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.Issue Brief. 
Medications for Opioid Use 
Disorder (MOUD): 
Overcoming Objections 

Missourians struggling with substance use, 

including Opioid Use Disorder (OUD), should be 
screened for substance misuse wherever they seek 
help; those with OUD can be treated and referred 
for ongoing care. Providers and advocates are 
working to ensure that medications for addiction 
treatment are widely available in emergency 
departments and hospitals, primary care and mental 
health clinics, jails and prisons, residential treatment 
programs, and other care settings. 
 
The need is urgent, since fentanyl (an extremely 
potent street drug) is increasingly responsible for 
overdose deaths for users of opioids and stimulants; 
the percentage of opioid overdose deaths involving 
fentanyl in Missouri increased from 12% in 2014 to 
75% in 20181. 
There are several evidence-based interventions that 
can help. One is MOUD, which includes FDA-
approved medications, such as buprenorphine 
(Suboxone®), methadone, and naltrexone (Vivitrol®), 
often supplemented by behavioral treatment and 
social supports. 
 
Missouri launched the Medication First approach in 
2017, which provides rapid access to MOUD. 
The Medication First approach increases treatment 
access, which is best achieved through the 
integration of MOUD induction, stabilization, 
maintenance and referral through specialty 
programs, as well as mainstream health care. 
 
A Medication First approach allows patients to first 
be stabilized on medication and then be brought 
into the appropriate level of care to fit their needs — 
thereby decreasing the risk of overdose and relapse. 
Another is harm reduction intervention. Harm-
reduction philosophy emphasizes that patients 
should be kept safe until they are ready to seek 
treatment. Harm reduction services include 

interventions such as dispensing naloxone, an opioid 
antidote that prevents death from overdose, and 
syringe service programs (SSPs) that provide syringe 
disposal, the procurement of sterile syringes, and 
linkages to treatment. 
Despite data showing the success of MOUD in 
treating drug addiction, objections are still common. 
The following are some frequent objections and 
evidence based responses. 
 

Why treat a drug addiction with a drug? 
 Buprenorphine and methadone are shown 

to cut overdose death rates in half while 
decreasing illicit drug use and HIV2 and 
hepatitis C3 transmission, and improving 
patient retention in treatment.4 

 Injectable extended-release naltrexone is 
shown to reduce illicit drug use and to 
increase retention in treatment in three- to 
six-month trials.5  

 Patients on MOUD have lower health care 
costs compared to those on drug-free 
treatment.6 

 Prison system data show that MOUD 
reduces deaths. Without treatment, the risk 
of opioid overdose death for people shortly 
after leaving prison is 129 times that of the 
general population.7 

 After Rhode Island implemented the use of 
all three medications for opioid addiction in 
its jail and prison system, overdose death 
rates after release dropped by 61%.8 
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Isn’t drug-free, abstinence-based  
treatment better? 

 Drug-free treatment is not as effective as 
MOUD in preventing deaths. See “Dying to 
Be Free” about the high overdose rates in a 
state where only abstinence-based 
residential treatment was available. 
Relapses and deaths are common as 
patients struggle to maintain abstinence, 
since strong cravings persist for years after 
last use.9 

 Prison system data point to the benefit of 
MOUD in reducing deaths.10 After Rhode 
Island broadly implemented the use of 
MOUD in its jail and prison system, 
overdose death rates after release dropped 
by 61%.11 

 
Can people stop taking the medications? 
 The American Society of Addiction 

Medicine recommends maintaining 
buprenorphine for at least one to two 
years, after which voluntary slow tapers 
can be attempted. People early in their 
disease can successfully taper off. If 
cravings come back, it is a sign that the 
taper was too soon. 

 People with long-term opioid use may have 
permanent brain chemistry changes (see 
the free video “Addiction Neuroscience 
101” for a simple and compelling 
explanation)12 and require long-term 
treatment with MOUD. 

 Lifelong treatment is acceptable for other 
chronic diseases such as diabetes, HIV, or 
high blood pressure. Addiction is a chronic 
brain disease that often requires a similar 
approach. 

