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Executive Summary

Pursuant to the 2023 Joint Chairmen’s Report (p. 112), the Behavioral Health Administration
(BHA) submits this report detailing the prevalence of Medication-Assisted Treatment (MAT)
providers by jurisdiction and a discussion of barriers to the access or further availability of MAT
for individuals with substance use disorders (SUD).

MAT provides a comprehensive, individually tailored medication and behavioral therapy
program that addresses most patients' needs using a "whole-patient" approach to treating
substance use disorders (SUD). In recent years, the terminology for MAT has shifted to
recognize that medication is a first-line treatment, rather than being secondary to other
approaches such as counseling and behavioral therapies. Today, when medication is used for the
treatment of SUD, it is referred to as either (1) medications for the treatment of opioid use
disorders (MOUD) or (2) medications for the treatment of alcohol use disorders (MAUD). The
use of the term MOUD or MAUD is preferred instead of MAT as it reinforces the idea that
medication does not "assist" treatment but rather is its form of treatment. However, all three
treatment modalities should be available to all individuals.

Community programs that provide MOUD are categorized based on medications and services
provided, either as Opioid Treatment Programs (OTP)' and Office-Based Opioid Treatment
(OBOT)?* Providers. In Maryland, there are currently 103 OTP provider organizations reflecting a
43% increase from 2015. There are 871 Office-Based Opioid Treatment providers, a 148%
increase from 2020. An OTP Needs Assessment conducted in 2021 estimated that 46,097
individuals were in need of MOUD services in Maryland. As documented in the same needs
assessment, OTPs were estimated to have the capacity to serve 34,568 individuals annually and
served a total of 28,352 individuals in FY 2021. In addition, another 20,352 individuals received
MOUD services through OBOT settings. Taken together, a total of 48,704 individuals received
services. In comparing the total served in MOUD services with the estimated MOUD need
(46,097), at nearly 90% OTP capacity, the state appears to be serving the majority of the
estimated need.

Overdose deaths provide an indication of whether the treatment capacity is meeting the treatment
need. According to the Kaiser Family Foundation (KFF), Maryland fared better over the course
of the pandemic than the rest of the nation on average.’ Nationally, the opioid overdose death rate
increased by 59.4% between 2019 and 2021. However, KFF shows that in Maryland the opioid
overdose death rate increased by only 13.2% over the same time period. Additionally, the
increase seen by Maryland is substantially lower than the increase seen by its bordering states,
who had an average increase in their opioid overdose death rates of 49.3% between 2019 and

! Opioid Treatment Programs (OTP) are programs accredited by a Substance Abuse and Mental Health Services
Administration (SAMHSA) approved accrediting organization and certified by SAMHSA to administer and
dispense FDA-approved methadone and buprenorphine to people diagnosed with an OUD. OTPs must provide
adequate medical, counseling, and other psychosocial treatment services onsite or by referral through a formal
agreement.
2 OBOT providers can prescribe buprenorphine but cannot prescribe or dispense methadone. Most commonly,
OBOT providers are addiction specialists or primary care care providers who have integrated the treatment of opioid
addiction into their existing practice.

https: kff.org/other -indicator/opioid-over -death-r:


https://www.kff.org/other/state-indicator/opioid-overdose-death-rates

2021. Despite faring better during the pandemic, there is still much work to be done. In 2021, the
rate of opioid overdose deaths nationwide was 24.7 per 100,000, while the rate in Maryland was
56% higher at 38.5 per 100,000.

An increase in overdose deaths during the pandemic is also reflected in the opioid overdose
death count data from the Maryland Vital Statistics Administration, which shows a 20% increase
in overdose deaths between 2019 and 2020*. However, Maryland has begun to see a decrease
from these elevated counts during the pandemic, with a slight 0.4% decline between 2020 and
2021. While still preliminary, a substantial decrease (>10%) has been seen in the overdose death
data for 2022.

The barriers to MOUD and MAUD treatment vary and can be specific to settings, such as
detention centers or pharmacies, or general across all settings, such as stigma or racial
disparities. In Maryland, access to methadone and buprenorphine has increased in recent years
with the increasing number of OTPs, and increasing access to buprenorphine from the increase in
OBOT providers; however, significant work remains to address the barriers to accessing MOUD
and MAUD.

Background

Medication-assisted treatment (MAT) provides a comprehensive, individually tailored
medication and behavioral therapy program that addresses most patients' needs using a
"whole-patient" approach to treating substance use disorders (SUD). MAT uses medications,
counseling, and behavioral therapies to treat SUD. The approach improves retention in treatment,
the ability to gain and maintain employment, birth outcomes for women, and patients' survival
among people with SUD. A combination of medication and therapy is clinically effective in
reducing the need for inpatient withdrawal management services and successfully treating SUD
for individuals struggling with addiction.

With medications serving as first-line treatments for opioid use disorder, many organizations
have changed their nomenclature from MAT to medications for the treatment of opioid use
disorders (MOUD) and medications for the treatment of alcohol use disorders (MAUD). The use
of MOUD or MAUD is preferred instead of MAT because "MAT" implies that medicines play a
secondary role to other approaches, but "MOUD/MAUD" reinforces the idea that medication
does not "assist" treatment but rather is its own form of treatment.’

