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Introduction: Opioid use disorder (OUD) and psychiatric conditions commonly co-occur yet
are infrequently treated with evidence-based therapeutic approaches, resulting in poor outcomes.
These conditions, separately, present challenges to treatment initiation, retention, and success.
These challenges are compounded when individuals have OUD and psychiatric conditions.

Methods: Recognizing the complex needs of these individuals, gaps in care, and the potential
for primary care to bridge these gaps, we developed a psychotherapy program that integrates brief,
evidence-based psychotherapies for substance use, depression, and anxiety, building on traditional
elements of the Collaborative Care Model (CoCM). In this article, we describe this psychotherapy
program in a primary care setting as part of a compendium of collaborative services.

Results: Patients receive up to 12 sessions of evidence-based psychotherapy and case
management based on a structured treatment manual that guides treatment via Motivational
Enhancement; Cognitive Behavioral Therapies for depression, anxiety, and/or substance use
disorder; and/or Behavioral Activation components.

Discussion: Novel, integrated treatments are needed to advance service delivery for individuals
with OUD and psychiatric conditions and these programs must be rigorously evaluated. We
describe our team’s efforts to test our psychotherapy program in a large primary care network as
part of an ongoing three-arm randomized controlled trial.

Keywords
opioid use disorder; psychiatric conditions; primary care; collaborative care model

Introduction

Opioid use disorder (OUD) and psychiatric conditions commonly occur, are infrequently
treated with evidence-based therapeutic approaches, and when untreated or undertreated are
associated with deleterious outcomes at both the personal and societal levels (American
Psychiatric Association, 2020; Anxiety & Depression Association of America, 2020; Lai
et al., 2015; Seth et al., 2018). In this conceptual article, we articulate the current

care gaps for individuals with OUD and co-occurring mental health problems and the
potential for primary care to bridge this gap. Primary care settings are both increasingly
offering medication, such as buprenorphine, for OUD and integrating mental health
services utilizing models such as the Collaborative Care Model (CoCM), an integrated
model of behavioral health used to enhance usual primary care (Marcotte et al., 2021).
CoCM employs algorithms to guide care and involves ongoing medication management,
structured longitudinal follow-up assessments, and behavioral treatment as appropriate.
These strategies have been shown to be effective (Woltmann et al., 2012) and to reduce
barriers to accessing care for individuals with OUD and psychiatric disorders (Kola &
Kruszynski, 2010), respectively. Primary care clinics are thus well-poised to provide
individuals with OUD and psychiatric conditions with accessible, evidence-based care for
both conditions and to address current gaps in care in an integrated fashion.

Given the complex needs of this population, we argue that a robust psychotherapy
component is needed to do this most effectively. We describe the literature that has led
us to this conclusion and the psychotherapy program we developed to meet the needs
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of individuals with OUD and psychiatric conditions in a primary care setting as part

of a compendium of collaborative services including buprenorphine and other traditional
elements of CoCM. We also briefly describe our ongoing work to test this adapted model in
a large primary care network as part of an ongoing randomized controlled trial (RCT).

Untreated OUD and Psychiatric Conditions

Over 2.5 million people in the United States have OUD (Seth et al., 2018), and 40% of
people with OUD have a co-occurring psychiatric disorder (Grant et al., 2004; Lai et al.,
2015). About 78% of people with OUD also have other active, co-occurring substance use
disorders (Jones & McCance-Katz, 2019). People with OUD who also have psychiatric
disorders like depression and/or anxiety experience low rates of treatment for either
condition, perhaps because of unaddressed symptoms of the other. Only one in four people
with OUD and one in three of people with psychiatric disorders receive treatment, and
often this care is not evidence-based (American Psychiatric Association, 2020; Anxiety &
Depression Association of America, 2020). An even smaller percentage of people with both
OUD and psychiatric disorders receive treatment for both conditions.

