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Heroin and prescription drug overdoses have reached epidemic levels, spurred in part by the large number of
opioids prescribed for pain. In 2012, 259 million prescriptions were written for opioids in the U.S., enough to
supply every American adult with their own bottle of pills.1 An estimated 4.5 million people were non-medical
users of prescription opioids in 2013, and an estimated 289,000 were heroin users.2 Misuse of prescription opioids
is a pathway to heroin use; four in five new heroin users started out misusing prescription painkillers, resulting in
the rate of heroin overdose deaths nearly quadrupling from 2000 to 2013.3 A 2014 survey of people in treatment for
opioid addiction found that 94% of respondents had moved to heroin because prescription opioids were more
expensive and harder to obtain.4 The result is that drug overdose deaths have surpassed car accidents and firearms
as the leading cause of injury and death in the U.S. In 2014, 47,000 Americans died of drug overdoses, more than
any other year on record, and opiate overdoses accounted for more than half of those deaths, with prescription
painkillers causing 18,900 deaths and heroin causing 10,600, as detailed in Figure 1.5 At the same time non-lethal
complications related to opioid use have resulted in increased hospitalizations. One study found that
hospitalizations related to opioid abuse increased from over 301,000 in 2002 to over 520,000 in 20126, and another
study found that from 2005 to 2011, emergency department visits involving the nonmedical use of prescription
opioids increased by 117%, up from just over 168,000 in 2005 to more than 365,000 in 2011.7
Figure 1. Number of overdose deaths in the U.S. from prescription opioids and heroin, 1999-2014.
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For persons experiencing homelessness the crisis is even more severe. Addiction can cause and prolong
homelessness, and the experience of homelessness complicates one’s ability to engage in treatment. Individuals
who are homeless rarely have substance use disorders alone; many have serious mental illnesses, acute and chronic
physical health problems, and histories of trauma. Poor health coupled with the lack of housing means homeless
persons die 30 years sooner than their housed counterparts. A Boston study found drug overdoses accounted for
17% of deaths among homeless persons, and opioids were responsible for 81% of those deaths. In addition,
homeless adults aged 25 to 44 were nine times more likely to die from an opioid overdose than their housed
counterparts.8 These factors combined translate into persons experiencing homelessness having higher rates of
substance abuse disorders, poorer health, and greater risk of mortality.
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Health Care for the Homeless Model of Care
As a part of the consolidated health center program funded through the Health Resources and Services
Administration (HRSA) within the U.S. Department of Health and Human Services, HCH grantees are tasked with
focusing on the complex needs of people who are homeless and providing a coordinated, comprehensive approach
to health care that includes substance abuse services.9 In 2014, 268 HCH projects provided care to just over
850,000 individuals.10 Though local projects vary widely, the majority of people seeking care at HCH projects is
non-elderly adults earning at or below the federal poverty level, identify as male, and are people of color.
Since the 1980s, the HCH approach to care has been characterized by compassionate and persistent engagement; an
emphasis on harm reduction and low-barrier access to services; an understanding of the complex needs of
vulnerable people and the intersection between homelessness and poor health; a “whole person” approach to care
that includes medical, behavioral and social services; a trusting and respectful relationship; and delivering
comprehensive services through multi-disciplinary teams.11 Given the needs of this population, HCH projects
typically have integrated behavioral health and primary care services, and emphasize enabling services such as
frequent and intensive street outreach and case management, as well as care coordination across multiple venues of
care.a As such, the HCH provider community is particularly well-positioned to demonstrate how care integration
between primary care providers, behavioral health workers, and case managers is successful in treating persons
experiencing homelessness who have substance use disorders.12

Purpose and Scope of This Policy Brief
The purpose of this brief is to identify some of the challenges to providing Medication Assisted Treatment (MAT)
in a health center venue of care and suggest both clinical practice and public policy strategies to further promote
access and recovery, especially among those experiencing homelessness. HCH projects are in a unique position to
address these challenges as they are required to provide substance abuse disorder services in addition to primary
care and other support services to a very high need population. The brief will focus on MATs (primarily
buprenorphine), acknowledging that other treatment approaches play critical and complementary roles in a
continuum of care.
It is also the broader hope that the information in this policy brief can help prevent further deaths from opioid
addiction, inform clinical training needs, influence how communities respond to addiction treatment, improve
public health, and promote a more seamless integration of addiction treatment with primary care services.