The FDA has approved several different medications as evidence-based treatment options to treat
alcohol and opioid use disorders. These medications act by blocking the euphoric effects of
alcohol and opioids and reducing withdrawal symptoms/physiological cravings that cause
chemical imbalances, leading to the normalizing of body functions. These medications help
sustain recovery and prevent or mitigate overdose for alcohol and opioid use disorders, primarily
involving opioids such as heroin, fentanyl, and prescription pain relievers containing opioids.
These medications include:

4 Unintentional Drug- and Alcohol-Related Intoxication Deaths in Maryland, 2020,
https://health.maryland.gov/vsa/Documents/Overdose/Annual 2020_Drug_Intox_Report.pdf

* Saitz R, Miller SC, Fiellin DA, Rosenthal RN. Recommended Use of Terminology in Addiction
Medicine. J Addict Med. 2021 Jan-Feb 01;15(1):3-7.
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1.

2.

Alcohol Use Disorder Medications - Acamprosate, disulfiram, and naltrexone are the
most common medications used to treat alcohol use disorder.

Opioid Use Disorder Medications - Buprenorphine, methadone, and naltrexone are used
to treat opioid use disorders involving opioids such as heroin, morphine, codeine,
oxycodone, hydrocodone, and fentanyl.

Opioid Overdose Reversal Medication - Naloxone prevents opioid overdose by reversing
the toxic effects of opioids. The World Health Organization (WHO) considers naloxone
as one of many medications essential to a functioning healthcare system.

Community programs that provide MOUD and MAUD services are categorized based on the
type of medications and services provided.

1.

Opioid Treatment Programs (OTP) - Programs accredited by a Substance Abuse and
Mental Health Services Administration (SAMHSA) approved accrediting organization
and certified by SAMHSA to administer and dispense FDA-approved methadone,
buprenorphine, and naltrexone to people diagnosed with an OUD. OTPs must provide
adequate medical, counseling, and other psychosocial treatment services onsite or by
referral through a formal agreement.

Office-Based Opioid Treatment (OBOT) providers can prescribe buprenorphine and
naltrexone but cannot prescribe or dispense methadone. Most commonly, OBOT
providers are addiction specialists or primary care or general health care providers who
have integrated the treatment of opioid addiction into their existing practice.

As of December 29, 2022, all licensed practitioners, except veterinarians, who hold a
Drug Enforcement Administration (DEA) registration with Schedules 11 — V authority,
and where state law allows, can now prescribe buprenorphine. Section 1263 of the
Consolidated Appropriations Act of 2023 requires that beginning June 27, 2023,
practitioners applying for a new or renewed DEA registration will need to attest to having
completed a total of at least 8 hours of training on opioid or other substance use
disorders, as well as the safe pharmacological management of dental pain.

Either OTP or OBOT can be utilized for treatment. Often, the determination is made by patient
preference.

Community settings other than OTPs, where MOUD/MAUD programs and services commonly
occur, include the following:

1. Detention centers;
2. Recovery Residences;
3. Primary Care/Somatic Care settings;
4. Pharmacies;
5. SUD Residential Treatment Facilities; and
6. OBOT Providers.
Data/Methods:

This report contains data from multiple sources to allow for a complete and multifaceted view of
the availability of and access to MOUD in Maryland.



The Maryland Vital Statistics Administration provides unintentional all-intoxication overdose
death data from the Office of the Chief Medical Examiner. This data includes all overdose deaths
that occurred in Maryland, regardless of state of residence. The OCME/VSA provides
information on substances present in the person’s system at the time of death, along with brief
demographic information.

Data taken from the Kaiser Family Foundation (KFF) was used to show a comparison of
age-adjusted opioid overdose death rates between Maryland and the nation as a whole. KFF uses
opioid overdose death counts taken from the CDC National Center for Health Statistics” Multiple
Cause of Death Report and divides these counts by the overall population for each region based
on the 2000 census to then produce the age-adjusted death rates.

An OTP Needs Assessment was conducted in the Fall of 2021 by the University of Maryland
Systems Evaluation Center. This needs assessment used a methodology developed for a previous
OTP needs assessment conducted in 2016. Statewide OTP needs were estimated using multiple
data sets, including the National Survey on Drug Use and Health (NSDUH), Maryland Vital
Statistics Intoxication Death Data and Public Behavioral Health Services (PBHS) claims data on
individuals receiving OTP methadone and buprenorphine treatment services and Maryland
census data. A full description of the needs assessment methodology is described in the full

report, see link: OTP Needs Assessment Report

As part of an ongoing effort to understand the landscape of buprenorphine access, the Maryland
Addiction Consultation Service surveys prescribers across the state bi-annually to ascertain the
number of providers offering Office-Based Buprenorphine Treatment (OBOT). The survey is
administered via an online link and answers can be submitted via mail, fax or electronically.

Maryland Public Behavioral Health System (PBHS) data was used to determine the number of
individuals receiving OTP and MOUD services in the PBHS. This data is based on services
rendered in fiscal year 2021 and claims paid through June 30, 2023.

Maryland Department of Health-Behavioral Health Administration (BHA) utilized an in-house

Licensing and Accreditation database to determine the number of licensed and approved
providers within Maryland by service category.

