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Abstract

Background—State Medicaid policies play an important role in Medicaid-enrollees' access to 

and use of opioid agonists, such as methadone and buprenorphine, in the treatment of opioid use 

disorders. Little information is available, however, regarding the evolution of state policies 

facilitating or hindering access to opioid agonists among Medicaid-enrollees.

Methods—During 2013-14, we surveyed state Medicaid officials and other designated state 

substance abuse treatment specialists about their state's recent history of Medicaid coverage and 

policies pertaining to methadone and buprenorphine. We describe the evolution of such coverage 

and policies and present an overview of the Medicaid policy environment with respect to opioid 

agonist therapy from 2004 to 2013.

Results—Among our sample of 45 states with information on buprenorphine and methadone 

coverage, we found a gradual trend toward adoption of coverage for opioid agonist therapies in 

state Medicaid agencies. In 2013, only 11% of states in our sample (n=5) had Medicaid policies 

that excluded coverage for methadone and buprenorphine, while 71% (n=32) had adopted or 

maintained policies to cover both buprenorphine and methadone among Medicaid-enrollees. We 

also noted an increase in policies over the time period that may have hindered access to 

buprenorphine and/or methadone.

Conclusions—There appears to be a trend for states to enact policies increasing Medicaid 

coverage of opioid agonist therapies, while in recent years also enacting policies, such as prior 

authorization requirements, that potentially serve as barriers to opioid agonist therapy utilization. 

Greater empirical information about the potential benefits and potential unintended consequences 
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of such policies can provide policymakers and others with a more informed understanding of their 

policy decisions.
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Introduction

Opioid use disorders are a serious public health concern affecting over 2 million individuals 

in the US.1 Rates of drug-related emergency department visits involving opiates/opioids 

increased from 21.6 per 100,000 in 2004 to 54.9 per 100,000 in 2011 2 and between 1999 

and 2011, overdose deaths related to opioids increased 265% among men and 400% among 

women (SAMHSA).3

Opioid agonist therapy, such as methadone and buprenorphine, is an effective, costeffective 

treatment;4-9 however, the majority of individuals with opioid use disorders have not 

historically received opioid agonist therapy.8,10 The number of opioid treatment programs 

(OTPs), the only facilities licensed to dispense methadone for treatment of opioid use 

disorders, remained relatively constant from 2003 to 2011; however the number of clients 

receiving methadone increased from 227,000 to 306,000 during this time period.11 From 

2004 to 2011, the number of clients receiving buprenorphine in OTPs increased from 727 to 

7,020; at non-OTPs, the number of clients receiving buprenorphine increased from 1,670 to 

25,656.11

Methadone is effective in treating opioid use disorders,7,12,13 but there are a range of 

potential barriers to methadone treatment, including demanding regulations associated with 

operating an opioid treatment program,6,14-18 lack of community support,18,19 patient limits, 

and the common requirement that most patients take their dispensed methadone daily at the 

clinic.20,21 Buprenorphine mono- and combination- (buprenorphine/naloxone) products 

were approved for the treatment of opioid use disorders in 2002 and can be prescribed by 

waivered physicians outside of opioid treatment programs.22 Many experts were optimistic 

about the potential for buprenorphine to increase access to opioid agonist therapy,23,24 as it 

provides access for individuals unable or unwilling to attend a methadone-dispensing opioid 

treatment program.

Medicaid is the largest funder of substance abuse treatment services,25,26 and is likely to 

support a broader range of opioid agonist treatment than commercial insurance coverage, 

which is more likely to reimburse for buprenorphine but not methadone services.27 

Furthermore, substantial numbers of individuals with opioid use disorders are Medicaid-

eligible, 28 and state Medicaid policies can substantially impact potential access to opioid 

agonist therapy.23,29-34 A range of barriers to accessing opioid agonist therapy, however, 

exists for many Medicaid-enrollees, 35 including an insufficient ratio of providers to 

beneficiaries in many communities,36 insufficient availability of appointments and treatment 

slots within clinics, 37 difficulty for many individuals in rural communities in accessing 

substance abuse treatment clinics, which are predominantly in urban communities,36 and a 

reluctance of many providers to accept Medicaid reimbursement rates.38 Despite these 
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challenges, however, Medicaid plays a critical role in the treatment of opioid use disorders, 

and addressing Medicaid policies is a reasonable first step in improving access for this 

population. In the years since buprenorphine's approval, states have adopted a range of 

approaches for supporting and facilitating the use of opioid agonist therapy for Medicaid-

enrollees.20 However, there is a paucity of information about whether and how such state 

policies have evolved over time, as well as how they may affect the majority of Medicaid-

enrolled individuals with opioid use disorders who have not historically been in Medicaid 

managed care or covered by similar types of service delivery or payment reform.39-41

