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Abstract

IMPORTANCE Medicaid is the largest payer of substance use disorder treatment in the US and plays
a key role in responding to the opioid epidemic. However, as recently as 2017, many state Medicaid
programs still did not cover the full continuum of clinically recommended care.

OBJECTIVE To determine whether state Medicaid fee-for-service (FFS) programs have expanded
coverage and loosened restrictions on access to substance use disorder treatment in recent years.

DESIGN, SETTING, AND PARTICIPANTS In 2014, 2017, and 2021, a survey on coverage for
substance use disorder treatment was conducted among state Medicaid programs and the District
of Columbia with FFS programs. This survey was completed by Medicaid program directors or
knowledgeable staff. Data analysis was performed in 2022.

MAIN OUTCOMES AND MEASURES The following were calculated for a variety of substance use
disorder treatment services (individual and group outpatient, intensive outpatient, short-term and
long-term residential, recovery support, inpatient treatment and detoxification, and outpatient
detoxification) and medications (methadone, oral and injectable naltrexone, and buprenorphine):
(1) the percentage of Medicaid FFS programs covering these services and medications and (2) the
percentage of Medicaid FFS programs using utilization management policies, such as copayments,
prior authorizations, and annual maximums.

RESULTS This study had response rates of 92% in 2014 and 2017 (47 of 51 states) and 90% in 2021
(46 of 51 states). For the 2021 wave, data are reported for the 38 non–managed care organization
plan-only states. Between 2017 and 2021, coverage of individual and group outpatient treatment
increased to 100% of states, and use of annual maximums for medications decreased to 3% or less
(n � 1). However, important gaps in coverage persisted, particularly for more intensive services:
10% of Medicaid FFS programs (n = 4) did not cover intensive outpatient treatment, 13% (n = 5) did
not cover short-term residential care, and 33% (n = 13) did not cover long-term residential care. Use
of utilization controls, such as copays, prior authorizations, and annual maximums, decreased but
continued to be widespread.

CONCLUSIONS AND RELEVANCE In this survey study of state Medicaid FFS programs, increases
in coverage and decreases in use of utilization management policies over time were observed for
substance use disorder treatment and medications. However, these findings suggest that some
states still lag behind and impose barriers to treatment. Future research should work to identify
the long-term ramifications of these barriers for patients.
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Key Points
Question How have coverage and

utilization management policies for

substance use disorder treatment varied

over time for Medicaid fee-for-service

programs?

Findings In this survey study of state

Medicaid programs conducted in 2014,

2017, and 2021, coverage for substance

use disorder treatment and medications

increased, whereas use of utilization

management policies decreased over

time. However, barriers to receiving

more intensive treatment services still

existed in some states.

Meaning These findings suggest that

access to care for substance use

disorder is improving, but restrictions on

coverage persist in many states.

+ Supplemental content

Author affiliations and article information are
listed at the end of this article.

Open Access. This is an open access article distributed under the terms of the CC-BY License.

JAMA Health Forum. 2023;4(8):e232502. doi:10.1001/jamahealthforum.2023.2502 (Reprinted) August 11, 2023 1/11

Downloaded from jamanetwork.com by University of Chicago Libraries user on 03/05/2024

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2023.2502&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2023.2502&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502


Introduction

Despite massive public investment, substance use disorder (SUD) remains an urgent public health
challenge facing the US. Accidental drug poisoning has emerged as a leading cause of death for US
individuals and accounts for more than one-third of unintentional, injury-related deaths.1 In 2021
alone, there were more than 106 000 estimated drug-related overdose deaths, the highest number
of overdose deaths ever recorded in a 12-month period to date.2-5

Decades of research have shown that SUD, especially opioid use disorder (OUD), can often be
effectively managed with a combination of medication and psychosocial intervention.6,7 However,
ensuring access to treatment for all who need it remains a challenge. It is estimated that fewer than
20% of US individuals with SUD received any past-year treatment for SUD.8 Among those with OUD,
which carries an especially high risk of overdose and death, receipt of any medication approved by
the US Food and Drug Administration (FDA) for the treatment of OUD remains low. In 2019, only
one-quarter of US individuals with OUD received any FDA-approved medication for the treatment
of OUD.9

Although access to care is undoubtably influenced by a broad range of factors, the evidence is
clear that health insurance coverage plays a crucial role.10 Because Medicaid is the largest payer of
SUD treatment in the US and covers 38% of all individuals with OUD, it plays a key role in facilitating
access to care.11 In 2017, Medicaid paid for OUD treatment for slightly more than half of all individuals
who received it nationwide.11 The choices that state Medicaid programs make regarding coverage
affect access to treatment for the 2 million individuals with SUD enrolled.12

