review on the use of psychoso-
cial interventions in conjunction withmedications for the
treatment of opioid addiction. J Addict Med. 2016;10
(2):93–103. doi:10.1097/ADM.0000000000000193. Cited
in PubMed; PMID:26808307.

40. Bagra I, Krishnan V, Rao R, Agrawal A. Does cannabis
use influence opioid outcomes and quality of life among
buprenorphine maintained patients? a cross-sectional,
comparative study. J Addict Med. 2018;12(4):315–20.
doi:10.1097/ADM.0000000000000406. Cited in
PubMed; PMID:29543612.

41. U.S. Food and Drug Administration. FDA drug safety
communication: fda urges caution about withholding
opioid addiction medications from patients taking ben-
zodiazepines or cns depressants: careful medicationman-
agement can reduce risks [Internet]. Center for Drug
Evaluation and Research; 2017 [cited 2018 Dec 21].

42. Marlatt GA, Blume AW, Parks GA. Integrating harm
reduction therapy and traditional substance abuse
treatment. J Psychoactive Drugs. 2001 Mar 6;33(1):13–21.
doi: 10.1080/02791072.2001.10400463. Cited in PubMed;
PMID:11332996

43. Kertesz SG, Johnson G. Housing first: lessons from the
united states and challenges for australia. Aust Econ Rev.
2017 Jun 1;50(2):220–28. doi:10.1111/1467-8462.12217.

44. Kertesz SG, Baggett TP, O’Connell JJ, Buck DS,
Kushel MB. Permanent supportive housing for homeless

THE AMERICAN JOURNAL OF DRUG AND ALCOHOL ABUSE 339

http://dx.doi.org/10.1370/afm.2099
http://dx.doi.org/10.1016/J.AMEPRE.2017.12.022
http://dx.doi.org/10.1370/afm.1595
http://dx.doi.org/10.1016/J.DRUGALCDEP.2013.09.012
http://dx.doi.org/10.2105/AJPH.2015.302664
http://dx.doi.org/10.1016/J.ADDBEH.2011.01.032
http://dx.doi.org/10.1016/J.ADDBEH.2011.01.032
http://dx.doi.org/10.1186/s13011-015-0009-2
https://avalere.com/press-releases/midwest-and-mid-atlantic-states-face-provider-shortage-to-address-opioid-epidemic?utm_source=newsletter%26utm_medium=email%26utm_campaign%26stream=top-stories
https://avalere.com/press-releases/midwest-and-mid-atlantic-states-face-provider-shortage-to-address-opioid-epidemic?utm_source=newsletter%26utm_medium=email%26utm_campaign%26stream=top-stories
https://avalere.com/press-releases/midwest-and-mid-atlantic-states-face-provider-shortage-to-address-opioid-epidemic?utm_source=newsletter%26utm_medium=email%26utm_campaign%26stream=top-stories
https://avalere.com/press-releases/midwest-and-mid-atlantic-states-face-provider-shortage-to-address-opioid-epidemic?utm_source=newsletter%26utm_medium=email%26utm_campaign%26stream=top-stories
http://dx.doi.org/10.15288/jsad.2012.73.413
http://dx.doi.org/10.15288/jsad.2012.73.413
https://www.samhsa.gov/grants/awards/mat-pdoa
http://dx.doi.org/10.1001/jamainternmed.2014.5302
http://dx.doi.org/10.1016/j.jsat.2014.12.011
http://dx.doi.org/10.2105/AJPH.94.4.651
http://dx.doi.org/10.1111/ajad.12711
http://dx.doi.org/10.1177/070674371506001102
http://dx.doi.org/10.1002/adaw.32087
http://dx.doi.org/10.1097/ADM.0000000000000193
http://dx.doi.org/10.1097/ADM.0000000000000406
http://dx.doi.org/10.1080/02791072.2001.10400463
http://dx.doi.org/10.1111/1467-8462.12217


people — reframing the debate. N Engl J Med. 2016 Dec
30;375(22):2115–17. doi:10.1056/NEJMp1608326.

45. United States District Court District of Massachusetts.
Civil action no. 18-11972-djc [Internet]. 2018 [cited
2019 Jan 3].

46. Ryan RM, Lynch MF, Vansteenkiste M, Deci EL.
Motivation and autonomy in counseling, psychotherapy,
and behavior change: a look at theory and practice 1ψ7.
Couns Psychol. 2011. doi:10.1177/0011000009359313.

47. World Health Organization. Guidelines for the psycho-
socially assisted pharmacological treatment of opioid
dependence [Internet]. 2009 [cited 2019 Jan 30].

