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BRIEF REPORT

Multidisciplinary treatment of opioid use disorder in primary care using the
collaborative care model

Charles D. Brackett, MD, MPHa,b,c , Matthew Duncan, MDc,d, Joanne Fadale Wagner, MSW, LICSWd,
Laura Fineberg, MPHb, and Sally Kraft, MD, MPHb,c

aSection of General Internal Medicine, Dartmouth-Hitchcock, Lebanon, New Hampshire, USA; bPopulation Health, Dartmouth-Hitchcock,
Lebanon, New Hampshire, USA; cGeisel School of Medicine at Dartmouth, Dartmouth College, Hanover, New Hampshire, USA; dDepartment
of Psychiatry, Dartmouth-Hitchcock, Lebanon, New Hampshire, USA

ABSTRACT
Background: Treatment of opioid use disorder (OUD) is highly effective, but access is limited and
care is often fragmented. Treatment in primary care can improve access to treatment and address
psychiatric and physical co-morbidities in a holistic, efficient, and non-stigmatizing way. The
Collaborative Care Model (CCM) of behavioral health integration into primary care has been widely
disseminated and shown to improve outcomes and lower costs when studied for depression, but
its use in treating substance use disorders has not been well documented. Methods: We used a
mixed-methods approach to examine the impact of implementing multidisciplinary treatment of
OUD in our health system’s five primary care clinics using the framework of the CCM, with care
shared between the primary care clinician (PCP), behavioral health clinician, and medical assistant.
The implementation included staff education, creation of electronic health record tools, and imple-
mentation support, and was evaluated using data from the electronic health record, the medical
staff office, and a clinician survey. Results: Over the last 2 years of implementation, the number of
waivered providers increased from 11 to 35, providers prescribing for 5 or more patients increased
from 2 to 18, and patients initiated on buprenorphine increased from 4/month to 18/month. 180-
day treatment retention was 53%, and 81% of patients had consistently negative urine drug test-
ing. Psychiatric and medical comorbidities were common, 70 and 44%, respectively. Although
PCPs who prescribed buprenorphine found working in this model enjoyable and effective, the
majority of non-waivered PCPs remained reluctant to participate. Conclusions: In our experience,
treatment of OUD in primary care utilizing the CCM effectively addresses OUD and commonly
comorbid anxiety and depression, and leads to an expansion of treatment. Successful implementa-
tion of OUD treatment requires addressing negative attitudes and perceptions.
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Introduction

We are in the midst of an epidemic of opioid use disorder
(OUD) and overdose deaths. Treatment with medications
for OUD (MOUD) is highly effective and is the evidence-
based standard of care1,2. However, the majority of people
who could benefit from MOUD do not receive it due to
limited treatment capacity, stigma, and financial and logis-
tical barriers to accessing care. Our system has traditionally
siloed addiction treatment into specialty centers, limiting
access and fragmenting care3. The Drug Addiction
Treatment Act of 2000 (for physicians) and the SUPPORT
act of 2018 (for physician assistants and nurse practitioners)
allow primary care providers (PCPs) and other office-based
clinicians to become waivered to prescribe buprenorphine, a
partial opioid agonist, for the treatment of OUD. Integrating
management of OUD into primary care has several advan-
tages, including improved access to care, reduced stigma by
mainstreaming treatment, and concurrent care of co-morbid

psychiatric and medical conditions. Primary care clinicians
are experts in the longitudinal care of chronic conditions,
and already have most of the skills needed to address the
chronic disease of addiction4.

Common themes of successful models of primary care
based treatment of OUD include the importance of a multi-
disciplinary team approach and on-site psychosocial serv-
ices5. The predominant models feature a team-based
approach where the non-PCP staff focuses on the OUD5–8.
The Collaborative Care Model (CCM) of behavioral health
integration adds a behavioral health clinician (BHC,
LICSW), supervised by a consulting psychiatrist, to the pri-
mary care team and utilizes a registry to proactively track
patients. This model has traditionally focused on depression
and anxiety and has been shown to improve both behavioral
and physical health outcomes, lower costs, and increase
patient and provider satisfaction9,10. Patients under treat-
ment for OUD commonly have comorbid psychiatric
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conditions- and treating these conditions improves addiction
treatment outcomes11.