In addition to defining SUD coverage, state Medicaid programs also employ utilization
management protocols to manage access to SUD treatment. Such policies may meaningfully align
use with medical necessity and/or controlling costs, which are the stated purposes of such controls.
However, research suggests that utilization controls may play a role in restricting access to needed
care and can prevent enrollees with SUD from initiating and remaining in treatment.13-15

Although approximately 70% of Medicaid enrollees are now serviced by managed care plans,16

benefits policies for state fee-for-service (FFS) programs are influential for 3 major reasons. First,
state FFS programs set the minimum coverage standard for which all Medicaid managed care
organization (MCO) plans in that state must comply or obtain a special waiver to provide a
comparable service in lieu of a service specified in the state Medicaid plan. In other words, Medicaid
MCOs are required to cover at a minimum what is specified in the state plan amendment for its FFS
program.17 Second, as of 2020, 10 states covering more than 4.3 million individuals exclusively use
FFS programs.18,19 Finally, 15 state Medicaid programs that contract with MCO plans carve out at least
some SUD treatments to FFS programs. Given this, roughly half of states cover at least some SUD
treatments through FFS. Hence, understanding coverage in Medicaid FFS programs is of critical
importance.

Surveys of FFS benefits within state Medicaid programs conducted by this research team in
2014 and 2017 revealed improvements in benefits for SUD treatment.20,21 However, many gaps in
treatment persist. It remains to be seen whether state Medicaid programs have continued to expand
benefits for SUD treatment since 2017. In this study, we document how benefits have changed across
the continuum of SUD treatment recommended by the American Society of Addiction Medicine
(ASAM) since that time.22 In light of the staggering number of drug-related overdoses and deaths and
Medicaid’s crucial role in providing treatment for the millions of US individuals with SUD, it is
important to document state Medicaid FFS coverage and utilization control policies for SUD
treatment services and OUD medications.
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Methods

Study Design and Data
The University of Chicago Survey Lab conducted an internet-based survey of Medicaid programs in
the 50 states and the District of Columbia to collect information on Medicaid FFS coverage and
utilization controls for SUD treatment. The survey was conducted in 2014, 2017, and 2021. State
Medicaid directors received a packet via mail or email that included details of the study, an invitation
to participate, and a request to appoint a knowledgeable staff member to complete the survey. Each
respondent was given clear information regarding the purpose of the survey, the intended uses of
the survey data, a commitment to confidentiality, and a notification that participation in the survey
was optional. To increase participation, several follow-up calls and emails were sent to directors who
did not respond. In cases of incomplete or missing responses, qualified research assistants reviewed
public documentation on plan requirements to try to fill in missing information. The University of
Chicago Institutional Review Board approved this survey study and waived informed consent
because the study was deemed not human participant research. The data were analyzed after each
wave (in 2015, 2018, and 2022). This study followed the Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE) and applicable American Association for Public
Opinion Research (AAPOR) reporting guidelines for observational and survey studies.

Nine states (Colorado, Hawaii, Idaho, Nebraska, New Jersey, New York, Pennsylvania,
Tennessee, and Virginia) reported that 100% of their beneficiaries aged younger than 65 years
without disability were enrolled in Medicaid managed care plans. Thus, these states were excluded
from our FFS analysis for the 2021 wave.

Measures
In each wave of the survey, information was collected on coverage for various SUD treatment
services such as individual and group outpatient, intensive outpatient, short-term and long-term
residential, recovery support, inpatient treatment and detoxification, and outpatient detoxification
services. The survey also included data on coverage for FDA-approved medications for treating OUD,
including methadone, oral and injectable naltrexone, and buprenorphine. The research team
selected these measures based on key modalities for treatment services and medications based on
ASAM guidelines.23 Because we did not collect data on alcohol use disorder medications across all 3
waves and this study focused on changes over time, we report data on OUD medications.

For each of the services and medications listed, the survey used dichotomous variables to
determine whether programs had implemented the following utilization control policies:
copayments, preauthorization, and annual service limits. These policies were included because they
are commonly used by state Medicaid programs to regulate SUD treatment20 and have been the
focus of substantial public debates related to behavioral health treatment parity.24

Statistical Analysis
Several measures of coverage and utilization management were constructed using our data. First, we
calculated the percentage of Medicaid FFS programs that offered coverage for each treatment
service (individual and group outpatient, intensive outpatient, short-term and long-term residential,
recovery support, inpatient treatment and detoxification, and outpatient detoxification) and
medication (methadone, oral and injectable naltrexone, and buprenorphine). Next, we calculated the
percentage of programs using different utilization management policies (copayments, prior
authorizations, and annual maximums) for each treatment and medication. Because we were looking
at the full population of Medicaid plans, we did not conduct any formal statistical tests. In cases in
which 1 or more states did not answer a particular question and research assistants were unable to fill
in the missing data, the number of respondents to the particular question was used as the
denominator.

