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Objectives

• Identify components of patient-centered care for substance use 
disorders

• Define “treatment success” within patient-centered model

• Describe model of low-threshold buprenorphine treatment

• Discuss role of drug testing in patient-centered model



My perspective…

Primary care/office-based buprenorphine treatment.

Medical director of the Chemical Dependence Unit.



AW

• 2013 – two admissions to the CDU

• May 2016 – admission to CDU; came to CCP afterwards.

• Did well for over a year, drug tests positive only for buprenorphine 
and cannabinoids.

• Working as a locksmith, getting her GED.  Aspired to become a peer 
recovery coach.



AW

• October 2017: reported medication stolen, subsequent drug test 
positive for cocaine.

• January 2018: arrested for drug possession.

• March 2018: drug test positive for opiates/cocaine, negative for bup.

• May 2018: looks terrible: weight 84 lbs (usual ~105), picking at her 
skin, has sores on her arms and face

• December 2018: arrested for theft and drug possession

• January 2019: inpatient treatment for a month

• February 2019: drug test positive for opiates/oxycodone/cocaine



AW

• April 2019: drug test positive only for buprenorphine

• April-May 2019: four consecutive drug tests positive only for bup

• May 2019: weight up to 118 lbs, sores have healed, she is working 
again – “my life is so much simpler now”



Patient-centered care
What is it?
A definition: “care provision that is consistent with the values, needs, and 
desires of patients that is achieved when clinicians involve patients in 
healthcare discussions and decisions.”

Components include:

• Provision of compassionate and empowering care
• Respecting patient values
• Supporting patients even if we do not agree with their decisions

• Sensitivity to patient needs

• Partnership/relationship building

• Health promotion

Constand MK et al. BMC Health Serv Res 2014;14:271.



Program-centered vs. patient-centered

Treatment Initiation

Program-centered Patient-centered

• Patients must approach the program 
and prove that they are ready.

• Patients may be forced into 
treatment.

• Patients must agree to rules and 
expectations prior to starting 
treatment

• Patients are offered help in a variety 
of health care and community 
settings.

• Treatment is voluntary.

• There are no pre-conditions for 
starting treatment.



Program-centered vs. patient-centered

Treatment Duration

Program-centered Patient-centered

• Patients complete treatment after a 
pre-determined time period or course 
of treatment.

• Patients are discharged from the 
program if they do not follow rules or 
meet expectations.

• There is no pre-determined duration 
of treatment or endpoint. 

• Patients are provided help for as long 
as they need it.



Program-centered vs. patient-centered

Treatment Approach

Program-centered Patient-centered

• Treatment is provided in a group 
setting with a fixed approach.

• Treatment entails confrontation and 
breaking down resistance.

• Treatment plan is tailored to patients’ 
needs. 

• Treatment is supportive and 
encourages positive changes.



Program-centered vs. patient-centered

Treatment Outcomes

Program-centered Patient-centered

• Treatment goals are set by the 
program.

• Focus is on drug abstinence.

• Treatment goals are flexible and 
decided upon in collaboration with 
patients.

• Focus is on risk reduction, health 
promotion, improved functioning and 
quality of life.



Patient-centered  care
How can it be applied to SUD treatment?
Examples:

• Low threshold treatment
• Meeting patients where they are

• Incorporating SUD treatment into primary care

• Harm reduction
• Syringe/needle distribution

• Safe consumption sites

• Sobering centers

• PrEP for HIV



Why provide patient-centered care?

1. It is the right thing to do.

2. Patients want this.

3. It can improve outcomes.



Why Patient-Centered Care?

“Patient-centered care stems from a wider moral vision of health care”

Kolind T, Hesse M. Addiction 2017;112:465-66.

Patient-centered care is consistent with ethical principles of:

• Autonomy (allowing patients to choose)

• Beneficence (offering any treatment that may help)

• Justice (treating patients with substance use disorders like other patients)

Patient-centered care should be the default and the burden of proof should be on 
approaches that are not patient-centered.



Why provide patient centered care?

In a study of patients with OUD receiving buprenorphine in a primary 
care setting, patients valued a number of patient-centered aspects of 
their care:

1. Accepting rather than confrontational attitude.

2. Flexibility in decision making.

3. Personalized treatment plans and goals developed in collaboration 
with the patient.

Fox AD, Masyukova M, Cunningham CO. Optimizing psychosocial support during office-based 
buprenorphine treatment in primary care: patients’ experiences and preferences. Subst Abus
2016;37:70-5.



Patient-centered care:
Is there evidence to support this?
1. Harm reduction can be considered a form of patient-centered care 

and there is abundant evidence that these interventions reduce 
morbidity and mortality associated with OUD.

2. Therapeutic alliance is associated with improved engagement and 
retention in SUD treatment [1].

3. More flexibility in methadone dosing associated with less illicit drug 
use [2] and improved treatment retention [3].

1. Meier PS, Barrowclough C, Donmall MC. The role of the therapeutic alliance in the treatment of substance misuse: 
a critical review of the literature. Addiction 2005;100:304-316. 

2. Havassy B, Hargreaves WA, De Barros L. Self-regulation of dose in methadone maintenance with contingent 
privileges. Addict Behav 1979;4:31-8. 

3. White JM, Ryan CF, Ali RL. Improvements in retention rates and changes in client group with methadone 
maintenance streaming. Drug Alcohol Rev 1996;15:83-8.



Patient-centered care:
Is their evidence to support this?
Schwartz RP, et al. Patient-centered methadone treatment: a 
randomized clinical trial. Addiction 2016;112:454-64.

• 300 newly admitted methadone treatment program subjects.