Understanding Opioid Addiction
Opioid use disorder is a treatable chronic disease caused by changes to the structure and function of the brain.
When opiates are introduced into the body they bind to and activate opioid receptors in the brain that are
responsible for regulating pain, hormone release, and feelings of well-being. Opiates interfere with the body’s
naturally occurring chemicals and repeated use over time changes the physical structure and physiology of the
brain, creating imbalances that are not easily reversed, and that are the cause of physical dependence and
withdrawal symptoms. Repeated use can result in addiction, a chronic relapsing disease that goes beyond physical
dependence and is characterized by uncontrollable drug-seeking behavior no matter the consequences.13
MAT is the use of medications in combination with counseling and behavioral therapies to provide a whole-patient
approach to the treatment of opioid use disorders.14 MAT addresses both physical dependency and addiction by
lessening the severity of withdrawal symptoms and helping a person return to normalcy in their brain function and

a

The Public Health Services Act, Section 330(b)(1)(A)(iv), defines enabling services as non-clinical services that do not include direct
patient services that enable individuals to access health care and improve health outcomes. Enabling services include case management,
referrals, translation/interpretation, transportation, eligibility assistance, health education, environmental health risk reduction, health literacy,
and outreach.
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behavior. For some people, medication treatment alone can be effective, while others may require a combination of
treatment and therapy.
There are currently three MAT medications approved by the Food and Drug Administration (FDA) for the
treatment of opioid dependence: methadone, naltrexone, and buprenorphine. Each medication works to address
dependency and addiction in different ways, depending upon its effect on opioid receptors. As illustrated in Figure
2, opioid full agonists, partial agonists, and antagonists have differing effects on the opioid receptors in the brain.
Full agonists fully bind to and activate the receptors, producing a pain killing effect; partial agonists bind to the
receptors and partially activate it, producing a limited pain killing effect; and antagonists bind to the receptors but
do not activate it, blocking any effect.15 Methadone is a full opioid agonist that has been used for decades to treat
heroin and opioid pain medication addictions.16 While an effective MAT medication, it is limited in that it can only
be administered through an opioid treatment program certified by SAMHSA and it comes with many risks,
including risks for addiction and overdose. Naltrexone is an opioid antagonist. It blocks the action of opioids and
helps prevent relapse to opioid use after detoxification. It is typically appropriate for persons who have gone
through withdrawal and have been detoxified, and who have a short or less severe addiction history.17 As such,
naltrexone has been shown to have limited effectiveness when treating patients who are homeless.18 Given the
limitations and risks associated with methadone and the limited effectiveness of naltrexone, this brief focuses on the
use of buprenorphine in MAT.

The Use of Buprenorphine in MAT
Buprenorphine was approved for clinical use by the FDA in 2002 and was the first medication to treat opioid
dependency that was permitted to be prescribed or dispensed in physician offices. It is a partial opioid agonist,
which produces a euphoric effect that levels off after a moderate dose, even with further dose increases. When used
properly, buprenorphine helps suppress symptoms of opioid withdrawal, decreases cravings, and lowers the risk of
misuse, dependency, and negative side effects.19 There are number of FDA-approved buprenorphine products.
Subutex is buprenorphine in the pill or tablet form. Suboxone®, Bunavail®, and Zubslov® are combinations of
buprenorphine and naloxone provided through either a pill or dissolvable film; naloxone is added to the
buprenorphine to deter people from diversion or misuse of the drug. When taken properly, the absorption of
naloxone is minimal, so the effect of buprenorphine is uninhibited. However, if crushed or injected, the naloxone
effect can block the effect of the buprenorphine and can also produce opioid withdrawal symptoms.
Buprenorphine has demonstrated efficacy in eliminating withdrawal symptoms and reducing cravings, with most
patients not experiencing any withdrawal after two to three days of taking the drug. 20 Additionally, this drug carries
a lower risk of overdose compared to methadone, making it a potentially safer treatment option.21 The use of
buprenorphine in MAT has been shown to be effective for persons experiencing homelessness, with no differences
in treatment outcomes between persons who are homeless and their housed counterparts.22
Figure 2. Effects of opioid full agonists, partial agonists, and antagonists on opioid receptors on the brain.

