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Abstract

The Affordable Care Act requires state Medicaid programs to cover substance use disorder 

treatment for their Medicaid expansion population but allows states to decide which individual 

services are reimbursable. To examine how states have defined substance use disorder benefit 

packages, we used data from 2013–14 that we collected as part of an ongoing nationwide survey 

of state Medicaid programs. Our findings highlight important state-level differences in coverage 

for substance use disorder treatment and opioid use disorder medications across the United States. 

Many states did not cover all levels of care required for effective substance use disorder treatment 

or medications required for effective opioid use disorder treatment as defined by American Society 

of Addiction Medicine criteria, which could result in lack of access to needed services for low-

income populations.

The expansion of Medicaid under the Affordable Care Act (ACA) has extended health 

insurance benefits to an estimated 1.6 million previously uninsured people with substance 

use disorders.1,2 The law requires states that have adopted the Medicaid expansion to cover 

substance use disorder treatment in their alternative benefit plans. Furthermore, the 

Department of Health and Human Services has clarified that federal parity regulations, 

established by the Mental Health Parity and Addiction Equity Act of 2008, apply to 

substance use disorder treatment coverage for enrollees in alternative benefit plans, 

Medicaid managed care plans, and the Children’s Health Insurance Program.3 To fulfill 

parity requirements, all state Medicaid programs must ensure that coverage and limits on the 
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use of treatment for substance use disorders are no more restrictive than those placed on 

other medical and surgical services.4

Combined, the ACA and the mental health parity legislation have the potential to improve 

access to substance use disorder treatment through Medicaid.5,6 Yet little is known about the 

specific services state Medicaid programs cover. The essential health benefits (ten categories 

of services health plans must cover under the ACA) require state Medicaid expansion 

programs to include coverage for treating substance use disorders in their alternative benefit 

plans, but the ACA does not specify which services must be included. Moreover, because the 

ACA does not mandate essential health benefits for traditional Medicaid enrollees, state 

traditional Medicaid programs maintain broad discretion over substance use disorder benefit 

decisions. To examine how states have defined substance use disorder benefit packages, we 

analyzed data from 2013–14 that we collected as part of an ongoing survey of state 

Medicaid programs.

As with all insurance programs, benefit design decisions within Medicaid influence access 

to care7,8 and can potentially affect health outcomes.9,10 As Medicaid is poised to become 

the largest payer of substance use disorder treatment in the United States,11,12 such decisions 

are also likely to influence whether treatment providers decide to offer particular 

services.5,13 Given the importance of Medicaid substance use disorder benefit policies, our 

study compared state decisions for such coverage against American Society of Addiction 

Medicine (ASAM) clinical guidelines for substance use disorder services.

ASAM began developing a national set of criteria for the treatment of addiction in the 

1980s. Numerous validation studies have established that matching the severity of a patient’s 

substance use disorder to the levels of care specified in the ASAM criteria optimizes 

treatment processes and outcomes.14 Based on this research, there is now considerable 

clinical and scientific consensus regarding the continuum of care, and the ASAM criteria are 

now the most widely used and evaluated set of guidelines for treating patients with substance 

use disorders.15,16 The majority of states (66 percent) require state block grant–funded 

providers of substance use disorder treatment to use the ASAM criteria,17 and many private 

health care plans use the ASAM criteria to determine medical necessity care guidelines.18,19 

Moreover, the Centers for Medicare and Medicaid Services (CMS) recently sent a 

notification letter to state Medicaid directors, informing them that to receive approval for the 

section 1115 waiver for innovative service delivery in substance use disorders, “states must 

implement a process to assess and demonstrate that residential providers meet ASAM 

Criteria prior to participating in the Medicaid program.” This statement indicates that CMS 

also views the ASAM criteria as a legitimate clinical guideline.20

The ASAM criteria specify four levels of care that are essential for effective treatment of 

substance use disorders: level 1 outpatient services, level 2 intensive outpatient services, 

level 3 residential inpatient services, and level 4 intensive inpatient services (see online 