Opioid Treatment Program (OTP) Distribution

Opioid Treatment Programs (OTP) are located in every jurisdiction in Maryland. The greatest
concentration of OTPs is in the Baltimore metropolitan area. The Baltimore metropolitan area
includes Baltimore City, Baltimore County, and Anne Arundel County, representing 49.5% of all
providers, as per the BHA Licensing and Accreditation database. These OTP programs served
31,018 individuals in 2021, based on PBHS claims data paid through June 30, 2023, with
two-thirds (66.1%) of the service recipients from the Baltimore metropolitan area.

The statewide OTP capacity, estimated with 2021 OTP patient census data, a 2016 census, and a
capacity needs assessment was 34,454 individuals, with substantial variations across the State.
Baltimore City and Baltimore County account for more than one-half (55%) of the statewide


https://acrobat.adobe.com/link/track?uri=urn:aaid:scds:US:26b29a2b-67d9-3c9e-b955-e65c60cebb22

OTP capacity.

An OTP Needs Assessment, conducted in 2021 by the Behavioral Health Administration®, in
collaboration with the University of Maryland Systems Evaluation Center, estimated that 46,097
individuals in Maryland required OUD treatment services, with the highest number of
individuals in need residing in the Baltimore-Washington Metropolitan area. Five jurisdictions,
including Baltimore City, Baltimore County, Montgomery County, Prince George's County, and
Anne Arundel County accounted for two-thirds (66.8%) of individuals in need.

The OUD needs rates, calculated in FY 2020 to compare treatment needs across jurisdictions,
determined a statewide need rate of 9.3 individuals per 1,000 Marylanders aged 15 years and
older for OUD treatment services statewide. The estimated need varied substantially across the
State, ranging from a low of 6.3 per 1,000 in Howard County to a high of 18.5 per 1,000 in
Baltimore City. The jurisdictions with the highest need rates were Baltimore City (18.5 per
1,000), Garrett County (14.7 per 1,000), Cecil County (14.3 per 1,000), and Allegany County
(11.3 per 1,000), while Howard (6.3 per 1,000), Montgomery (6.8 per 1,000) and Prince
George’s (6.4 per 1,000) counties had the lowest need rates.

In Maryland, there are currently 103 OTP provider organizations with 6 applications pending
approval at the time of this report. In 2015 there were 72 OTPs, reflecting a 43% increase. There
are 871 Office-Based Buprenorphine Treatment providers, an increase from 351 in 2020,
reflecting a 148% increase. An OTP Needs Assessment conducted in 2021 estimated that
between 31,541 and 60,654 individuals in Maryland were in need of Opioid Use Disorder (OUD)
treatment services. The midpoint between the restrictive and expansive estimates of 46,097 is
used as the statewide population estimate of individuals in need. The needs assessment estimated
OTP capacity by using capacity data collected in the 2016 OTP needs assessment and applying it
to the current OTP census as of July 2021. As of July 2021, it was estimated that OTPs had the
capacity to serve 34,568 individuals annually. In FY 21, statewide OTP providers were providing
services nearly to capacity, serving 28,352 persons with Medicaid within the Maryland PBHS
and 28,490 individuals in FY 2022. In addition, another 20,352 individuals received MOUD
services through OBOT settings. Taken together, a total of 48,704 individuals received services.
In comparing the total served in MOUD services with the midpoint estimate (46,097), at nearly
90% OTP capacity, the state appears to be serving the majority of the estimated need.

A comparison of the difference between the estimated need for MOUD treatment and the
capacity of OTPs showed that OTPs currently meet nearly 75% of the estimated statewide
MOUD treatment need. As shown in Table 1, there are wide variations across Maryland
jurisdictions with seventeen jurisdictions where the treatment need exceeded OTP capacity, and
five jurisdictions (Montgomery County, Prince George's County, Anne Arundel County,
Baltimore County, and Frederick County) where treatment capacity exceeded the treatment need.

Table 1 (on the next page) displays the difference between the estimated OTP treatment need and
the capacity to treat. Positive numbers reflect areas where the OTP treatment need is greater than
the capacity to treat, while negative numbers indicate jurisdictions where treatment capacity
surpasses the treatment need.



https://acrobat.adobe.com/link/track?uri=urn:aaid:scds:US:817bcb5f-daed-4f2f-af1e-5d2f0e5f0456

Table 1: OTP Treatment Need versus Capacity

Midpoint Estimate of Total OTP
Rarieiiatinn People in Need of Treatment Need minus
Treatment for Opioid Capacity OTP Capacity
Disorder* (estimated)®
Allegany 681 911 -230
Anne Arundel 4,168 2,677 1,491
Baltimore City 9,103 13,375 -4,272
ng'ﬁ‘;;e 7,350 5,858 1,492
Calvert 579 279 301
Caroline 256 0 256
Carroll 1,229 818 411
Cecil 1,203 1,388 -185
Charles 208 285 623
Dorchester 217 0 217
Frederick 2,007 971 1,036
Garrett 363 0 363
Harford 1,665 2,420 -755
Howard 1,657 683 973
Kent 140 0 140
Montgomery 5,751 844 4,907
Prince George's 4,760 274 4,486
Queen Anne's 321 0 321
Somerset 190 4 187
St. Mary's 726 363 363
Talbot 238 506 -267
Washington 1,493 1,774 -280
Wicomico 698 536 162
Worcester 392 489 -97
Maryland 46,097 34,568 11,643

