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Introduction

Even before accounting for their share of Medicaid
expenditures, states are the largest payer of
substance use disorder treatment services in
the United States.1 As such, state policymakers
have a significant incentive to ensure their
residents have access to a health care system
that efficiently and effectively identifies and
addresses individuals’ substance use treatment
needs. This brief explores how states can—and
have—strengthened their primary care systems
to better care for individuals with alcohol and
opioid use disorders and discusses key policy
considerations for implementation.
Research indicates that substance use treatment services are cost-effective. For example, a 2005 study
found that medical costs for individuals receiving outpatient treatment services fell by an average of 30
percent for Medicaid managed care and commercial cohorts after three years.2 When accounting for
both medical and societal benefits (e.g., reduced costs associated with incarcerations), the total return
on investment for substance use disorder treatment may exceed 12:1.3
Building on the core tenets of the medical home (e.g., patient-centered, comprehensive care),4 the
primary care system is an important partner in ensuring that individuals’ substance use treatment needs
are met. A complementary set of principles published in 2014 specifically call for greater integration of
behavioral health in medical homes; these principles have been endorsed by the American Academy
of Family Physicians, the American Board of Family Medicine, the American Academy of Pediatrics,
and the American Psychological Association, among other provider organizations.5 Evidence supports
implementation of coordinated and integrated care models that support the role of primary care in
substance use treatment services, but best practices can vary based on the substance involved.
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Primary Care’s Role in Identifying, Managing, and
Treating Substance Use Disorders

National survey data show that most individuals with an alcohol or opioid use disorder are not receiving
treatment. Fewer than 10 percent of individuals with an alcohol use disorder and only about 20 percent
of individuals with an opioid use disorder receive specialty treatment.6, 7 In part, this is likely due to the
fact that most individuals with a substance use disorder do not perceive a need for treatment.8 As the
health care system’s front line, primary care providers are well positioned to identify and engage individuals who require—or are at risk of requiring—treatment.
It is worth noting that many states already look to primary care providers to ensure that individuals with
complex behavioral health needs appropriately utilize services across the healthcare continuum. Forty-six Medicaid programs operate Patient Review and Restriction (PRR) programs that are designed
to prevent high-risk individuals from obtaining inappropriate amounts of prescription drugs, including
opioids.9 PRR programs are also known as “lock-in” programs, because individuals in these programs
are only allowed to receive services from specific providers and/or pharmacies.10 While there is variation
among specific program requirements, many PRR programs, including those in Kentucky, Missouri, and
Rhode Island, rely on an individuals’ primary care provider to refer restricted individuals for any medically-necessary services.11, 12, 13 These programs illustrate the importance of ensuring that primary care
providers are adequately equipped to identify and meet individuals’ substance use disorder treatment
needs.

Screening, Brief Intervention, and Referral to Treatment (SBIRT)

The United States Preventive Services Task Force (USPSTF) recommends that primary care clinicians
routinely screen adults aged 18 and older for alcohol misuse and provide brief behavioral counseling
to individuals engaged in risky or hazardous drinking.14 Evidence has not been strong enough for the
USPSTF to recommend universal alcohol screening for adolescents or illicit drug use screening for
adults or adolescents.15, 16 The USPSTF is currently re-examining evidence on screening for drug use.17
For individuals who screen positive for risky or problematic substance use, primary care providers can
provide brief interventions, which may range from 5-30 minutes. These interventions are not meant to
fully treat individuals with a substance use disorder, but rather encourage them to seek specialty treatment, as well as prevent an individual’s progression from a mild or moderate use disorder to that of
severe use disorder. Brief interventions commonly leverage cognitive behavioral therapy or motivational
interviewing techniques.18
Based on the USPSTF’s recommendation, the Centers for Medicare & Medicaid Services (CMS) covers annual alcohol screening and up to four brief, face-to-face behavioral counseling interventions per
year for Medicare beneficiaries.19 State Medicaid agencies are not required to cover Screening, Brief
Intervention, and Referral to Treatment (SBIRT) services for adults,20 but CMS has released guidance
supporting SBIRT in both primary care and specialty settings as a part of evidence-based benefit design.21 A review conducted by the Missouri Institute of Mental Health (MIMH) in late 2012 found that a
total of 34 states and the District of Columbia reimbursed for at least one of the applicable SBIRT or
Health Behavior Assessment and Intervention (HBAI) codes.22 (See Table 1 for common billing codes.)