Medication-Assisted Treatment: Buprenorphine in the HCH Community

3

P O L I C Y

B R I E F

M a y

2 0 1 6

Challenges to Treatment
Using buprenorphine as a treatment for opioid use disorder does not come without its challenges. Some of these
challenges include:


Limit on providing ‘on demand’ treatment. Guidelines for providing treatment outline a number of
preliminary steps before treatment can begin, and insurance plans often require obtaining a prior authorization
before approving reimbursement for treatment and/or coverage for filling a buprenorphine prescription. In
addition, many physicians’ offices and treatment programs have inflexible systems that cannot provide
treatment to a patient on the same day they present for care, oftentimes offering appointments several weeks
out. Seeking treatment is a big step for patients who suffer from addiction, and requiring a patient to wait
before receiving treatment increases the risk of them not entering treatment.



Restrictions on who can prescribe and patient caps. Prescribing buprenorphine for the treatment of opioid
addiction is currently limited by law to qualified physicians who receive a waiver from the Drug Enforcement
Agency (DEA) to treat patients who are addicted to opioids (specifically barring nurse practitioners, physician
assistants and other prescribers from participating in this treatment modality). In addition, physicians are
limited to treating 30 patients in their first year and 100 annually thereafter. This drastically limits access to
treatment, especially in rural areas where fewer physicians exist and in non-physician led primary care venues.



High costs and different insurance coverage benefits. Buprenorphine is five times more costly than
methadone, and differing public and private health insurance coverage benefits and other requirements can
make it difficult to afford and/or access. In states that have yet to expand Medicaid, access is even further
limited as many low-income people have no insurance to cover costs.



Diversion and misuse of prescribed medication. Buprenorphine is
ranked among the least-abused or misused opioid in the U.S., and the
potential for negative outcomes from diversion are much less severe
than from other opioid drugs.23 However, concerns over diversion still
exist. High demand for limited treatment space, patient caps on
providers, high cost of treatment and lack of access to insurance
creates a market for diverted drugs. As a result, diverted
buprenorphine is sometimes purchased on the street to provide selftreatment, and to prevent withdrawal or control withdrawal
symptoms.24



“I bought buprenorphine
on the street because I
didn’t have insurance and
didn’t know where to go for
a program– it helped me
get through withdrawal and
become stable enough to
seek treatment” MAT Patient,
HCH Baltimore

Lack of training. Many primary care physicians and other clinicians lack adequate training to provide
substance use disorder treatment, and as a result substance use disorders often go undiagnosed and untreated.25
A lack of training is a barrier to providing MAT as many physicians do not feel comfortable in managing the
components of MAT and/or engaging in screening and brief interventions for substance use disorders
(SUDs).26

There are even greater challenges in providing buprenorphine MAT to persons experiencing homelessness. Some
of these challenges include:


Difficulties faced by those experiencing homelessness. Residential instability, prioritizing basic daily needs
(such as food, safety and shelter), limited income, lack of social supports, lack of transportation and/or health
coverage and other financial resources make adherence to a daily medication and frequent therapy regimen
more difficult.



High rate of comorbidities. Persons experiencing homelessness are disproportionally affected by all health
conditions and have high rates of comorbidities. Cognitive impairments such as traumatic brain injury, mental
illness, and developmental disabilities can reduce the ability to understand and/or adhere to a treatment plan.
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Higher rates of substance use and other chronic medical illnesses associated with acute and chronic pain can
also compromise engagement in care as well as complicate the effectiveness of any MAT treatment.