Data Source: 2021 Opioid Need Assessment Report; Maryland Vital Statistics Annual Report 2019, Vital Statistics
Administration, Maryland Department of Health; United States Substance Abuse and Mental Health Administration, 2016-2018
National Survey on Drug Use and Health, Substate Tables, Percentages.
https://www.samhsa.gov/data/report/2016-2018-nsduh-substate-region-estimates-tables; United States Substance Abuse and
Mental Health Administration, 2019 NSDUH Detailed Tables, https://www.samhsa.gov/data/report/2019-nsduh-detailed-tables;
Maryland Opioid Operational Command Center: 2020 Annual Report. Released April 13, 2021; Medicaid claims data, Optum
Maryland.

Note: OUD is based on the estimated midrange point, where the number of individuals range from 31,541 — 60,654, and should
not be viewed as absolute.

Table 1, displays the estimated OTP treatment need across the State compared to the treatment
capacity. As shown in the table, 17 out of 24 (71%) jurisdictions had treatment needs that
exceeded the current capacity to treat, while seven jurisdictions, including: Baltimore City, and
Allegany, Cecil, Harford, Talbot, Washington, and Worcester Counties had OTP treatment
capacity that exceeded the estimated need. The methodology used to estimate the treatment need
and jurisdictional capacity are detailed in the September 2021 OTP Needs Assessment Report.
See link to report in Methods section above.



Office-Based Opioid Treatment (OBOT) Distribution

In Maryland, there are 871 Office-Based Buprenorphine Treatment providers located across
jurisdictions, with the largest concentration found in four jurisdictions: Baltimore City,
Baltimore, Anne Arundel, and Prince George's Counties. They account for approximately
two-thirds of all buprenorphine prescribers in the State.

In FY 21, buprenorphine treatment providers provided 448,897 buprenorphine prescriptions to
34,494 individuals statewide. Nationally, the annual buprenorphine treatment rate per 1000
population increased between 2009 and 2018 from 1.97 to 4.43. Maryland’s rate in FY 21 was
4.9 per 1000 population and varied substantially across the State, with the highest rates occurring
in Baltimore City, Western Maryland, and the Upper Eastern Shore region.

The ratio of service recipients to providers across the different regions of the State assessing
potential capacity needs showed an average statewide ratio of 1(provider):49 (service recipients).
Regions across the State showed variation in the ratio of service recipients to providers. For
example, in FY 21, the Baltimore Metropolitan area (Baltimore City, Baltimore County, Anne
Arundel County) had 404 providers serving 5,068 individuals at a ratio of 1 to 46, and the
Eastern Shore region (Wicomico, Worcester, Somerset, Cecil, Dorchester, Talbot, Kent, Queen
Anne’s, Caroline) had 45 providers serving 2,566 individuals, at a ratio of 1 provider to every 57
service recipients. In contrast, the Western part of Maryland, including Frederick, Washington,
Allegany, and Garrett Counties, had 48 providers serving 5,068 treatment recipients reflecting a
provider-to-treatment recipient ratio of 1 (provider) to 105 (service recipients) with variations
across the State. The higher ratio indicates a potential need for additional buprenorphine
treatment resources.

Barriers to the Access of MOUD and MAUD for Individuals with SUD.

The barriers to access to MOUD and MAUD programs and services for individuals with SUD in
the states can be general or specific to treatment/program types and settings. Barriers include:
1. Stigma
Social Determinants of Health
Racial Disparities and structural racism
Wound care for Xylazine associated wounds
Specific barriers related to setting and location of services

Nk

Stigma:

Stigma is a set of negative attitudes and beliefs about a topic or group of people that can be
public and internalized or self-stigma. Stigma towards people using substances or having SUD
often leads to misunderstanding, damaged relationships, lack of or substandard treatment, and
shame with the potential to result in a reluctance to seek help or treatment. Stigma contributes to
poorer health outcomes, higher incarceration rates, and higher death rates among persons with
SUD. The intersectionality of race, ethnicity, and substance use has been shown as persons of
color often face the double stigma of being a minority and having a SUD.



Social Determinants of Health:

Social determinants of health (SDOH) can include factors that affect individuals such as income

level and economic stability, neighborhood or environmental conditions, educational attainment,

and healthcare literacy and access. There is often a bidirectional relationship between SDOH and
substance use, with SDOH increasing the risk for unhealthy substance use and SUD and harmful
substance use exacerbating SDOH and worsening treatment and other health outcomes.