Appendix A1).21

Additionally, the Food and Drug Administration (FDA) has approved four medications that 

can be used in combination with psychosocial treatment for effective treatment of opioid use 
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disorders.22–24 These medications are methadone, buprenorphine, and both oral and 

extended-release injectable naltrexone. ASAM’s practice guideline for these medications 

suggests that each one is important to the provider toolkit because the presenting symptoms 

of patients vary.22

The ASAM guideline also recommends that all opioid use disorder medications be offered 

in conjunction with the appropriate level of psychosocial treatment, which is most often 

delivered in the context of outpatient treatment (either level 1 outpatient or level 2 intensive 

outpatient).

Because states retain discretion under the ACA to select the specific substance use disorder 

treatment services and opioid use disorder medications they cover within their Medicaid 

programs, the extent to which state Medicaid coverage for substance use disorder treatment 

aligns with the ASAM clinical guidelines is unclear. Given the importance of these policy 

choices, our study examined state coverage decisions regarding the continuum of substance 

use disorder treatment services across the ASAM criteria and evidence-based medications 

for opioid use disorder treatment, as well as combined availability of opioid use disorder 

medications and concurrent outpatient substance use disorder treatment. The study also 

examined the extent to which state Medicaid programs imposed usage limits on the services 

they covered. Finally, for those states that adopted the Medicaid expansion, the study 

explored whether state coverage of disorder treatment services for newly eligible people 

differed from that offered to traditional Medicaid enrollees.

Study Data And Methods

Data

Data were collected as part of the National Drug Abuse Treatment System Survey 

(NDATSS), a panel study of substance use disorder treatment providers which has been 

conducted periodically since 1984. We used the 2013 survey, which included an Internet 

survey administered to state Medicaid programs in the fifty states and the District of 

Columbia. Each Medicaid director was mailed a packet that contained a study description 

and an invitation to participate or to designate a knowledgeable staff person to participate. 

Follow-up e-mails and phone calls were made to directors who did not respond to the packet 

or the initial e-mail.

Data were collected from November 2013 through December 2014 from forty-seven of the 

nation’s fifty-one Medicaid programs. Four state Medicaid programs opted not to complete 

the survey but shared documentation regarding their agency’s substance use disorder 

treatment service benefits that enabled our research staff to complete the survey on their 

behalf.

To reduce the data collection burden on Medicaid staff, an analysis of all fifty-one Medicaid 

plans on file with CMS and agency websites was conducted to prefill our survey information 

to the extent possible before sending the survey to the state Medicaid programs. Survey 

instructions explained to respondents that some responses were prefilled and asked them to 

confirm whether the responses were correct.
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In the case of methadone, buprenorphine, and injectable naltrexone, coverage data collected 

by ASAM were used. ASAM used data collected from state Medicaid agencies and 

published state formularies to determine which of these opioid use disorder medications 

were covered and whether limits were imposed. When preauthorization limits and annual 

maximum limits were not specified, we used our survey data on coverage limitations.

The federal government should consider a financial incentive for states to cover 

services across the ASAM levels of care.

State Medicaid coverage decisions were assessed for services included in the ASAM 

criteria:25 level 1 outpatient treatment: individual and group outpatient treatment, recovery 

support services; level 2 intensive outpatient treatment: intensive outpatient treatment; level 

3 residential treatment: short-term and long-term residential treatment; and level 4 medically 

managed inpatient treatment: inpatient detoxification (see Appendix A1 for an illustration of 

the levels of care).21 Coverage decisions were also assessed for the four FDA-approved 

opioid use disorder medications.