 
Medications should only  

be used short-term. 
 Using medications for a brief period only, 

during the detoxification period, results in 
high relapse rates (82% relapsing after 
methadone taper13 and 92% relapsing after 
buprenorphine taper).14 Death rates double 
after buprenorphine tapers and triple after 
methadone tapers.15 

 Ongoing treatment with buprenorphine or 
methadone significantly reduces drug 

craving, which can last years after the initial 
detox period.16 Cravings increase the chance 
of relapse and decrease people’s ability to 
participate in recovery and rebuild their 
lives. 

 
Buprenorphine is sold as a street drug. 

Isn’t it just another way to get high? 

 Buprenorphine diversion can be a sign of 
insufficient treatment access.17 Areas with 
high diversion tend to have low availability 
of legitimate treatment. Easy treatment 
access tends to decrease the amount of 
buprenorphine diverted to the illegal 
market. 

 Most people who take illicit buprenorphine 
are taking it for its intended purposes 
(withdrawal management, detoxification, or 
relapse prevention), not to get “high.” In 
fact, buprenorphine’s chemical qualities (as 
a long-acting partial agonist medication) 
make it much more difficult to feel euphoria 
from buprenorphine compared to other 
drugs.18 

 Patients who have taken illicit 
buprenorphine are more likely to stay in 
treatment once they start treatment.19 

 In correctional justice settings, certain 
interventions can prevent diversion: doing 
mouth checks, requiring crackers to be 
chewed and swallowed before and after 
administration, and using liquid 
formulations. 

 
Naloxone, the “rescue drug,” 

encourages risky drug use. 
 Naloxone is an antidote, given by nasal 

spray or injection, which restarts breathing 
when someone is unconscious due to an 
overdose.  

 Increased access to naloxone reduces 
mortality and has not been shown to 
increase drug use.20 

 Communities with increased access to 
overdose prevention education and 
naloxone have seen greater reductions in 
opioid-related overdose deaths.21 

 Naloxone distribution is cost-effective, 
particularly when distributed to people 
using heroin.22 
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People with addiction need to hit rock 
bottom — maybe go to jail —  

before they will change. 
 This is a dangerous misconception of the 

nature of opioid addiction. Long-term 
opioid use alters brain chemistry in a way 
that produces uncontrollable cravings and 
intense despair that can persist years after 
last use. Hitting rock bottom frequently can 
result in overdose death from lethal street 
drugs or from mixing drugs. 

 Through incarceration, people often lose 
jobs and housing, and emerge from the 
criminal justice system, making it much 
more difficult for them to get and stay in 
treatment after release, and more likely to 
resort to criminal activity to survive.  

 More correctional justice institutions in 
Missouri are moving to treatment over 
incarceration, to avoid the risk of felony 
convictions leading to unemployment, 
homelessness, and recidivism. 

 
Primary care clinicians aren’t equipped for 

addiction treatment. Same for clinicians 
who work in correctional justice settings. 
 Buprenorphine management is more 

straightforward than other medications 
used routinely in primary care, muck like 
insulin.  

 Many resources have been developed to 
help primary care physicians and clinic staff 
learn how to treat patients with addiction: 

o Through the Show-Me ECHO 
project, providers are learning 
more about the prevention and 
treatment of OUD through the 
OUD ECHO, the Certified Peer 
Support (CPS) ECHO, and the Pain 
Management ECHO. 

o The Missouri State Opioid 
Response grant offers training and 
technical assistance for providers 
through the Missouri Department 
of Mental Health, in partnership 
with the University of Missouri-St. 
Louis-Missouri Institute of Mental 

Health (UMSL-MIMH) and the 
Missouri Coalition for Community 
Behavioral Healthcare. 

 Buprenorphine is available as part of MO 
Healthnet (Missouri's Medicaid program) 
and most insurance plans without prior 
authorization requirements and is 
dispensed at pharmacies. Buprenorphine is 
a Schedule III controlled substance, which 
means it can be prescribed over the phone 
without a special prescription pad. 

 Most patients can start buprenorphine at 
home, which decreases the burden on the 
office practice.23 See links for patient-
centered home induction instruction sheets 
in English and Spanish, and this 
buprenorphine quick-start one-page 
reference. 

