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Opioid medications and heroin are derived from poppy bulbs, shown here.

Colorado continues to struggle with epidemic levels of
opioid abuse and opioid overdose deaths, but a treatment
method that has been shown to be especially effective is
unavailable in nearly half of the state’s counties.
A new analysis by the Colorado Health Institute
(CHI) finds that 31 of the state’s 64 counties do not
have a location that provides medication-assisted
treatment, or MAT, a clinically proven approach that
combines medication and social support services. An
additional 15 counties have just one site.

There is hopeful news, however. Additional federal
funding is coming to Colorado this year to help
increase access to medication-assisted treatment.
And the Colorado legislature passed several bills that
would increase provider training and enhance the
state’s behavioral health crisis response system.

Ten of the 31 counties without a treatment location
had overdose death rates well above the state rate.

This issue brief, the first in a series on the opioid
epidemic in Colorado, analyzes the number of
Coloradans struggling with addiction and the
geographic variation in treatment availability.

The CHI analysis also shows that:
• About 304,000 people live in the 31 counties
without a treatment location. Another 236,000
people live in the 15 counties with just one site.
• This means that 540,000 Coloradans, about one
of 10 residents, live in places with little or no access
to medication-assisted treatment.
• Measured another way, significant parts of
northwest, southwest and southeast Colorado are
farther than 30 miles from a treatment center,
and most of these areas have seen rising drug
overdose death rates.
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22,000

Coloradans reported abuse
or dependence on opioids
annually from 2011 to 2014.

But only 4,000
received treatment
at a speciality facility.
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The Opioid Epidemic:
An Overview
Overdose deaths from all drugs more than
tripled in the U.S., to more than 52,000, between
1999 and 2015.1 Nationally, 63 percent of all drug
overdose deaths in 2015 involved an opioid2 — either
prescription drugs such as codeine and oxycodone
or illicit drugs such as heroin. Prescription overdose
deaths rose steadily between 1999 and 2015. The
percentage of deaths from heroin tripled between
2010 and 2015 alone.3
Every state has seen increases in drug abuse and
dependence along with overdose deaths. Colorado
is no exception. Between 2011 and 2014, an annual
average of about 22,000 Coloradans (5.0 per 1,000
residents ages 12 and older) said they abused or
had a dependence on opioids, including heroin.
Overdose death rates for all drugs increased in each
Colorado county except Mineral between 2002 and
2014, according to a previous analysis by CHI.

Opioid Terminology
What Are Opioids? A class of drugs that derive
from the opium poppy. They dull the perception
of pain and can create a feeling of euphoria.
What Are Prescription Opioids? Pain relievers
that are frequently prescribed for injury,
following surgery or for serious, painful illnesses
such as cancer. They can be physically addictive.
What is Heroin? A highly addictive, illegal
opioid that is typically snorted, smoked or
injected to produce an extreme high.

Prescription opioid addiction has begun to level
off while heroin has become a more significant
problem. Between 2011 and 2015, heroin-related
overdose deaths increased 93 percent, from 1.5
deaths per 100,000 Colorado residents to 2.9 per
100,000.4 Colorado counted 472 opioid-related
overdose deaths in 20155 — more than quadruple the
number in 1999.

What is Medication-Assisted
Treatment?
There are treatment options for people addicted to
opioids and at risk of an overdose.
Medication-assisted treatment is an evidencebased approach to treating opioid addiction with
a combination of medication and psychosocial
support services such as counseling. Respected
scientific sources, including the Centers for Disease
Control and Prevention, the National Institute on
Drug Abuse and the Substance Abuse and Mental
Health Services Administration (SAMHSA), all
recommend medication-assisted treatment for
opioid addiction.
Methadone, buprenorphine and naltrexone are the
three types of medication approved for treating
opioid addiction.

Addiction or Dependence?
Terms that refer to substance use and treatment
have changed as the science of addiction
has evolved. Substance use refers to the
consumption of alcohol or drugs. Abuse is the
harmful use of alcohol or drugs. Addiction,
sometimes referred to as dependence or
substance use disorder, is when a person is
physically dependent on alcohol or drugs. It is a
chronic medical condition.
CHI uses the terms “use,” “abuse” and
“addiction” in this brief, except when cited
data sources use different terminology. This
analysis focuses on opioid abuse and addiction,
including prescription opioids and illicit opioids
such as heroin.
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Medication-assisted treatment takes a holistic
approach to treating the patient. Medication
manages physical withdrawal or reduces cravings
while counseling and other recovery support services
address the psychological symptoms of addiction.
Medication-assisted treatment is effective at
reducing the potential for relapse. It is proven to
show better outcomes than programs without
medication or medication alone. These outcomes
include higher employment rates, reduced relapse
rates and lower rates of overdoses and overdoserelated deaths.8,9
But medication-assisted treatment is not a shortterm solution. It does not generally improve
outcomes if delivered for less than 90 days. One