Negative experiences with the health care system. Persons experiencing homelessness may have been
denied care in the past because they were stereotyped as ‘drug seeking,’ ‘difficult,’ or ‘non-compliant’ by other
health care providers; a health care provider may have been reluctant to use MAT due to bias or assumptions
that it doesn’t work when treating persons experiencing homelessness; and negative experiences may have
arrived from past treatment that took an abstinence-only approach, requiring an individual to go through
withdrawal and be stably housed before beginning treatment therapies.

Strategies to Promote Access & Recovery – Provider Practices
To overcome the challenges of treating patients experiencing homelessness for an opioid addiction, care providers
should consider the following strategies:


Establish stability. Stable housing is central to attaining treatment goals as it provides patients with
stability, a sense of safety, an increased ability to meet basic needs and an opportunity to have increased
control over their lives and environment. Securing stable housing as early as possible is key to the
treatment and recovery process.



Address comorbidities using integrated care. Untreated medical and/or other behavioral health
conditions may complicate MAT. The most successful interventions are provided through integrated care
models of interdisciplinary teams made up of medical, mental health, substance use, and social service
providers. Each discipline should not only be co-located, but should work collaboratively as a team with
multiple services offered in the same visit.



Treat the whole person. Substance use disorders cannot be treated apart from addressing the needs of the
whole person in the context of his or her environment. In addition to addressing comorbidities, assistance
in accessing food, clothing, shelter/housing, financial assistance, counseling, job training, employment
services, and other needs as identified must be included alongside MAT.



Take a harm reduction approach. Harm reduction therapy is an evidence-based practice that supports
and respects a person’s experience and treats them with dignity, which is especially important for persons
experiencing homelessness who regularly interact with systems and situations that limit self-determination
and lack respect. Harm reduction therapy relies on collaboration, respect, and stage-based interventions
that acknowledge self-defined positive change. Harm reduction therapy focuses on client-defined priorities
and acknowledges that any improvement that reduces harm is beneficial. The key to harm reduction
therapy is low barrier, integrated care that is trauma informed and respectful of the collaborative
therapeutic relationship.27



Utilize evidence based best practices. In addition to harm reduction, using other evidence-based best
practices such as the use of peer specialists, motivational interviewing, and individual and group therapy
can help patients maintain recovery and have successful treatment outcomes.



Be patient centered. Building trust and developing relationships is essential to providing high-quality care
and achieving good health outcomes. Engaging in patient centered care based on a patient’s individual
needs, strengths, goals, and timeframe rather than on a pre-determined benchmark for outcomes is one way
to build relationships and empower patients in the process. Patients should be actively involved in setting
goals and planning their treatment.