Evidence supports the use of medications for OUD (MOUD) like buprenorphine to treat
OUD and the CoCM to address psychiatric disorders like depression and anxiety in primary
care (Wolk, Last, et al., 2021). Despite the existence of these treatments, most individuals
with OUD and psychiatric disorders do not receive evidence-based care for either condition.
For example, many OUD treatment programs fail to offer MOUD, instead only offering
detoxification or other abstinence-only approaches (Walsh & Long, 2019). Many people
with psychiatric disorders do not receive evidence-based psychosocial treatment (Kessler et
al., 2005; Liberman, 2012), instead getting non-recovery-oriented and non-personalized care
in an inpatient setting (Rossler & Drake, 2017). Furthermore, existing models of care fail

to incorporate psychotherapy tailored for individuals with OUD and psychiatric disorders
which is important for this patient population. There is a need for evidence-based, tailored,
and integrated treatment of OUD and psychiatric disorders (Barry et al., 2016) delivered in
accessible settings like primary care.

Complex Needs

OuD.

People with OUD and people with psychiatric conditions have complex needs that benefit
from tailored treatment (Korthuis et al., 2017). People with OUD may be disengaged from
the healthcare system, often due to a history of traumatic or stigmatizing healthcare (Olsen
& Sharfstein, 2014), which can result in the undertreatment of medical conditions (Blanco
& Volkow, 2019). They often also have social, physical, economic, and/or legal factors that
may make OUD treatment initiation and retention harder (Blanco & Volkow, 2019). One
study found that most people with OUD experienced unemployment, financial instability,
housing instability, food insecurity and/or a lack of reliable transportation (Hooker et al.,
2020), with another study finding that over 50% of people with OUD reported finances

as a barrier to treatment (Novak et al., 2019). Unfortunately, these factors reduce the
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likelihood of initiating or staying engaged in OUD treatment, especially if these factors
remain unaddressed (Hooker et al., 2020).

Psychiatric conditions.

Many patients with OUD experience comorbid psychiatric conditions, such as anxiety or
depression, with estimates ranging from 40% to 80% (Grant et al., 2004; Hooker et al.,
2020; Lai et al., 2015). Like people with OUD, people with psychiatric conditions are

also more likely to experience poverty and housing and food insecurity (Conrad et al.,
2020), which may limit their ability to initiate and remain engaged with treatment for their
psychiatric conditions.

OUD + psychiatric conditions.

When individuals have both OUD and psychiatric conditions, challenges to treatment
initiation, engagement, and success for each condition are compounded. Co-occurring
psychiatric conditions may increase the risk of continued opioid misuse, overdose, and
reduced quality of life (Erfan et al., 2010; Rounsaville, Kosten, & Kleber, 1986; Teesson et
al., 2015). These individuals may also encounter barriers to treatment if treatment for their
co-morbid condition is considered a contraindication (Kikkert et al., 2018). For example,
some psychiatric treatment settings do not allow for opioid use of any kind, so the use of
evidence based MOUD is not permitted (Mancher et al., 2019). The confluence of these
realities means that only 16%-32% of individuals with OUD and co-occurring psychiatric
conditions receive treatment for both conditions (Novak et al., 2019) despite evidence

that suggests that concurrent treatment, including psychotherapy, confers better outcomes
(Hassan et al., 2017).

Treating OUD

MOUDs, including methadone and buprenorphine, have a large and growing evidence

base to support them as the most effective treatments for OUD (National Academies of
Sciences Engineering Medicine, 2018). Methadone and buprenorphine are FDA-approved
opioid agonists and reduce both all-cause and opioid-related mortality (Mattick et al.,
2014). Despite their efficacy, only 36% of specialty substance use treatment programs offer
MOUD (Moijtabai et al., 2019) and less than a quarter of people diagnosed with OUD
receive one of these medications (Feder et al., 2017). Methadone is federally regulated

and must be administered daily in methadone treatment facilities. Prior to December

2022, buprenorphine could only be prescribed in larger quantities (e.g., one month) by

any clinician with a Drug Addiction Treatment Act (DATA) 2000 waiver (often called an
“X-waiver™), a waiver that authorizes the use of buprenorphine to treat OUD in outpatient
settings (Manlandro, 2005). With the passage and implementation of a federal omnibus
appropriations bill in December 2022, this X-waiver requirement was eliminated (The White
House, 2022).

While MOUD is effective at treating OUD, it is often prescribed without attention to the
psychiatric disorders that co-occur in at least 40% of people with OUD (Lai et al., 2015).
The failure to treat symptoms of co-occurring psychiatric disorders in people with OUD may
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contribute to worsened outcomes and PCPs frequently cite patients’ lack of psychosocial
support as a barrier to prescribing buprenorphine (Hutchinson et al., 2014). Integrated
treatment models addressing OUD, other active co-occurring substance use disorders, and
psychiatric disorders may not only improve OUD treatment outcomes, but also improve
psychiatric symptoms.