Data analysis was performed in 2022, using Microsoft Excel 365.
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Results

In 2014 and 2017, 47 of 51 Medicaid programs (92%) participated in our survey. In 2021, 46 of 51
Medicaid programs (90%) participated; we report data for the 38 non–MCO-only states for this wave
(although due to research assistant–collected data, some variables include data for up to 40
non-MCO states). All results are provided in eTables 1 and 2 in Supplement 1. Nonrespondent states
are listed in eTable 3 in Supplement 1.

Benefit Coverage
Coverage for all types of SUD treatment services and OUD medications increased or remained flat
from 2014 to 2017 to 2021 (Figure 1). The percentage of Medicaid FFS programs that covered
individual and group outpatient treatment increased to 100% in 2021 (n = 40). A few FFS programs
also increased coverage for intensive outpatient treatment and detoxification (inpatient, outpatient,
or both), resulting in 90% and 95% of programs (n = 36 and 38, respectively) covering these
treatments, respectively. The 2021 survey was the first wave to break out inpatient and outpatient
detoxification coverage separately; 67% of Medicaid FFS programs (n = 30) reported covering
outpatient detoxification and 93% of programs (n = 37) reported covering inpatient detoxification.
Some of the largest increases in coverage were observed for short-term and long-term residential
treatment. Coverage for short-term residential programs increased from 71% in 2017 to 87% in 2021
(n = 36 and 34, respectively), and coverage for long-term residential programs increased from 51%
in 2017 to 67% in 2021 (n = 26 for both). State Medicaid coverage for recovery support services also
grew, increasing from 51% in 2017 to 87% in 2021 (n = 26 and 34, respectively).

Figure 1. Medicaid Fee-for-Service (FFS) Programs Providing Coverage for Substance Use Disorder (SUD)
Treatment Services and Opioid Use Disorder (OUD) Medications, 2014 to 2021
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Coverage for OUD medications also increased during the period from 2017 to 2021. Coverage
for oral naltrexone increased from 88% of FFS programs to 100% in 2021 (n = 45 and 40,
respectively); injectable naltrexone coverage also increased from 94% to 100% (n = 48 and 40,
respectively). Methadone coverage increased from 78% to 92% (n = 40 to 36). Oral buprenorphine
coverage remained at 100% in 2014, 2017, and 2021 (n = 51, 51, and 40, respectively).

Copayments
The percentage of Medicaid FFS programs requiring copayments or deductibles increased universally
between 2014 and 2017, but results were mixed in 2021 (Figure 2). Copayment requirements
decreased modestly for individual and group outpatient treatment (from 27% to 24% for both
services; n = 12 to 9). Copayment requirements for intensive outpatient treatment also decreased
from 27% in 2017 to 18% in 2021 (n = 10 to 6). Use of copayments for short-term residential
programs was stagnant at 13% (n = 4), whereas copayments decreased for long-term residential
programs from 18% to 8% (n = 4 to 2). Finally, copayments increased from 14% to 18% (n = 3 to 6)
for recovery support and from 20% to 23% (n = 8 to 9) for detoxification.

Copayment requirements for OUD medications universally decreased in 2021. This is a reversal
from the change between 2014 and 2017: for all OUD medications, the proportion of FFS programs
requiring copayments increased slightly between 2014 and 2017. The proportion of FFS programs
with copayment requirements for methadone decreased from 31% in 2017 to 19% in 2021 (n = 11 to
7). The proportion of FFS programs with copayment requirements for oral naltrexone decreased the
most, from 53% in 2017 to 33% in 2021 (n = 25 to 13). Programs with copayment requirements
decreased for injectable naltrexone (22 [45%] to 12 [32%]) and buprenorphine (25 [51%] to 12 [32%])
between 2017 and 2021.