study indicates people who receive treatment for
less than three years are more likely to relapse
than those who receive treatment for more than
three years.10 Like other chronic conditions, opioid
addiction typically requires lifetime management
to sustain recovery.
Studies show that despite being effective,
medication-assisted treatment is still significantly
under-utilized. There are many possible
explanations for this. Patients and families may
feel stigmatized by participating in a treatment
program. The approach is not always widely
available, and providers may not be aware of it or
may lack proper training to administer medicationassisted treatment.

M is for Medication: The Three Types
Methadone
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Methadone

Buprenorphine

How
it’s taken

Liquid, edible wafer
or tablet

Tablet, oral dissolving
strip or implant

Tablet or
injection

What
it does

A long-acting opioid
medication that reduces
symptoms of withdrawal
and blocks euphoric
effects of other opioids

An opioid medication
that weakens euphoric
effects of many opioids
until the effects eventually
level off

After mandatory 7- to 10-day
withdrawal from all opioids,
this non-opioid drug blocks
effects of opioids and reduces
cravings

How often
it’s taken

Daily

• Tablet or strip: Daily
• Implant: Every six months

• Tablet: Every one to three days
• Injection: Monthly

Where it’s
available

Certified Opioid
Treatment Program
(OTP), also known as a
methadone clinic

Doctor, nurse practitioner or
physician assistant with training
to prescribe in office-based
setting or some OTPs

Doctor or
pharmacist
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Naltrexone
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MAP 1: Number of Treatment Locations by County, April 2017
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Opioid Use in Colorado
People can become addicted to opioids in a variety of
ways. For example, some chronic pain sufferers who
receive opioid prescriptions over long time periods
can develop a tolerance, leading to a need for higher
dosages and potentially addiction. Some people
might use prescriptions written for friends or family
members – and there are many other ways a person
might abuse or become addicted to opioids.
An analysis by the federal Center for Behavioral Health
Statistics and Quality found that an average of about
22,000 Coloradans reported dependence on opioids,
including heroin, each year between 2011 and 2014.
Increased opioid prescribing is associated with
increased dependence and overdose deaths. Table 1

TABLE 1:
Annual Average Number of Coloradans who Report
Abuse or Dependence on Pain Relievers or Heroin
Parenthesis shows rate per 1,000 ages 12 and older12

2003-2006 2007-2010 2011-2014
Pain
Relievers
Heroin
All
Opioids*

30,000
(7.9)

18,000
(4.5)

19,000
(4.5)

1,000
(0.2)
31,000
(8.1)

2,000
(0.6)
19,000
(4.8)

4,000
(1.0)
22,000
(5.0)

* Pain relievers and heroin will not total “all opioids” because a
single respondent may report multiple drugs and thus may be
counted in both pain relievers and heroin data.
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MAP 2: 30-Mile Radius Around Treatment Locations, April 2017

shows higher rates of dependence on pain
relievers in 2003-2006 period, at 7.9 per 1,000
Coloradans. The rate dropped by nearly half
between 2007 and 2010, and it held steady at 4.5
per 1,000 between 2011 and 2014. Recent studies
indicate that efforts to reduce overprescribing of
opioids, such as provider education, have begun
to show signs of success, which may help to
explain the leveling off in Colorado.11
However, heroin is stoking the opioid epidemic.
Rates of dependence in Colorado tripled from
2007 to 2010 and nearly doubled again between
2011 and 2014.
Heroin-related hospitalization rates increased
by 41 percent, and the rate of heroin-related
emergency department visits more than doubled
from 2011 to 2014.13
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TABLE 2:
Counties with No Treatment Locations and Drug
OD Death Rates Above State Average, 2014
County
Baca
Bent
Clear Creek
Conejos
Costilla
Custer
Delta
Huerfano
Jackson
Rio Grande