• Randomly assigned to:
• Patient centered care

• Treatment as usual

• Followed for 12 months

• Primary outcome: opioid-positive urine drug tests at 12 months

• Secondary outcomes included Quality of Life Global Score



Schwartz RP, et al. 2016

Patient-centered care Treatment as usual

Participants were encouraged but not 
required to attend counseling sessions.

Participants received “graduated 
consequences” for infractions including 
not attending counseling, failure to pay 
fees, verbal conflicts, and providing 
adulterated urine specimens, but were 
not administratively discharged. 

Counselors served only as therapists Counselors were both therapists and 
disciplinarians.



Schwartz RP, et al. 2016

Outcome Patient-centered care (149) Treatment as usual (151)

Individual counseling sessions (mean) 8.7 7.8

Group counseling sessions (mean) 3.8 6.4

Opioid-positive drug test (%) 61 60

Retained in original program (%) 71 69

Quality of Life Score (5 point scale) 3.7 3.4

Methadone dose (mean) 71 77



Schwartz RP, et al. 2016

• “Negative study”, but shows that forcing individuals to attend 
counseling does not improve outcomes.

• Primary outcome not patient-centered; QOL measure was 
significantly better with patient-centered care.

• “Treatment as usual” was more patient-centered and less punitive 
than traditional methadone treatment programs.



Patient-centered care
Risks, challenges and limitations
• This model fits well with the primary care approach, but is more 

difficult to apply to specialty treatment programs where patients 
are treated in a group setting and individualized care may disrupt 
this process. 

• Sometimes there is a need to prioritize the needs of the group 
over the individual.

• Substance use, withdrawal and craving may impair decision-
making.

• Pursuit of “shared decision making” may lead to “patient is 
always right” attitude.



Low-Threshold Buprenorphine for Justice-
Involved Individuals
• Mobile and low-threshold (i.e. low-barrier) treatment as means to 

expand access to treatment for justice-involved individuals

• Started November 2017 in collaboration 

• Follows principles of patient-centered care



Access to OAT Decreases Overdose Mortality

Rhode Island expanded access to 
methadone, buprenorphine, and 
naltrexone in detention (combined 
prison/jail) and transition into 
community treatment

• 60% reduction in overdose 
mortality in state

However, most states still do not offer OAT behind bars or upon release



Justice-Involved have High Opioid Use and Overdose, 
Yet Low Treatment

Source: Maryland Department of Health, 2014
Source: Binswanger et al. Annals Int Med, 2013



Baltimore Jail Population Especially Vulnerable

• Population Mostly Pre-conviction 
• High turnover
• Unpredictable discharges

• No time for planning

• Conditional release into community

Leads to high overdose risk

To address, BHLI formed partnership

with Baltimore Division of Pretrial 

Detention and Services

Source: Maryland Department of Health, 2014



A Solution: Project Connections at Re-Entry (PCARE)



PCARE Protocol for Buprenorphine Initiation and 
Linkage to Care

Jail discharge

Clinical Assessment 

Buprenorphine 
prescription

Follow up visits

Transition to 
maintenance in 

primary care



Elements of Low-threshold care

• Walk-on intakes with prescription for buprenorphine on first visit

• Flexible follow-up appointments

• No mandated counseling/groups

• No insurance or ID requirements

• Focus on engagement in treatment and medication adherence rather 
than abstinence

• No fixed length of time in program 



Initial Outcomes





In first 12 months, 190 patients initiated buprenorphine
• 81% returned for second visit

• Of which 40% remained actively in treatment at 30 days

Majority had previous justice involvement (93%)
• Median 10 arrests and 3 incarcerations
• 29% actively on probation/parole

Other Vulnerabilities
• 93% unemployed
• 80% unstably housed

Referral Source
• Majority (64%) self-referred or heard about van from family/friend
• 21% referred by criminal justice staff
• 5% saw van upon discharge from jail

Reaching Target Population



• Long-Term Opioid Use
• Mean 24 years of opioid use
• Mean age of initiation: 21
• Primary heroin use (86%) 
• Primary mode of use: 68% (33% report ever injected)

• 52% report 1 or more previous overdose

• Majority poly-substance use
• 43% tobacco, 20 % alcohol, 28% THC, 41% cocaine, 11% benzodiazepine use

• Many have co-occurring health conditions
• 53% have comorbid mental health condition
• 52% other chronic condition
• 3% HIV +, 18% Hep-C positive

• 51% have primary care doctor

• 39% had previous treatment with buprenorphine

Clinical Characteristics







Role of Drug Screening

• Used as tool in decision-making as part of larger context, not sole 
reason for discharge or referral to higher level of care

• Focus on pattern rather than single test

• Focus on patient safety and medication adherence (i.e. bup positive)

• Use oral swab for ease of administration, lower risk of tampering

• Patients NOT discharged for opiate/opioid-positive drug screen, 
benzos, cocaine, marijuana, etc.



Lessons Learned



PCARE illustrates demand for OAT programs that cater to 
patients with justice-involvement and other vulnerabilities

• There is a clear unmet demand for buprenorphine treatment, even 
with many OAT providers in Baltimore – need for more low-threshold 
care

• PCARE successfully targeting and engaging clients with justice-
involvement and other vulnerabilities

• Despite resistance of criminal justice bodies to medication treatment, 
PCARE was supported and encouraged by Corrections Staff – need 
more partnerships



• Flexible and low-barrier care may have appealed to patients not 
accessing more formal programs

• Treatment for opioid use disorder may serve as path to other 
health services and restore trust in health providers

When providing addiction treatment, we cannot leave behind the 
most vulnerable 

Low-threshold, on-demand and compassionate treatment can 
help reach patients disconnected from care


