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ABSTRACT

Aims To examine retrospectively patient and programmatic outcomes following the development and implementation of
an ‘open-access’ model in which prospective patients were enrolled rapidly in methadone maintenance treatment, irre-
spective of ability to pay, and provided real-time access to multiple voluntary treatment options. Design Medical and
administrative records were abstracted to compare data for 1 year before and 9 years after initiating the implementation
of an open-access treatment model in May 2007. Setting Methadone maintenance treatment center in Connecticut,
USA. Participants Individuals with opioid use disorder entering treatment between July 2006 and June 2015. In June
2015, 64% (n = 2594) of the sample were men and 80% (n = 3133) reported that they were white. Intervention The
Network for the Improvement of Addiction Treatment-informed open-access treatment model uses process improvement
strategies to improve treatment access and capacity.Measurements Census, waiting time, retention, non-medical opioid
use, patient mortality and financial sustainability (net income and state-block grants as proportions of revenue).

Findings In the 9 years following the initial implementation of the open-access model, patient census increased by
183% from 1431 to 4051, and average waiting-time days decreased from 21 to 0.3 (same day) without apparent
deleterious effects on rates of retention, non-medical opioid use or mortality. Between fiscal years (FY) 06 and FY 15,
net operating margin rose from 2 to 10%, while state-block grant revenues declined 14% and the proportion of total
revenue from state-block grant revenue decreased from 49 to 24%. Conclusions An open-access model for rapid
enrolment of people with opioid use disorder in methadone treatment appears to improve treatment access, capacity,
and financial sustainability without evidence of deleterious effects on treatment outcomes.
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INTRODUCTION

The current opioid epidemic is a major public health issue
[1,2] requiring urgent attention. Among the 29000000
people with substance use disorders globally, only 14%
have accessed treatment [3]. From 2000 to 2013, the esti-
mated number of individuals with opioid use disorder
(OUD) in the United States has risen from approximately
600000 to more than 2 million (586000 heroin;
1 980000 prescription1) [4,5]. However, it is estimated
that of individuals with OUD, only 21% receive any past-

year substance abuse treatment [6] and only 15–20%
receive medication-assisted treatment (MAT) [7]. OUD
is a chronic relapsing medical condition [8] and is associ-
ated with elevated risk of mortality, transmission of
hepatitis C and HIV and a range of other serious
biopsychosocial problems [9–11]. In 2015, an estimated
33091 deaths in the United States involved an opioid
[12]. Consequently, the costs to the United States of
opioid-related disorders are considerable; estimated annual
health-care, work-place and criminal justice costs exceed
$55 billion [13].

1Numbers were not provided for the estimated overlap between heroin and prescription opioid groups.
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Improved access to evidence-based MAT such as meth-
adone (opioid agonist), buprenorphine (partial opioid ago-
nist) or injectable naltrexone (opioid antagonist) is a
crucial public health strategy in confronting the opioid ep-
idemic [2,14–16]. The incorporation of psychosocial treat-
ments is an internationally recommended strategy for
managing opioid-related disorders [17,18]. Beyond effec-
tive treatment of OUD, MAT has several additional public
health benefits by reducing transmission of hepatitis C
and HIV, overdose, all-cause mortality and illegal activity;
it also improves social functioning and health-care engage-
ment [15,16,19–22]. Despite an increase in excess of
230% between 2003 and 2012 in the estimated number
of people in the general population with OUD, the number
of opioid treatment programs (OTPs)2 operating in the
United States increased by only 9.4% (from 1067 to 1167),
while the number of patients receiving methadone mainte-
nance treatment increased by only 37.3% (from 227003
to 311718) [23]. Although buprenorphine has increased
treatment capacity significantly for OUD in the United
States [24,25], the estimated gap in 2012 between MAT
need (i.e. number of individuals with OUD) and capacity
(i.e. number of opioid agonist MAT slots3) was approximately
1.3 million [23]. Recent governmental initiatives have
allocated funding to expand access to MAT [26,27];
however, there is a paucity of evidence-based models that
incorporate costs and which guide MAT implementation.