Death Rate per 100,000
>20.0
>20.0
18.1-20.0
>20.0
>20.0
18.1-20.0
>20.0
>20.0
>20.0
>20.0
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Treatment in Colorado
There is a successful evidence-based approach to
treating opioid addiction. So why aren’t more people
receiving help?
Approximately 304,000 Coloradans ages 12 and older
live in 31 counties with no Opioid Treatment Program
(OTP) or buprenorphine prescriber.14 An additional
15 of the state’s 64 counties, with a combined
population of 236,000, have only one treatment
provider. (See Map 1.)
However, not everyone seeks care in their own county,
particularly if the closest provider is one county over.
CHI mapped how much of the state was within 30
miles of an opioid treatment location, shown in Map
2, to account for this.
The northwest, southwest and southeastern corners
of the state are all notably outside the radius. So are
parts of Gunnison, Archuleta, Hinsdale, Ouray and
Mineral counties. These may be sparsely populated
areas, but all except Mineral have seen rising drug
overdose death rates.
Additionally, 10 of the 31 counties with no treatment
locations had overdose death rates well above
the state rate (16.3 per 100,000) in 2014 (Table 2).
Overdose deaths are not a perfect proxy for the
number of people who might need treatment, but
they do highlight the dangers of substance abuse
and addiction.
In Colorado, 4,000 of the 22,000 people dependent
on opioids — or about one of five — received
treatment at a specialty facility such as a hospital,
inpatient or outpatient drug or alcohol rehabilitation
facility (including OTPs) or a mental health center.
Some patients received treatment with either
buprenorphine or naltrexone in an office-based
setting, but there is no publicly available data on how
many.

Barriers and Opportunities
For Providing Treatment
Nationally, an estimated 2.5 million people meet the
criteria for opioid addiction and could benefit from
medication-assisted treatment, but just under one
million people are receiving it.16
The lack of providers willing or able to provide
treatment is a significant barrier.

What is Fentanyl?
Fentanyl is an opioid pain reliever that is 25 to
40 times more potent than heroin and is used
to treat acute or chronic pain due to advanced
cancer. Illegally manufactured fentanyl is
increasingly making its way into the illicit drug
market in the U.S., often disguised as a lesspotent opioid. Its high potency means that
even tiny amounts can be lethal, and its white
powder is easily mistaken for heroin or cocaine.
Spikes in fentanyl-related overdose deaths
and seizures prompted the Drug Enforcement
Administration to issue a nationwide alert
to all U.S. law enforcement in 2015, urging
extreme caution when handling fentanyl.15 This
emerging public health threat underscores the
importance of expanding access to treatment
for Coloradans.

Barrier: Workforce
Between 44 and 66 percent of physicians trained
and authorized to provide medication-assisted
treatment do not prescribe it.17 Reasons vary, with
the most common being not enough office and
nursing support, reimbursement issues, insufficient
staff knowledge and lack of available mental health
services such as counseling.18,19
It can be difficult or too costly for many primary care
practices, especially in rural counties, to recruit and
retain the appropriate staff, including counselors.
Regulations also limit the type of practitioners who
can provide medication-assisted treatment and the
size of the patient population they can treat.
To prescribe buprenorphine, for example, physicians
must take an eight-hour training course and apply
to SAMHSA for approval. In year one, they can only
treat up to 30 patients at a time. After the first year,
they can apply to serve up to 100 patients at a time
7

and more after that. At the lower patient limit,
anecdotal evidence suggests doctors may not
be willing to spend the time or money to hire
additional staff that medication-assisted treatment
requires.
Psychiatrists are most likely to be authorized
to prescribe medication-assisted treatment, at
16 percent, compared with only three percent
of primary care physicians nationwide. Rural
residents typically rely on primary care providers20
for their health care needs, so they may not have
ready access to a doctor able to treat opioid
addiction.
Methadone is available solely through an Opioid
Treatment Program certified by SAMHSA. These
are commonly referred to as methadone clinics.
Colorado has 20 certified opioid treatment
programs, about the same number as states with
similar population sizes. They are mostly located in
urban areas.

Opportunity: Insurance Coverage
Substance use treatment, including medicationassisted treatment, is a part of the essential health
benefits package outlined by the Affordable Care
Act (ACA) and covered by Medicaid. There is
evidence that coverage gains under the ACA have
improved outcomes for people with substance use
disorders or mental health conditions.21
However, even though health insurance covers
these services, there is still a shortage of available
providers and other complications:
• Many substance use treatment providers do not
accept Medicaid.
• Not all insurance plans cover all types of
medication-assisted treatment.
• Many plans have limits on dosages or number of
refills.22
• Some plans have minimal counseling coverage
or “fail first” criteria, which means a patient
must have tried and failed a different type of
treatment first before medication-assisted
treatment is covered.23
These limitations can lead to difficulty finding a
treatment provider or paying for the appropriate
services.
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A Cautionary Tale
Lack of access to
medication-assisted
treatment in a
county hit hard by
opioid addiction
contributed to
one of the biggest
HIV outbreaks
in U.S. history.
Between 2004 and
2013, rural Scott
County, Indiana,
recorded only five
HIV infections. But in
2015, 181 new cases
of HIV were diagnosed there. Of those,
159 involved injection of oxymorphone, an
opioid pain reliever.30 Scott County is one of
many small, rural communities across the
country with little or no access to medicationassisted treatment for opioid addiction.
Expanding access in Colorado could help
the state avoid a similar outbreak.