For each of these services and medications, information on the following utilization control 

limits was collected: cost sharing, including copayments and deductibles; preauthorization; 

and annual maximums. These utilization management mechanisms are commonly used by 

private and public health plans to control unnecessary usage. Finally, for those state 

Medicaid programs participating in the ACA’s Medicaid expansion, the questionnaire asked 

whether the alternative benefit plans offered to Medicaid expansion enrollees differed from 

traditional Medicaid benefits with regard to the types of services covered and the use of 

service utilization limits. At the time of our study, twenty states and the District of Columbia 

had expanded Medicaid; for a list of the states, see Appendix A2.21

Limitations

This study had several limitations. First, almost all states contract with managed care 

organizations representing at least a portion of their Medicaid enrollees (77 percent of total 

state Medicaid enrollment as of 2014),26 and these organizations are allowed to set their own 

limitation policies. While state contracts with managed care organizations specify coverage 

of some or most of the benefits that are covered under their state plans, states and managed 

care organizations also might agree to give contracted organizations added flexibility to 

cover services “in lieu of” services specified under the state plan but permissible under 

Medicaid.27 In practice, a state’s Medicaid managed care system could conceivably cover 

services in addition to those covered under the state plan. Because our data were based on 

the state Medicaid plans (and confirmed by Medicaid agency staff), they reflect the 

minimum substance use disorder services covered in the state. However, managed care 

organizations might have more stringent limit policies (such as preauthorization). Yet they 

still are required at a minimum to offer the covered services specified in the state Medicaid 

plan. It is clear that coverage alone does not necessarily denote access to services, which is 

why we also asked about state limitation policies. Nonetheless, it is important to 

acknowledge that we do not have data on managed care organizations’ limitation policies.

Second, our data collection method relied on information specified in state Medicaid plans 

submitted for approval to CMS and review of the accuracy of these data by a staff 
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representative in each state’s Medicaid program office. We expected this two-pronged 

approach to minimize data error. However, if state information was incorrectly entered in the 

state plan and the staff representative was unaware of the error or unaware of updates not 

reflected in the state plan, some errors might have been included in the data. Also, in four 

states we had only the state plan data and lacked the staff review of those data. If these states 

updated their substance use disorder coverage policies after submitting the plan to CMS, our 

data would be inaccurate.

Third, the survey questions did not ask about all possible substance use disorder services or 

medications, or all possible ways to limit coverage. We asked about the services most 

pertinent under the ASAM criteria and the medications considered most important to treat 

opioid use disorders, but we do not suggest that our study has captured all of the important 

services or medications. Moreover, states might limit coverage in ways we did not capture, 

such as through the use of coinsurance.

Fourth, the survey questions assumed uniformity in Medicaid coverage across 

subpopulations of Medicaid enrollees and across geographic regions, and thus did not 

account for possible variations in coverage among enrollees living in the same state. For 

example, if a state had a waiver to vary benefits by region28 or by population group (about 

ten states as of 2012)29 and chose to vary coverage for substance use disorders, that variation 

would not be captured in our analyses.

Finally, because state policy data do not reveal how frequently limitation policies 

(preauthorization, annual maximums, and copayments) are used or how they are employed, 

we could not make evaluative judgments about these policies.

Study Results

Coverage Across Criteria

Twenty-six states and the District of Columbia provided coverage for at least one service in 

each of the four levels of care specified in the ASAM criteria. Thirteen states and the District 

of Columbia covered all seven services across the four levels of care—a comprehensive 

package of substance use disorder services. Among the other twenty-four states, fifteen 

lacked coverage in at least one level of care, five lacked coverage in two levels of care, and 

four lacked coverage in three levels of care (Exhibit 1). (For additional details, see Appendix 

A1.)21

Among states that limited coverage, it was most common to restrict level 3 residential 

treatment. Twenty-one states provided no short- or long-term residential services. Ten states 

did not cover level 2 intensive outpatient services, and nine of the twenty-four states that 

limited coverage did not cover any services in levels 2 or 3. Finally, six states offered no 

coverage of level 4 medically managed inpatient services.

Almost all states and the District of Columbia covered two of the three services listed under 

level 1 individual and group outpatient treatment services. Although coverage of these 
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outpatient services is common, only half of the states and the District of Columbia provided 

Medicaid-funded recovery support services (Exhibit 2).

