
 

Health Workgroup Minutes 
 
DATE:  Wednesday, April 17th, 2019 
TIME:  9:00 AM – 10:30 AM 
LOCATION:  Joint Office of Homeless Services 

Conference Room  
721 SW Oak Street, Suite 100 
Portland, OR 97205  

ATTENDEES: Ruth Adkins, Lydia Bartholow, Nui Bezaire, Jennifer Chang, Josh Crites, Ryan Deibert, Erin 
Fisher, Jana Hak, Liv Jenssen, Lori Kelley, Connor McDonnell, Mike Savara, Paul Stark 

MEETING DISCUSSION 
● Welcome & Introductions 

○ Liv Jenssen, Multnomah County Dept. of Community Justice (DCJ), called the meeting to order. 
 

● Program Spotlight: Medication-Assisted Treatment/Medication-Supported Recovery 
(MAT/MSR) 
○ Lydia Bartholow, Associate Medical Director of Substance Use Disorder Services at Central City 

Concern (CCC) appeared before the workgroup to talk about MAT, increasingly being referred to 
as MSR. An associated slideshow was later provided, but not previewed during the discussion 
itself. 

○ Lydia characterized the change in language as more accurately describing treatment for 
Substance Use Disorders (SUD) with a focus on opioid addiction.  
■ Referring to it as supported rather assisted underscores that someone is using this 

medication as a tool to support their healing, among a wide array of tools, including support 
from peers, family, and medical professionals. It furthermore centers the approach and 
understanding around the person, not the medication.  

■ Referring to it as recovery rather than treatment recognizes that the process isn’t just a 
one-off or even short term episode, but rather a lifelong process.  

○ Lydia cited that in 2014, approximately 7% of all discharges from treatment facilities were from 
MAT/MSR programs. What we can conclude from this is that 93% of people left programs not 
getting the gold standard for opioid-based treatment. Lydia hopes that this medication is seen in a 
matter of years like any other medication to treat a disease or disorder. 

○ MSR is the model that CCC has taken in their approach to opioid-based treatment. Likewise, the 
Substance Abuse and Mental Health Services Administration (SAMHSA) has taken a focus on 
MAT. 

○ Lydia reviewed several SUD medications and what their purposes are: Suboxone, Naltrexone, 
Methadone. She urged members to think about SUD medication as far bigger than just these 
three, because there’s medication for alcohol and stimulants not included in this discussion. 
■ Suboxone, which includes buprenorphine and naloxone, is used to reduce urges to use. 

Naloxone on its own is generally administered as a nasal spray to reverse opiate overdoses, 
but in suboxone it has a separate purpose. It is included as a preventative diversion, so that if 

 

721 SW OAK STREET, SUITE 100, PORTLAND OR 97205 

EMAIL: AHFE@MULTCO.US  |  PHONE: 503.988.2525  |  WEB: AHOMEFOREVERYONE.NET 

 

http://ahomeforeveryone.net/s/Health_MAT_MSR_Pres_20190417.pdf
https://www.samhsa.gov/medication-assisted-treatment
https://www.samhsa.gov/medication-assisted-treatment


 
April 2019 Health Minutes 

you were to try and cook your suboxone down and inject it, you’d go into immediate 
withdrawal. 

■ Naltrexone is a long-acting diversion of naloxone, which blocks opiate receptors just enough 
for some to have decrease in cravings. It also blocks endogenous pleasure receptors. In early 
recovery, this can make a client get more depressed as a result, sometimes to a disastrous 
extent. Lydia explained that it is best when used in long-term recovery, not initially. 

■ Mike Savara, CCC, raised that there was a study about those effects regarding naltrexone 
and when it is best administered.  
● Lydia explained that buprenorphine is useful in the withdrawal experience. After feeling 

somewhat sick, the buprenorphine makes a client feel better. Folks often express that it is 
the most humane form of treatment, as compared to others like naltrexone, which 
involves having to wait several days to take effect. On that medication, clients feel worse 
for longer. Clients are increasingly refusing naltrexone because there’s better options in 
the short-term. 