The Network for the Improvement of Addiction Treat-
ment (NIATx) [28], which began as a partnership between
the Robert Wood Johnson Foundation and the Center for
Substance Abuse Treatment, was designed specifically to
identify and overcome treatment access barriers (and thus
build capacity). However, neither long-term outcomes nor
financial sustainability has been examined for NIATx or
other implementation frameworks. The aim of this study
was to examine, during a 10-year period, the impact on pa-
tient census, admission waiting time, retention, non-
medical opioid use and financial sustainability associated
with developing and implementing the ‘open-access’ treat-
ment model (where prospective patients are enrolled rap-
idly in methadone maintenance treatment, irrespective of
their ability to pay, and provided with real-time access to
manifold group and individual treatment options from
which they are free to choose).

METHODS

Study site and sample

The APT Foundation, Inc. (hereafter referred to as APT) is
a Connecticut-based not-for-profit community-based

organization, founded in 1970, which specializes in the
treatment of substance use disorders, and is affiliated with
the Yale University School of Medicine. APT also provides
primary care, psychiatric, counseling and vocational
services. The sample comprises patients who entered out-
patient methadone maintenance treatment at APT
between July 2006 and June 2015. In June 2015, 64%
(n = 2594) of the sample were men, and 80%
(n = 3133) reported that they were white. Patients’ mean
[standard deviation (SD)] age was 42.4 (SD = 16.6) years.
Licensed clinicians confirmed that patientsmet DSM-IV-TR
criteria for OUD before they began methadone mainte-
nance.While opioid agonist treatmentwith buprenorphine
was available at APT from 2006, regulatory and financial
barriers precluded offering it to all prospective patients. Ad-
ditionally, admitting clinicians sometimes determined that
maintenance on methadone was a better fit for prospective
patients.

Overview of Network for the Improvement of Addiction
Treatment (NIATx) procedures

NIATx uses a quality improvement procedure common in
engineering and implementation science called ‘rapid-
cycle testing’ [29], which involves defining the task or
‘change project’, performing a ‘walk-through’ in which
change-team members navigate the same procedures that
the prospective or existing patient follows when seeking or
receiving services, identifying the change project aim,
collecting baseline data and testing the changes [29].
Changes that move the organization towards improved ac-
cess, treatment capacity or retention are viewed as success-
ful, and are adopted by the organization. A more complete
description of the NIATx organizational change model can
be found elsewhere [28,30,31].

Development and implementation of the open-access
model at APT

The development and implementation of the open-access
model occurred in two phases. The first phase began
in May 2007, when APT began using the NIATx rapid-
cycle model. A change team was established comprising
the chief executive officer (a NIATx-trained coach),
medical director, clinical services director and human re-
sources director. A walk-through of existing intake proce-
dures identified multiple possible barriers involving
waiting time and access (see Table 1). The change team ini-
tiated a series of change projects to improve waiting time
and access: (1) tuberculosis testing procedures were

2Historically, these programs were often referred to as methadone maintenance treatment programs.
3Estimated number of slots was calculated by the authors using SAMHSA data on OTPs and physicians waived to administer, dispense or prescribe
buprenorphine under the Drug Addiction Treatment Act.
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modified;4 (2) procedures for verification of addiction were
altered; (3) requirement to pay back balances and upfront
administrative, physical examination and tapering fees
were discontinued; and (4) admission fee structure was al-
tered. The second phase began in fall 2007. Change teams
[whose composition varied, but typically included the
chief executive officer (CEO) and a clinic director] identi-
fied barriers to access, retention and expanding treatment

capacity. The development and implementation of key ele-
ments of the open-access model occurred during this
phase, includingwalk-in evaluations, same-day treatment
initiation and provision of ‘drop-in’ groups. Some change
projects addressed factors identified previously as barriers
to methadone maintenance access or retention, including
long waiting time [32], financial costs to patients [33,34]
and subtherapeutic methadone dosing [35,36]. Other

4In the United States, tuberculosis screening/testing and a physical examination are federal requirements for patients entering methadone maintenance
treatment.

Table 1 Summary of change projects in the development and implementation of the open-access model.

Phasea Identified barriers Change projects to address barriers

1 • Admission occurred only after results from PPD for
tuberculosis were read

• PPD was placed (but not read) before admission since positive
findings are not a contraindication for beginning methadone
maintenance

1 • Patients required to provide documentation or contact
information for an adult to verify addiction history

• Procedures for verification of addiction were altered so that
they could be performed on the same dayb

1 • Patients required to pay back balances and upfront fees to
cover administrative costs, PE and tapering (in case of
discontinuation of methadone maintenance)

• Discontinued back-balance payment requirement and upfront
administrative, PE and tapering fees