Treating Psychiatric Conditions

Treating psychiatric conditions like depression and anxiety is common in primary care, with
treatment often driven by medication and connection to psychotherapy (Park & Zarate Jr,
2019). One approach that is increasingly being used to address psychiatric conditions in
primary care is CoCM, which is an integrated model of behavioral health that enhances
usual primary care (Bogner et al., 2016; Marcotte et al., 2021; Woltmann et al., 2012).

Key aspects of CoCM include ongoing medication management and structured longitudinal
follow-up assessments for patients receiving behavioral health treatment and regular
psychiatric inter-specialty consultation. CoCM is typically delivered by three members of
the primary care team: a behavioral health care manager, psychiatric consultant, and PCP
(Marcotte et al., 2021). Using CoCM to treat depression and anxiety promotes remission,
reduces symptoms (Bartels et al., 2004; Bogner et al., 2007; Bruce et al., 2004; Oslin et al.,
2003; Zanjani et al., 2010), and reduces risk of all-cause mortality among older adults (Gallo
et al., 2007). In 2018, the Centers for Medicare and Medicaid Services (CMS) implemented
billing codes for CoCM services which may facilitate further uptake of the model (Carlo et
al., 2020; Wolk, Alter, et al., 2021).

While CoCM is effective for management of mild to moderate psychiatric conditions in the
general population, it has not yet been shown to be effective for treating individuals with co-
occurring OUD and psychiatric conditions. Evidence suggests, however, that psychotherapy
confers additional benefits for individuals on MOUD (Bickel et al., 2008; Christensen et al.,
2014; Manhapra, et al., 2018; Miotto et al., 2012; Schottenfeld et al., 2005). Evidence also
suggests that psychotherapy is the preferred treatment for psychiatric conditions among
individuals with OUD (Bastien et al., 2021). The complex and inter-related needs of
patients with OUD and psychiatric conditions suggest that psychotherapy is needed to
comprehensively address the needs of these individuals (Kikkert et al., 2018). Unfortunately,
however, models for effectively integrating this care, particularly in accessible contexts, are
lacking.

Why Primary Care?

Primary care is among the most accessible healthcare settings. Most adults see a PCP at
least once a year, and primary care is more affordable than other substance use disorder or
psychiatric treatment options (Blackwell et al., 2014). Additionally, primary care practices
are increasingly offering buprenorphine for treating OUD and medications and CoCM for
addressing psychiatric conditions, which are effective strategies for treating each condition,
respectively (Mojtabai et al., 2019; Wolk, Last, et al., 2021).
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Accordingly, primary care settings are uniquely poised to address the needs of people
with OUD and co-occurring psychiatric disorders in an integrated fashion, provided that
appropriate clinical services are readily available in the setting. Yet few integrated models
of care designed to treat both OUD and psychiatric disorders have been developed and
rigorously tested in primary care (Lagisetty et al., 2017; Watkins et al., 2017), and the
limited existing models fail to include a robust psychotherapy component.

CoCM for OUD and Psychiatric Conditions in Primary Care

Efforts have sought to adapt CoCM in primary care to address the needs of individuals
with OUD and psychiatric conditions, but significant shortcomings exist. These efforts
have sought to adapt CoCM to address OUD but have neglected to meaningfully address
significant co-occurring psychiatric conditions like depression and anxiety. Instead, these
trials have examined the added benefit of substance abuse counseling to medication in
treating OUD, which generally has not been found to be more effective than medication
alone (Fiellin et al., 2013; Ling et al., 2013; Moore et al., 2016; Watkins et al., 2017; Weiss
etal., 2011). In all these studies, the psychotherapy was targeted at reducing opioid use, not
at reducing symptoms of the psychiatric disorder(s).

