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Introduction: Opioid use disorder (OUD) affects 2 million Americans, yet many patients do not receive
treatment. Lack of team-based care is a common barrier for office-based opioid treatment (OBOT). In
2015, we started OBOT in a family medicine practice. Based on our experiences, we developed a finan-
cial model for hiring a team member to provide nonbillable OBOT services through revenue from in-
creased patient volume.

Methods: We completed a retrospective chart review from July 2015 to December 2016 to determine
the average difference in medical visits per patient per month pre-OBOT versus post-OBOT. Secondary
outcomes were the percentage of visits coded as a Level 3, Level 4, and Level 5, and the percentage of
patients with Medicaid, private insurance, or self pay. With this information, we extrapolated to build a
financial model to hire a team member to support OBOT.

Results: Twenty-three patients received OBOT during the study period. There was a net increase of
1.93 visits per patient per month (P < .001). Fourteen patients were insured by Medicaid, 7 had private
insurance, and 2 were self pay. Twenty-three percent of OBOT visits were Level 3, 69% were Level 4, and
8% were Level 5. Assuming all visits were reimbursed by Medicaid and accounting for 20% cost of busi-
ness, treating 1 existing patient for 1 year would generate $1,439. Treating 1 new patient would gener-
ate $1,677.

Conclusions: In a fee-for-service model, the revenue generated from increased medical visits can
offset the cost of hiring a team member to support nonbillable OBOT services. (J Am Board Fam Med
2020;33:124–128.)
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Opioid use disorder (OUD) is a chronic, relapsing,
treatable brain disease that affects millions of
Americans.1 In recent years, the rise in incidence of

Hepatitis C, increase in emergency department and
hospitalization utilization, and decrease in Ameri-
cans’ life expectancy have been attributed to un-
treated OUD.2 The White House Council of Eco-
nomic Advisors estimated the societal cost of opioid
misuse and use disorder to be $504 billion.3 Meth-
adone, buprenorphine, and naltrexone are recom-
mended by Substance Abuse and Mental Health
Services Administration (SAMHSA), American So-
ciety of Addiction Medicine (ASAM), and National
Institute on Drug Abuse as the standard for treat-
ment.4–6 Medications for OUD have been shown
to reduce fatal overdoses, improve retention in
treatment, lower transmission rates of HIV infec-

This article was externally peer reviewed.
Submitted 26 June 2019; revised 26 September 2019; ac-

cepted 29 September 2019.
From the Mountain Area Health Education Center

(MAHEC), Asheville, NC (MF, ZW, SH); University of
North Carolina (UNC) School of Medicine Chapel Hill,
NC (SH, EBF, CGW); Centers for Disease Control and
Prevention Foundation, Atlanta, GA (EBF); UNC Health
Sciences at MAHEC Asheville, NC (EBF, CGW); UNC
Eshelman School of Pharmacy, Chapel Hill, NC (CGW).

Funding: This publication is supported by the Health
Resources and Services Administration (HRSA) of the U.S.
Department of Health and Human Services (HHS) as part
of an award totaling $1,656,886 with 0% financed with
non-governmental sources. The contents are those of the
authors and do not necessarily represent the official views of,
nor an endorsement, by HRSA, HHS, or the U.S. Govern-
ment. For more information, please visit HRSA.gov.

Conflict of interest: none declared.

Corresponding author: Courtenay Gilmore Wilson,
PharmD, BCACP, CPP, 123 Hendersonville Rd, Asheville,
NC 28803 �E-mail: Courtenay.wilson@mahec.net).

124 JABFM January–February 2020 Vol. 33 No. 1 http://www.jabfm.org

 on 5 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2020.01.190228 on 6 January 2020. D

ow
nloaded from

 

http://www.jabfm.org/


tions, reduce criminal activity, and improve social
functioning.2 Despite the profound consequences
of this disease, these medications remain highly
underutilized.1

Office-based opioid treatment (OBOT) is the
provision of treatment for OUD within the general
medical setting with buprenorphine or naltrexone.4–6

When providing OBOT, ASAM and SAMHSA rec-
ommend weekly to no-less-than monthly office vis-
its.4–5 To prescribe buprenorphine, federal regula-
tions require qualifying providers to complete
additional training and receive a waiver.4 In 2019,
only 72,696 providers are waivered to prescribe bu-
prenorphine.7 Less than 30% of waivered providers
use their waiver.8 Per federal law, methadone is re-
stricted to opioid treatment programs, thus is not
available in primary care.4