NATIONAL ACADEMY FOR STATE HEALTH POLICY | Download this publication at www.nashp.org

3

Integrating Substance Use Disorder Treatment and Primary Care

Table 1 – Codes Commonly Used By Medicaid Agencies to Reimburse For SBIRT Services
Code Set
Common
Procedure
and
Terminology
(CPT)

Healthcare
Common
Procedure
Coding
System
(HCPCS)

SBIRT Codes and
Description
99408 - Alcohol and/
or substance abuse
structured screening
and brief intervention
services (15-30
minutes)
99409 - Alcohol and/
or substance abuse
structured screening
and brief intervention
services (30+
minutes)
H0049 – Alcohol
and/or drug screening
H0050 – Alcohol
and/or drug service,
brief intervention, per
15 minutes

HBAI Codes and Descriptions
96150 – Initial Health and Behavior
Assessment (per 15 minutes, face-to-face)
96151 – Health and Behavior Reassessment
(per 15 minutes, face-to-face)
96152 –Individual Health and Behavior
Intervention (per 15 minutes, face-to-face)
96153 – Group Health and Behavior
Intervention (per 15 minutes, face-to-face)
96154 – Family Health and Behavior
Intervention (per 15 minutes, face-to-face)
96155 – Family Health and Behavior
Intervention without the patient present (per
15 minutes, face-to-face)

Sources: Reimbursement for SBIRT (Rockville, MD: Substance Abuse and Mental Health Services Administration);
Rita E. Adkins, et al., Missouri Screening, Brief Intervention, Referral and Treatment: An Analysis of National
Funding Trends for SBI Services

A range of providers can deliver SBIRT services in the primary care setting. For example, the California
Department of Health Care Services (CDHCS), which administers the state’s Medicaid program, reimburses for SBIRT services provided by both licensed and non-licensed providers. Some state Medicaid
programs, including California’s, require providers to receive additional training to be reimbursed for
SBIRT. CDHCS’s training requirements vary based on whether an individual is licensed. Licensed physicians, physician assistants, nurse practitioners, and psychologists must receive at least four hours of
training. Non-licensed professionals, including health educators, certified addiction counselors, health
coaches, and medical/behavioral assistants, must work under the supervision of a licensed provider and
meet additional experience and training requirements (e.g., 30 documented hours of face-to-face client
contact).23
Increasing the role of primary care providers in substance use disorder treatment is not intended to supplant the specialty substance use disorder treatment system. The Substance Abuse and Mental Health
Services Administration-Health Resources and Services Administration Center for Integrated Health
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Solutions describes referral to treatment as, “a critical yet often overlooked component of SBIRT.”24
Even with a referral, individuals requiring a higher level of treatment may resist visiting a specialist or
may have difficulty navigating the historically siloed systems to complete the referral. Access barriers,
including specialty provider shortages and limited transportation, may be particularly challenging in rural
areas.25 Integrated and co-located models of care may reduce fragmentation across the continuum of
care, facilitating warm hand-offs and the development on shared care plans.26
Evidence from states has shown that SBIRT services can reduce risky substance use. For example, the
Iowa Department of Public Health is piloting SBIRT services at four federally-qualified health centers as
well as the Iowa National Guard Headquarters.27 In the third year evaluation (the most recent data available), follow-up interviews with a sample of individuals who had received SBIRT services found that the
number of individuals who reported using alcohol in the last month fell by about 15 percent, the number
reporting binge drinking decreased by approximately 35 percent, and the number reporting use of illegal
drugs fell by almost 43 percent.28

Medication-Assisted Treatment for Alcohol and Opioid Use Disorders

In addition to screening and conducting brief interventions, primary care providers can provide direct
treatment for alcohol and opioid use disorders. The U.S. Food and Drug Administration (FDA) has approved four different medications to treat alcohol and opioid use disorders that can be used in primary
care settings. Disulfiram and acamprosate are approved only for alcohol use disorders, buprenorphine
is approved only for opioid use disorders, and naltrexone is approved for both (see Table 2). Federal law
requires providers to receive additional training and a waiver from the U.S. Drug Enforcement Administration to prescribe and dispense buprenorphine. Methadone is also commonly used to treat opioid use
disorders, but federal law restricts methadone treatment for opioid use disorder only to certified opioid
treatment programs.29

Table 2 - Overview of FDA-Approved Medication to Treat Substance Use Disorder That Can
Be Used in Primary Care Settings
Generic Name

Used to Treat
Alcohol

Acamprosate

✔
✔

Naltrexone

✔

Disulfiram

Buprenorphine/
Naloxone
(Combination)