We sought to implement the treatment of OUD in the
primary care clinics of our health system using the CCM,
which we had recently introduced in our clinics to better
address depression and anxiety. This approach has the
potential to simplify and streamline treatment and improve
outcomes by having the collaborative care team (including
the PCP) address OUD together with co-morbid anxiety or
depression. We are aware of only one published study exam-
ining the treatment of OUD with the CCM12. This showed
significantly more evidence-based treatment and abstinence
from opioids at 6months compared with usual care, but the
impact was limited by low use of MOUD (13% of patients).
Another trial examining the use of the CCM to address
OUD recently started to recruit patients13. The goals of this
article are to describe our care model, report our experience
with implementing it, and evaluate its impact using a
mixed-methods approach.

Methods

Program description and implementation

We piloted the Collaborative Care Model for treatment of
depression and anxiety at a single primary care site in our
nonprofit academic health system, starting in September
2017, and later disseminated to four additional sites. We
deployed the model after a BHC was hired and onboarded
at a given site. By the end of our analysis, we had nine full-
time equivalent (FTE) BHCs seeing adults. These BHCs are
supervised by 0.5 FTE of a general psychiatrist, who makes
recommendations but does not provide direct patient care.
A core team from the academic center consisting of 2 psy-
chiatrists, a BHC, a PCP, a project manager, and others led
the implementation, with guidance from the University of
Washington’s AIMS (Advancing Integrated Mental health
Solutions) center (https://aims.uw.edu/). This team worked
closely with clinical and administrative leaders from each of
the primary care sites. The care model included the addition
of screening for behavioral health disorders (depression,
anxiety, unhealthy alcohol or drug use) using an electronic
questionnaire completed either before the visit through the
electronic health record (EHR) patient portal or on a tablet
when checking in at the visit. Positive screens trigger best
practice advisory alerts in the EHR, which link to
“smartsets” providing decision support, patient education
materials, and efficient ordering of medications, labs,
and referrals.

After successfully deploying the CCM to improve the
care of depression or anxiety, we launched an initiative to
add treatment of OUD to the model. Educational sessions
on OUD and its treatment were provided to each site during
regular meeting times, consisting of 2–3 all-staff meetings
focusing on understanding addiction and reducing stigma,
and a 1-h clinician meeting given in person and available
online. BHCs were asked to read “Brief Treatment for
Substance Use Disorders: A Guide for Behavioral
Health Providers” developed for the SUMMIT trial12

(https://www.rand.org/pubs/tools/TL147.html). PCPs were
encouraged to take the training required to obtain the wai-
ver to prescribe buprenorphine. We developed workflows
for the care of patients with OUD, including alternating vis-
its between the waivered PCP and the BHC to reduce
demand on the PCP’s schedule. Intakes, including screening
for appropriateness for OUD treatment in primary care, are
done by the BHC. Patients with OUD were identified by
screening and case finding in the context of primary care
practice and included a mix of patients already stable on
buprenorphine from outside programs and those new
to treatment.

Brief counseling is provided at each visit, and patients are
referred to mutual support groups and outside counseling
based on need and patient preference. Visit intervals start
out as once/week and increase to every 4weeks as the
patient achieves a more stable recovery. PCP appointments
for MOUD are mixed into their regular clinic schedule, with
comorbidities, preventive care, and acute issues addressed
concurrently. Visits are supported by a medical assistant
(MA), who collects urine for drug screening, queries the
Prescription Drug Monitoring Program, ensures completion
of the Brief Addiction Monitor (BAM) questionnaire14, and
cues buprenorphine prescription refills. We created a unique
visit type in the EHR to electronically cue the BAM ques-
tionnaire and initiate the MA workflow. Additional docu-
ments, note templates, and EHR tools were also developed.
Implementation teams received support through regular
meetings with core project staff, and clinician decision-
making is supported by an organization-wide guideline,
EHR-based e-consults with addiction specialists, and a
monthly learning collaborative. PCP visits are billed using
the usual evaluation and management CPT codes, and BHC
visits are billed using psychotherapy codes. In the CCM,
most BHC work for depression and anxiety is done by
phone and has not been reimbursable until Psychiatric
Collaborative Care Model (COCM) CPT codes 99492,
99493, and 99494 were introduced in 2018.