Traditional CoCM for psychiatric conditions is not designed for individuals who also have
OUD, with these models often lacking an addiction psychiatrist or care managers trained in
therapy, both of which are beneficial for individuals with OUD and psychiatric conditions
given their complexity (Volkow et al., 2019). When these models include psychiatrists

or trained care managers, these professionals typically focus on addressing psychiatric
conditions and not OUD or other currently active substance use disorders (Saldana et al.,
2020). In general, literature on CoCM for OUD is lacking and there is almost no published
data on CoCM for people with both OUD and psychiatric disorders. There is one clinical
trial underway testing the use of collaborative care in primary care for patients with OUD
and co-occurring depression and/or posttraumatic stress disorder (Meredith et al., 2021).
An integrated program addressing OUD and psychiatric disorders may be more feasible for
patients wishing to receive all care in one setting, has the potential to reduce opioid use and
improve psychiatric symptoms, and may facilitate deployment in real world practices that
often have limited resources and many competing demands.

While MOUD and CoCM are efficacious strategies for treating OUD and psychiatric
disorders separately, adaptations to these models are needed to concurrently address these
conditions which often exist in tandem. A model that integrates existing elements of
evidence-based OUD and psychiatric treatment, separately, is a logical starting point. This
approach would include initiating buprenorphine while concurrently leveraging CoCM care
management, which is feasible given that both approaches already exist in primary care.
The missing piece of these models, however, is the need for psychotherapy, a notable gap
in existing models, designed to address the needs of individuals with OUD and psychiatric
conditions.
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Psychotherapy within CoCM

Recognizing the complex needs of individuals with OUD and co-occurring psychiatric
conditions that are associated with a range of poor social and clinical outcomes, our

team developed a treatment manual that integrates brief, evidence-based psychotherapies
for substance use, depression, and anxiety (called CoCM+). This approach builds on how
CoCM has been used to treat psychiatric disorders in primary care. CoCM is a well-suited
foundation for this intervention given that CoCM is more developed than models for
delivering MOUD (Katon et al., 1995) and some CoCMs already incorporate evidence-based
OUD care by treating OUD with buprenorphine, though these models have not been

tested at scale. We have tailored the model for people with both OUD and psychiatric
disorders by embedding a novel psychotherapy component along with other traditional
CoCM activities. This model therefore integrates two evidence-based treatments—MOUD
and CoCM—-by synergistically building on the strengths of each and adds to them evidence-
based psychotherapies.

The novel CoCMT psychotherapy manual we developed is delivered by master’s level
mental health clinicians working within the CoCM in partnership with primary care
providers (PCPs) who are waivered to prescribe buprenorphine and a consulting addiction
psychiatrist. The treatment manual includes brief Cognitive Behavioral Therapy (CBT) as
well as Behavioral Activation (BA) components (Hedrick et al., 2003; McGregor et al.,
2011), coupled with a motivational enhancement component. Our team developed this
evidence-based psychotherapy manual to be tailored to the needs of patients with OUD and
co-occurring psychiatric conditions like depression and anxiety. When selecting treatment
models, we identified brief treatments that have demonstrated efficacy when implemented in
primary care and mapped them to the most common presenting problems for our population
of interest.

As part of CoCM+, patients receive up to 12 sessions of evidence-based psychotherapy
(Miller, 1995) and case management with the care manager. The sessions can occur in
person or via telehealth. The treatment manual is structured such that all patients begin
with four sessions of Motivational Enhancement (MET) via Assessment with Feedback
(Miller, 1995). In addition to assessment and feedback, MET sessions focus on developing
and implementing a change plan. This assessment, feedback, and change planning process
creates a foundation for subsequent treatment. Following the MET sessions, an algorithm
(Figure 1) supports the therapist in determining next steps which may include brief CBT
(Hofmann et al., 2012) or BA (Mazzucchelli et al., 2009). The algorithm utilizes scores from
patient self-report measures of depression, anxiety, and concurrent substance use symptoms
to suggest next steps for treatment. It is worth nothing that this algorithm should be used