1 • Patients admitted only if self-pay or with insurance
coverage

• Eligible patients admitted irrespective of insurance coverage or
ability to self-pay. Following admission, patients without
insurance were assisted in procuring it (e.g. Medicaid)

2 Long waiting time
• Admission process divided into screening, intake, PE and
methadone initiation—all conducted on different days by
appointment
• Full PE needed prior to admission

• Regularly scheduled walk-in screening, intake, medical
screening and methadone initiation available same day,
Monday–Fridayc

• Medical screening for contraindications conducted prior to
admission; PE performed on walk-in basis after admission

2 Counseling
• Patients were assigned a counselor whom theymet with one-
on-one by appointment and were sometimes assigned to a
scheduled treatment group led by the counselor

• Primary mode of counseling changed to ‘drop-in’ groupsd;
individual counseling available on request or as-needed

2 Methadone dosing
• Non-standardized dosing protocol
• Sub-therapeutic maintenance dosing

• Standardized dosing protocol implemented
• Therapeutic maintenance target dose (i.e. ≥ 90 mg daily)
within 30 days of admission

2 Take-home methadone bottlese

• Eligible patients not receiving take-home bottles
• Reliance on patient request

• Routine review of patients’ take-home bottle eligibility
performed by clinical teams
• Eligible patients were contacted to review criteria and
complete relevant paperwork

2 Administrative discharge criteria
• Inability to pay for services
• Ongoing substance use
• Behaviors deemed ‘inappropriate’ by providers such as
arguments or non-attendance
• No standardized protocol

• Inability to pay no longer a criterion for discharge
• Ongoing substance use (unless unsafe) no longer a discharge
criterion
• Inappropriate behaviors (unless a risk to patient or staff safety)
no longer a discharge criterion
• Patients discharged only after review by clinical team and
approval of chief executive officer confirming safety risk or
absence of treatment efficacy

aPhase 1 barriers towaiting time and access were identified following an initial walk-through of extant intake procedures. Phase 2 barriers to access, retention
and capacity were identified by change team members. bConsistent with federal requirements, all admitted patients met with a clinician who formally eval-
uated the patient for opioid use disorder; eligibility for admission was confirmed by a licensed medical provider. cDuringwalk-in visits, patients canmeet with a
provider without an advance appointment. dPatients were offered Monday–Friday access to a variety of 50-minute groups (starting every 30 minutes from
approximately 5 a.m. to 3 p.m.). Patients choose whether to return for another session after attending a particular group or to try a different group on sub-
sequent visits with a minimal expectation of attending at least one group per month. eIn accordance with federal and state regulations, methadone mainte-
nance programs can provide patients who demonstrate abstinence from illicit drugs and stability (e.g. regular attendance) with take-home methadone.
Without take-home bottles, patients need to attend their programs daily for methadone (the elimination half-life of methadone is 8–59 hours), and this com-
prises a burden to both patients and medicating staff and poses a possible barrier to retention and treatment capacity. PPD = purified protein derivative;
PE = physical examination.
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barriers were suggested by change teammembers, includ-
ing appointment-making for individual counseling, take-
home medication procedures and administrative dis-
charge criteria. As summarized in Table 1, a series of
change projects was implemented to target these barriers.

Outcomes and measures

Study data were collected as part of routine quality assess-
ment and improvement procedures and were abstracted
from administrative and patient medical records. Primary
outcomes were census (number of patients enrolled in
treatment), waiting time (number of days between first
face-to-face appointment and first methadone dose), reten-
tion (the proportion of patients who were in treatment
90 days after starting a treatment episode), illicit opioid
use (as evidenced by a positive urine specimen), patient
mortality (number of deaths each year for both active pa-
tients and those discharged within the previous 30 days)
and financial sustainability (net income and state-block
grants as proportions of total revenue). Consistentwith fed-
eral requirements for OTPs, urine samples were collected
on patients at least eight times per year; not all patients
were tested in any given month. Urine samples were ana-
lyzed by offsite commercial laboratories using a
300 ng/ml cut-off for illicit opioids. Study procedures were
approved by the APT Board of Directors and the Institu-
tional Review Board of Yale School of Medicine.