Opioids

Common
Brand
Name(s)
Antabuse
Campral

Delivery
Oral

Injection

Implant

✔
✔

✔

Depade
Revia
Vivitrol

✔

✔

Bunavail
Probuphine
Suboxone
Zubsolv

✔

✔

✔

Note: Buprenorphine is commonly combined with naloxone to reduce the risk of
diversion and abuse. A generic version of buprenorphine without naloxone is also
available. However, unless pregnant, the American Society of Addiction Medicine
recommends the combination product for withdrawal management and opioid use
disorder treatment (ASAM National Practice Guideline, 2015).
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Evidence supports the use of medication-assisted treatment for both alcohol and opioid use disorders.
Systematic reviews have found that acamprosate and naltrexone are moderately effective in treating
an alcohol use disorder,30, 31 and a large cost study conducted in 2011 found that total health care costs
for individuals using medication to treat an alcohol use disorder were 30 percent lower compered to
individuals who did not use medication.32
Similarly, a systematic review found that buprenorphine is effective for treating opioid use disorders.33
Although buprenorphine is associated with a greater rate of relapse when compared to methadone treatment, Massachusetts found that average annual spending for Medicaid enrollees receiving buprenorphine was $1,330 less than individuals receiving methadone, even after accounting for relapse-related
services.34 Oral naltrexone has been found to be less successful in retaining individuals in treatment for
opioid use disorders compared to buprenorphine,35 but studies have suggested that long-acting injectable naltrexone may increase retention and improve outcomes.36, 37 Despite lower effectiveness for the
general population, naltrexone may particularly effective for highly-motivated individuals who have not
had success using methadone or buprenorphine, as well as individuals who are not interested in using
those medications as part of their treatment.38
A February 2015 study of individuals receiving buprenorphine in a network of federally qualified health
centers (FQHCs) suggests that receiving medication-assisted treatment in primary care may also serve
as an entry point to address other health care needs. The study found that composite screening rates
for nine primary care quality health indicators rose when individuals maintained treatment for at least
three months, and the screening scores were higher for individuals receiving buprenorphine from a
primary care provider rather than a psychiatrist.39
Access to specialty behavioral health professionals is also important for individuals receiving medication-assisted treatment from their primary care providers. Systematic reviews found that the effects of
acamprosate were stronger when paired with contemporaneous psychosocial supports.40 The positive
effects may be bi-directional, as naltrexone has been found to increase the effectiveness of psychosocial programs in preventing relapse for individuals with alcohol use disorders.41 Evidence also supports pairing medication-assisted treatment with psychosocial treatments during opioid detoxification.42
Counterintuitively, the evidence was not as strong for pairing structured psychosocial programs with
medication-assisted treatment during the maintenance phase of treatment, although counseling was
commonly provided in the control studies.43 An earlier study of the aforementioned FQHC network also
found that contemporaneous substance use disorder counseling improved retention of medication-assisted treatment.44
Provider capacity is a critical issue for states, particularly for treating opioid use disorders. A study using
data from 2012 found that at least three-quarters of opioid treatment programs were operating at or
above 80 percent capacity in 37 states and the District of Columbia.45 Similarly, rates of opioid use disorder were higher than buprenorphine treatment capacity in 48 states and the District of Columbia (all
but Vermont and Maine).46 Increasing the number of primary care providers who are trained to prescribe
buprenorphine can significantly increase access to medication-assisted treatment, and two federal actions taken in 2016 are expected to do just that. Prior to this, only physicians could obtain the waiver,
and those providers were only able to treat up to 30 individuals in the first year and up to 100 individuals
thereafter. Effective August 8, 2016, SAMHSA raised the cap on individuals that could be treated in the
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second year and beyond from 100 to 275.47 Additionally, the Comprehensive Addiction and Recovery
Act of 2016 expanded the waiver authority to physician assistants and nurse practitioners pursuant to
state law.48
While these federal policy changes will certainly increase the number of individuals who can receive
treatment, it is important to note that states may need to work with their provider communities to identify and overcome other systemic barriers to treatment. For example, interviews conducted with 78
providers who received the wavier as part of a pilot in Washington found that fewer than 30 percent
of the providers actually prescribed the medication. Nearly 80 percent of those who did not prescribe
cited a lack of psychosocial supports as a barrier, and half reported a lack of confidence in their ability
to manage opioid addiction.49

