Barriers to Post-Acute Care for Patients on Opioid Agonist Therapy;
An Example of Systematic Stigmatization of Addiction
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use disorder is a public health crisis. In 2014, 1.9
O pioid
million Americans had a prescription opioid use disorder

and 586,000 had a heroin use disorder.1 Despite the prevalence
of opioid use disorder, stigma continues to be a major barrier
to effective treatment. Addiction is the most stigmatized condition on earth. Stigma prevents individuals from seeking
treatment and is associated with poor mental and physical
health. There is additional stigma related to different types of
treatment. Maintenance therapy with opioid agonists, methadone or buprenorphine, is the most effective treatment for
opioid use disorder, reducing death and relapse by 50 percent.
Despite this evidence, stigma and misunderstanding about
medication treatments persist. Practical examples of this
abound. Only a minority of physicians are trained to prescribe
buprenorphine, most addiction programs do not offer pharmacotherapy, and patients treated with medications are often not
accepted to addiction treatment programs or to post-acute
medical facilities. This last barrier is of particular relevance
to patients who inject opioids and are at higher risk of medical
conditions requiring post-acute care.
Among individuals with opioid use disorder, those with a
history of injection drug use (IDU) face particular health risks,
especially infectious complications. A study of hospitalized
patients with a history of IDU found that 47 % had at least one
infectious complication.2 Many infectious diseases associated
with IDU, such as endocarditis or osteomyelitis, require weeks
of intravenous antibiotic therapy. The incidence of
endocarditis-related hospitalizations in particular has grown
over the past decade, and a majority of endocarditis cases in
urban settings are related to IDU. Patients without a history of
drug use may receive treatment at home or in a skilled nursing
facility (SNF). For those with a history of IDU, post-acute care
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treatment options are often limited. Healthcare facilities and
infusion companies may not allow people with a history of
IDU to have home intravenous antibiotic therapy because of
concern that an indwelling intravenous catheter could be used
to inject illicit drugs. Many SNFs will not accept a patient with
a history of IDU even if the individual has begun treatment
with opioid agonists. Even those on opioid agonist therapy and
no history of IDU are routinely rejected from SNFs. These
barriers have led to pilot interventions exploring the administration of antibiotics within a residential addiction treatment
program.3
While such alternative models to provide both addiction
treatment and post-acute medical care are promising, few
exist. Consequently, most patients with opioid use disorder
and infectious diseases are left with limited options for SNF
placement. In addition, hospitals bear substantial costs, as
patients often remain in the acute care setting for longer than
expected, sometimes until the entire course of antibiotics is
completed.3 Not surprisingly, a model of delivering antibiotics
within a residential addiction treatment program was shown to
save 2.43 million dollars for the care of 205 patients.3
Historically, patients with other stigmatized illnesses have
similarly been excluded from post-acute care settings. HIV/
AIDS is an unfortunate recent example of this type of exclusion. A 2003 study found that 46 % of SNFs surveyed in LA
County did not accept patients with HIV/AIDS.4 A majority
gave no reason for this policy. An example of one respondent’s
reply to why the facility did not accept patients with HIV/
AIDS was BWe try not to…I’m just trying to be honest.^4
Among those facilities that did offer an explanation, the most
common reasons included not having taken a patient with
HIV/AIDS before, inadequate staff training, no procedures in
place to care for such patients, or that they had a policy of only
taking elderly patients.4 These practices were found to be in
violation of federal disability discrimination laws.
There are no surveys to document how prevalent the exclusion of patients with opioid use disorder from SNFs is. However, this appears to be the norm for patients on opioid agonist
therapy, at least in the northeast where we practice. At a 2015
meeting of a collaboration of Massachusetts SNFs, none reported accepting such patients at that time. Protection from discrimination for individuals with addiction under the Americans with
Disabilities Act (ADA) is not as clear as for other diseases. The
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ADA does not consider someone actively using illicit drugs as a
Bqualified individual with a disability,^ but those in recovery
and those currently participating in treatment and no longer
using drugs are protected under the ADA.5 Individuals on
opioid agonist therapy are generally considered to have a disability and to be covered by anti-discrimination laws, including
the Americans with Disabilities Act.5 Under these protections,
the practice of not accepting patients on opioid agonist therapy
to a SNF could be considered discrimination.