■ Lydia turned to the third medication: Methadone. 
● Methadone is a complete replacement therapy. Recurrent rates of use is nine times 

higher for people who don’t take buprenorphine and methadone. Recurrence of use rates 
are slightly lower for methadone. 

● Lydia expressed that opiate disorders should be reconceptualized as a disease, and in 
that we should consider methadone as the least recurrence of use medication to treat it. 

○ A question was posed by a workgroup member about profitization related to methadone and 
asked Lydia to speak to that. 
■ Lydia explained, “Unfortunately addiction medicine has tucked itself into dark corners, so it 

often has these for-profit type offices. Now it is being talked about more and integrated into 
healthcare. CODA and CCC stepped into the forefront in the Wheelhouse Project and work 
with partners to improve addiction services. Hopefully in a few years people wont think of 
methadone markets as sketchy.” 

○ Liv Jenssen, DCJ, asked, “How can a person access these recovery services?” 
■ Lydia explained that the way to access or acquire MAT/MSR is a complex and weird, with the 

story starting in the 1920s. She continued, “Harry Anslinger developed the Drug Enforcement 
Agency (DEA), with the initial opiate laws emerging out of racist policies around east-Asian 
populations in California, to squash opium use. Prior to that it was a relatively normal practice 
to prescribe things like laudanum. The federal government response was very much a 
cultural phenomenon.” 
● Lydia added, following the passage of a series of three pieces of legislation known as 

The Harrison Narcotics Tax Act, the DEA told doctors they weren’t allowed to treat opiate 
disorders. 

○ Lydia went on to explain, “Not until the 1970s a law was passed to allow Opiate Treatment 
Programs (OTP), also known as a methadone clinic. That became the only way to provide 
treatment. The guidelines were stringent, and the intake structure is the same nationally. Initial 
treatment is to go to the clinic daily, but that is of course one of the barriers as a federal mandate. 
To take a dose home, you have to have a precise amount of clean Urinary Analyses (UA), 
attendance, and so on.” 

○ Lydia explained that getting onto methadone is relatively easy. Cascadia’s Care Line, as an 
example, can get you a prescription within two days. The person who answers the phone is going 
to be a Qualified Mental Health Associate (QMHA), who will be welcoming and as 
non-stigmatizing as possible. 

https://codainc.org/
https://www.centralcityconcern.org/
https://wheelhouseor.com/
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○ The Drug Addiction Treatment Act of 2000 (DATA) was a law was passed to allow providers to 
treat people with buprenorphine, but in an office space. This is called Office Based Opiate 
Treatment (OBOT). A waiver under DATA means that particular office was waived from the early 
1900s law limiting methadone treatment. The waiver allows a set amount of people to be 
prescribed from a single doctor at any given time. 
■ Other medical professionals have no limitation on prescribing these same medications. This 

means is the DEA can come into Lydia’s office and review her prescription records. That 
doesn’t happen for a general practitioner prescribing the same medications for ailments or 
diseases not tied to substance use. 

○ Lydia noted that, “Part of the Oregon State effort and Wheelhouse Project is to get more 
providers offering OBOT. A lot of people get excited when they hear about it, to help tackle the 
epidemic, but fear over the DEA makes it a lot harder than it looks. That is where institutional 
support becomes important.” 

○ Some barriers to OBOT involve clients without formal identification (ID). Pharmacies want an ID 
for controlled substances, such as buprenorphine. Lydia noted that CCC is opening the Blackburn 
Building in July, which will have a pharmacy in the building, and accept Transition Projects (TPI) 
IDs. She added that the Old Town Recovery Clinic already accepts TPI IDs.  
■ An additional provider is Recovery Works Northwest, which is a large OBOT, accepts 

medicaid/medicare and more private insurance options than CODA and CCC. 
○ Homelessness is another barrier and vulnerability to this kind of recovery program. The medicine 

has a high street value, and if you don’t have a way to keep it safe, people are recommended to 
go to a day-dispensary of it. 
■ Blackburn will provide guidelines for people experiencing homelessness to keep medicine 

safe, such as storing at a friend or family member’s house. 
○ Ruth Adkins, Kaiser Permanente, asked, “Is there any hope for state or federal policy changes? 