Data analysis

We tabulated descriptive statistics for study outcomes (fre-
quencies or means and standard deviations for continuous
data and percentages for categorical data). We compared
outcomes for approximately 1 year before and 9 years after
initiating the implementation of the open-access model in
May 2007. The samples used in calculating descriptive sta-
tistics each year were not independent, but represented a

cumulative, changing cohort of patients admitted, retained
or discharged over a 10-year period. Consequently, we did
not use inferential statistics to analyze change in outcomes
over time associated with the evolving implementation of
the open-access model. Instead, we examined outcome
data at specific time-intervals [usually the end of each fiscal
year (FY)], a data-analytical procedure used by NIATx re-
searchers [37]. Retention was calculated by measuring
the number of people whowere admitted in the third quar-
ter of each FY (January–March) whowere retained in care
90 days later. Non-medical opioid use was estimated by cal-
culating the proportion of opioid-positive samples from the
urinalysis tests conducted in June each year. Financial sus-
tainability was evaluated with data from the 12 months of
each FY from 2006 to 2015 to calculate percentages of an-
nual revenue comprising state-block grant revenue and
net income. Patient mortality data began to be collected
systematically in FY 2008.

RESULTS

Census, waiting time and retention

As summarized in Fig. 1, following the implementation of
the open-access model, patient census increased. Between
July 2006 and July 2015, patient census increased 183%
from 1431 to 4051, while between June 2006 and June
2015 the mean days of waiting time decreased from 21.3
to 0.3 (same day). Whereas in 2007, the mean waiting
time was 7.8 days, beginning in 2008, it was reduced to
2 days or less. Since 2013 it has been less than 1 day,
representing same-day treatment access.

Retention data for patients who enrolled in methadone
maintenance at APT between 1 July 2007 and 30 June
2015 are summarized in Fig. 2. In the year prior to the im-
plementation of the open-access model, the mean rate of
90-day retention was 89.3%; in the subsequent 9 years,
mean retention ranged from 81.9 to 91.8%.

Figure 1 Patient census 2006–15. Census data were collected on 1 July each year and comprise non-duplicate patients. [Colour figure can be
viewed at wileyonlinelibrary.com]
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Non-medical opioid use

Figure 2 also summarizes findings regarding the propor-
tions of urines collected throughout the month of June for
10 consecutive years that tested positive for opioids other
than methadone (i.e. for the June prior to the implementa-
tion of the open-access model and subsequent 9 years). In
June 2006, 17.2% of urine samples tested positive for opi-
oids. Subsequently, each June, the proportion of urine sam-
ples testing positive for opioids ranged from 10.8 to 20.1%.

Patient mortality

Annual patient mortality data are summarized in Table 2.
Between FY2008 and 2015, the number of annual patient
deaths ranged from 13 to 30, for a mortality rate range of
0.0047–0.0101%. Ten deaths during this time-period
were found to result from overdose.

Financial sustainability

Figure 3 summarizes the proportions of total annual reve-
nue comprising state-block grant revenue and net income
for the year preceding the implementation of the open-
access model and for the ensuing 9 years. Between FY
2006 and FY 2015 there was a 14% decline in the total
amount of state-block grant dollars; in other words, grant
revenues as a proportion of total annual revenue decreased
from 49 to 24%. During the same time-period, net operat-
ing margin rose from 2 to 10% and there was an increase
in the proportion of total annual revenue comprising net
income. Increased net income resulted from greater patient
volume, enhanced operating efficiency (e.g. streamlining
intake procedures) and expansion of coverage for
methadone maintenance as a function of the Affordable
Care Act.5

DISCUSSION

This is one of the first studies to examine the implementa-
tion of a NIATX-informed addiction treatment delivery
model over multiple years. Following the introduction of
the open-access model, there were considerable decreases
in admission waiting time and increases in treatment ac-
cess and capacity without apparent deleterious effects on
retention, non-medical opioid use or financial stability.
Findings here provide a framework for scaling up MAT
both in the United States and internationally, where the
need for treatment of OUD in response to the opioid epi-
demic is needed urgently.

Census and waiting time

Relative to national statistics from2003 to 2012, when pa-
tient census (or treatment capacity) increased only 37%
[23], our census increased by 183% over 10 years (from
1431 to 4051) following implementation of the open-
access model. During the first 5 years of the open-access
model most patients were screened, assessed and medi-
cated on the same day. Reduced waiting time was achieved
partly by shortening delays between initial screening,
intake and admission (e.g. instituting walk-in same-day
intake/admission). OTPs have operated traditionally
(and in the case of non-profits have been financed) under
the assumption that a fixed number of individuals could
be treated at any given time: when demand for treatment
exceeds allocated treatment slots, prospective patients are
turned away or assigned to a waiting list [32], and conse-
quently many do not enter treatment [34,38]. There is
considerable variability throughout countries in the avail-
ability and accessibility (including waiting times) of MAT
with some countries, such as France, having achieved

5Although the data are not presented, a visual analysis of the findings indicated that there were no observabledifferences on outcomes between the sites, all of
which are located in New Haven County, CT.