Be flexible. There is no one-size-fits-all treatment that will work for all patients. While MAT recommends
a combination of medication and behavioral health therapy, treatment should be flexible and individualized
to the patient’s needs, especially the frequency/schedule for therapy. For some, medication alone and
regular consultation with a primary care provider is enough to maintain and recover from addiction, while
others may need the additional supports provided by behavioral health therapy.
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Strategies to Promote Access and Recovery – Policy Opportunities
 Current Public Policy Initiatives
Federal Administration: Since 2010, when the Obama Administration released its first National Drug Control
Strategy,28 the Administration has been taking steps to address the opioid crisis. Most recently, the Administration’s
FY2017 Budget proposed discretionary and mandatory funding totaling nearly $1.1 billion to expand access to
MATs, improve prescribing practices; and expand the use of naloxone, a drug that reverses the effects of overdose
(sometimes known by the brand name Narcan®).29 The Centers for Disease Control and Prevention issued their
first-ever guidelines for clinicians on appropriate prescribing and treatment maintenance of opioids,30 and the
Department of Health and Human Services released additional funding totaling nearly $100 million to increase
access to substance abuse treatment at Health Centers, to include Health Care for the Homeless grantees.31
Congress: Legislative vehicles introduced during the 114th Congress to address the opioid crisis include creating an
interagency task force to lead national efforts; expanding education to prevent abuse (particularly aimed at youth);
expanding access to MATs and increasing funding for other evidence-based interventions; reducing stigma and
educating the public about addiction as a disease; and reducing overdose deaths by increasing access to naloxone
and providing training in its use.32 33 In addition, other legislation includes measures to reform the criminal justice
system by reducing or eliminating mandatory minimum sentencing for drug crimes; expanding treatment
alternatives to incarceration; and expanding treatment options for individuals who are incarcerated.34 35
States: Nearly every state has strengthened its prescription drug monitoring program to reduce overprescribing of
opioids and has expanded substance abuse treatment. Some states have passed syringe exchange programs and have
initiated drug take-back programs for unused medication. States have also increased access to naloxone, authorizing
law enforcement and first responders to carry the drug, and allowing sales of the drug without a prescription.
Several states have also passed ‘Good Samaritan laws’, which are laws that provide immunity from prosecution for
certain offenses, assuaging fears of contacting authorities and encouraging people to call 911 or seek medical
attention in response to an overdose. States have also passed laws to create jail diversion programs, including
creating drug courts and treatment as alternatives to incarceration, and some states have lowered penalties for the
possession of small amounts of drugs.36 In Massachusetts and Maine, prescriptions for opioids have started to have
greater time limitations.37 38

 Further Policy Considerations/Possibilities
To overcome a number of systematic challenges of providing buprenorphine MAT, the following policy approaches
should be considered:


Remove the cap on the number of patients a physician can treat with buprenorphine. Existing limits
are arbitrary and create barriers to accessing treatment. While put in place to mitigate diversion, cap limits
may inadvertently aid diversion by limiting the supply of MAT, leading to individuals pursuing selftreatment by purchasing diverted drugs. Ironically, there
are no limits to the number of patients a physician can
“As a physician, I can only see so
prescribe other opioid drugs that present a much greater
many patients a day and I have many
risk of causing addiction, overdose, and death (e.g.,
other patients with other needs –
Methadone, Oxycodone, Hydrocodone, and Fentanyl).
having others on my team be able to
Removing the caps will allow providers to determine
prescribe buprenorphine would be a
the number of patients they are able to treat based on
huge help.” Physician at HCH Baltimore
the capacity of their practice and other factors, thereby
increasing access to treatment.



Expand prescribing rights to all clinicians who are eligible to prescribe Class III, IV, and V CDS
drugs. Limiting prescribing rights to physicians creates an additional barrier to accessing treatment and is
Medication-Assisted Treatment: Buprenorphine in the HCH Community
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incongruent with the existing scope of many clinical practices. Expanding prescribing rights to Nurse
Practitioners, Physicians Assistants, and other clinicians who are authorized to prescribe Class III, IV, and
V CDS drugs will expand treatment opportunities and decrease barriers to care. Clinicians who can
prescribe opioids for pain should also be able to prescribe buprenorphine to treat the addictions that
sometimes result.


Require training to prescribe all opioids, not just buprenorphine. Specialized training is required to
prescribe buprenorphine, but no other drug (opioid or otherwise) requires this as a condition of practice.
Given the lower risks associated with diversion of buprenorphine, and the elevated risk associated with
many opiates that can be prescribed with few restrictions, training should be extended to the prescribing of
any opioid and focus on administering and monitoring prescriptions and understanding the nature of
addiction. In addition prescribers should have greater access to technical assistance and resources to
develop plans to identify and avoid diversion.



Enforce parity laws. Substance abuse treatment and other behavioral health services should be just as easy
to access as primary care services. Parity laws are in place to ensure insurance plans treat these services
equally, and should be enforced. Health insurance practices that require prior authorizations for opioid
treatment should be scrutinized, especially when they create barriers to behavioral health care that do not
exist for primary care. Just as there are no prior authorizations required for opioid drugs prescribed for pain
management, there should be no prior authorizations required for MAT. Addiction is a time-sensitive
condition to treat, and presenting for treatment is a big step for patients; even a delay of one day can be the
difference in someone getting treatment or not.