Given Medicaid's importance in the treatment of individuals with opioid use disorders, in 

this manuscript we focus on how state Medicaid policies regarding opioid agonist therapy 

have evolved from 2004-2013, to facilitate a more comprehensive understanding of the 

evolution of state policies for clinicians, policymakers, and advocates. This work provides a 

resource to state Medicaid and substance abuse treatment agencies, assisting them in 

understanding the extent to which buprenorphine specific policies have been tried and tested 

across states, and helping them better understand the extent to which their own approach 

compares to other states. The examination of policies over a decade facilitates the 

identification of trends, as well as provides the basis for future analyses examining how 

changes in state Medicaid policies impact access to opioid agonist therapy and other clinical 

outcomes among Medicaid-enrollees.

Methods

Data

A survey of state Medicaid and substance abuse treatment officials was conducted during 

2013-14 by the National Conference of State Legislatures and the RAND Corporation to 

better understand the state policy environment with respect to the provision of opioid agonist 

therapy. We attempted to contact representatives from all states. Behavioral health 

specialists within each state Medicaid agency (most frequently the state opioid treatment 

authority or another designated substance abuse treatment specialist) were asked to complete 

the survey or to provide it to the individual most knowledgeable about Medicaid policies 

related to methadone and buprenorphine. Respondents were instructed to consider the set of 

Medicaid behavioral health benefits they felt would be most representative of the state's 

policies, rather than a specific plan. The survey asked about seven state policies relevant for 

opioid agonist therapy for Medicaid-enrollees. These included 1) whether the state's 

Medicaid plan covered buprenorphine; 2) whether the state's Medicaid plan covered 

buprenorphine in an office-based outpatient treatment setting; 3) whether buprenorphine was 

on the state's preferred drug list; and whether treatment with buprenorphine required 4) prior 

authorization, 5) copayments, 6) counseling, and 7) whether the state Medicaid program 

covered methadone treatment. Respondents were asked to indicate the current status in the 

state for each policy, and if there had been any changes to that policy since 2003. 

Respondents who indicated that changes in the policy had occurred were asked to indicate 

when the changes occurred, and what the policy had been prior to the change(s). In this 

manuscript we report on responses related to seven state policies relevant to buprenorphine 

coverage for Medicaid-enrollees likely to facilitate or restrict access to opioid agonist 
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therapy. Follow-up calls and information available from state websites were used to verify 

and clarify responses. RAND's IRB approved all study procedures.

Analytic Approach

In order to illustrate changes in state opioid agonist therapy policies, we examined changes 

in state policies over the time period 2004 to 2013. Policies that would be likely to expand 

Medicaid-enrollees' use of methadone or buprenorphine treatment, such as providing 

Medicaid coverage of buprenorphine or methadone, including buprenorphine on the 

preferred drug list, not requiring prior authorization for buprenorphine, not requiring a 

copayment for buprenorphine, and not requiring concurrent counseling for buprenorphine 

treatment, were categorized as “supportive” policies. Policies that might potentially increase 

barriers to the use of opioid agonist therapy, even if the primary intent was to improve the 

quality of care provided to individuals receiving opioid agonists, were categorized as 

“potentially restrictive” policies. Such policies included a lack of coverage of methadone or 

buprenorphine under Medicaid, as well as policies that could potentially increase the cost or 

hassle associated with opioid agonist use for providers or patients, such as not including 

buprenorphine of the preferred drug list, requiring prior authorization for buprenorphine, 

requiring a copayment for buprenorphine, and requiring concurrent counseling for 

buprenorphine treatment. We created four categories to generalize state policy changes over 

time for each policy: 1) supportive unchanged over the time period; 2) restrictive policies 

unchanged over the time period; 3) restrictive policies changed to supportive policies during 

time period; 4) supportive policies changed to restrictive policies during time period.