Racial Disparities and Structural Racism;

Racism contributes to significant disparities in the consequences of and treatment for SUD.
Despite comparable use rates, people of color and other minority populations are 6-10 times
more likely to be incarcerated for drug-related offenses. Additionally, there are marked
disparities in treatment, with nationally representative studies demonstrating racial segregation in
the placement of methadone clinics and buprenorphine clinics and the decreased prescribing of
buprenorphine to Black patients with OUD when compared to Whites with OUD”*’. Between
2016 and 2020, overdose deaths among non-Hispanic Black Marylanders rose by 64.5% as
compared to deaths in non-Hispanic White Marylanders, which increased by 15.3%. Yet,
analyses based on data collected from the Maryland Prescription Drug Monitoring Program
(PDMP) showed that compared to Black Marylanders, White Marylanders are receiving
proportionately more buprenorphine relative to their proportion of the general population.
Between 2016 and 2021, 53.2% of individuals receiving buprenorphine were White and 23.6%
were Black."

Race and racism often affect SDOH. Black and other minority communities in Maryland are
disproportionately negatively impacted by many SDOH, including educational quality and
attainment, employment opportunity, economic instability, neighborhood disorganization,
community violence, and inequities in healthcare literacy and access.'"'*"* Given the persistent
structural inequities, many argue that racism, in itself, is a SDOH.'*!%16

SDOH can help us better understand why communities are impacted differently by the overdose
crisis, and what policy or practical changes can be implemented to address barriers that
contribute to SDOH continuing to produce negative effects on health outcomes of Black and
Latinx individuals.'” The deeply rooted effects of racialized drug policies spanning decades carry
generational waves of trauma, and have led to mass incarceration impacting Black communities
socially, geographically, and economically, increasing the likelihood of a person whose health

7 y

8 Goedel WC, et. al., Association of Racial/Ethnic Segregation With Treatment Capacity for Opioid Use Disorder in Counties in the United States.
JAMA Netw Open. 2020 Apr 1;3(4):e203711

® Lagisetty PA, et. al., Buprenorphine Treatment Divide by Race/Ethnicity and Payment. JAMA Psychiatry. 2019 Sep 1;76(9):979-981.

102021 DORM Report
Uhttps://health.maryland.gov/mhhd/Documents/Maryland%20COVID-19%20Data%20By%20Race%20and%20Ethnicity%20July%202020%20p
p.pdf

"*https://health.maryland.gov/mhhd/Documents/Maryland%20Statewide%20Racial %20and%20Ethnic%20Mortality%20Data%202018%20.pdf
Bhttps://www.montgomerycountymd.gov/OLO/Resources/Files/2019%20Reports/RevisedOLO2019-7.pdf

' Paradies Y, et. al., Racism as a Determinant of Health: A Systematic Review and Meta-Analysis. PLoS One. 2015 Sep 23;10(9):¢0138511.

15 Ramaswamy, M. and Kelly, P.J. (2015), Institutional Racism as a Critical Social Determinant of Health. Public Health Nurs, 32: 285-286.
https://doi.org/10.1111/phn.12212

'® Johnson TJ. Intersection of Bias, Structural Racism, and Social Determinants With Health Care Inequities. Pediatrics August 2020;146
(2):€2020003657.10.1542/peds.2020-003657

17 Social Determinants of Health: An Introduction http://www.thenationshealth.org/content/nations-health-series-social-determinants-health
infographics!
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https://health.maryland.gov/mhhd/Documents/Maryland%20COVID-19%20Data%20By%20Race%20and%20Ethnicity%20July%202020%20pp.pdf
https://beforeitstoolate.maryland.gov/wp-content/uploads/sites/34/2021/10/Data-Informed-Overdose-Risk-Mitigation-DORM-2020-Annual-Report-%E2%80%93-Revised-9-20-2021.pdf
https://beforeitstoolate.maryland.gov/wp-content/uploads/sites/34/2022/07/2021-DORM-Annual-Report-Revised-7-19-22.pdf
https://www.nejm.org/doi/full/10.1056/NEJMsa2212412

outcomes are shaped by social determinants, such as economic access as a determinant of
substance use.'® Although Maryland has an uninsured population rate in 2022 of 7%, less than
the national average of 11%, access to primary and specialty services still remains a problem in
Black and other minority communities in Maryland." This includes access to SUD services.
Discussions of mental health diagnosis and SUD are less commonly incorporated into Black,
minority communities as a cultural practice, and therefore also less likely to be addressed by the
individual in need of behavioral health services. Additionally, language barriers contribute to
limitations in what education related to SUD prevention and treatment is shared in communities.
The segregation of minority populations to neighborhoods with high concentrations of poverty
and social disorder, the increased likelihood of trauma, and reduced access to quality
educational, economic, and employment opportunities deny people of color the ability to achieve
and maintain health and well-being. There is still work to be done in meeting the behavioral
health needs of Black and Latinx/Hispanic people and addressing SUD prevention and treatment
in these communities in response to the overdose crisis.

Xvylazine associated wounds:

The increasing threat of xylazine, also called Tranq or Tranq Dope, as an adulterant to the drug
supply, including fentanyl, in Maryland has been documented by the MDH Center for Harm
Reduction Services (CHRS) through their participation in the Rapid Analysis of Drugs (RAD)
study.”® Between November 19, 2021 and August 22, 2022 the CHRS collected 496 samples,
293 (80.5%) containing xylazine.*' Xylazine is associated with wounds causing deep tissue
damage, in some cases leading to gangrenous lesions requiring intense inpatient hospitalization
or amputation to treat.”” Patients presenting to Syringe Services Programs and other Community
Based Healthcare Programs may not receive proper wound care at the initial manifestations of a
xylazine-associated wound due to lack of funding for wound care resources and appropriately
trained nursing. Additionally, individuals with severe wounds from xylazine adulterating the
drug supply are also more often turned away from residential addiction treatment programs due
to programs being unprepared with the appropriate nursing staff, supplies, or medical oversight
to treat these complex and at times limb threatening wounds.”* Thus, the presence of
xylazine-associated wounds may make accessing addiction treatment more difficult.

