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Abstract

Despite public interventions, the rate of opioid use disorder (OUD)
continues to rise. In this focused review of the existing literature, the authors
describe how increases in OUD, as well as opioid-related deaths, have occurred
disproportionately among people of color. Black patients in particular are
dying of overdose at an increased rate, however are less likely to receive
any treatment for OUD. Additionally, Black patients are less likely to receive
buprenorphine than White patients, but more likely to receive methadone.
Potential causes of these disparities are discussed, as well as the impact of the
COVID-19 pandemic, and the successes of several pilot programs.

Updated History of the Opioid Epidemic

In October 2017, the United States Department of Health and
Human Services officially declared the opioid crisis a national public
health emergency. Despite an attempt to increase public awareness
through various campaigns and initiatives, systematic approaches
have largely failed, with opioid-related overdoses and the number of
people suffering from opioid use disorder (OUD) continuing to rise.!
In 2019, over 10 million people misused opioids, and by 2022 over
3 million people met diagnostic criteria for OUD."? Deaths due to
opioid overdose were exacerbated by the COVID-19 pandemic, likely
in part due to unemployment, social isolation, and the scaling down
of treatment programs.? During the peak of the pandemic, overdose
fatalities due to synthetic opioids (such as fentanyl) increased by
55% compared to the year prior* In 2021, a total of over 100,000
people died of a drug overdose, with fatal overdoses related to
opioids totaling at over 80,000, largely driven by fentanyl.®

Deaths from drug overdoses in general have lowered the overall
life expectancy in the U.S., and continue to be a more prevalent
cause of death than car accidents or gun-related deaths.? Aside from
the devastating loss of life, the opioid epidemic has also resulted
in significant financial societal costs, with the U.S. Joint Economic
Committee estimating annual costs of $1.04 trillion in 2018, $985
billion in 2019, and nearly $1.5 trillion in 2020.° This includes
hospital expenses, associated increases in HIV and viral Hepatitis,
criminal justice costs, and lost work productivity.”8

Racial Disparities in the Opioid Crisis

Experts have divided the opioid epidemic into three distinct
waves, each with different sociodemographic characteristics
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Table 1: Waves of the Opioid Epidemic

Wave of Opioid Epidemic Timeline

Wave 1 1979-mid 1990’s Black Americans
Wave 2 Mid 1990’s-2010 | Black and White Americans
Wave 3 2011-today All Americans

(Table 1).° The first wave, starting in 1979 and lasting
until the mid-1990’s, was largely driven by heroin use
and was characterized by a higher mortality rate for Black
Americans.’ It was during this time that President Reagan
re-dedicated the U.S. to the “War on Drugs”, which included
increasing anti-drug law enforcement budgets, creating a
federal drug task force, and aiding in the development of
a culture which demonizes those that use drugs.' These
initiatives unfortunately escalated racial disparities in
arrests for substance-related charges. In 1992, Black
Americans accounted for 40% of all drug-related arrests,
despite largely equivalent rates of drug usage between
Black and White Americans and Black Americans only
comprising about 12% of the total population.!®!
Additionally, the policies enacted by the War on Drugs
encouraged a style of policing that led to increases in police
violence in Black communities, as well as increases in racial
profiling and racialized mass incarceration.!!

During the second wave of the opioid epidemic, from
the late 1990’s until 2010, the mortality rate remained
stable among Black Americans but steadily increased for
White Americans, with overdose deaths largely related to
prescribed opioid analgesics.” This may have been due to
racism amongst prescribers, who have been found to be
less likely to prescribe opioids, more likely to use urine drug
screening, and to restrict early refills for Black patients.!?
White medical providers may also incorrectly believe that
there are biologic differences between Black and White
patients, such as Black people feeling less pain, which can
also contribute to undertreating pain in Black patients.'?
During this time, the War on Drugs continued, with funding
for law enforcement continuing to increase as well as the
number of police officers patrolling the streets.°