 Through funding from the State Opioid 
Response grant, Missouri has started its 
first MOUD program in the St. Louis County 
Jail. This program was birthed out of the St. 
Louis County Public Health Action Plan to 
address opioid addiction and overdose, 
which included five areas of action 
education and prevention, harm reduction 
and rescue, recovery, public health data, 
and treatment. 

 
People with addiction who are in 

correctional justice settings use “free” 
buprenorphine as a heroin substitute and 
then go back on heroin when they get out 
of jail. That’s a bad use of taxpayer money. 
 As above, patients who have taken 

buprenorphine are more likely to stay in 
treatment or to seek treatment in the 
future. People with opioid addiction report 
that it was several experiences with 
buprenorphine — prescribed or illicit — 
that led to their eventual understanding of 
what “being clean” could feel like and to 
subsequently seek treatment. 
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Buprenorphine shouldn’t be offered in 
practices that don’t have  

robust treatment programs. 
 Patients who can’t afford counseling or 

can’t afford the time off work can still 
benefit from MOUD practices that do not 
have behavioral health services. 24 Access to 
medications alone is better than no access 
at all. 

 Some practices deploy trained medical 
assistants, social workers, or nurses to help 
with patient support and monitoring. 

 A medication-first approach allows people 
to access MOUD without requiring lengthy 
assessments and participation in 
counseling. See "The case for a medication 
first approach to opioid use disorder" 25 
 
Jails can’t afford to add a new  

medication or program. 
 Jail health systems have a powerful 

business case for streamlining access to 
MOUD to avoid the high costs of overdose 
treatment. MOUD has been shown to lower 
emergency department and hospitalization 
costs, lower hepatitis C and HIV rates, and 
decrease overdose deaths.26 

 Compared to common medications for 
some chronic diseases, generic forms of 
MOUD drugs (buprenorphine, methadone, 
and oral naltrexone) are relatively 
inexpensive. 

 Jails are obligated to care for all inmate 
health needs; they do not seek outside 
funding to cover the cost of, for example, a 
new blood pressure medication when 
added to the formulary. 

 Individuals using opioids who receive 
MOUD have lower health care costs 
compared to those receiving opioid 
addiction treatment without medication.27 

 
Opioid addiction is not treatable.  

People just keep relapsing. 
 Addiction is a chronic illness, and relapse is 

part of the disease. It takes smokers an 
average of 30 or more attempts before they 
stop for good.28 

 MOUD has about the same success rate as 
that for other chronic diseases requiring 

difficult behavioral changes, and outcomes 
are as good as those for diabetes and 
COPD.29 Many people go on to reestablish 
productive, satisfying lives. 

 The tragic impact of opioid addiction on 
individuals, families, and whole 
communities cannot be ignored when 
viable treatment is available and shown to 
have high success rates. 

 
Methadone clinics are more about making 

money than getting people off drugs. 
 Like most of the US health care system, the 

majority of opioid treatment programs 
(previously known as methadone clinics) 
are commercial or for profit. 

 All of these clinics were founded as a 
mission to help people with addiction. 

 Methadone providers are closely regulated 
by the federal government and state 
governments and must adhere to strict 
clinical practices. All patients on methadone 
receive counseling and close supervision, 
and clinical outcomes for individuals on 
buprenorphine and methadone are similar. 

 
Summary 

 MOUD are effective and are not difficult for 
providers to manage. However, integrating 
addiction treatment into health care 
settings requires culture change. Decades of 
misinformation has created a culture of 
blame and the false belief that willpower 
alone enables recovery. 

 Learning to treat opioid addiction can be an 
organization’s first step toward building 
skills to help patients with alcohol use 
disorder (which also benefits from 
medications) and other addictions that 
require intense behavioral therapy (like 
methamphetamine use disorder). 