Reduce stigma and treat addiction as a disease. The main barrier to any type of treatment for persons
experiencing homelessness is a lack of stable housing. In addition, drug screens are often required when
accessing housing, and employers often require drug screens for employment. Landlords and employers
need to accept buprenorphine prescribed as part of a MAT plan as a medical treatment process, and not
have it count negatively against a person by including it as a prohibited substance. Addiction needs to be
seen as a disease and not a moral failing, and engagement in MATs as a health care intervention should not
be a liability to accessing housing or employment.



Train all health care disciplines on addiction. Expanding awareness of addiction and providing
substance abuse education for medical students, residents, practicing physicians, and all other health care
providers is essential. Curricula which treat substance use conditions similarly to other chronic disorders
and provide more adequate basic preparation need to be implemented. In addition, continuing education
opportunities to learn about evidence based practices for the treatment of SUDs need to be provided, and
programs to support the adoption of MAT, screening, brief intervention and referral to treatment need to be
identified and implemented.

Conclusion
Opioid addiction and subsequent overdose deaths have reached crisis levels in this country. Persons experiencing
homelessness are at an even greater risk; homeless persons are more likely to develop a substance use disorder and
experience an overdose that results in death. However, opioid addiction is a treatable disease from which people
can recover. Medication Assisted Treatment (MAT) is an evidence-based treatment model that helps individuals
recover from addiction and improve health and stability. The use of buprenorphine in MAT has been shown to be
just as successful for treating persons experiencing homelessness as for their housed counterparts, although
challenges to treatment exist. Some of these challenges include limitations on prescribers and caps on the number
of patients for whom they can prescribe buprenorphine; high costs, lack of insurance or restrictive insurance
requirements to receive treatment; comorbidities with other health conditions; and the reality of homelessness.
Numerous policy solutions should be considered to promote access to treatment and recovery, to include
eliminating patient caps and expanding prescriber rights; enforcing parity laws within insurance plans; and
providing treatment to persons experiencing homelessness that is patient centered, integrated, and takes a harm
reduction approach.
Medication-Assisted Treatment: Buprenorphine in the HCH Community
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Additional Resources:
 Adapting Your Practice: Recommendations for the Care of Homeless Patients with Opioid Use Disorders:
http://www.nhchc.org/wp-content/uploads/2014/03/hch-opioid-use-disorders_adapting-your-practice-final-topost.pdf.
 Providing Treatment for Homeless People with Substance Use Disorders: Case Studies of Six Programs:
http://www.nhchc.org/wp-content/uploads/2011/09/CA05RCaseStudies-FINAL5.pdf.
 A Treatment Improvement Protocol: Behavioral Health Services for People who are Homeless:
http://store.samhsa.gov/shin/content//SMA13-4734/SMA13-4734.pdf.
Suggested Citation for this Policy Brief: National Health Care for the Homeless Council. (May 2016.) Medicationassisted Treatment: Buprenorphine in the HCH Community. (Authors: Matt Warfield, National Health Policy
Organizer, and Barbara DiPietro, Senior Director of Policy.) Available at: https://www.nhchc.org/policyadvocacy/reform/nhchc-health-reform-materials/.
Acknowledgements: We extend our sincere appreciation to the numerous service providers and consumers who
provided input and perspectives to this policy brief through focus groups and individual communication.
Funding: This project was also supported by the Health Resources and Services Administration (HRSA) of the U.S.
Department of Health and Human Services (HHS) under grant number U30CS09746, a National Training and
Technical Assistance Cooperative Agreement for $1,625,741, with 0% match from nongovernmental sources. This
information or content and conclusions are those of the authors and should not be construed as the official
position or policy of, nor should any endorsements be inferred by HRSA, HHS or the U.S. Government.
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