What you’re saying is the guidelines are based on this 1920s racist vision of Chinese opium dens. 
Is there any movement to overturn those laws?” 
■ Lydia assured the workgroup that there is definitely a movement for trying to eliminate access 

barriers by deregulating buprenorphine and methadone prescribing. She noted that one of 
her slides focuses on this topic. 

○ Mike Savara, CCC, asked, “Can you talk about how housing comes into play with MSR?” 
■ Lydia replied, “There’s a historical belief that these meds aren’t abstinence-based, and so we 

used to have a hard time to place people who were prescribed. I see that less and less these 
days. There’s a lot of legal pushback about discrimination, for one. It’s recommended that 
clients talk to their sponsor and doctor about medication, because nobody else needs to 
know. Substance use disorders aren’t about what you put in your body, or tissue 
dependence, but about a behavior and control pattern. There’s a lot of people who take these 
meds who don’t have an out of control relationship with them.” 

○ Jennifer Chang, Portland Housing Bureau (PHB), asked, “How long has the MSR program been 
around? How many served annually in CCC? Do you have demographic data you can cite? How 
do you measure progress and outcomes in that kind of program?” 
■ Lydia elaborated, “I can speak to our Eastside Concern location, but most programs think 

about this topic differently. We served 128 unduplicated clients in 2018, and 210 of return 
clients. As far as how progress is measured, we have a tiered system, where group meetings 
and prescriptions diminish in frequency as you graduate, ultimately moving on to primary 
care.” 

■ “ Maybe one-in-four make it all the way through that, but the average is seven relapse 
episodes in treatment. Graduation isn’t the measure of success, but rather that you come 

https://www.centralcityconcern.org/housingishealth/blackburn
https://www.centralcityconcern.org/housingishealth/blackburn
https://www.centralcityconcern.org/services/health-recovery/eastside-concern/
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back. Some clients through it all in six months, then two years later they have a family death, 
relapse, and re-engage with us. We don’t differentiate that success with someone who 
fast-tracked through it, because recovery is lifelong.” 

■ “Lastly, some basic demographics of clients are ~60% male, ~40% female, and a handful of 
genderqueer and transgendered clients. We don’t do a good job of service for people of color 
because we don’t offer enough culturally specific services.” 

○ A workgroup member asked if any culturally specific providers utilize MSR, and Lydia explained 
that the Imani Center will offer it soon.  

○ At this point in the discussion, Lydia passed around a handout about the Blackburn Building and 
its programs. It will integrate MSR, OBOT, and a Specialty Mental Health service. The model will 
involve integrated multi-disciplinary teams and 90 beds available for housing on-site. In year two, 
they plan to have a floor dedicated to partial-hospitalization. 

○ The day after this discussion took place, the Oregon State Senate passed SB-910, which 
“expands access to substances that can stop overdoses, treat addiction”. 

 
● Portland Housing Bond Updates: Progress to-date, planning for upcoming solicitation and 

related supportive housing efforts 
○ Jennifer Chang, PHB, appeared before the workgroup to provide a progress update on the 

Portland Housing Bond, and the upcoming Bond Opportunity Solicitation (BOS), which has since 
been released. 

○ Jennifer presented a slideshow that reviewed the progress thus far in this process. Please refer to 
the Housing Workgroup minutes from March 2018 for further discussion and notes on a similar 
presentation. 
■ In regards to the Permanent Supportive Housing (PSH) goals cited in this presentation, Ryan 

Deibert, Joint Office of Homeless Services (JOHS), explained that much of the advocacy to 
include PSH goals in these projects originated in the Health Workgroup and Housing 
Workgroup. 

■ Jennifer added, “Yes, and finding the service funding is important for those housing units, 
because the bond funding is specifically for capital investment, and not the attached 
services.” 