The United States is currently in the midst of the third
wave of the epidemic, which is distinguished by substantial
increases in mortality rates for all populations. This
increase in mortality is in part due to heroin, and even
more so synthetic opioids, such as fentanyl, which is 50
times more potent than heroin, and carfentanil, which is
50-100 times more potent than fentanyl.*

The manner in which the current wave of the opioid
crisis has been treated has differed in comparison to prior
drug epidemics in the U.S,, likely due to variable racial
compositions.'® In 2018, 79% of all people who died from
an opioid-related overdose were Non-Hispanic Whites,
while 10% were non-Hispanic Blacks and 8% identified
as Hispanic.®® This pattern has changed, however, as

Primary population affected

Primary opioid being used
Heroin
Oral opioid analgesics
Heroin and synthetic opioids (such as fentanyl and carfentanil)

recent studies report that in 2020, drug-related deaths
among Black people were higher than those among White
people for the first time since 1999.1° The Center for
Disease Control and Prevention reported that number of
overdose deaths increased 44% among Black people in
2020 compared to the year prior, and that among Black
people between ages 15 and 24, this rate was staggeringly
higher (86%).!” These were largely driven by opioid-
related overdoses, with data from the CDC showing that
rates of opioid overdose were higher among Black and
Native American people compared to White people, even in
areas with higher availability of treatment programs.!® This
increase in mortality is likely in part due to the COVID-19
pandemic, which disproportionately worsened health and
social outcomes in marginalized communities.®

Disparities in the Treatment of Opioid Use
Disorder

Although experts unanimously agree that the treatment
of opioid use with medications, such as buprenorphine or
methadone, reduces overall mortality and other adverse
effects of OUD, the vast majority of patients with OUD do
notreceive treatment.! Unfortunately, this fact is especially
true for people of color.!® A study of National Surveys on
Drug Use and Health data shows that only 19.44% of all
patients with diagnosed OUD received medications for
OUD (MOUD) in 2013. Only 20.7% of White patients,
17.2% of Hispanic patients, and 15.7% of Black patients
received OUD-related services. Asian-Americans and
Pacific Islanders with OUD had the lowest rate of opioid-
specific treatment at 1.2%.'° Recent reports from the CDC
found that only one in twelve Black people who died of an
opioid-related overdose had been engaged in substance
use treatment, with White people being nearly twice as
likely to receive treatment.!” A potential contributing factor
to the decreased engagement in treatment is lower trust in
the healthcare system by Black Americans due to systemic
and interpersonal racism, potentially leading to fewer
Black patients seeking care.?

Statistics showed that not only are White patients
more likely to receive MOUD than Black patients, they
also are more likely to receive buprenorphine compared
to methadone.* Prescribing patterns reflect patterns
of geographic segregation, with literature showing that
methadone prescribing was more common in areas
where Black and Hispanic/Latino residents were unlikely
to interact with White residents, with buprenorphine
prescribing being more common in counties where
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White residents were unlikely to interact with people of
color.?! One recent study from the University of Michigan
found similar patterns of structural racism, where White
patients were 3-4x more likely as Black patients to receive
buprenorphine, with Black patients being more commonly
referred for methadone treatment.??

While both of the above-mentioned FDA-approved
MOUD have been proven to reduce cravings/withdrawal
symptoms, increase treatment retention, and reduce opioid
use and relapse rates, there are important differences
between modalities.”* Buprenorphine is a partial mu-opioid
receptor agonist, which can be prescribed by providers with
special licenses from the DEA, and can be filled at ordinary
pharmacies like any other prescription.?*** Methadone,
a full mu-opioid receptor agonist, is monitored at the
federal level, and is only able to be dispensed at certified
clinics.®® Though some reports indicate that methadone
may have a higher success rate than buprenorphine at
maintaining patients in treatment, significant drawbacks
include geographic limitations in finding a clinic, waitlists
and the requirement that patients must return every day to
the clinic, at least early in treatment, to receive their daily
dose.?2¢

