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Medication-Assisted Treatment for Opioid Use Disorder

WHAT IS MEDICATION-ASSISTED TREATMENT?
Medication-assisted treatment (MAT) refers to the use of  medications in the treatment of  substance use 
disorders (SUDs). A conceptual starting point for MAT is understanding that SUDs are chronic, relapsing 
conditions that are the result of  multiple factors including genetic, psychological, and environmental 
causes, and not an indication of  moral weakness or a lack of  willpower. As with other chronic conditions, 
the treatment of  SUDs may include a wide variety of  methods, including counseling and lifestyle changes, 
combined with MAT. And as with other chronic diseases, the goal of  treatment is to improve the health of  
affected individuals and their ability to manage the disease.

WHY HAS THERE BEEN INCREASED ATTENTION TO MAT?
The US is in the midst of  an epidemic of  opioid misuse and overdose deaths.1 This crisis has also been linked 
to increases in HIV and hepatitis C virus (HCV) infections.2, 3 MAT is available to treat opioid use disordersa, 
and has been recognized as a critical component in the response to the opioid epidemic. MAT for opioid use 
disorders uses drugs to stabilize brain chemistry, reduce or block the euphoric effects of  opioids, relieve 
physiological cravings, and normalize body functions.4 

EVIDENCE FOR EFFECTIVENESS
At present, there is extensive compelling evidence for the effectiveness 
of  two medications – methadone and buprenorphine – for the treatment 
of  opioid use disorders. Methadone and buprenorphine have been shown 
to greatly reduce heroin use and injection, and the associated risks 
of  bacterial and viral infections such as HIV, HCV, skin abscesses and 
endocarditis. They have also been shown to increase retention in SUDs 
treatment (as compared to treatment without medication), to improve 
social and psychological functioning,5-7 and there is some evidence 
that they can decrease the incidence of  overdose.8 Evidence for the 
effectiveness of  these two medications is sufficiently strong that they 
are included in the World Health Organization Model List of  Essential 
Medicines.9 Innovative methods to enhance engagement in buprenorphine 
treatment have shown success, including initiating buprenorphine in 
emergency departments10 and with the use of  telemedicine, which can be 
helpful in providing MAT in rural communities.11 There is also evidence for 
the effectiveness of  a third medication in the treatment of  opioid  
use disorder, injectable extended release Naltrexone (XR-naltrexone). 
Lower rates of  treatment initiation have been observed in studies of   
XR-naltrexone, but there are indications that it is as effective in preventing 
relapse as buprenorphine for those patients who initiate treatment.12, 13 

BARRIERS TO IMPLEMENTATION
MAT for opioid use disorders suffers from severe social stigmatization 
and over-regulation, and MAT is incorrectly considered by some as merely 
substituting one drug for another. Stigma reduces support for MAT 
programs in some communities and there is great geographic variability 
in MAT access across the US. In rural areas heavily impacted by the 
opioid epidemic, MAT programs are scarce. In addition, access to MAT is 
limited for some groups with opioid use disorders, including adolescents14 
and populations in criminal justice settings.15 Moreover, in some settings 
MAT is not implemented in accordance with research evidence and 
clinical guidelines, with the result that fewer are retained in treatment 
or achieve the benefits of  improved social functioning and better overall 
health. Low retention in treatment is often a consequence of  stigmatizing 
participants, providing lower than recommended dosages, and creating 
high thresholds for accessing and remaining in treatment.16,17 

a�Opioids include natural opiates (e.g., heroin, morphine) and synthetic drugs (e.g., fentanyl 
and prescription pain pills such as oxycodone, hydrocodone, codeine, and others).

RECOMMENDATIONS FOR 
MAT

1.	 �All persons with opioid use 
disorder should be able 
to access methadone or 
buprenorphine treatment. 

2.	 �The expanded 
implementation of  MAT 
should occur with efforts 
to ensure quality and 
accessibility of  programs 
(e.g., provision of  adequate 
doses, easily accessed 
programs, sufficient 
funding).