Figure 2 Percentage of patients retained in
treatment 90 days after admission and percent-
age of urine samples testing positive for illicit
opioids. Retention data pertain to the fourth
quarter of each fiscal year (i.e. the percentage
of patients enrolled on 30 March who were
retained throughout the following 90 days).
Urine sample findings pertain to specimens
collected in the month of June each year
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great country-wide success in expanding availability and
improvingaccess [39,40].Waiting times of at least 1month
for methadone maintenance are common in the United
States [41]. Individuals referred from the criminal justice
system or with co-occurring psychopathology, or those of
racial/ethnic minority status or with lower educational
levels, are at increased risk of not enrolling in methadone
maintenance when faced with long intake waiting times
[32]. The open-access model offers a potentially important
approach for eliminating extant treatment access disparities.

The Code of Federal Regulations (45 CFR 96.126) stip-
ulates a 14-day limit onwaiting time for individuals at high
risk (e.g. people with HIV) or the provision of interimmeth-
adone treatment (IMT) involving daily on-site visits for
methadone without take-home doses, counseling or ser-
vices for a maximum of 120 days. While IMT has been ad-
vanced as an approach to minimize waiting times and
enhance treatment access [42,43], the open-access model
provides methadone maintenance services immediately,
including medication, counseling and psychiatric treat-
ment, and it does not impose a maximum treatment dura-
tion after which discharge or transfer occurs.

The change team identified long-standing barriers to
treatment access (e.g. payment of back balances or up-
front fees) that were not taking into account the character-
istics of many patients who seekMAT (e.g. limited income).
One important change project was altering the primary
mode of counseling delivery from scheduled individual

appointments to ‘drop-in’ groups and individual counsel-
ing, which enabled expanded capacity. While findings re-
garding the relative efficacy of adding counseling to
pharmacotherapy with buprenorphine or methadone are
mixed [44,45], the availability of drop-in psychosocial in-
terventions has permitted the same number of counselors
to treat more patients, and it has offered patients more ac-
cess and choice about counseling.

Retention, non-medical opioid use and mortality

Because relapses are common among those who discon-
tinue treatment [8,9], addressing the current opioid
epidemic necessitates enhancing MAT access and capacity
nation-wide without diminishing retention. The open-
access model identified and addressed barriers to access
(e.g. waiting time), retention (e.g. discharge criteria) and
capacity (e.g. treatment delivery costs). The study extends
findings from previous research on same-day treatment ac-
cess by demonstrating that even as capacity escalated over
multiple years, no noticeable loss in retention occurred
[46–48]. The annual retention rates following the imple-
mentation of the open-access model were noticeably
higher than those reported in randomized clinical trials
[35,49]. While some programs discharge patients for con-
tinued illicit substance use, the open-access model elimi-
nated this criterion without an apparent deleterious effect
(as measured by urinalysis findings). While the percentage

Table 2 Patient mortality in fiscal years (FY) 2008–2015.

FY 2008 2009 2010 2011 2012 2013 2014 2015

#Deaths 15 13 17 27 13 28 30 30
Overdose deaths 1 6 2 1 0 0 0 0
Patient census 1986 2374 2609 2662 2749 2992 3433 4051
Mortality rate 0.0076 0.0055 0.0065 0.0101 0.0047 0.0094 0.0087 0.0074

Figure 3 Percentages of annual total revenue comprising state-block grants and net income in fiscal years 2006–15. [Colour figure can be viewed at
wileyonlinelibrary.com]
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of samples testing positive for opioids varied considerably,
visual analysis of the data suggests no obvious associations
between opioid-positive urines, treatment capacity and
other study outcomes. Patients in MAT (even those who
use illicit opioids periodically) have been found to be at sig-
nificantly lower risk of overdose and mortality than their
out-of-treatment peers [21,22]. Furthermore, even as
treatment capacity escalated, mortality rates continued to
be lower than in out-of-treatment individuals [9,50] and
did not vary substantially from those in the general adult
population [51]. Similar to findings of MAT expansion in-
ternationally [52], increased MAT access and capacity did
not occur at the expense of safety [39].