State Payment and Delivery System Reforms

As detailed in the previous sections, primary care providers have an important role in identifying, managing, and treating individuals’ substance use disorders. States across the country are implementing
payment and delivery system reforms that build primary care providers’ capacity to identify and treat
substance use disorders while also strengthening their primary care systems’ connection with specialty substance use disorder treatment providers across the continuum of care. On July 27, 2015, CMS
released guidance encouraging states to leverage section 1115 of the Social Security Act to test innovative state policy and delivery system reforms designed to ensure a continuum of care for individuals
with substance use disorders, including integration with primary care through integrated care models,
accountable care organizations, and primary care medical homes.50 Although Section 1115 demonstration waivers are not the only authority that states can use to incentivize integration, 1115 demonstration
waivers offer states a great deal of flexibility and federal financial participation for costs that CMS may
not be otherwise match .
California’s Drug Medi-Cal Organized Delivery System (DMC-ODS) was the first waiver authorized
under the 2015 CMS guidance.51 Building on the continuum of care developed by the American Society of Addiction Medicine,52 California’s DMC-ODS program increases coordination between physical
and mental health systems, provides more intensive services for the criminal justice population, and
requires utilization controls to improve care and efficient use of resources.53, 54 Counties that opt-in to
the DMC-ODS demonstration will be required to provide a set of services with strong ties to primary
care providers including early intervention services through the managed care system and provider
consultations.55
New Hampshire’s Delivery System Reform Incentive Payment (DSRIP) program, under the authority of
a section 1115 demonstration waiver, focuses specifically on continuity of care for individuals with mental health disorders and substance use disorders. New Hampshire’s waiver, which was approved by
CMS on January 5, 2016, creates regional integrated delivery networks (IDNs) that are required to partner with a substantial percentage of primary care and substance use disorder providers in their region;
IDNs must also partner with peer-based supports, community health workers, and community-based
organizations that provide social and support services.56 Each IDN will work to increase mental health
and substance use disorder treatment capacity, promote the integration of physical and behavioral
health, and improve care transitions. Primary care providers will play a key role in this initiative, as each
IDN will be required to implement a Core Competency Project that requires practices to adopt SBIRT
and incentivizes adoption of medication-assisted treatment.57
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Additionally, Maryland, Rhode Island, and Vermont have leveraged the Medicaid Health Home State
Plan Option (Section 1945 of the Social Security Act) to provide enhanced services for individuals with
opioid use disorders.58 Through this authority, states can draw eight quarters of enhanced federal participation (90 percent) for the associated health home services (e.g., comprehensive care management,
care coordination, referral to community and social support services). See the Vermont case study below for additional information on how they leveraged the model to strengthen connections between their
primary care and specialty addiction systems.

Case Study: Vermont’s Hub-and-Spoke Model Connects Medical Homes and Specialty
Addiction Service Providers
Vermont’s Blueprint for Health is a statewide program that connects National Committee for Quality Assurance (NCQA)-recognized patient-centered medical homes with regional multidisciplinary community health teams that provide care coordination and other wrap-around services.59 Expanding on this foundation, Vermont established the Care Alliance for Opioid Addiction, which built a comprehensive regional system of treatment designed to provide more accessible and better coordinated
care for individuals with an opioid use disorder.
The Care Alliance is a hub-and-spoke model. Accredited Opioid Treatment Programs (OTPs), which offer methadone treatment, serve as hubs. The spokes are buprenorphine-waivered providers offering office-based opioid treatment (OBOT). This
program significantly augmented services for individuals served by both the hubs and the spokes.
Prior to the Care Alliance, OTPs only provided methadone treatment. In addition to expanding buprenorphine treatment, the
Care Alliance connected individuals receiving care at the OTPs with primary care and built relationships between OTPs and
OBOT providers. For example, stabilized individuals who no longer require the intensive services provided by the hubs can
be connected with spoke providers for continued maintenance treatment and other health care services. Similarly, OBOTs
can consult with their hub if they have questions or concerns about an individual’s treatment needs. Additionally, leveraging
the community health team infrastructure, Vermont also embedded registered nurses and masters-level clinicians, such as
a licensed clinical social workers, in primary care practices to provide clinical and care management supports for individuals
receiving buprenorphine.60
Vermont Medicaid geographically phased-in the health home services using two state plan amendments (SPAs).61 Although
Medicaid provides a majority of the funding for this model, it should be noted that some commercial payers have begun paying OTPs for their services.62

Strategies to Promote Collaborative and Team-Based Care for Substance
Use Disorder Treatment