 Understanding the science behind addiction 
and treatment can help change 
perspectives from blame to compassion and 
a reduction in stigma. Addiction is a chronic 
disease and not a character flaw. Training in 
the concepts of trauma-informed care can 
help staff overcome bias and change 
practices. These talking points can help 
inform conversations to change hearts and 
minds. 
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About Missouri's opioid response: 
The Missouri Opioid State Targeted Response (STR) 
and Missouri State Opioid Response (SOR) projects 
expand access to integrated prevention, treatment, 
recovery support, and harm reduction 
services for individuals with opioid use disorder 
(OUD) throughout the state. Grant dollars come from 
the Substance Abuse and Mental Health Services 
Administration (SAMHSA). The State of Missouri 
Department of Mental Health (DMH) is leading the 
project, with administration, implementation, and 
evaluation activities provided by the University of 
Missouri, St. Louis – Missouri Institute of Mental 
Health (UMSL-MIMH) – as well as healthcare 
agencies, academic institutions, people with lived 
experience with addiction, and other content experts 
from around the state. For more information, visit 
www.nomodeaths.org and follow along on Twitter 
@nomodeaths. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Endnotes 
1. Missouri Vital Statistics. (2019). Retrieved from https:// 
health.mo.gov/data/vitalstatistics/. 
2. David S. Metzger et al., “Expanding Substance Use Treatment 
Options for HIV Prevention with Buprenorphine-Naloxone: HIV 
Prevention Trials Network 058,” Journal of Acquired Immune 
Deficiency Syndromes 68, no. 5 (2015): 554 – 61, doi:10.1097/ 
QAI.0000000000000510. 
3. David C. Perlman et al., “An International Perspective on Using 
Opioid Substitution Treatment to Improve Hepatitis C Prevention 
and Care for People Who Inject Drugs: Structural Barriers and 
Public Health Potential,” Intl. Journal of Drug Policy 26, no. 11 
(Nov. 2015): 1056 – 63, doi:10.1016/j.drugpo.2015.04.015. 
4. Luis Sordo et al., “Mortality Risk During and After Opioid 
Substitution Treatment: Systematic Review and Meta-Analysis of 
Cohort Studies,” BMJ 357 (2017): j1550, doi:10.1136/bmj.j1550; 
and Julia Elitzer and Margaret Tatar, Why Plans Should Go to the 
“MAT” in the Fight Against Opioid Addiction, California Health 
Care Foundation, September 2017, www.chcf.org. 
5. TIP 63: Medications for Opioid Use Disorder, Substance 
Abuse and Mental Health Services Administration, 2018, 
store.samhsa.gov (PDF). 
6. Onur Baser et al., “Cost and Utilization Outcomes of Opioid- 
Dependence Treatments,” Amer. Journal of Managed Care 17 
(June 17, 2011): S235–S248, www.ajmc.com. 
7. Ingrid A. Binswanger et al., “Release from Prison — a High Risk 
of 
Death for Former Inmates,” N Engl J Med. New England Journal 
of Medicine 356, no. 2 (Jan. 11, 2007): 157– 65, doi:10.1056/ 
NEJMsa064115. 
8. Traci C. Green et al., “Postincarceration Fatal Overdoses After 
Implementing Medications for Addiction Treatment in a 
Statewide Correctional System,” JAMA Psychiatry 75, no. 4 
(2018): 405–7, doi:10.1001/jamapsychiatry.2017.4614, 
www.jamanetwork.com. 
9. Jason Cherkis, “Dying to Be Free,” Huffington Post, January 28, 
2015, projects.huffingtonpost.com. 
10. German Lopez, “How America’s Prisons Are Fueling the Opioid 
Epidemic,” Vox, March 13, 2018, www.vox.com. 
11. Andrea Hsu and Ari Shapiro, “Rhode Island Prisons Push to 
Get Inmates the Best Treatment for Opioid Addiction,” NPR, 
November 19, 2018, www.npr.org. 
12. Corey Waller, “Addiction Neuroscience 101,” April 4, 2018, 
www.youtube.com. 
13. John C. Ball and Alan Ross, The Effectiveness of 
Methadone Maintenance Treatment: Patients, Programs, 
Services, and Outcome (New York: Springer-Verlag, 1991), 
doi:10.1007/978-1-4613-9089-3. 
14. Roger D. Weiss and Vinod Rao, “The Prescription Opioid 
Addiction Treatment Study: What Have We Learned,” 
Drug and Alcohol Dependence 173, Supp. 1 (Apr. 1, 2017): S48– 
S54, doi:10.1016/j.drugalcdep.2016.12.001. 
15. Sordo et al., “Mortality Risk.” 
16. Thomas R. Kosten and Tony P. George, “The Neurobiology of 
Opioid Dependence: Implications for Treatment,” Addiction 
Science and Clinical Practice 1, no. 1 (July 2002): 13 – 20, 
www.ncbi.nlm.nih.gov. 
www.nomodeaths.org 6 
16. Kosten and George, “Neurobiology.” 