Figure 2. Medicaid Fee-for-Service (FFS) Programs Requiring Copayments or Deductibles
for Substance Use Disorder (SUD) Treatment Services and Opioid Use Disorder (OUD)
Medications, 2014 to 2021
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Prior Authorization
Prior authorization requirements for treatments and medications were highest in 2014 and
decreased in both 2017 and 2021 for nearly all services (Figure 3). From 2017 to 2021, the proportion
of FFS programs requiring prior authorization for individual outpatient treatment decreased from
34% to 22% (n = 15 to 8) and from 33% to 22% (n = 15 to 8) for group outpatient treatment. The
proportion of programs requiring prior authorization decreased for intensive outpatient (15 [40%] to
10 [29%]), detoxification (23 [57%] to 18 [45%]), and short-term residential (18 [58%] to 17 [53%])
treatment. Long-term residential treatment was the only treatment service with an increase in the
percentage of programs requiring prior authorization (12 [52%] to 17 [68%]). Recovery support
services decreased most dramatically, from 46% in 2017 to 27% in 2021 (n = 10 to 9).

Prior authorization decreased precipitously for all OUD medications. For some medications, the
proportion of FFS programs requiring it decreased by two-thirds. From 2017 to 2021, the proportion
of programs requiring prior authorization for methadone decreased from 40% to 14% (n = 15 to 5).
The proportion of programs requiring prior authorization for oral naltrexone and injectable
naltrexone decreased from 26% to 10% (n = 12 to 4) and 51% to 21% (n = 25 to 8), respectively.
Buprenorphine prior authorization decreased from 69% to 33% of programs (n = 35 to 13).

Annual Service Limits
Annual service limits for SUD treatment peaked in 2014, decreased dramatically in 2017, and stayed
relatively flat in 2021 (Figure 4). Between 2017 and 2021, there were modest increases in the
percentage of FFS programs requiring annual limits for individual outpatient counseling (10 [23%] to
9 [26%]), group outpatient counseling (10 [22%] to 9 [26%]), and detoxification (4 [10%] to 6

Figure 3. Medicaid Fee-for-Service (FFS) Programs Requiring Prior Authorization for Substance Use Disorder
(SUD) Treatment Services and Opioid Use Disorder (OUD) Medications, 2014 to 2021
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[15%]). Annual maximums decreased for short-term residential treatment (8 [26%] to 5 [17%]), long-
term residential treatment (4 [18%] to 3 [14%]), recovery support services (4 [20%] to 5 [17%]), and
intensive outpatient care (7 [18%] to 3 [10%]).

From 2017 to 2021, the proportion of FFS programs requiring annual maximums for OUD
medications decreased nearly to the point of nonexistence. The percentage of programs requiring
this utilization control for any OUD medications decreased to 3% or less (n � 1).

Discussion

Our findings suggest that Medicaid FFS benefits for SUD treatment have continued to improve since
2017. Coverage for SUD treatment and OUD medications increased substantially over the study
period. These improvements are likely driven by the continued opioid crisis, the concurrent growth
in demand for affordable SUD treatment, and the mandated expansion of coverage of medications
for OUD under the Substance Use-Disorder Prevention That Promotes Opioid Recovery and
Treatment for Patients and Communities (SUPPORT) Act. As of January 2020, the SUPPORT Act
required all Medicaid programs and plans to cover all FDA-approved medications for OUD (with some
exceptions). It did not, however, prohibit the use of utilization management policies.

Overall, use of utilization controls declined for both SUD treatment services and medications.
One potential mechanism for these changes is compliance with the Paul Wellstone and Pete
Domenici Mental Health Parity and Addiction Equity Act (MHPAEA) of 2008, which requires insurers
to eliminate inequities in coverage between SUD treatment and physical health care. An extension
of parity requirements in the MHPAEA to Medicaid occurred with the passage of the Affordable Care
Act in 2010, but the US Centers for Medicare & Medicaid Services (CMS) did not require full
compliance until late 2017.25 While the extension of parity requirements to Medicaid under the

Figure 4. Medicaid Fee-for-Service (FFS) Programs Imposing Annual Maximums on Substance Use Disorder
(SUD) Treatment Services and Opioid Use Disorder (OUD) Medications, 2014 to 2021
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MHPAEA only applied to Medicaid managed care, it also likely affected state FFS programs since, as
noted above, it is still common for some states to administer behavioral health services—and in some
cases, all medications—for their managed care enrollees through FFS. In particular, this may be a
contributing factor for annual maximum policies dropping to nearly 0. While it is possible that some
changes due to the MHPAEA were captured in the 2017 survey, the timing of compliance and our
survey make it likely that some changes did not go into effect until after that wave and thus would be
captured in the most recent wave. At the same time, several states partially restricted or completely
banned the use of prior authorization for at least some medications for OUD, which contributes to
the decreases seen in prior authorizations.26 Some states also placed limits on the use of copays for
FDA-approved medications used to treat OUD (buprenorphine, methadone, and naltrexone).27-30

We observed a large increase in coverage for short- and long-term residential treatment for
SUD, which had been stagnant at a low level of coverage in 2014 and 2017. The magnitude of this
change may be especially important, given CMS’s option to allow states to waive the institutions for
mental disease exclusion, which limited Medicaid coverage to small residential programs providing
care to fewer than 16 persons. Prior to the option to waive the exclusion, states’ decision to cover
residential treatment may have had a more limited impact on access to care.