States have other avenues to promote collaborative and team-based care beyond large-scale Medicaid
reforms. For example, strengthening partnerships between federally qualified health centers (FQHCs)
and community mental health centers (CMHCs) has been a key strategy for states in promoting teambased care for individuals with behavioral health needs. Missouri, for example, implemented a pilot that
solicited FQHC-CMHC partnerships in which behavioral health professionals employed by the CMHC
were embedded in FQHCs, and CMHCs established on-site primary care clinics staffed by FQHC
providers.63 The National Council for Behavioral Health developed a checklist designed to help FHQCs
and CMHCs develop referral, colocation, and purchase of services arrangements compliant with federal
requirements.64 Sample contracts and memorandums of understanding are available online.65, 66
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States have also turned to telemedicine and teleconsultation programs to overcome geographic
barriers and workforce shortages to connect primary care and specialty behavioral health providers.67
For example, the University of New Mexico’s Integrated Addictions and Psychiatry (IAP) TeleECHO
Clinic remotely connects primary care providers across the state with teams of specialty behavioral
health providers in weekly sessions that consist of didactic presentations and review of anonymous
cases submitted by participating primary care providers. Over time, participating primary care providers
become more confident in their ability to meet the behavioral health needs of their patients. Program
leadership also used the IAP TeleECHO to increase the number of buprenorphine-waivered physicians
in the state. As a result, the number of waivered physicians in New Mexico increased approximately
10-fold since 2006, and in July 2014, the state’s per capita rate of waivered physicians in underserved
areas was roughly 2.5 times the national average.68
The Connecticut-based Weitzman Institute has adopted the ECHO model and has launched teleECHO
clinics for pain management and buprenorphine.69 Using a mix of public and private funding, the
Weitzman Institute has expanded these initiatives into Colorado, Delaware, Maine, and New Jersey.70

State Policy Considerations
Provider Education and Training

In a recent study assessing the attitudes of New York primary care providers toward SBIRT, roughly onethird of those surveyed felt as though they were effective in changing their patients’ alcohol consumption
or illicit drug use.71 Physician assistants and nurse practitioners were reportedly less likely to conduct
brief interventions and referral to treatment compared to physicians, but fewer than 60 percent of
physicians felt confident in using a standardized screening tool to identify substance use disorders.
This study highlights the need for targeted education and training and the role it could play in increasing
provider comfort and confidence utilizing evidence-based tools to addressing individuals’ substance use
disorder treatment needs.
Most state medical boards require physicians to participate in continuing medical education (CME)
activities to renew their license.72 Physician assistants and nurse practitioners have similar continuing
education requirements. States may wish to consider leveraging these requirements as an opportunity
to improve substance use disorder treatment, improve prescribing practices, and reduce stigma. Some
states have gone so far as to require a certain amount of hours dedicated to substance use training.
In 2012, Kentucky passed legislation requiring 4.5 hours of CME every three years related to the use
of the state’s drug monitoring program, pain management, or addiction disorders for all physicians
who prescribe or dispense controlled substances.73 Similar requirements have recently been passed by
legislatures in Maine,74 Massachusetts,75 and New York.76
CME programs are becoming increasingly available for primary care providers and other members
of the care team to gain clinically relevant training experiences and interact with patients who have
benefitted from similar treatment.77 State agencies can be important sources of these provider trainings.
For example, the Vermont General Assembly authorized $350,000 in funding for the Division of Alcohol
& Drug Abuse Program (ADAP) to provide technical assistance and trainings for providers seeking
the waiver to prescribe buprenorphine.78 ADAP also worked with the Department of Vermont Health
Access (which administers the state’s Medicaid program) to develop curriculum for a MedicationAssisted Treatment Learning Collaborative. Ninety percent of participating providers reported the
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learning collaborative produced significant practice change, and data collected indicated substantial
improvements in adherence to practice guidelines, such as prescribing only to patients who meet
diagnostic criteria and adhering to the recommended dosage range.79
State agencies may wish to supplement formal education and training programs by identifying and
collating educational tools and resources available online. For example, the Michigan Department of
Health & Human Services maintained a webpage on integrating mental health, substance use, and
physical health care that includes resources from integration initiatives underway in the state and across
the country.80
Graduate Medical Education (GME) may offer another lever for states to enhance provider education
and training. The state of Ohio took this approach to spread implementation of medical homes, creating
a pilot project that engaged the state’s nursing and medical schools and encouraged the development
of new curricula that aligns with the principles of team-based care.81 State efforts could align with other
GME activity already underway. In connection with the Obama administration’s efforts to address the
nation’s opioid crisis and the release of the Centers for Disease Control and Prevention (CDC) Guideline
for Prescribing Opioids for Chronic Pain,82 more than 60 medical schools across the country announced
that they would incorporate new curricula that align with the CDC Guideline starting in the Fall 2016
semester.83