Service locations and settings that experience significant barriers include:
Skilled Nursing Facilities and Hospitals

Detention Centers

Recovery Residences

Primary Care/Somatic Care settings
Pharmacies

SUD Residential Treatment Facilities

S S

18 Maryland Department of Health Center for Harm Reduction Services Regrounding Our Response Training
https://health.maryland.gov/phpa/Pages/HarmReductionTrainingandTA.aspx

19 2023 County Health Ranking Natlonal Flndlngs Report
healthre

20 Rapld Analy51s of Drugs (RAD) is a pilot program to collect paraphernaha samples in 12 sites throughout Maryland for testing by the National
Institute of Standards and Technology (NIST).

2 Rapid Analysis of Drugs: A Pilot Surveillance System To Detect Changes in the Illicit Drug Supply To Guide Timely Harm Reduction
Responses — Elght Syringe Serv1ces Programs Maryland, November 2021 August 2022

2 https://www.nejm.org/doi/full/10. 1056/NEJMp2303120
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https://www.countyhealthrankings.org/reports/2023-county-health-rankings-national-findings-report
https://health.maryland.gov/phpa/Pages/HarmReductionTrainingandTA.aspx
https://health.maryland.gov/phpa/Pages/HarmReductionTrainingandTA.aspx

Specifically:

Skilled Nursing Facilities and Hospitals (SNF)

SUD treatment programs implemented in hospitals and SNFs face the following barriers:

I.

2.

3.

The engagement and involvement of hospital and post-acute care facility
administrators.

The need for trained staff and providers willing to prescribe buprenorphine, and
resources to implement programs.

Federal regulations do not allow for the initiation of methadone at SNFs, only
allowing individuals with opioid use disorder (OUD) who were treated with
methadone prior to hospital admission to continue receiving their medication
during hospitalization, and then in a SNF after discharge.

Working through policies and regulations associated with telehealth treatment.
Socioeconomic barriers patients face with OUD may impact their ability to
continue their medical and MOUD treatment.

The COVID-19 pandemic delayed participation in the Opioid Use Disorder
Medical Engagement, Enrollment in Treatment and Transitional Supports (OUD
MEETs) initiative. OUD MEETS initiated in July 2019 and gives access to
MOUD to patients with OUD admitted to hospitals and requiring post acute care
at skilled nursing facilities by linking them to an OTP during their hospital
admission. Early in the pandemic, due to temporary closures to in-person visitors,
participating SNFs were not allowing new patients into the OUD MEETS
program, resulting in delayed treatment engagement.

Detention Centers

In detention center settings, barriers include:

1.

XN LD

The need for more infrastructure for stand-up programs in smaller and older
detention centers.

Buy-in from correctional leadership and staff.

Concerns about diversion and perception of MOUD as contraband.
Ensuring continuity of treatment post-release.

Funding to provide all FDA-approved MOUD medications.

Failure to identify co-occurring disorders.

Methadone treatment (guest dosing, transportation, DEA regulations).
COVID-19 slowed the development of MOUD Treatment Programs.
Administrative barriers associated with Telehealth treatment.

Recovery Housing Barriers

Certain recovery residence providers may adopt one or more the following:

1

2.
3.
4.

Denying admission to individuals prescribed MOUD at the time of referral.
Not accepting individuals who use a particular form of MOUD.

Asking individuals to taper off MOUD.

Dictating dosage levels for individuals taking MOUD.
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Primary Care/Somatic Care settings

The barriers faced include:

1. Challenges with determining the exact number and location of providers
prescribing buprenorphine as SAMHSA only publishes information on prescribers
who agree to make their practice information public.

2. A limited number of providers statewide, especially in rural counties.

3. Providers hesitate to prescribe buprenorphine due to the following:

a. Lack of comfort with the patient population;

b. Lack of comfort in successfully managing the people and the medication;

c. Lack of support in managing problematic patient situations; and

d. Unsure how to implement assessment and billing workflows for this
population.

Pharmacies

The barriers faced include:

1. Limits placed on pharmacies, by pharmaceutical distributors, on the number of
controlled substance prescriptions, which leads to inadequate access to
buprenorphine. The distributors have liability for controlled substance
prescriptions.

a. Ifapharmacy exceeds these limits, they cannot purchase any more
controlled substance medications, which besides buprenorphine, includes
serving their existing patients such as those with ADHD, cancer, or
hospice care.

b. Pharmacies are often not told what their limits are, or they change without
notice.

c. Requests for increased limits may be complex and require submission of
business plan revisions which may undergo legal review by the
distributors.

2. Historically, oversight by the DEA that oftentimes places limits on pharmacies
has been perceived as excessive by the pharmacies.