48. Meader N. A comparison of methadone, buprenor-
phine and alpha2 adrenergic agonists for opioid detox-
ification: a mixed treatment comparison meta-analysis.
Drug Alcohol Depend. 2010 Apr 1;108(1–2):110–14.
doi:10.1016/J.DRUGALCDEP.2009.12.008.

49. Bart G. Maintenance medication for opiate addiction:
the foundation of recovery. J Addict Dis. 2012 Jul;31
(3):207–25. doi: 10.1080/10550887.2012.694598. Cited
in PubMed; PMID:22873183.

50. Pollack HA, D’Aunno T. Dosage patterns in methadone
treatment: results from a national survey, 1988-2005.
Health Serv Res. 2008 Dec;43(6):2143–63. doi: 10.1111/
j.1475-6773.2008.00870.x. Cited in PubMed;
PMID:18522665.

51. Amato L, Minozzi S, Davoli M, Vecchi S. Psychosocial
combined with agonist maintenance treatments versus
agonist maintenance treatments alone for treatment of
opioid dependence. Cochrane Database Syst Rev. 2011
Oct 5;(10). doi: 10.1002/14651858.CD004147.pub4.

52. Bassuk EL, Hanson J, Greene RN, Richard M,
Laudet A. Peer-delivered recovery support services for
addictions in the united states: a systematic review.
J Subst Abuse Treat. 2016 Apr 1;63:1–9. doi:10.1016/J.
JSAT.2016.01.003.

53. Reif S, Braude L, Lyman DR, Dougherty RH,
Daniels AS, Ghose SS, Salim O, Delphin-Rittmon ME.

Peer recovery support for individuals with substance
use disorders: assessing the evidence. Psychiatr Serv.
2014 May;19:1–9. doi: 10.1176/appi.ps.201400047.
Cited in PubMed; PMID:24838535

54. Miller WR, Wilbourne PL. Mesa grande:
a methodological analysis of clinical trials of treatments
for alcohol use disorders. Addiction. Mar 2002;97
(3):265–77. Cited in PubMed; PMID:11964100.

55. Amato L, Davoli M, Vecchi S, Ali R, Farrell M,
Faggiano F, Foxcroft D, Ling W, Minozzi S,
Chengzheng Z. Cochrane systematic reviews in the
field of addiction: what’s there and what should be.
Drug Alcohol Depend. 2011 Jan 15;113(2–3):96–103.
doi: 10.1016/j.drugalcdep.2010.08.003. Cited in
PubMed; PMID:20832954

56. Center for Substance Abuse Treatment. Physical detox-
ification services for withdrawal from specific sub-
stances. Treatment Improvement Protocol (TIP)
Series, No 45: detoxification and Substance Abuse
Treatment. Rockville, MD:Substance Abuse and
Mental Health Services Administration (US);2006. p.
47–119. cited 2019 Jan 7

57. Mojtabai R, Crum RM. Perceived unmet need for
alcohol and drug use treatments and future use of
services: results from a longitudinal study. Drug
Alcohol Depend. 2013 Jan 1;127(1–3):59–64. doi:
10.1016/j.drugalcdep.2012.06.012. Cited in PubMed;
PMID:22770461

58. Bose J, Hedden SL, Lipari RN, Park-Lee E, Tice P Key
substance use and mental health indicators in the uni-
ted states: results from the 2017 national survey on
drug use and health [Internet]. 2018 [cited 2018 Sep
14].

59. Corrigan PW, Nieweglowski K. Stigma and the public
health agenda for the opioid crisis in america.
Int J Drug Policy. 2018;59:44–49. doi: 10.1016/j.
drugpo.2018.06.015. Cited in PubMed;
PMID:29986271.

340 R. P. WINOGRAD ET AL.

http://dx.doi.org/10.1056/NEJMp1608326
http://dx.doi.org/10.1177/0011000009359313
http://dx.doi.org/10.1016/J.DRUGALCDEP.2009.12.008
http://dx.doi.org/10.1080/10550887.2012.694598
http://dx.doi.org/10.1111/j.1475-6773.2008.00870.x
http://dx.doi.org/10.1111/j.1475-6773.2008.00870.x
http://dx.doi.org/10.1002/14651858.CD004147.pub4
http://dx.doi.org/10.1016/J.JSAT.2016.01.003
http://dx.doi.org/10.1016/J.JSAT.2016.01.003
http://dx.doi.org/10.1176/appi.ps.201400047
http://dx.doi.org/10.1016/j.drugalcdep.2010.08.003
http://dx.doi.org/10.1016/j.drugalcdep.2012.06.012
http://dx.doi.org/10.1016/j.drugpo.2018.06.015
http://dx.doi.org/10.1016/j.drugpo.2018.06.015

	Abstract
	The overdose death crisis: acritical time for effective treatment interventions
	The medication first approach
	Medication first in practice
	Conclusion
	Disclosures
	Funding
	References