as a guide while considering severity of symptoms, current status of substance use, and
patient preference. For patients with notable symptoms across multiple domains, the care
manager in collaboration with the patient determine which domain to prioritize first, taking
into consideration symptoms that are the most functionally impairing, and then may return
to the algorithm to select additional modules when indicated. It is possible for patients to
receive two or three modules when clinically indicated.
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BA is recommended after MET for patients who endorse symptoms of moderate to severe
depression/anhedonia on the Patient Health Questionnaire-9 (PHQ-9) (Kroenke et al., 2001).
Brief CBT for substance use is recommended for patients who endorse continued substance
use on the Brief Addiction Monitor-Intensive Outpatient Assessment (BAM-10P) (Cacciola
et al., 2013) and/or alcohol misuse on the BAM-IOP. During these sessions therapists
complete a functional analysis and engage in problem solving and goal setting. Components
of brief CBT, as outlined in the Founadations for Integrated Care program (Oslin et al.),

is recommended for those reporting anxiety on the Generalized Anxiety Disorder 7-item
Scale (Spitzer et al., 2006) or mild depression on the PHQ-9. The Foundations for Integrated
Careis a set of open-access training manuals to aid in the integration behavioral health
services into primary care (U.S. Department of Veterans Affairs) and includes brief CBT
interventions for primary care patients with mild to moderate depression and anxiety (e.g.,
providing education about stressors like finances, physical factors like poor sleep, behavior
like decreased productivity, and/or thoughts and feelings like hopelessness). The session
outline is presented in Table 1. Standard CoCM practices are employed for case reviews,
documentation, and billing (Carlo et al., 2020; Centers for Medicare & Medicaid Services,
2021; Press et al., 2017).

Discussion

Novel, integrated treatments are needed to advance service delivery for individuals with
OUD and psychiatric conditions in non-specialty mental health settings. We have developed
a promising model and must now rigorously evaluate it. Similar models that address the
same gaps in care should also be tested. Our team is testing CoCM+ as part of the

Whole Health Study (WHS), a three-arm randomized controlled trial (Harris et al., 2021)

in geographically diverse primary care practices affiliated with a single large health system
in the mid-Atlantic region. The WHS has 3 arms; two of the arms test CoCM+, while

one arm tests usual care that does not employ CoCM+. Both CoCM+ arms include a PCP
waivered to prescribe buprenorphine, a mental health care manager with OUD training, and
an addiction psychiatrist who the PCP can consult. One CoCM+ arm additionally includes
a peer recovery specialist who leverage their lived experience with OUD to provide services
including health education, recovery modeling, and crisis management (Harris et al., 2022).
We anticipate that CoCM+ will yield promising outcomes for individuals with OUD and
psychiatric conditions, based on the positive feedback we have received informally from
PCPs and patients thus far and that we have successfully enrolled 149 patients in CoCM+,
with 138 (93%) of these individuals eligible for follow-up. Rigorous effectiveness and
implementation data collection are in progress. We also anticipate improvements in health
services outcomes like lower rates of emergency department visits, hospital admissions, and
mortality due to utilization of CoCM via primary care. We anticipate that this approach

will improve outcomes for all patients but will have a disproportionately positive impact

on patients of color who have historically been the most disenfranchised from treatment

for OUD and co-occurring psychiatric conditions yet overrepresented in this population
(McKnight-Eily et al., 2021; Novak et al., 2019).

In addition to testing integrated models of care such as the one our team has developed,
more work is needed to move the field forward. We are pleased to see that one barrier
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to prescribing buprenorphine, the “X-waiver,” was recently eliminated. The lack of clinic
infrastructure to provide MOUD still must be addressed (Jones & McCance-Katz, 2019;
Olsen et al., 2021). There is also a need to increase the flexibility and amount of
reimbursement for individuals with OUD and psychiatric conditions within the CoCM
billing codes, such as by increasing the monthly maximum billable minutes for highly
complex patients like those with comorbid OUD and psychiatric disorders and moving to
a 30-day reimbursement cycle (Wolk, Alter, et al., 2021). Lastly, we must focus efforts on
building the cadre of addiction psychiatrists and psychotherapists with dual expertise in
addressing OUD and commonly co-occurring psychiatric conditions with evidence-based
interventions given the dearth of clinicians equipped to provide this care and the ongoing,
urgent need to address the opioid and overdose crisis (Olfson et al., 2020).

There is value in addressing OUD and psychiatric conditions in an integrated fashion.