Family medicine providers are well poised to fill
this treatment gap, yet many barriers to imple-
menting OBOT in primary care exist. These in-
clude inadequately trained staff, insufficient time,
inadequate office space, prescribing regulations,
and lack of available mental health or psychosocial
support services.9 To address these barriers, many
successful OBOT services use a collaborative care
model where a variety of disciplines provides team-
based care.10 However, financial concerns may hin-
der the ability to implement a collaborative care
model.11 The purpose of this study was 2-fold.
First, we sought to determine the impact of offer-
ing OBOT services on the frequency with which
we saw established patients. Second, we sought to
develop a financial model for hiring a team member
to support nonbillable OBOT services based on the
increased patient volume.

Methods
Setting
We are a community-based, family medicine resi-
dency with integrated behavioral medicine and
clinical pharmacy. With 1 hub and 6 regional clin-
ics, we serve over 33,000 patients in rural and urban
communities in Appalachia. In July 2015, a faculty
family medicine physician, nurse practitioner, and
clinical pharmacist began providing OBOT at the
main location.12 For the first year, to gain clinical
experience, we limited eligibility to established pa-
tients for at least 1 year and those maintained on a
buprenorphine-containing medication. Five faculty
physicians were waivered to prescribe buprenor-

phine. The nurse practitioner or clinical pharma-
cist completed intake visits. Per the ASAM and
SAMHSA recommendations, the physician saw the
patient no less than monthly.4–5 In congruence
with these guidelines, OUD is not subject to the
North Carolina Medicaid annual visit limitation.13

Visits were billed based on time or complexity
using the evaluation and management services. Be-
ginning in June 2016, we started inductions onto
buprenorphine, opened access to new patients, of-
fered OBOT at all locations, and waivered addi-
tional faculty and residents.

Data Collection
We completed a retrospective chart review from
July 2015 to December 2016 to determine the
number of medical visits per patient per month in
the year before receiving OBOT (pre-OBOT)
compared with the number of medical visits per
patient per month since receiving OBOT (post-
OBOT). Patients were included if they received at
least 1 prescription for a buprenorphine-containing
medication during the study period. Each patient’s
chart was reviewed from 1 year before the first
prescription through the end of the study period.
Information about the level of visit billed and in-
surance type were collected from the practice’s rev-
enue cycle management database. This study was
reviewed by our local institutional review board
and deemed not to be human subject research.

Data Analysis
For our first objective, the primary outcome was
the average difference in medical visits per patient
per month pre-OBOT to post-OBOT with a
2-tailed paired t-test to determine significance.
Secondary outcomes were the percentage of visits
coded as a Level 3, Level 4, and Level 5 and the
percentage of patients with Medicaid, private in-
surance, or self pay. These outcomes were summa-
rized using descriptive data. For our second objec-
tive, the primary outcome data were applied to
determine the number of patients needed in OBOT to
justify hiring a team member to provide nonbillable
services. We used the North Carolina Medicaid
Physician Fee Schedule to determine the nonfacil-
ity fee reimbursement rate.14 We accounted for a
20% reduction for cost of business, which includes
central business office, provider, facilities, and staff-
ing costs. We utilized the number of work relative
value units to estimate the portion of a full-time
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equivalent family medicine physician required to
treat the OBOT panel.15–16

Results
During the study period, 23 patients received
OBOT. Pre-OBOT, patients had an average of
0.32 medical visits per month (range, 0.00 to
1.17). Post-OBOT, patients had an average of
2.25 medical visits per month (range, 0.75 to
5.00). The average difference was a net increase
of 1.93 medical visits per patient per month (P �
.001). The average time post-OBOT was 4.61
months (range, 1 to 16). The total person-time of
followup was 106.03 person-months. Fourteen
patients were insured by Medicaid, 7 had private
insurance, and 2 were self pay. Post-OBOT visits
were 23.05% for Level 3, 69.14% for Level 4,
and 7.81% for Level 5.

Based on these findings, we developed a financial
model for new (Table 1) and current (Table 2)
patients assuming all medical visits were reim-
bursed by North Carolina Medicaid with a 20%
reduction for cost of business. Treating 1 existing
patient for 1 year would generate $1,438.61. Treat-
ing 1 new patient for 1 year would generate
$1,677.13. An OBOT panel of 100 existing patients

would require 0.7 full-time equivalents of a family
medicine physician (Table 3).