Evaluation

Medical staff office records were used to track the number
of waivered PCPs in the system. Data were extracted from
the electronic health record (EHR) to examine the number
of patients newly prescribed buprenorphine from one of 5
primary care sites and the number of patients receiving pre-
scriptions for each waivered clinician. The National Quality
Forum recommends 180-day treatment retention as a quality
metric, as extended buprenorphine treatment is associated
with improved outcomes15. We calculated treatment reten-
tion for patients initiating buprenorphine between April 1,
2019 and March 31, 2020 by looking for an active prescrip-
tion for buprenorphine in the EHR 180 days after the initial
prescription. Patient demographics, insurance information,
urine drug test results, BAM questionnaire responses, and
psychiatric and medical comorbidities were obtained from
the EHR for patients with an active buprenorphine prescrip-
tion during the last year of evaluation (April 1, 2019 to
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March 31, 20). We sent a questionnaire about satisfaction
with the Collaborative Care Model to all primary care staff
on June 30, 2020, including questions about having a waiver,
interest or experience in prescribing buprenorphine, and an
opportunity to make free-text comments. Statements made
by staff during the learning collaborative sessions supple-
mented these comments.

Results

Note: we used evaluation metrics ending in March 2020, to
avoid influence of the coronavirus pandemic on
our outcomes.

Before our implementation efforts, few PCPs in the five
clinics of our health system were waivered and two physi-
cians were each prescribing for over 20 patients (the lead
author as PCP, and a colleague at another clinic assuming
buprenorphine prescribing, but not primary care, for
patients transferred from our overburdened specialty addic-
tion program). The majority of waivered clinicians had not
prescribed yet and were reluctant to do so without the avail-
ability of additional in-clinic behavioral and case-manage-
ment support. Two years later, the number of waivered
PCPs rose from 11 to 35 (of 136 total PCPs, 26% were waiv-
ered), with 27 of 35 (77%) writing at least one prescription.
The number of PCPs prescribing buprenorphine for five or
more patients in the past year rose from two to 18. Of the
35 waivered PCPs, 18 were in Family Medicine (14 MD/DO,
1 APRN and 3 PA) and 17 were in Internal Medicine (15
MD/DO and 2 PA).

Our main measure of reach was number of patients
newly initiated on buprenorphine per month. This number
rose to a peak of 18/month from a prior mean of under 4/
month 2 years earlier (see graph). There were 167 patients
in active treatment between April 2019 and March 2020. Of
these, 58% were male, 42% were female, 98% were white
and all spoke English. Urine drug tests were consistently
negative for opioids in 81% of these patients, with 18
patients having one positive test, and six had two or more.
As a result, 824 urine drug tests were done, with 91 (11%)
of these positive for opioids. 101 patients completed 540
BAM questionnaires; use of opioids in the past week was
denied in 91% of responses. Our program’s 180-day treat-
ment retention was 53% (49/92). Of the 167 patients treated
for OUD by our program in the past year, 70% had depres-
sion or anxiety (58% had anxiety, 51% had depression) and
44% had a comorbid chronic medical condition. For insur-
ance, 41% of patients had commercial coverage, 33%
Medicaid, 20% Medicare, and 6% were uninsured (Figure 1).

Clinician survey

Sixty-three clinicians responded to the all-staff survey: 16
(25%) with a waiver to prescribe buprenorphine, and 47
without. Of those with a waiver, four stated they had pre-
scribed for five or more patients, seven prescribed for 1–4
patients, and five had not yet been prescribed. Those with-
out a waiver were asked if they were interested in

prescribing buprenorphine in primary care; 5 said “yes,” 14
said “maybe,” and 26 (58%) said “no.” Based on free-text
comments and discussions during learning collaborative
meetings, PCPs who prescribed buprenorphine had a gener-
ally positive experience with the model and felt that sharing
care with the BHC was effective and enjoyable. Many com-
mented that they found working with patients with OUD
gratifying, impactful, and rewarding. In spite of this, the
majority of unwavering PCPs remained reluctant to com-
plete waiver training or participate in the model. Reasons
cited included concerns about additional time demands on
already overwhelmed practices, lack of interest, a belief that
treatment of OUD is outside the scope of primary care, and
the perception that more counseling, case management, and
other resources would be required to be successful.