Opportunity: Regulations and Legislation
A regulation issued by SAMHSA in July 2016 allows
approved providers to apply to treat up to 275
patients. This will allow physicians who are at or
near the 100-patient limit to accept more patients.
Many who are not prescribing or only prescribing
to a few patients at a time might take advantage
of the opportunity to scale up the treatment
portion of their practice.
The Comprehensive Addiction and Recovery Act
passed in July 2016 allows nurse practitioners and
physician assistants to provide buprenorphine
with additional training. This change could have
a significant impact on Colorado’s shortage of
medication-assisted treatment providers, as nurse
practitioners and physician assistants are more
likely to work in rural areas than physicians.24
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Recent Developments
The lack of access to opioid treatment in Colorado
and nationwide has not gone unnoticed. Additional
resources are coming to Colorado to help tackle the
problem, and the General Assembly considered several
pieces of legislation related to treatment this year.
Congress passed the 21st Century Cures Act in
December 2016, which dedicated $1 billion over two
years to combat the opioid epidemic. Colorado is
set to receive $7.8 million each year for the next two
years.25 The funding will support medication-assisted
treatment for uninsured and indigent patients,
buprenorphine training for providers, family services
and hospital emergency rooms starting people on
buprenorphine.
The University of Colorado Denver received a grant
from the federal Agency for Healthcare Research
and Quality to expand access to medication-assisted
treatment across 24 rural counties in eastern and
southern Colorado. The project will provide primary
care practices with face-to-face coaching and teletraining to deliver medication-assisted treatment.26
The Colorado General Assembly passed Senate Bill
17-074, which creates a pilot program to expand
access to medication-assisted treatment in Pueblo
and Routt counties by providing grants to train nurse
practitioners and physicians assistants.
Also passed was SB 17-207, which establishes a
coordinated response system to keep people having
a behavioral health crisis — including one arising from
substance use — from ending up in jail or prison. SB 17193 establishes a center for research into substance use
disorder prevention, treatment and recovery strategies,
and House Bill 17-1351 requires the Department of
Health Care Policy and Financing in collaboration
with the Department of Human Services to come up
with options for residential and inpatient substance
use disorder treatment under Colorado’s Medicaid
program.

response to the prescription drug epidemic. It also
recently added a heroin work group in recognition of
that rising problem.28
The Consortium convened stakeholders to draft
legislation aimed at increasing access to treatment.
The group also produced a directory of opioid and
heroin abuse coalitions and programs as well as
a data dashboard to track the state’s progress in
meeting goals outlined in the Governor’s Colorado Plan
to Reduce Prescription Drug Abuse.29

Conclusion
Medication-assisted treatment is a proven, clinically
effective treatment for opioid addiction. Even so,
there is a shortage of medication-assisted treatment
available in Colorado — especially in rural counties —
and many Coloradans who need access to treatment
for opioid addiction are not able to access it.
While there is significant activity underway to help
address the epidemic, more work is needed to make
sure everyone who wants treatment gets it.

CHI Members who contributed to this report
• Teresa Manocchio, lead author
• Brian Clark
• Chrissy Esposito
• Cliff Foster
• Deborah Goeken
• Joe Hanel
• Emily Johnson
• Tamara Keeney
• Sara Schmitt

In April, the legislature also created an interim study
committee to examine prevention, harm reduction,
treatment and recovery support strategies for opioid
and other substance dependence in Colorado.27
Other work has been underway for several years. The
Colorado Consortium for Prescription Drug Abuse
Prevention was created in 2013 to establish a statewide
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Methodology
This analysis covers the availability of methadone and buprenorphine using publicly available data from
SAMHSA’s buprenorphine locator tool and its Opioid Treatment Program (OTP) directory. The locator
pinpoints the nearest provider trained to administer buprenorphine. Many buprenorphine prescribers
choose not to be listed, however. Nationwide, approximately 55 percent of authorized prescribers are listed
in the locator.6 CHI used locations as of April 25, 2017.
Because naltrexone is not a controlled substance — meaning it does not have the potential for abuse —
any health care provider licensed to prescribe medications can prescribe it. CHI did not map all health
care providers with prescribing authority, and thus, may be under-counting available treatment locations.
However, the use of naltrexone to treat opioid addiction remains limited and is unlikely to impact this
analysis.7
Additionally, this analysis does not go into the physiological details of how these drugs reduce dependence.
For information, please visit drugabuse.gov.
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