Doing so is compatible with CoCM, and we have found that it is possible to successfully
implement our CoCM+ model. A therapeutic approach for this population must be flexible
to allow for targeted treatment of the primary presenting concerns, whether those are related
to substance use, depression, and/or anxiety. Our model uses an algorithm to guide treatment
decisions and includes components of evidence-based treatments to best meet the complex
and varied needs of individuals with OUD and psychiatric conditions and is delivered in
primary care to promote accessibility. Given the considerable personal and public health
impacts of OUD and co-occurring psychiatric disorders, integrated models like these are
much needed and must be disseminated quickly.
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Module 1: 4 sessions of Motivational
All Patients Enhancement Therapy

Algorithm: Use as a guide o BAM-IOP items 4-5*
; et : 9> e
while considering severity AT e endorsed or
of symptoms, current status [OSLEORAIEES R e Anxxe_rlyl (SAD-TE 5)
9) or mild Depression
of substance use, and (PHQ-9 > 5.9)
patient preference
Foundations for
. ahiav Integrated Care
Modules 2-4: Behavioral CBT-SUD Depression and Anxiety

Activation

and/or Alcohol

As clinically indicated Management modules

Figure 1.
Algorithm Guiding Selection of Psychotherapy Approach Used in Collaborative Care

Model+ (CoCM+) Integrated Treatment for Comorbid Opioid Use Disorder and Psychiatric

Conditions

Abbreviations: Patient Health Questionnaire (PHQ); Brief Addiction Monitor for Intensive
Outpatient Programs (BAM-IOP); General Anxiety Disorder (GAD); Cognitive-Behavioral

Therapy for Substance Use Disorders (CBT-SUD)

Key:

*BAM-IOP items 6-7 assess drug use in the past 30 days
*BAM-10P items 4-5 assess alcohol use in the past 30 days
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Table 1.

Treatment Modules and Session Outline

Session Topic

Session Description

Module 1 - Motivational Enh

ancement via Assessment with Feedback (All patients)

Feedback

The patient and provider review the summary report of data from the first session. Feedback will be provided
using MI’s Elicit-Provide-Elicit approach.

Change Planning

The provider and patient will discuss and complete the change plan. This discussion includes progress made
and setbacks. The sessions also seek to evoke and affirm the patient’s motivations and commitment to make
changes in substance use behaviors.

Change Planning

The provider and patient will discuss and complete the change plan. This discussion includes progress made
and setbacks. The sessions also seek to evoke and affirm the patient’s motivations and commitment to make
changes in substance use behaviors.

Finalize Change Plan

The provider and patient will identify and affirm progress. The change plan can be amended if data on
anhedonia and/or substance use indicate the need for BA or CBT, respectively.

Module 2 - Behavioral Activation (Optional for patients with moderate to severe depression/anhedonia)

Introduction to Behavioral
Activation

The provider will introduce BA, provide psychoeducation about connection between activity and mood, will
gain an understanding of patients’ goals and valued behaviors, and teach the patient how to monitor activities
and mood.

Activation and Engagement
* 3 sessions

The provider will continue to explore values and set activation goals. The provider and patient will work
together to plan activities for the coming week and identify strategies to help with activation.

Module 3 — CBT-Substance Use Disorder (Optional for patients with continued substance use)

Functional Analysis and
Goal Setting

The provider will help the patient recognize connections between situations, thoughts/feelings, behavior, and
results. The provider and patient will complete a functional analysis of the most recent episode and problem
solve identified targets.

Progress Review and Goal
Setting *3 sessions

The provider will review progress since the last session, review the risk assessment, identify high risk
situations, and problem solve identified targets.

Module 4 - Brief CBT (Optio

nal for patients with alcohol misuse, anxiety, or mild to moderate depression)

Depression & Anxiety
Management

Oslin DW, Klaus J, Ingram E, et al. Foundations for Integrated Care: Volume 2, Depression
and Anxiety Management. https://www.mirecc.va.gov/cih-visn2/Documents/Provider_Education_Handouts/
\ol_2_Depression_and_Anxiety Managment.pdf Accessed January 9, 2023.

Alcohol Misuse

Oslin DW, Klaus J, Ingram E, et al. Foundations for Integrated Care: Volume 3, At-Risk Drinking and Alcohol

Dependence Management. https://www.mirecc.va.gov/cih-visn2/foundations.asp. Accessed January 9, 2023.

Abbreviations: motivational interviewing (MI); Behavioral Activation (BA); Cognitive Behavior Therapy (CBT)
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