6 
University of Missouri-St. Louis-Missouri Institute of Mental Health                                               www.nomodeaths.org                       

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

17. Michelle R. Lofwall and Sharon L. Walsh, “Benzodiazepines and 
Workplace Safety: An Examination of Postaccident Urine Drug 
Tests,” Journal of Addiction Medicine 8, no. 5 (Sept. 2014): 327– 
32, doi:10.1097/ADM.0000000000000029. 
18. Michael A. Yokell et al., “Buprenorphine and Buprenorphine/ 
Naloxone Diversion, Misuse, and Illicit Use: An International 
Review,” Current Drug Abuse Reviews 4, no. 1 (Mar. 1, 2011): 28– 
41, doi:10.2174/1874473711104010028. 
19. Chandler McClellan et al., “Opioid-Overdose Laws Association 
with Opioid Use and Overdose Mortality,” Addictive Behaviors 
86 (Nov. 2018): 90–95, doi:10.1016/j.addbeh.2018.03.014. 
20. Alexander Y. Walley et al., “Opioid Overdose Rates and 
Implementation of Overdose Education and Nasal Naloxone 
Distribution in Massachusetts: Interrupted Time Series Analysis,” 
BMJ 346 (2013): f174, doi:10.1136/bmj.f174. 
21. Phillip O. Coffin and Sean D. Sullivan, “Cost-Effectiveness 
of Distributing Naloxone to Heroin Users for Lay Overdose 
Reversal,” Annals of Internal Medicine 158 (2013): 1–9, 
doi:10.7326/0003-4819-158-1-201301010-00003. 
22. J. Clark Kelso, Treatment to Reduce the Burden of Disease 
and Deaths from Opioid Use Disorder, California Correctional 
Healthcare System, October 11, 2018, cchcs.ca.gov (PDF). 
23. Joshua D. Lee et al., “Home Buprenorphine/Naloxone Induction 
in Primary Care,” Journal of General Internal Medicine 24, no. 2 
(Feb. 2009): 226–32, doi:10.1007/s11606-008-0866-8. 
24. Walter Ling et al., “Comparison of Behavioral Treatment 
Conditions in Buprenorphine Maintenance,” Addiction 108, 
no. 10 (Oct. 2013): 1788–98, doi:10.1111/add.12266. 
25. Rachel P. Winograd et al., "The case for a medication first 
approach to opioid use disorder"  The American Journal of Drug 
and Alcohol Abuse, Volume 45, 2019 - Issue 4 Published Online: 14 
May 2019 
26. Joseph Tkacz et al., “Relationship Between Buprenorphine 
Adherence and Health Service Utilization and Costs Among 
Opioid Dependent Patients,” Journal of Substance Abuse 
Treatment 46, no. 4 (April 2014): 456 – 62, doi:10.1016/j. 
jsat.2013.10.014. 
27. Onur Baser et al., “Cost and Utilization Outcomes of Opioid- 
Dependence Treatments,” in “Economic Considerations for the 
Treatment of Opioid and Alcohol Dependence,” supplement, 
Amer. Journal of Managed Care 17 (June 17, 2011): S235 – 48, 
www.ajmc.com. 
28. Michael Chaiton et al., “Estimating the Number of Quit 
Attempts 
It Takes to Quit Smoking Successfully in a Longitudinal Cohort of 
Smokers,” BMJ Open 6 (2016): e011045, doi:10.1136/ 
bmjopen-2016-011045. 
29. A. T. McLennan et al., “Drug Dependence, a Chronic Medical 
Illness: Implications for Treatment, Insurance, and Outcomes 
Evaluation,” JAMA 284, no. 13 (Oct. 4, 2000): 1689–95, 
www.ncbi.nlm.nih.gov. 