Financial sustainability

Methadone maintenance is economically advantageous to
society; it is associated with significantly lower utilization
of emergency department and in-patient care as well as
lower criminal justice-related costs [53,54]. One barrier
to MAT scale-up internationally is the financial cost to
patients and financial remuneration to OTPs. While
patient-incurred cost is an important negative predictor of
treatment access and retention [33,34], it is important to
recognize that OTPs operate within intricate, patchwork
and fluid reimbursement structures involving federal and
state (e.g. Medicaid) as well as local programs (e.g. criminal
justice); private insurance companies; and out-of-pocket
patient payments [55]. Thus, scaling up methadone main-
tenance nation-wide requires a robust, practicable and
cost-efficient implementation model. Consistent with prior
NIATx-related research, implementation of the open-access
model was associated with improved financial sustainabil-
ity, as evidenced by respective increases and decreases in
the proportions of total revenues attributable to net income
and grants, respectively [56]. APT leveraged two important
changes in health-care remuneration resulting from the
Affordable Care Act: Medicaid coverage of substance use
disorder treatment was expanded and commercial insur-
ance carriers in Connecticut began covering methadone
maintenance. Improved operating margins allowed APT
to augment staffing to meet the demands of increased pa-
tient census and to offset state-block grant decreases while
still offering services to patients, irrespective of their ability
to cover the cost of services. APT was also able to gradually
purchase and renovate its own space, rather than renting
properties. The new spaces have greatly improved patient-
centered physical facilities, further encouraging retention
while reducing operating costs.

Limitations

Study limitations should be noted. Data were collected as
part of routine quality improvement and assessment

procedures, used commonly in implementation science,
rather than from a rigorous research design. Thus, it
was not possible to conduct subanalyses to analyze the ef-
fect of specific changes made by the organization
(e.g. eliminating back balances) and outcomes of interest
(e.g. mortality rates). We focused on opioid-positive—and
not opioid-negative—urine samples because the former
needs to be addressed by clinical staff. Although clinical
trials often impute data from missing urine samples to be
opioid-positive, we did not do this as the data were col-
lected for quality improvement purposes. Nonetheless, it
should be noted that there was a low rate of missing sam-
ples. Data regarding patient mortality were only available
for FYs 2008–15; thus, it was not possible to compare
mortality data before and after the implementation of the
open-access model. Similar to other NIATX-related stud-
ies, change projects were implemented over relatively brief
time-periods and outcomes were collected at similar time-
points during the course of the study. Given the violation
of statistical assumptions regarding independence of obser-
vations, we were unable to conduct advanced statistical
modeling to analyze changes in important study outcomes
following the implementation of the open-access model.
NIATx data collection procedures, however, allow admin-
istrators to test multiple change projects at low cost and
to collect pertinent on-site outcome data in real-time to in-
form organizational change [28,29]. Similar to any study
of administrative or patient records, there may have been
data entry errors and omissions [57]. This study was con-
ducted in the OTPs operated by one non-profit
community-based organization in the Northeast United
States; the extent to which the findings generalize to other
types of treatment programs (e.g. for-profit) or geographic
locations is unknown. Lastly, reasons for non-retention at
90 days could not be determined because patients were
not assessed individually or followed-up.

Conclusion

In the absence of efficient, effective and safe strategies such
as this open-access treatment model, the global opioid epi-
demic will continue to extract high costs to individual and
to public health. To our knowledge, this study is among the
first to provide a framework with real-world outcomes over
nearly a decade of implementation of the open-access
model for scaling up MAT through incremental changes
to admissions and continuing care. Public health efforts
targeting the opioid epidemic have focused primarily on
preventing or reducing non-medical use of prescription opi-
oids. Although this is a critically important strategy, OUD is
an often-overlooked driver of opioid overdose [15] and
opioid-related mortality and morbidity [14]. Despite the re-
cent decreases in the prevalence of non-medical use of pre-
scription opioids among adults, the rates of OUD and
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opioid-related mortality continue to increase [58]. MAT
can treat OUD and reduce overdose effectively, yet as few
as 15–20% of those who need it are treated with MAT
[7]. Scaling up access to affordable MAT and building
MAT capacity are essential to stem the tide of the current
opioid epidemic, and will probably require flexibility on
the part of existing programs tomake changes to treatment
delivery models and advocacy to ensure that government
entitlements and commercial insurance carriers cover the
costs of treatment [59]. The open-access model offers one
promising public health approach for building MAT capac-
ity, and deserves additional research investigation.
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