○ Liv Jenssen, DCJ, asked, “Will the Westwind and Joyce sites be able to serve the same 
populations already residing there? Many live there because there’s minimal barriers and no 
screening. This is including sex offenders, and others that are historically difficult to house.” 
■ Jennifer explained that some of the sites will have capacity for those situations, but 

elaborated that the coming solicitation for programs will answer that question more clearly. 
PHB is providing advanced notification to a list of culturally specific partners and homeless 
family system partners so they have the first opportunity to fill vacancies.  

○ Jennifer briefly explained the effects of the recent constitutional amendment regarding these 
types of bonds, stating that, “The amendment changed how General Obligation bonds (GO) are 
spent. Previously, the Oregon state constitution required that only a public entity could spend 
those dollars, and not give to a non-profit to distribute. This change allows us to use the Portland 
bond more flexibly. The City doesn’t need to entirely own the property. We can lease the land or 
use leveraging with other housing resources in bond projects in a way weren’t able to do before. 
It provides a great opportunity for collaboration with the Metro bond as well.” 

○ Leading up to the BOS, PHB has met with stakeholder groups for feedback on what to include in 
that solicitation. Supportive housing partners, contractors, subcontractors, developers, and more 
were invited to understand their needs. The key takeaways were: 
■ Definitions of PSH must be clear 

https://www.centralcityconcern.org/services/health-recovery/imani
https://www.centralcityconcern.org/LiteratureRetrieve.aspx?ID=243092
https://www.oregonlegislature.gov/senatedemocrats/Documents/SB910AddictionServices.pdf
https://www.portlandoregon.gov/phb/article/730171
http://ahomeforeveryone.net/s/Health_PDX_Bond_Update_20190417.pdf
http://ahomeforeveryone.net/s/Housing_Minutes_20190314.pdf
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■ Clear criteria 
■ Demonstrated effectiveness in reaching Continuum of Care (CoC) 
■ Low barriers 

○ A workgroup member asked, “How do low barriers and project-based vouchers work? Those 
don’t often come hand in hand.” 
■ Jennifer responded, "There’s a minimum number of PSH units we want at the properties, but 

in the case of Westwind, there’s potential for more. What we’re looking for is seeing what our 
community partners can bring in terms of best thinking around that. Perhaps there’s an 
opportunity to propose an approach to address the barriers that come with those vouchers, 
while weighing the importance of having a rent subsidy?” 

○ Jennifer contextualized that the first solicitation will involve about $70 million, which is around half 
of the remaining Portland Bond funding. PHB plans to reassess the process after going through 
the first solicitation to see what they can do better or where best to focus the remaining funds. 
The Metro Bond is following a similar structure. Relevant landing pages: 
■ City of Portland Housing Bond 
■ Metro Housing Bond 

 
● City/County Budget Updates 

○ The workgroup did not have time remaining to discuss budget updates. Here are some useful 
links to resources on the topic: 
■ City of Portland Budget Events 
■ Multnomah County Budget Events 

 
● General Updates and Announcements 

○ Josh Crites announced that he would be hosting sessions at the upcoming National Association 
of Housing and Redevelopment Officials (NAHRO) regional conference devoted solely to 
healthcare and housing. They will have medicaid directors from Oregon, Washington, and 
Arizona to facilitate talks about supportive housing as well. 
■ In response to accessibility concerns related to cost for this event, workgroup staff 

approached Josh about presenting a summary or debrief of this event to the workgroup at a 
future meeting. 

ACTION ITEMS 
ITEM  ASSIGNED 

1. None  n/a 

NEXT MEETING 
Wednesday, May 15th, 2019 
9:00 AM – 10:30 AM 
Joint Office of Homeless Services 
Conference Room  
721 SW Oak Street, Suite 100 
Portland, OR 97205 
 
 

https://www.portlandoregon.gov/phb/74262
https://www.oregonmetro.gov/public-projects/affordable-homes-greater-portland
https://www.portlandoregon.gov/cbo/article/622229
https://multco.us/budget/events
http://www.pnrcnahro.org/events/2019-annual-conference/?