Discussion

Primary care clinicians are reluctant to prescribe buprenor-
phine without having the support of a multidisciplinary
team16. The Collaborative Care Model is the best-studied
and most widely implemented model of integrating behav-
ioral health into primary care10, but we are aware of only
one study examining its use to address OUD12. Our experi-
ence shows that treatment of OUD in primary care utilizing
the CCM is feasible, and results in increased prescribing of
buprenorphine by PCPs. The early adopter PCPs working
within this model felt that sharing care with a BHC was
effective and enjoyable. Our 180-day retention rate of 53% is
significantly higher than retention rates recently reported
using a national prescription database17: 30.3% for primary
care and 26.7% for specialist and other prescribers.

A major advantage of this model is a team approach that
addresses depression and anxiety together with the OUD,
given that the large majority of patients with OUD have one
or both of these comorbidities and that addressing psychi-
atric comorbidities leads to better outcomes11. In addition, it
de-stigmatizes opioid use disorder by integrating its care
with that of other chronic diseases in primary care. The
CCM has usually focused on the treatment of depression
and anxiety10. Our experience suggests that broadening the
scope of this model to include treatment of OUD is a prom-
ising way to reduce the current OUD treatment gap in a
way that concurrently addresses commonly comorbid condi-
tions and may improve retention and outcomes
of treatment.

A major challenge to implementing treatment of OUD in
primary care is overcoming negative attitudes and percep-
tions. Primary care and institutional leadership were initially
reluctant. Both OUD and buprenorphine are associated with
stigma and misunderstanding that needs to be overcome at
the all-staff level; this culture change takes time and can be
done explicitly through training and implicitly through posi-
tive experiences of early adopters. There remains more work
to be done, both locally and nationally, to address PCPs’
low interest in treating OUD18,19. Education and experience
addressing addiction during medical school and residency
are needed18. Indeed, clinicians choosing to prescribe
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buprenorphine in our program tended to be residents in our
teaching clinic or staff who recently completed residency
and who often had exposure to MOUD in their training.
These staff clinicians soon also faced a barrier cited by non-
participating clinicians: full panels and limited availability to
take on new patients or see patients for the quick follow-up
needed for patients being initiated on buprenorphine. Our
model attempts to address this issue by alternating visits
with the BHC to reduce the number of PCP visits. Another
potential solution is recognizing the increased visit fre-
quency required by patients with OUD through assigning
them a higher weight in determining panel size.

Another barrier is the perception that most patients
require more extensive counseling and support services than
could be offered in primary care. Studies have shown that
adding more intensive counseling to buprenorphine and
brief primary care-based counseling does not improve out-
comes20,21, and that medication alone can be highly effect-
ive21. There is an emerging consensus toward “low

threshold” prescribing of buprenorphine and removing
requirements to attend counseling in order to get medica-
tion22–24. Primary care based treatment has the potential to
offer rapid access to medication, and the relatively brief
counseling (20–30min weekly at first) is effective for most
patients. External counseling and resources can be added as
needed and desired by the patient.

Limitations

We implemented this practice innovation in a single health
system with no comparison group. Patients were almost
exclusively white and English speaking. The model unfolded
gradually over 2 years as resources for BHCs became avail-
able, limiting a pre-post evaluation to clarify the effect of
the interventions versus natural history (e.g., increased visi-
bility of the opioid epidemic and efforts from outside of our
health system to encourage waiver training). Implementing
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the Collaborative Care Model requires an investment of
time and money, and we are fortunate that our institution
supported our startup efforts. Our BHC staffing remains less
than half of the estimated need and the success and reach of
OUD treatment may have been limited by subopti-
mal staffing.

Conclusions

Treatment of OUD in primary care utilizing the CCM
effectively addresses OUD and commonly comorbid anxiety
and depression, and leads to an expansion of treatment
access. Although participating clinicians find treating OUD
using this model to be enjoyable and effective, their nonpar-
ticipating colleagues remained reluctant to prescribe bupre-
norphine. Successful implementation of OUD treatment
requires addressing negative attitudes and perceptions.
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