Coverage Of Medications For Opioid Use Disorders

Medicaid programs in all states and the District of Columbia (n = 51) provided coverage for 

buprenorphine, and almost all states and the District of Columbia (n = 48) covered injectable 

naltrexone. However, there was much less widespread coverage for oral naltrexone (n = 34) 

and methadone (n = 32) (Exhibit 2).

Looking at coverage of the four opioid use disorder medications, thirty-one states and the 

District of Columbia provided comprehensive coverage: methadone, buprenorphine, and one 

(n = 10) or both (n = 22) of the two forms of naltrexone. The remaining nineteen states did 

not provide comprehensive medication coverage for opioid use disorders; most notably, they 

did not cover methadone treatment (Exhibit 3). Eleven of these nineteen states provided 

coverage for buprenorphine and both forms of naltrexone. Six states covered buprenorphine 

and injectable naltrexone, and two states covered only buprenorphine (data not shown).

Combined Coverage

Seventeen states and the District of Columbia covered the entire package of opioid use 

disorder medications and all three treatments across levels 1 and 2 (individual and group 

outpatient and intensive outpatient). An additional seven states offered most medications 

(methadone, buprenorphine, and injectable naltrexone) and all three treatment services. The 

remaining half of the states (n = 26) either lacked coverage of any of the four medications or 

lacked coverage of outpatient treatment.

No statistically significant relationship was detected between coverage of substance use 

disorder services across the ASAM criteria and coverage of opioid use disorder medications. 

States that had comprehensive coverage across the ASAM criteria did not necessarily have 

comprehensive coverage for opioid use disorder medications. Only eighteen states and the 

District of Columbia provided comprehensive coverage across the ASAM criteria and opioid 

use disorder medications. The remaining thirty-two states lacked coverage across the ASAM 

levels of care or medications for treatment of opioid use disorders, or both.

Limits On Substance Use Disorder Services And Opioid Use Disorder Medications

The vast majority of state and the District of Columbia Medicaid programs set limits on 

covered substance use disorder treatment services (Exhibit 4). Coverage for short-term 

residential, long-term residential, and recovery support services was limited under Medicaid 

in more than 80 percent of states and the District of Columbia. Buprenorphine was the most 

prominent example among opioid use disorder medications, with limits imposed in all but 

one state. The most common way states set limits was to require preauthorization. Many 

states also imposed annual maximums on service coverage. While this approach is common, 

the specific rules for setting annual maximums varied dramatically across states and across 

services and medications. For example, state annual maximum rules for individual outpatient 

services ranged from twelve visits per year before preauthorization was required, to twenty-

six hours total, to thirty-two quarter-hour units per week, to 365 treatments per year.
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Copayments and deductibles were uncommon for substance use disorder treatment benefits 

in state and the District of Columbia Medicaid programs. Nonetheless, cost sharing was 

required for buprenorphine in sixteen states and the District of Columbia and for oral 

naltrexone and individual outpatient services in thirteen states and the District of Columbia.

Alternative Benefits

Among the twenty-five states and the District of Columbia that expanded Medicaid at the 

time of this survey, only five states offered different substance use disorder treatment 

coverage for the expansion group. There was no clear pattern within this small group of 

states. The alternative benefit plan for new enrollees was more generous in two states, 

whereas in three others it was more restrictive. In the remainder of expansion states, 

coverage was the same between traditional enrollees and those people newly eligible. 

However, many states indicated that they were working on developing their alternative 

benefit plan at the time of our survey, so the number of states with distinctive alternative 

benefit plans for newly eligible people might have increased.

Discussion

Our findings highlight important state-level disparities in coverage for substance use 

disorder treatment across the United States. Many states do not cover all levels of care 

required for effective treatment, as defined by the ASAM criteria—a well-researched, 

widely endorsed national standard of care. For treatment providers, limited coverage for the 

full continuum of treatment settings and modalities constrains their ability to make optimal 

treatment decisions.

These state decisions regarding benefit coverage of substance use disorder services and 

opioid use disorder medications have real-world consequences for patients with addictive 

disorders.9,10 For example, if a patient is assessed as “needs close monitoring,” the patient 

will be at high risk for relapse in the twenty-one states that do not cover residential treatment 

and in the nine states that do not cover either level 3 residential or level 2 intensive 

outpatient services.