Many patients prefer treatment with buprenorphine
over methadone, especially in the early treatment of
OUD.?” This may be due to the less severe side effect profile
of buprenorphine, including lower levels of sedation,
the increased safety of buprenorphine and the fact that
buprenorphine can be taken at home, increasing privacy
and autonomy.?® This is especially true due to recent
legislative changes during the COVID-19 pandemic, as
in March 2020 the Substance Abuse and Mental Health
Services Administration (SAMHSA) announced that in-
person exams to initiate buprenorphine treatment were no
longer required, while providers still need to conduct an
in-person exam before starting methadone treatment.?® In
April 2021, the Department of Health and Human Services
also lifted the waiver requirement for prescribers treating
30 or fewer patients.? Despite this intervention, a majority
of non-waivered prescribers are unaware of this option
and/or remain resistant to prescribing.?* To accommodate
social distancing, patients at methadone clinics are able to
take home larger quantities, but they still are required to
return in person to the clinic on a regular basis.?!

While racial disparities between treatments have
been clearly documented, the reasons for such disparities
are less evident, and likely involve many factors, such as
public policy, physician biases, and resource allocation. Of
note, the FDA’s approval of buprenorphine coincided with
the sharp increase in opioid use in predominantly White,
suburban areas. This population became opioid-dependent
due to prescription pharmaceuticals and was part of the
earlier referenced second wave of the opioid epidemic.’

Mounting political pressure from these communities
influenced Congress to enact legislation promoting office-
based buprenorphine treatment, which is easier than
commuting long distances daily to a methadone clinic and
more palatable to patients living in suburban areas.?

The fact that methadone rates have remained relatively
constant while buprenorphine rates continue to increase,
along with the fact that methadone patients tend to be
older, may indicate that buprenorphine is primarily being
used for patients newly diagnosed with OUD. For example,
the New York City borough of Staten Island has the highest
percentage of White residents compared to the other
boroughs, and also had the highest increase in opioid
overdoses, at 261% between 2005 and 2011. Accordingly,
Staten Island had the highest increase in buprenorphine
prescriptions between 2004 and 2013, however, the
borough also has the lowest rates of methadone treatment
in the city.32%

An additional factor (prior to COVID-19) may be that
there simply are not enough buprenorphine-prescribing
physicians to meet the demand. In 2011, almost a decade
after FDA approval, 43% of U.S. counties had no physicians
who were certified to prescribe buprenorphine.?* In 2014,
48 states and the District of Columbia had rates of opioid
dependence that were higher than their buprenorphine
treatment capacity.*® Even if a patient is able to locate a
buprenorphine prescriber, the medication itself may be too
expensive to access. Although MOUD with buprenorphine
is covered under Medicaid, less than 10% of buprenorphine
prescribers accepted Medicaid in New York City in 2012,
and in some states like Ohio, almost half of buprenorphine
prescribers accept cash payments only.?*%¢ According to
data from the National Ambulatory Medical Care Survey,
39.6% of visits involving buprenorphine were by self-pay
patients, 33.9% of visits were paid by private insurance,
while only 18.9% of buprenorphine visits were paid by
Medicaid or Medicare.?

Substance Abuse Treatment (SAT) facilities, somewhat
counterintuitively, often do not provide MOUD for their
patients. In 2016 only 36.1% of SAT facilities offered any
MOUD, which included buprenorphine, methadone, or
extended-release naltrexone.?” Of those that do offer MOUD,
a 2016 study found that SAT facilities offering charity care
or a sliding-fee scale were found to have lower odds of
offering buprenorphine compared to SAT facilities that did
not offer payment assistance. This is a significant problem,
as the number of privately owned SAT facilities continues
to expand, and comprised 29% of all SAT facilities in
2009.38 SAT facilities which accepted Medicaid had double
the odds of offering methadone in comparison to SAT
facilities which did not accept Medicaid.* This difference
is likely racially driven, given that people of color make
up a disproportionately high percentage of the Medicaid/
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public insurance population.*® Many states have still not
expanded Medicaid through the Affordable Care Act, and in
these states, the demand for buprenorphine may continue
to surpass the availability of prescribers.*? Ultimately,
although buprenorphine is widely covered by insurance,
there are still many barriers to access for low-income
populations, which may contribute to racial inequities.