Addressing barriers to access to MOUD and MAUD.

There are statewide strategies to address barriers to access to MOUD and MAUD. Among these
top Statewide strategies include:

1. The development of public service campaigns by BHA in collaboration with the Center
for Harm Reduction Services. The campaigns center on OUDs and focus on educating the
public and counteracting the effects of stigma. Recent campaigns include:

a. Dangers of fentanyl® (Spanish)
b. Carry naloxone” (Spanish)

% hitps://www.youtube.com/watch?v=7nK6d3kDCI4
26 hIIDS'f!MMM! VO I”be QQm{!ﬂ!aIQh'?!l:ng | l Ihlmlgﬂ;
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https://www.youtube.com/watch?v=7nK6d3kDCI4
https://www.youtube.com/watch?v=nXmz7-XkKmI
https://www.youtube.com/watch?v=g9bTUhIml94
https://www.youtube.com/watch?v=QlBZdmtz4z4
https://www.youtube.com/watch?v=g9bTUhIml94
https://www.youtube.com/watch?v=7nK6d3kDCI4

c. Stigma realized?’

d. Don't run; call 911; the Good Samaritan Law protects you.”® (Spanish)
e. 988 suicide Prevention and Crisis Lifeline: Youth®, Adult®®, Spanish

The development of the Opioid Use Disorder Medical Engagement, Enrollment in
Treatment and Transitional Supports (OUD MEETs) initiative, initiated in July 2019, to
give access to MOUD to patients with OUD admitted to hospital and require post acute
care at a skilled nursing facilities by linking them to an OTP during their stay.

BHA collaborations with stakeholders, such as the DEA, pharmacists, and SAMHSA, to
address the limits on access to MOUD in pharmacies.

BHA assistance to detention center-based MOUD programs in collaboration with the
Governor's Office of Crime Prevention, Youth, and Violent Services, the Opioid
Operational Command Center, Friends Social Research Center, local governments, and
detention centers.

Continual expansion of Overdose Response Programs in Maryland authorizing the
dispensing of naloxone to the community along with harm reduction programs, often
meeting people in the community where they are at and facilitating connection to
treatment.

Funding to support programs in different locations can come from various sources such
as federal and state grant opportunities through (SAMHSA and BHA). The Opioid
Operational Command Center (OOCC) also provides opportunities for funding to support
programs working with individuals with OUD.

Revision of the Maryland Certification of Recovery Residences (MCORR) application
process and guidelines to solicit specific information MOUD-related to any barriers to
admission or access to treatment.

The development of multifaceted interventions through a collaboration between BHA and
the University of MD, School of Medicine, and Department of Psychiatry to address
barriers through Maryland Addiction Consultation Service (MACS). These initiatives
include:

a. Phone consultation service for any provider who wants information about opioid
use disorder, medications to address OUD, how to manage a patient on MOUD,
pain management, concerns during pregnancy, and others;

b. Free training on treating OUDs;

c. Technical assistance via phone and meeting with the provider in their office to
develop policies, procedures, and workflows regarding prescribing
buprenorphine;

d. Targeted outreach through calls, emails, and mailing surveys to have an up-to-date
list of prescribers and solicit interest to sign up to prescribe;

e. Statewide public awareness campaign around MOUD.

27
28

https://beforeitstoolate.maryland.gov/stigma/

2y=

https://www.youtube.com/watch?v=rMKnKqgwl\WW8
2 https://www.youtube.com/watch?v=ZWwvQO0bOx1w
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https://beforeitstoolate.maryland.gov/stigma/
https://www.youtube.com/watch?v=rMKnKqgwLW8
https://www.youtube.com/watch?v=99uwU4lIDG0
https://www.youtube.com/watch?v=ZWwvQ0b0x1w
https://www.youtube.com/watch?v=OTp-dTjPrSs
https://www.youtube.com/watch?v=Xz5EZ7GQ1V4
https://www.youtube.com/watch?v=OTp-dTjPrSs
https://www.youtube.com/watch?v=ZWwvQ0b0x1w
https://www.youtube.com/watch?v=rMKnKqgwLW8
https://beforeitstoolate.maryland.gov/stigma/

9. The Hub and Spoke Model was initiated in Maryland to support prescribers of MOUD in
office-based settings to meet their patients' additional medical and clinical service needs.
The primary goals of the Hub and Spoke Model are:

a. Create a mechanism to refer patients on buprenorphine between the specialty
treatment system and community-based prescribers;
b. Increase appropriate use of resources by referring patients to specialty or
community prescribers as needed;
c. Engage community prescribers in training to increase their capacity to treat those
with opioid use disorders.
BHA has awarded six jurisdictions funding to implement their Hub and Spoke Model
(Anne Arundel, Baltimore, Calvert, Howard, St. Mary's, and Wicomico). The program
has served 105 individuals since October 1, 2022, through the American Rescue Plan Act
funding.

Limitations:

While the Vital Statistics Administration provides a robust dataset on all intoxication overdose
deaths in Maryland, data provided to this Administration by the Office of the Chief Medical
Examiner is limited to only cases in which an autopsy was performed. There may be cases where
an autopsy is not performed and thus the presence of substances contributing to the cause of
death may be missed.