Discussion
The American Medical Association Opioid Task
Force calls physicians to close the treatment gap for
patients with OUD.17 Family medicine practices
should expand access to evidence-based, standard-
of-care treatment for OUD. This financial model
justifies a collaborative care model for providing
the nonbillable services associated with treating
OUD.

The unique needs and characteristics of a prac-
tice will undoubtedly guide which team member is
most needed. Licensed clinical addiction specialists
(LCAS) are utilized in primary care clinics as be-
havioral health specialists, care managers, and com-
munity engagement specialists.18 In Vermont’s
Hub-and-Spoke Model, nurses are responsible for
coordination of care for patients transferring be-
tween Opioid Treatment Programs and primary
care OBOT.19 Pharmacists provide education,
manage medications through drug therapy man-
agement protocols, and ensure medication access.20

In our institution, this financial model has created
positions for 2 LCASs and 1 peer support specialist.

Table 1. Potential Annual Revenue for Providing Office-Based Opioid Treatment to New Patients

Patients, n
Level 3 Visits

per Year, n
Level 4 Visits

per Year, n
Level 5 Visits

per Year, n
Potential Annual

Revenue, $*

25 155 467 53 41,928.28
50 311 933 105 83,856.56
75 466 1400 158 125,784.84
100 621 1867 211 167,713.12
150 932 2800 316 251,569.68
200 1242 3734 422 335,426.24

*Includes 20% reduction for cost of business.

Table 2. Potential Annual Revenue for Providing Office-Based Opioid Treatment to Current Patients

Patients, n
Level 3 Visits

per Year, n
Level 4 Visits

per Year, n
Level 5 Visits

per Year, n
Potential Annual

Revenue, $*

25 133 400 45 35,965.15
50 266 801 90 71,930.29
75 400 1201 136 107,895.44
100 533 1601 181 143,860.59
150 799 2402 271 215,790.88
200 1065 3203 362 287,721.17

*Includes 20% reduction for cost of business.
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The responsibilities of these positions vary by role
and include providing behavioral health services to
patients, ensuring we meet state and federal regu-
lations, licensing new providers, screening new pa-
tients, educating and training staff, coordinating
patient care, and collaborating with outside stake-
holders.

This financial model relies solely on a fee-for-
service payment structure, as value-based models
for OUD are not well established. In 2019, none of
the quality measures recognized by the Medicare
Shared Savings Program for Accountable Care Organi-
zations address substance use disorders (SUDs).21 Na-
tional organizations are working to expand value-based
payment options for SUDs. The National Committee
for Quality Assurance created initiatives for the Health
care Effectiveness Data and Information Set (HEDIS)
to improve follow up after an SUD-related emer-
gency department visit.22 HEDIS implemented the
Initiation and Engagement of Alcohol and Other
Drug Dependence Treatment, which proposes that
treatment should be started within 14 days of di-
agnosis and engagement with 2 or more additional
services should occur within 30 days of the initial
visit.22 The National Quality Forum has imple-
mented a measure for the continuity of pharmaco-
therapy for OUD for 180 days for hospitals pro-
viding OBOT services in the outpatient setting.23

The Centers for Disease Control and Prevention
developed clinical quality improvement measures
ensuring patients with OUD are referred to or
prescribed medications for OUD.24

Limitations
There are limitations to this financial model that
one must consider before implementation. This
financial model assumes the clinic has the capacity
to accommodate the projected increase in patient

volume. Furthermore, the financial model did not
account for any direct billing opportunities af-
forded to the new team member, which could aid in
financially sustaining the position. In addition, the
financial model does not account for reimburse-
ment from private insurance companies, which is
often higher than Medicaid reimbursement; there-
fore, this may be a conservative estimate of reve-
nue. For the new patient model, we did not account
for the 1 time initial new patient visit as it is reim-
bursed only slightly higher than the established
patient visit at the same level.14

Conclusions
Family medicine practices use the revenue gener-
ated from increased medical visits to support col-
laborative care models to provide nonbillable ser-
vices related to OBOT.

To see this article online, please go to: http://jabfm.org/content/
33/1/124.full.
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