Coverage for recovery support services also increased dramatically from 2014 to 2021. This may
be due to the relatively low cost of providing recovery support services—making it easier for states
to finance recovery support compared with other forms of care—as well as a growing body of
evidence showing the importance of these services in engaging individuals with SUD in treatment
and retaining them in care over time.31,32

While the improvements in coverage of treatment and medications are certainly encouraging,
the challenge of ensuring access to the ASAM continuum of coverage for all individuals with OUD is
far from resolved. Critical gaps in coverage remain. In addition to the lack of universal coverage for
recovery support services, 10% of surveyed FFS programs did not cover intensive outpatient
treatment, 13% did not cover any type of residential treatment, and 8% did not cover methadone. It
is critical that enrollees have access to the full continuum of care, including more intensive outpatient
services and residential care as well as all FDA-approved medications for the treatment of OUD.23

However, coverage is only one necessary component in ensuring access to care. Other factors, such
as decreasing stigma and increasing the supply of SUD treatment providers and treatment facilities,
are important and related to access to coverage. For example, some rural states could not comply
with the SUPPORT Act mandate to cover methadone because there were no Medicaid providers who
could dispense it in the state. One important step in alleviating the shortage of treatment providers
may be to increase Medicaid reimbursement rates, which may increase the willingness of some
existing providers to serve Medicaid clients or may induce others to enter the field altogether.

Additionally, 90% of surveyed FFS programs still impose some type of utilization management
policy for SUD treatment. Especially in the midst of the opioid crisis, it is important to gain a deeper
understanding of how utilization controls affect access to SUD services to help inform policy makers.
Do these controls reduce unnecessary care, as intended, or do they impede access to
needed care?26,33,34

Limitations
This study relied on information provided by staff in each state’s Medicaid agency. Although this
provides the most up-to-date information, it may be subject to unintentional reporting error. To
reduce this potential for error, and to fill in missing information, we cross-checked information from
public records. In cases in which respondents indicated coverage policies that were not in compliance
with the SUPPORT Act, we followed up to confirm their responses given that our data collection
effort occurred concurrently with implementation of key provisions. Furthermore, the survey did not
ask any questions about program-specific or population-specific exemptions. Hence, it is possible
that our results do not apply to every Medicaid enrollee in a given state.
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Finally, the collection of our last wave of data overlaps with the COVID-19 pandemic, during
which some restrictions on SUD care were loosened. This may have resulted in an underestimation
of the use of some utilization management parameters.35

Conclusions

The findings of this survey study of Medicaid FFS program coverage suggest that there have been
substantial improvements in Medicaid benefits for SUD treatment services and OUD medications
since 2014. Because 10 states only use Medicaid FFS, and state Medicaid FFS programs set the
minimum standard for SUD treatment coverage in Medicaid MCO plans, this finding is highly salient.
Nonetheless, there is still progress to be made before all Medicaid enrollees have adequate coverage
for SUD treatment. States should continue to focus on expanding coverage across the ASAM
continuum and minimize use of utilization management policies that may restrict access to care.

ARTICLE INFORMATION
Accepted for Publication: June 12, 2023.

Published: August 11, 2023. doi:10.1001/jamahealthforum.2023.2502

Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2023 Shoulders A
et al. JAMA Health Forum.

Corresponding Author: Angela Shoulders, BS, Department of Economics, Darla Moore School of Business,
University of South Carolina, 1014 Greene St, Columbia, SC 29208 (angela.shoulders@grad.moore.sc.edu).

Author Affiliations: Department of Economics, Darla Moore School of Business, University of South Carolina,
Columbia (Shoulders); Department of Health Services Policy and Management, Arnold School of Public Health,
University of South Carolina, Columbia (Andrews, Westlake); Department of Public Administration and Policy,
School of Public and International Affairs, University of Georgia, Athens (Abraham); Center for Health
Administration Studies, Crown School of Social Work, Policy, and Practice, The University of Chicago, Chicago,
Illinois (Grogan).

Author Contributions: Mrs Shoulders and Dr Grogan had full access to all of the data in the study and take
responsibility for the integrity of the data and the accuracy of the data analysis.

Concept and design: Andrews, Abraham, Grogan.

Acquisition, analysis, or interpretation of data: All authors.