3.	� “Combination” program 
efforts should be 
implemented to counter 
prescription opioid misuse 
consequences, including 
overdose prevention 
programs. 

4.	 �MAT should be provided in 
a context where counseling 
and other support services 
are available.

5.	� Reducing the stigma 
associated with SUDs and 
MAT is a major challenge. 
The implementation of  MAT 
would be greatly facilitated 
by large-scale, community-
wide efforts undertaken to 
reduce this stigmatization.



COMBINATION APPROACHES
MAT has been combined with other interventions to reduce the negative consequences of  opioid use  
disorder. These interventions include reducing access to prescription opioids, overdose prevention and  
rescue programs, access to sterile injection equipment through needle/syringe programs, and outreach 
and education to those at risk of  opioid misuse.18 It has been found that these types of  combination 
approaches are more effective than single-effort approaches to address drug misuse-related epidemics.19 

For further information on this Brief  contact CDUHR at CDUHR.nursing@nyu.edu.
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References 
1.	 �Rudd RA, Seth P, David F, & Scholl L (2016) Increases in drug and opioid-involved overdose deaths - United States, 2010-2015.  

MMWR Morb Mortal Wkly Rep, 65, 1445-1452. 
2.	 �Zibbell JE, Iqbal K, Patel RC, Suryaprasad A, Sanders KJ, Moore-Moravian L, Serrecchia J, Blankenship S, Ward JW, Holtzman D,  

Centers for Disease C, & Prevention (2015) Increases in hepatitis C virus infection related to injection drug use among persons aged  
</=30 years - Kentucky, Tennessee, Virginia, and West Virginia, 2006-2012. MMWR Morb Mortal Wkly Rep, 64, 453-8. 

3.	� Conrad C, Bradley HM, Broz D, Buddha S, Chapman EL, Galang RR, Hillman D, Hon J, Hoover KW, Patel MR, Perez A, Peters PJ,  
Pontones P, Roseberry JC, Sandoval M, Shields J, Walthall J, Waterhouse D, Weidle PJ, Wu H, Duwve JM, & Centers for Disease  
Control and Prevention (2015) Community outbreak of  HIV infection linked to injection drug use of  oxymorphone--Indiana, 2015.  
MMWR Morb Mortal Wkly Rep, 64, 443-4. 

4.	� US Food and Drug Administration (FDA) (2017) Statement from FDA Commissioner Scott Gottlieb, MD, on the approval of  a new 
formulation of  buprenorphine and FDA’s efforts to promote more widespread innovation and access to opioid addiction treatments. 
released 11/30/2017: https://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/ucm587315.htm.

5.	� Connock M, Juarez-Garcia A, Jowett S, Frew E, Liu Z, Taylor RJ, Fry-Smith A, Day E, Lintzeris N, Roberts T, Burls A, & Taylor RS (2007) 
Methadone and buprenorphine for the management of  opioid dependence: a systematic review and economic evaluation. Health Technol 
Assess, 11, 1-171. 

6.	� Gowing L, Farrell MF, Bornemann R, Sullivan LE, & Ali R (2011) Oral substitution treatment of  injecting opioid users for prevention of   
HIV infection. Cochrane Database Syst Rev, doi: 10.1002/14651858.CD004145.pub4. 

7.	 �Platt L, Minozzi S, Reed J, Vickerman P, Hagan H, French C, Jordan A, Degenhardt L, Hope V, Hutchinson S, Maher L, Palmateer N,  
Taylor A, Bruneau J, & Hickman M (2017) Needle syringe programmes and opioid substitution therapy for preventing hepatitis C 
transmission in people who inject drugs. Cochrane Database Syst Rev, doi: 10.1002/14651858.CD012021.pub2. 

8.	� Sordo L, Barrio G, Bravo MJ, Indave BI, Degenhardt L, Wiessing L, Ferri M, & Pastor-Barriuso R (2017) Mortality risk during and after 
opioid substitution treatment: systematic review and meta-analysis of  cohort studies. BMJ, 357, j1550. 