Moreover, while all fifty-one Medicaid programs cover buprenorphine and forty-seven states 

and the District of Columbia cover injectable naltrexone, lack of coverage of all four opioid 

use disorder medications can still cause problems for people with opioid use disorders. 

Although these two treatments are effective, methadone—the medication covered by the 

fewest states—remains the most efficacious and rigorously studied medication in the 

armamentarium.30 Just as there are multiple medications to treat hypertension, effective 

treatment of opioid use disorders requires access to the full range of effective medications.

Finally, the widespread use of limitation policies such as preauthorization and significant 

variation in how annual maximums are set raise concerns about what clinical guidelines are 

used to determine limits and whether access to needed substance use disorder services are 

unnecessarily or inappropriately denied.31,32 Given that the use of preauthorization policies 

has been linked to underuse of mental health and substance use disorder services,33–36 the 

lack of knowledge about how states impose limits and what clinical reasoning is used when 
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services are denied underscores the need for further research on the effect of limitation 

policies.

Policy Implications

The fact that so many states do not cover level 3 residential services points to a larger 

tension in federal Medicaid policy, which generally prohibits the use of federal Medicaid 

funds to cover Medicaid enrollees in institutions for mental diseases (IMDs) with more than 

sixteen beds (the so-called IMD exclusion). Although states can provide coverage for 

smaller facilities providing residential services or for care in larger settings that would not be 

defined as IMDs, this federal policy is one clear barrier to Medicaid-funded residential 

services and might explain why many states choose not to provide any Medicaid-funded 

residential coverage. While the federal government has recently relaxed the IMD exclusion 

for inpatient stays of fifteen days or fewer,37 the long-term impact of the policy change 

remains to be studied.

CMS’s notification letter regarding substance use disorder delivery-of-care waivers and the 

requirement to use the ASAM criteria is a first step toward aligning CMS policies with 

clinical standards for substance use disorder care. However, because states are accorded 

wide discretion in coverage policy, the federal government should consider a financial 

incentive for states to cover services across the ASAM levels of care, regardless of whether 

the state submits a waiver. Similarly, the federal government should consider financial 

incentives for states to cover all four effective medications for opioid use disorders.

Conclusion

Our findings highlight important state-level disparities in coverage decisions for substance 

use disorder treatments and opioid use disorder medications across the United States. When 

levels of care are not covered, Medicaid-eligible patients might not be able to gain access to 

needed services. Patients without access to the full range of efficacious services or 

medications are more likely to be mismanaged or treated in inappropriate settings.38–40 

Consequently, they are put at higher risk for relapse, which has serious public health 

implications.
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Exhibit 1. State coverage of the American Society of Addiction Medicine (ASAM) continuum of 
care levels
SOURCE Authors’ analysis of National Drug Abuse Treatment System Survey data, 2013–

14. NOTE The District of Columbia provides coverage across all levels of care.
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Exhibit 2. State coverage across the American Society of Addiction Medicine (ASAM) continuum 
of care levels and opioid use disorder (OUD) medications
SOURCE Authors’ analysis of National Drug Abuse Treatment System Survey data, 2013–

14. NOTE “Covered with limits” means that a state covers the service but imposes limits by 

either using prior authorization, annual maximum limits, or copayments and 

deductibles. aIncludes the District of Columbia.
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Exhibit 3. State coverage of opioid use disorder medications
SOURCE Authors’ analysis of National Drug Abuse Treatment System Survey data, 2013–

14. NOTE The District of Columbia provides coverage for all medications.
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Exhibit 4. Types of limits imposed on substance use disorder services across the American 
Society of Addiction Medicine (ASAM) continuum of care levels and opioid use disorder (OUD) 
medications
SOURCE Authors’ analysis of National Drug Abuse Treatment System Survey data, 2013–

14. aIncludes the District of Columbia.
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