Drafting of the manuscript: Shoulders, Andrews, Abraham.

Statistical analysis: Shoulders, Westlake.

Obtained funding: Andrews, Abraham, Grogan.

Administrative, technical, or material support: Andrews, Abraham.

Supervision: Andrews, Abraham, Grogan.

Conflict of Interest Disclosures: Dr Andrews reported receiving grants from the National Institute on Drug Abuse
(NIDA) and the National Institute on Alcohol Abuse and Alcoholism (NIAAA) during the conduct of the study. Dr
Abraham reported receiving grants from the NIDA and the NIAAA during the conduct of the study. No other
disclosures were reported.

Funding/Support: This study was funded by grants R01DA052425 from the NIDA and R01AA029097 from
the NIAAA.

Role of the Funder/Sponsor: The funders had no role in the design and conduct of the study; collection,
management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and
decision to submit the manuscript for publication.

Meeting Presentation: This paper was submitted for presentation at the forthcoming annual meeting of the
Association for Public Policy Analysis & Management; November 9-11, 2023; Atlanta, Georgia. Acceptance to this
conference is pending.

Data Sharing Statement: See Supplement 2.

JAMA Health Forum | Original Investigation Medicaid Fee-for-Service Benefit Design for Substance Use Treatment During the Opioid Crisis

JAMA Health Forum. 2023;4(8):e232502. doi:10.1001/jamahealthforum.2023.2502 (Reprinted) August 11, 2023 9/11

Downloaded from jamanetwork.com by University of Chicago Libraries user on 03/05/2024

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2023.2502&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502
https://jamanetwork.com/pages/cc-by-license-permissions/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502
mailto:angela.shoulders@grad.moore.sc.edu
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2023.2502&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502


REFERENCES
1. US Centers for Disease Control and Prevention. Web-based injury statistics query and reporting system
(WISQARS) injury data visualization tools. Accessed October 17, 2022. https://wisqars.cdc.gov/data/non-
fatal/home

2. Wainwright JJ, Mikre M, Whitley P, et al. Analysis of drug test results before and after the US declaration of a
national emergency concerning the COVID-19 outbreak. JAMA. 2020;324(16):1674-1677.
doi:10.1001/jama.2020.17694

3. Grossman ER, Benjamin-Neelon SE, Sonnenschein S. Alcohol consumption during the COVID-19 pandemic:
a cross-sectional survey of US adults. Int J Environ Res Public Health. 2020;17(24):9189.
doi:10.3390/ijerph17249189

4. Niles JK, Gudin J, Radcliff J, Kaufman HW. The opioid epidemic within the COVID-19 pandemic: drug testing in
2020. Popul Health Manag. 2021;24(suppl 1):S43-S51. doi:10.1089/pop.2020.0230

5. National Institute on Drug Abuse. Drug overdose death rates. February 9, 2023. Accessed May 1, 2023.
https://nida.nih.gov/research-topics/trends-statistics/overdose-death-rates

6. Volkow ND, Koob GF, McLellan AT. Neurobiologic advances from the brain disease model of addiction. N Engl J
Med. 2016;374(4):363-371. doi:10.1056/NEJMra1511480

7. Humphreys K, Malenka RC, Knutson B, MacCoun RJ. Brains, environments, and policy responses to addiction.
Science. 2017;356(6344):1237-1238. doi:10.1126/science.aan0655

8. Substance Abuse and Mental Health Services Administration. 2019 National Survey of Drug Use and Health
(NSDUH) releases. 2019. Accessed November 28, 2022. https://www.samhsa.gov/data/release/2019-national-
survey-drug-use-and-health-nsduh-releases

9. National Institutes of Health. Medications reduce risk of death after opioid overdose. NIH Research Matters.
July 9, 2018. Accessed December 8, 2022. https://www.nih.gov/news-events/nih-research-matters/medications-
reduce-risk-death-after-opioid-overdose

10. McLaughlin CG, Wyszewianski L. Access to care: remembering old lessons. Health Serv Res. 2002;37(6):
1441-1443. doi:10.1111/1475-6773.12171

11. Mark TL, Levit KR, Yee T, Chow CM. Spending on mental and substance use disorders projected to grow more
slowly than all health spending through 2020. Health Aff (Millwood). 2014;33(8):1407-1415.
doi:10.1377/hlthaff.2014.0163

12. Becerra X. Report to Congress: T-MSIS Substance Use Disorder (SUD) Data Book: Treatment of SUD in Medicaid,
2019. US Dept of Health and Human Services; 2022.