9.	� World Health Organization (WHO) (2017) WHO Model List of  Essential Medicines, 20th List. amended August 2017: http://www.who.int/
medicines/publications/essentialmedicines/en/.

10.	�D’Onofrio G, Chawarski MC, O’Connor PG, Pantalon MV, Busch SH, Owens PH, Hawk K, Bernstein SL, & Fiellin DA (2017) Emergency 
department-initiated buprenorphine for opioid dependence with continuation in primary care: outcomes during and after intervention.  
J Gen Intern Med, 32, 660-666. 

11.	�Zheng W, Nickasch M, Lander L, Wen S, Xiao M, Marshalek P, Dix E, & Sullivan C (2017) Treatment outcome comparison between 
telepsychiatry and face-to-face buprenorphine medication-assisted treatment for opioid use disorder: a 2-year retrospective data analysis. 
J Addict Med, 11, 138-144.

12.	�Minozzi S, Amato L, Vecchi S, Davoli M, Kirchmayer U, & Verster A (2011) Oral naltrexone maintenance treatment for opioid dependence. 
Cochrane Database Syst Rev, doi: 10.1002/14651858.CD001333.pub4. 

13.	�Lee JD, Nunes EV, Novo P, Bachrach K, Bailey GL, Bhatt S, Fishman M, Gauthier P, Hodgkins CC, King J, Lindblad R, Liu D, Matthews AG, 
May J, Peavy KM, Ross S, Salazar D, Schkolnik P, Shmueli-Blumberg D, Stablein D, Subramaniam G, & Rotrosen J (2017) Comparative 
effectiveness of  extended-release naltrexone versus buprenorphine-naloxone for opioid relapse prevention (X:BOT): a multicentre,  
open-label, randomised controlled trial. The Lancet, doi: 10.1016/S0140-6736(17)32812-X.

14.	�Hadland SE, Wharam JF, Schuster MA, Zhang F, Samet JH, & Larochelle MR (2017) Trends in receipt of  buprenorphine and naltrexone  
for opioid use disorder among adolescents and young adults, 2001-2014. JAMA Pediatr, 171, 747-755. 

15.	�Fu JJ, Zaller ND, Yokell MA, Bazazi AR, & Rich JD (2013) Forced withdrawal from methadone maintenance therapy in criminal justice 
settings: a critical treatment barrier in the United States. J Subst Abuse Treat, 44, 502-5. 

16.	�Kourounis G, Richards BD, Kyprianou E, Symeonidou E, Malliori MM, & Samartzis L (2016) Opioid substitution therapy: lowering the 
treatment thresholds. Drug Alcohol Depend, 161, 1-8. 

17.	�Perlman DC, Jordan AE, Uuskula A, Huong DT, Masson CL, Schackman BR, & Des Jarlais DC (2015) 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. Int J Drug Policy, 26, 1056-63. 

18.	�Center for Drug Use and HIV Research (2015) Prescription Opioid Misuse: Addressing a Potential Threat to Progress in Ending the 
HIV and HCV Epidemics (Research for Implementation Brief  #2). New York, NY: http://www.cduhr.org/wp-content/uploads/2015/12/
CDUHR-Prescription-Opioid-Misuse-Implementation-Brief-Nov2015.pdf, Accessed November 30, 2015.

19.	�Sypsa V, Psichogiou M, Paraskevis D, Nikolopoulos G, Tsiara C, Paraskeva D, Micha K, Malliori M, Pharris A, Wiessing L, Donoghoe M, 
Friedman S, Des Jarlais D, Daikos G, & Hatzakis A (2017) Rapid decline in HIV incidence among persons who inject drugs during a  
fast-track combination prevention program after an HIV outbreak in Athens. J Infect Dis, 215, 1496-1505. 

Suggested citation:
Center for Drug Use and HIV Research (2018, February). Medication-Assisted Treatment for Opioid Use Disorder 
(Research for Implementation Brief  #5). New York, NY: Author.

The Center for Drug Use and HIV Research (CDUHR) is funded by  
a grant from the National Institute on Drug Abuse (P30DA011041)

February 2018		  cduhr.org