A final potential and disturbing factor is that
buprenorphine might be offered to White patients at
disproportionate rates to Black patients due to institutional
and/or individual racism, although this is difficult to
measure. Just as Black Americans are subjected to higher
restrictions and safety monitoring when prescribed
pain medication, Black patients may be funneled into
methadone treatment because of its stricter supervision,
like daily dosing and regular urine toxicology screening.!542

Steps Towards Change

Although the origins of racial disparities in OUD and
treatment options are multifaceted, there have been many
pilot programs throughout the U.S. to increase usage of
buprenorphine in non-White populations which have
demonstrated success. One such program developed in
Baltimore involved funding an initiative to train outpatient
physicians on buprenorphine-prescribing, and funneled
stabilized buprenorphine patients to community health
centers.”® Over the course of 3 years, the number of
patients treated with buprenorphine sharply rose from
1795 to 7479 (over a 300% increase), and if adjusting for
heroin purity and the number of methadone patients, there
was a statistically significant inverse relationship between
the increase in buprenorphine patients and the decrease in
heroin overdose deaths throughout the city.*3

Similarly, the San Francisco Department of Public
Health developed a “Buprenorphine Pilot Program” at a
centralized buprenorphine induction clinic, two primary
care clinics, and three community-based treatment sites to
target patients with OUD who were experiencing poverty,
homelessness, unemployment, and coexisting mental
health disorders. This resulted in a one-year retention rate
0of 61% and a dramatic decline in opioid use among many of
the city’s most vulnerable patients with OUD.**

A pilot program in New York City had similar results and
involved a training program for physicians in prescribing
buprenorphine at a federally-qualified health center in
the South Bronx, a predominately non-White area with
a high rate of poverty, drug use, and HIV.*? The program
demonstrated over a 70% retention rate for its patients,
who were mostly Hispanic (58.8%) or Black (31.7%), had
public health insurance (78.1%), and were unemployed
(57.5%).%

There have also been programs targeted towards
medical providers to attempt to address implicit racial

bias, with many states passing legislation to mandate such
training.*> As Cooper et al. reported in 2022, mandating
these programs sends an important message to non-White
communities: that equity in healthcare is important, people
that are negatively affected by bias in the healthcare setting
deserve respect, care, and dignity, and that healthcare
organizations and individual healthcare providers are
accountable for ensuring equitable care.*®

Conclusions

Although mortality rates from opioid-related overdoses
are rising for all populations in the current wave of the
opioid epidemic, the increase is much more profound
among Black patients. Despite this, White patients with
OUD are more likely to receive MOUD, especially when the
modality is buprenorphine. Racial disparities have likely
worsened due to the COVID-19 pandemic and the gap
may continue to widen if not addressed by the medical
community as well as governmental bodies. This review
has significant limitations, given that it is retrospective,
and is not a systematic review of all available literature
on this topic. Articles that oppose these viewpoints may
exist that were not discussed above. However, the articles
cited in this review are congruent with the majority of the
literature and with expert consensus on this topic. Further
research is indicated in this field, including examining the
effect of regulatory changes in buprenorphine-prescribing
due to the pandemic. Institutions should continue to
develop implicit bias training in an attempt to address
interpersonal racism, and should frequently re-examine
institutional policies and procedures to ensure healthcare
parity within individual institutions. Psychiatrists,
addiction specialists, and all other medical providers should
be aware of the disparities that exist due to individual and
structural/institutional racism and continue to advocate
for improved access to treatment for patients with OUD.
Finally, targeted community-based programs aimed at
increasing buprenorphine and other MOUD education and
access to communities of color, modeled after successful
pilot programs cited above, should be widely implemented.
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