We counted the total number of states in each policy change category. We categorized states 

as those whose (1) State Medicaid programs did not cover buprenorphine or methadone; (2) 

State Medicaid programs covered methadone, but not buprenorphine; (3) State Medicaid 

programs covered buprenorphine but not methadone; and (4) State Medicaid programs 

covered buprenorphine and methadone. We also categorized states with respect to prior 

authorization policies in 2004, 2007, 2010, and 2013, as states whose (1) State Medicaid 

programs did not cover buprenorphine; (2) State Medicaid programs cover buprenorphine 

but require prior authorization; and (3) State Medicaid programs cover buprenorphine and 

do not require prior authorization.

Results

We received information from 46 states (86% response rate). This included information 

regarding buprenorphine and methadone coverage in 2013 from 45 states, and complete 

policy profiles for the entire time frame for 38 states (capturing policy data on 75% of 

states). No state representatives refused to participate; however, in the instances of non-

response we were unable to connect with an individual who would be able to answer our 

questions. State policies were generally supportive of providing opioid agonist therapy to 

Medicaid-enrollees, and the majority of state Medicaid policies were relatively stable from 

2004 to 2013 (Table 1). Most state Medicaid programs covered methadone and/or 

buprenorphine over the time period and most state Medicaid programs listed buprenorphine 

on the preferred drug list.
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There were, however, a number of policy changes that occurred over the time period, and 

some of these increased support of and access to opioid agonist therapy. For example, 

several state Medicaid programs added buprenorphine or methadone as a covered benefit, 

but none of the states removed these treatments from coverage. Most states included 

buprenorphine on the preferred drug list or added it during the time period; no states 

removed buprenorphine from the preferred drug list.

However, there were also state policy changes that occurred over the time period that were 

arguably more restrictive of opioid agonist therapy. These included prior authorization 

policies, which can serve as a barrier to physicians prescribing medications, as well as 

copayments, which increase the cost to patients of obtaining medications. It also included 

concurrent counseling requirements, which can serve as a barrier to opioid agonist therapy if 

such services are not easily accessible and for patients who prefer not to have concurrent 

counseling services.. No state removed these requirements during the time period.

Figure 1 displays the changes in the state Medicaid policy environment with respect to 

methadone and buprenorphine coverage in 2004, 2007, 2010, and 2013, illustrating an 

increase in coverage of methadone and buprenorphine among states over the time period, 

particularly in several northeastern and southwestern states. At the time period's end, all of 

the states in our sample that covered methadone as a Medicaid benefit also covered 

buprenorphine. However, not all states that covered buprenorphine also covered methadone 

treatment.

Figure 2 shows that while states increased coverage of buprenorphine, there were also 

increases in prior authorization requirements, which may limit access to treatment. We did 

not find any regional pattern among states with prior authorization requirements or lack 

thereof. The number of states requiring prior authorization for buprenorphine increased 

threefold during the study time period.

Discussion

We found that Medicaid state policies shifted toward an increase in coverage of opioid 

agonist therapy from 2004 through 2013. However, despite increasing evidence regarding 

the effectiveness and cost-effectiveness of opioid agonist therapy,4,27,42-46 some states' 

Medicaid programs still did not cover both methadone and buprenorphine in 2013, more 

than a decade after the FDA approval of buprenorphine.

The adoption of policies that influence access to opioid agonist therapy among Medicaid- 

enrollees was inconsistent throughout the US. While some states had Medicaid coverage of 

both buprenorphine and methadone along with several policies supporting treatment with 

buprenorphine, slow adoption of Medicaid coverage in other states may have contributed to 

the slower than expected adoption of buprenorphine overall.47 We are encouraged to find 

that states are generally moving in a direction likely to facilitate greater coverage of 

Medicaid-enrollees access to opioid agonist therapy. It is noteworthy that more states began 

adopting supportive Medicaid policies in the years subsequent to 2007, when the passage of 

the Office of National Drug Control Policy Reauthorization Act 48 allowed waivered 
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physicians to obtain permission to treat up to 100 patients with buprenorphine rather than 

the previous limit of 30 patients. In terms of overall coverage, it appears that state Medicaid 

coverage of buprenorphine over this time period was not limited to a single region: states in 

our sample that were located in the northeast and southwest were more likely to have 

adopted supportive policies during this period than states in other regions.