While blanket exclusion of patients on opioid agonist therapy appears to be a clear violation of anti-discrimination laws,
there are logistical and regulatory barriers that create uncertainty and may lead to a facility’s rejection. The rules
governing methadone and buprenorphine in a SNF are the
same as those for a long-term care facility (LTCF). These
regulations allow for patients on opioid agonist therapy to
continue receiving treatment at a SNF under the following
conditions. Patients on methadone maintenance through an
opioid treatment program can continue to receive methadone
through daily visits to the program. Alternatively, the program
can transfer medication to the facility with the approval of the
State Methadone Authority. Patients on buprenorphine with a
community prescriber can continue with the medication prescribed by their prescriber as for any other home medication
not on formulary. Alternatively, a physician at the facility
could get waivered to prescribe buprenorphine and prescribe
it for any admitted patient with an opioid use disorder. A
physician can become waivered to prescribe buprenorphine
by completing an 8-h training and registering with the DEA.
Lastly, for patients who are appropriate for opioid agonist
therapy but do not meet the above criteria, the facility may
administer methadone or buprenorphine for up to 3 days to
relieve withdrawal symptoms while arrangements are made
for referral to treatment. Misunderstanding of these complex
regulations may cause facilities to inaccurately state that they
are not allowed to care for these patients.
Further steps are needed to comprehensively address the
discrimination and deficiencies in post-acute care for individuals with opioid use disorder on agonist therapy. Education
about the existing policies will help to a modest degree.
However, the regulations are unnecessarily complicated and
burdensome, requiring coordination with outside treatment
agencies or buprenorphine training that may be unrealistic.
Changing federal regulations so that post-acute facilities can
provide opioid agonist therapy for patients admitted for a
condition other than opioid use disorder, which is the exemption afforded hospitals, would help expand access, minimize
disruptions, and decrease barriers to care.
Stronger enforcement of ADA laws as they apply to individuals with opioid use disorder also is an important step that
has yet to be taken. This may require legal action on behalf of
discriminated patients to realistically create change. Increasing
the buprenorphine patient limit (the number of patients for
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whom a provider can prescribe buprenorphine) and allowing
nurse practitioners to prescribe, as proposed recently by President Obama, and supporting the BRecovery Enhancement for
Addiction Treatment Act,^ could help. These changes would
permit SNF providers, who may cover several facilities, to
care for more patients on buprenorphine and thus make the
completion of buprenorphine training more worthwhile. It
would also expand access to buprenorphine in the community
and allow community prescribers to continue to prescribe
without impacting access for new patients.
Physicians can play an important role in advocacy around
this issue. Improved understanding of the regulations
governing opioid agonist prescribing could help physicians
encourage SNFs to admit patients already on buprenorphine,
noting that such patients could be continued on therapy by
their existing waivered physician. Recognizing when SNF
rejections are in violation of the ADA would allow physicians
and hospitals to advocate for patients and encourage legal
action when necessary. An even more effective policy change
would be to remove the need for a waiver entirely; however,
this would require changes to existing federal law, the Drug
Abuse Treatment Act 2000. In the absence of legislative
reform, physicians and health systems can improve access to
buprenorphine through the existing process. Buprenorphine
saves lives, improves clinical outcomes, and reduces
healthcare costs, all of which make an argument to encourage
or even mandate physicians to get waivered given the current
opioid epidemic. This would allow more patients to initiate
buprenorphine in the community and continue on therapy
during acute and post-acute care. Additionally, there is strong
evidence that initiating opioid agonist therapy during hospitalization improves treatment retention and patient outcomes.
Making this the standard of care, so all patients with opioid use
disorder are started on agonist therapy in the hospital, coupled
with the above policy changes, could create needed systems
change and redefine the expectation for how patients with this
disease are treated.
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