13. Sosin MR. The administrative control system of substance abuse managed care. Health Serv Res. 2005;40(1):
157-176. doi:10.1111/j.1475-6773.2005.00347.x

14. Lemak CH, Alexander JA. Managed care and outpatient substance abuse treatment intensity. J Behav Health
Serv Res. 2001;28(1):12-29. doi:10.1007/BF02287231

15. Mark TL, Parish WJ, Zarkin GA. Association of formulary prior authorization policies with buprenorphine-
naloxone prescriptions and hospital and emergency department use among Medicare beneficiaries. JAMA Netw
Open. 2020;3(4):e203132. doi:10.1001/jamanetworkopen.2020.3132

16. Medicaid and CHIP Payment and Access Commission. MACStats: Medicaid and CHIP Data Book. MACPAC;
2022.

17. Rosenbaum S. Twenty-first century Medicaid: the final managed care rule. Health Affairs Forefront. May 5,
2016. Accessed May 24, 2023. https://www.healthaffairs.org/content/forefront/twenty-first-century-medicaid-
final-managed-care-rule

18. KFF. Share of Medicaid population covered under different delivery systems. October 25, 2022. Accessed
February 1, 2023. https://www.kff.org/medicaid/state-indicator/share-of-medicaid-population-covered-under-
different-delivery-systems/

19. KFF. Total monthly Medicaid & CHIP enrollment and pre-ACA enrollment. February 2, 2023. Accessed February
27, 2023. https://www.kff.org/health-reform/state-indicator/total-monthly-medicaid-and-chip-enrollment/

20. Grogan CM, Andrews C, Abraham A, et al. Survey highlights differences in Medicaid coverage for substance
use treatment and opioid use disorder medications. Health Aff (Millwood). 2016;35(12):2289-2296.
doi:10.1377/hlthaff.2016.0623

21. Andrews CM, Grogan CM, Smith BT, et al. Medicaid benefits for addiction treatment expanded after
implementation of the Affordable Care Act. Health Aff (Millwood). 2018;37(8):1216-1222.
doi:10.1377/hlthaff.2018.0272

JAMA Health Forum | Original Investigation Medicaid Fee-for-Service Benefit Design for Substance Use Treatment During the Opioid Crisis

JAMA Health Forum. 2023;4(8):e232502. doi:10.1001/jamahealthforum.2023.2502 (Reprinted) August 11, 2023 10/11

Downloaded from jamanetwork.com by University of Chicago Libraries user on 03/05/2024

https://wisqars.cdc.gov/data/non-fatal/home
https://wisqars.cdc.gov/data/non-fatal/home
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2020.17694&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502
https://dx.doi.org/10.3390/ijerph17249189
https://dx.doi.org/10.1089/pop.2020.0230
https://nida.nih.gov/research-topics/trends-statistics/overdose-death-rates
https://dx.doi.org/10.1056/NEJMra1511480
https://dx.doi.org/10.1126/science.aan0655
https://www.samhsa.gov/data/release/2019-national-survey-drug-use-and-health-nsduh-releases
https://www.samhsa.gov/data/release/2019-national-survey-drug-use-and-health-nsduh-releases
https://www.nih.gov/news-events/nih-research-matters/medications-reduce-risk-death-after-opioid-overdose
https://www.nih.gov/news-events/nih-research-matters/medications-reduce-risk-death-after-opioid-overdose
https://dx.doi.org/10.1111/1475-6773.12171
https://dx.doi.org/10.1377/hlthaff.2014.0163
https://dx.doi.org/10.1111/j.1475-6773.2005.00347.x
https://dx.doi.org/10.1007/BF02287231
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2020.3132&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502
https://www.healthaffairs.org/content/forefront/twenty-first-century-medicaid-final-managed-care-rule
https://www.healthaffairs.org/content/forefront/twenty-first-century-medicaid-final-managed-care-rule
https://www.kff.org/medicaid/state-indicator/share-of-medicaid-population-covered-under-different-delivery-systems/
https://www.kff.org/medicaid/state-indicator/share-of-medicaid-population-covered-under-different-delivery-systems/
https://www.kff.org/health-reform/state-indicator/total-monthly-medicaid-and-chip-enrollment/
https://dx.doi.org/10.1377/hlthaff.2016.0623
https://dx.doi.org/10.1377/hlthaff.2018.0272


22. US Centers for Medicare & Medicaid Services. National Medicaid Fee-for-Service (FFS) FFY 2020 Drug
Utilization Review (DUR) Annual Report. CMS; 2020.