While we are encouraged to see this increase in overall Medicaid coverage of 

buprenorphine, state Medicaid requirements that create potential barriers, such as prior 

authorization, copayments, and concurrent counseling, also increased over the time period, 

and could contribute to a decrease in buprenorphine use. Despite the clinical benefits of 

buprenorphine, states may desire to put limits on its use for a range of reasons. For many 

states, the cost of both the medication and the other services related to prescribing have been 

a significant concern,49 although some of these concerns may be mitigated to some extent 

by the availability of generic medications. Widespread buprenorphine availability can also 

have a range of other downsides, including medical emergencies due to ingestion by 

children,50-53 diversion, and illicit use,54-57 all of which may prompt policymakers to 

consider more restrictive policies. Such policies are often designed to increase the likelihood 

that individuals receive appropriate care and ensure resources are used efficiently, but there 

are potential unintended consequences of such policies.20 Specifically, prior authorization 

presents a potential barrier to both providers and patients, and prior authorization may 

disincentivize providers' use of buprenorphine.58 Copayments have been shown to reduce 

treatment utilization.59 While counseling requirements may lead to better treatment 

adherence, it is also possible that this requirement could deter individuals from initiating or 

continuing treatment with buprenorphine. Further research on the long-term effects of these 

policy changes on access to treatment is needed to better understand their impact on access 

to and engagement in opioid agonist treatment overall and among key populations, as well 

as the outcomes of such treatment, and our description of the changes in such policies over 

time can provide a foundation for such work.

Our findings must be viewed within the context of the study limitations. Information about 

policies was gathered retrospectively, and respondents may not know the history of policy 

changes, or may recall inaccurately. While we sought information from all states for the 

entire period of time and attempted to verify the information we received, we are missing 

data from a number of states, and were unable to verify all of the information due to a lack 

of adequate documentation of policies that have changed over time. Information regarding 

state policies was collected primarily by survey, and respondents were asked to describe the 

set of policies that they felt would be most representative of the state's Medicaid policies. 

State Medicaid policies can be complex, however, with a different set of policies applying to 

different eligibility groups, or to groups whose care is managed versus being fee-for-service. 

Administrative limitations within the state Medicaid agency such as high staff turnover or 

inadequate staffing also potentially limited the information provided by states. It is possible 

that in some states a different respondent might have described different policies, or may not 

accurately have recalled the exact year when a policy changed. In situations in which 

multiple policies exist in a state, empirical analyses are needed to better understand their 

relative influence. We sought to obtain information about a number of state Medicaid 

policies pertaining to methadone or buprenorphine that were relevant across the entire time 
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period we examined, and recognize that a range of additional state policies (such as 

restrictions on length of treatment) likely substantially influence the use of opioid agonist 

therapy among Medicaid enrollees. Similarly, differences across states, and within states 

over time, with respect to eligibility for Medicaid, likely has a substantial impact on the 

number and nature of individuals in a state who receive opioid agonist treatment under 

Medicaid.

Despite these limitations, our findings suggest a deliberate and persistent trend for states to 

cover opioid agonist therapies among Medicaid-enrollees but also to implement policies that 

may impede access to opioid agonist therapies. The data presented are particularly germane 

at a time when a number of states are expanding access to Medicaid under the Affordable 

Care Act,60 and there is no clear language in substance abuse parity or minimum mandated 

benefit laws regarding opioid agonist treatment. Policymakers and other stakeholders can 

use our findings to better understand how state Medicaid policies have evolved over time. 

Comparing policy support of opioid agonist therapy between states is also an important 

result from this research, as it allows state policymakers to learn from each other. Studies are 

beginning to demonstrate that such state Medicaid policies matter, having been associated 

with an increase in buprenorphine waivered physicians 61 and the use of opioid agonist 

therapies and buprenorphine in substance abuse treatment facilities.23,62 However, 

policymakers' future policy decisions require more detailed information about the impact of 

such policies on the actual patterns of treatment and outcomes of opioid agonist therapy, and 

information about state policies in this paper and available from other sources 63 are an 

important foundation for such analyses.
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Figure 1. State Medicaid Coverage of Opioid Agonist Therapy in 2004, 2007, 2010, 2013
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Figure 2. State Medicaid Prior Authorization Requirements for Buprenorphine in 2004, 2007, 
2010, 2013
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