The Kaiser Family Foundations data provides comparative, age-adjusted overdose death rate data
for all states. While this data is useful for general comparison purposes, it should be noted that
they use outdated population data (2000 United States Census) which may skew state population
rates. However, since this version of the census is used across all states and for the production of
the nationwide values, it allows for general comparison of Maryland to the United States.

OTP Needs Assessment Limitations: While the OTP Needs Assessment showed that overall
Maryland OTPs do not have sufficient capacity to provide treatment to all Marylanders with
OUD, there are a few issues and limitations to be considered in interpreting these findings.
Regarding estimated need, the claims data available to estimate treatment need only considered
individuals treated using Medicaid funding. The estimated treatment need would be higher if
data were also available for patients treated using Medicare or private insurance. It is also
important to note that the NSDUH data that was available to estimate treatment need was for
2019, before the COVID-19 pandemic began in 2020. In addition, regarding need vs. OTP
capacity, the capacity numbers only reflect the capacity of OTPs.

OBOT Needs Assessment Limitations: The actual MOUD treatment capacity of jurisdictions is
likely larger due to the availability of OBOT providers; while PDMP data about the number of
patients being treated with buprenorphine is available, it is difficult to estimate Maryland’s
OBOT capacity. This is because even though OBOT providers have limits on the number of
patients they can treat with buprenorphine, not all providers are willing to treat up to their
capacity. An additional obstacle for OBOT, particularly in light of the X-waiver removal, is that
there is no complete list of prescribers who are providing medications for opioid use disorder.
This makes it challenging to know who to target in outreach efforts for the survey, and in
general. Finally, CRISP only provides the number of buprenorphine prescriptions being
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prescribed in each jurisdiction; CRISP data does not allow prescribing provider identification.
The final caveat is that OTP and OBOT need and provider capacity by jurisdiction are measured
by an individual’s place of residence and provider location. What is not known is if the
individuals in need of services travel to other jurisdictions or across state lines for provider
services and if so, what the reason is (e.g. proximity to work/school/family, stigma associated
with receiving MOUD services).

In jurisdictions with greater need than OTP capacity, individuals may be accessing treatment via
OBOT, and/or in a neighboring jurisdiction or state, likewise, those jurisdictions with greater
OTP capacity than need, have likely increased their capacity to serve clients from other
jurisdictions with reduced OTP capacity. The estimate of need in the OTP Needs Assessment
does not take into account that OTPs provide services to a wide range of clients not limited to
only those that reside in their own jurisdiction. It is important to note when reviewing this data,
that the OTP needs assessment used multiple data sources to determine a rough depiction of need
and availability of OTP services in each jurisdiction in Maryland. These numbers should be
interpreted with caution as they reflect estimates of OTP needs and do not reflect the actual
status of OTP need and availability in each jurisdiction. In recognition of the differences in
methodologies used to derive the numbers, the OTP needs assessment data may not align with
the ratio of OBOT providers to service users in each jurisdiction which is based on actual counts
of providers and service users in a given jurisdiction.

Conclusion

Significant work remains to address the barriers to accessing MOUD services. In Maryland,
access to methadone and buprenorphine has increased with the increasing number of OTPs in
recent years and growing buprenorphine access from the increase in OBOT providers. BHA is
continually working to strengthen initiatives that facilitate access to MOUD treatment and reduce
the statewide prevalence of OUD.
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&Maryland

DEPARTMENT OF HEALTH

Wes Moore, Governor - Aruna Miller, Lt. Governor - Laura Herrera Scott, M.D., M.P.H., Secretary

December 6, 2023

The Honorable Guy J. Guzzone, Chair The Honorable Ben Barnes, Chair

Senate Budget and Taxation Committee House Appropriations Committee
3 West Miller Senate Office Bldg. 121 House Office Bldg.
Annapolis, MD 21401-1991 Annapolis, MD 21401-1991

RE: 2023 Joint Chairmen’s Report (p. 112)— Availability of Access to MAT

Dear Chairs Guzzone and Barnes:

Pursuant to the requirements of the 2023 Joint Chairmen’s Report (p. 112), on behalf of the
Behavioral Health Administration. The Maryland Department of Health (MDH) respectfully
submits this report on the Availability of Access to MAT and requests the release of the withheld
$100,000 funds. Specifically as required by the JCR:

“provided that $100,000 of this appropriation made for the purposes of program direction may
not be expended until the Behavioral Health Administration submits a report to the budget
committees on patient access to Medication Assisted Treatment (MAT) in the Public Behavioral
Health System. The report should include detail on the prevalence of MAT providers by
Jjurisdiction and a discussion of barriers to the access or further availability of MAT for
individuals with substance use disorders.”

If you would like to discuss this further, please do not hesitate to contact Megan Peters, Acting
Director of Governmental Affairs at megan.peters@maryland.gov or (410) 260-3190.

Sincerely,
(

LA

Laura Herrera Scott, M.D., M.P.H.
Secretary

cc:  Marie Grant, Assistant Secretary of Health Policy
Alyssa Lord, Deputy Secretary for Behavioral Health,
Megan Peters, Acting Director, Office of Governmental Affairs
Sarah Albert, Department of Legislative Services (5 copies)
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