23. Crotty K, Freedman KI, Kampman KM. Executive summary of the focused update of the ASAM national
practice guideline for the treatment of opioid use disorder. J Addict Med. 2020;14(2):99-112.
doi:10.1097/ADM.0000000000000635

24. Huskamp HA, Iglehart JK. Mental health and substance-use reforms—milestones reached, challenges ahead.
N Engl J Med. 2016;375(7):688-695. doi:10.1056/NEJMhpr1601861

25. Medicaid and CHIP Payment and Access Commission. Implementation of the Mental Health Parity and
Addiction Equity Act in Medicaid and CHIP. MACPAC; 2021.

26. Keshwani S, Maguire M, Goodin A, Lo-Ciganic WH, Wilson DL, Hincapie-Castillo JM. Buprenorphine use trends
following removal of prior authorization policies for the treatment of opioid use disorder in 2 state Medicaid
programs. JAMA Health Forum. 2022;3(6):e221757. doi:10.1001/jamahealthforum.2022.1757

27. Minnesota Department of Human Services. MHCP member evidence of coverage (EOC). Revised June 14,
2023. Accessed July 10, 2023. https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_
CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=DHS16_179701#cost

28. Health First Colorado. Benefits and services. Accessed October 3, 2022. https://www.healthfirstcolorado.
com/benefits-services/

29. Oklahoma Health Care Authority. Medicaid premiums and cost sharing (Oklahoma). March 31, 2014. Accessed
November 4, 2022. https://oklahoma.gov/content/dam/ok/en/okhca/documents/a0400/23947.pdf

30. US Centers for Medicare & Medicaid Services. CMS action plan to enhance prevention and treatment for
opioid use disorder. June 15, 2021. Accessed November 4, 2022. https://www.cms.gov/files/document/action-plan-
behavioral-health-strategy.pdf

31. Bassuk EL, Hanson J, Greene RN, Richard M, Laudet A. Peer-delivered recovery support services for addictions
in the United States: a systematic review. J Subst Abuse Treat. 2016;63:1-9. doi:10.1016/j.jsat.2016.01.003

32. Reif S, Braude L, Lyman DR, et al. Peer recovery support for individuals with substance use disorders: assessing
the evidence. Psychiatr Serv. 2014;65(7):853-861. doi:10.1176/appi.ps.201400047

33. Allen L, Burns M, Saloner B. The consequences of removing prior authorization for buprenorphine in
Medicaid—building an evidence base. JAMA Health Forum. 2022;3(6):e220189.
doi:10.1001/jamahealthforum.2022.0189

34. Ferries E, Racsa P, Bizzell B, Rhodes C, Suehs B. Removal of prior authorization for medication-assisted
treatment: impact on opioid use and policy implications in a Medicare Advantage population. J Manag Care Spec
Pharm. 2021;27(5):596-606. doi:10.18553/jmcp.2021.27.5.596

35. Nunes EV, Levin FR, Reilly MP, El-Bassel N. Medication treatment for opioid use disorder in the age of
COVID-19: can new regulations modify the opioid cascade? J Subst Abuse Treat. 2021;122:108196.
doi:10.1016/j.jsat.2020.108196

SUPPLEMENT 1.
eTable 1. Percentage Data Corresponding to Figures 1 to 4
eTable 2. Count Data Corresponding to Figures 1 to 4
eTable 3. Nonrespondent US States for Each Survey Wave

SUPPLEMENT 2.
Data Sharing Statement

JAMA Health Forum | Original Investigation Medicaid Fee-for-Service Benefit Design for Substance Use Treatment During the Opioid Crisis

JAMA Health Forum. 2023;4(8):e232502. doi:10.1001/jamahealthforum.2023.2502 (Reprinted) August 11, 2023 11/11

Downloaded from jamanetwork.com by University of Chicago Libraries user on 03/05/2024

https://dx.doi.org/10.1097/ADM.0000000000000635
https://dx.doi.org/10.1056/NEJMhpr1601861
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2022.1757&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=DHS16_179701#cost
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=DHS16_179701#cost
https://www.healthfirstcolorado.com/benefits-services/
https://www.healthfirstcolorado.com/benefits-services/
https://oklahoma.gov/content/dam/ok/en/okhca/documents/a0400/23947.pdf
https://www.cms.gov/files/document/action-plan-behavioral-health-strategy.pdf
https://www.cms.gov/files/document/action-plan-behavioral-health-strategy.pdf
https://dx.doi.org/10.1016/j.jsat.2016.01.003
https://dx.doi.org/10.1176/appi.ps.201400047
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2022.0189&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.2502
https://dx.doi.org/10.18553/jmcp.2021.27.5.596
https://dx.doi.org/10.1016/j.jsat.2020.108196