State Levers to Support Primary Care Providers’ Ability to Prevent Opioid
Misuse and Overdose
Since 1999, opioid overdose deaths have risen in tandem with increases in opioid sales.84 Although opioids typically account for a small proportion of individual primary care providers’ prescriptions, primary
care providers, including nurse practitioners and physician assistants, collectively write a significant percentage—about half—of all opioid prescriptions in the United States.85 As such, primary care providers
are well-positioned to ensure that individuals use opioids appropriately, and state programs, including
prescription drug monitoring programs, can help primary care providers prevent abuse and diversion.
Primary care providers are also well-positioned to increase access to naloxone, an FDA-approved drug
that can reverse the effects of an opioid overdose.

Prescription Drug Monitoring Programs

Forty-nine states, all but Missouri, and the District of Columbia operate a prescription drug monitoring
program (PDMP).86 PDPMs are electronic databases that track the prescribing and dispensing of opioids and other controlled substances and can be used by health care providers to identify individuals
who may be abusing or diverting prescription drugs.87 Recent studies found that PDMPs are associated
with reductions in opioid prescribing and opioid-related death rates.88, 89 Results from a nationally-representative survey published in 2015 found that most primary care physicians surveyed (72 percent) were
aware of their state’s PDMP, and most of those physicians (87 percent) had used the program. However,
nearly one-third of those physicians (31 percent) found the programs difficult to access, and more than
half (58 percent) felt that it took too much time to retrieve patient information.90
The Network for Excellence in Health Innovation (NEHI) hosted an expert forum on physicians’ use
of PDMPs in June 2015, during which the participants developed a number of recommendations that
states may wish to explore to increase physicians’ utilization of the programs. Specific recommendations included: streamlining and potentially mandating provider registration; reducing the complexity of
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using the systems; enabling delegate access as appropriate; and pushing automated reports and alerts
to providers.91 These recommendations align with best practices identified in a 2012 report prepared by
the PDMP Center of Excellence.92
While it is encouraging that 72 percent of primary care providers in the aforementioned survey were
familiar with their state’s PDMP, it means that approximately 1-in-4 were not, which illustrates the need
for greater provider education and outreach. The NEHI panel also stressed the importance of provider
training and education, not only to familiarize providers with the systems but also to ensure that providers understand their value.93

Increasing Access to Naloxone in the Primary Care Setting

Naloxone is an FDA-approved medication that blocks opioids from binding with receptors in the brain
and can reverse the effects of an overdose. Available in both injectable and intra-nasal formulations,
naloxone has become a near-ubiquitous component of local, state, and federal strategies to reduce
opioid overdose deaths.
Because individuals experiencing an overdose may not be able to self-administer naloxone, 47 states
and the District of Columbia (all but Kansas, Montana, and Wyoming) have passed legislation expanding access to naloxone.94 These laws have significantly increased the number of individuals in the community who are trained to carry and administer naloxone, including first responders, law enforcement,
and school officials. Most of these laws have also made it easier for third parties, including an individual’s friends and family, to obtain and administer naloxone. Contrary to some media reports, naloxone
is not currently available over-the-counter.95 However, 43 states have authorized prescribers to write
third-party prescriptions (i.e., prescriptions intended to be administered to someone other than the individual receiving it), and 35 states have authorized standing orders for naloxone that allow the dispensing
of naloxone to individuals without first visiting a provider.96
States, particularly those without a standing order, may wish to encourage providers to simultaneously
prescribe naloxone when prescribing opioids or prescribe naloxone to friends and family of individuals
who are at a greater risk of opioid overdose.97 This may be of particular importance when engaging primary care providers. Because primary care providers account for a significant percentage of total opioid
prescriptions, they are well-positioned to ensure that individuals—particularly those at a higher risk of
overdose—have access to naloxone in case of an emergency.
Early evidence suggests that co-prescribing naloxone may have positive outcomes. A 2016 study of six
San Francisco safety-net primary care clinics found that individuals who were co-prescribed naloxone
when receiving long-term opioids had 47 percent fewer opioid-related emergency visits after six months
and 63 percent fewer opioid-related emergency visits after one year when compared to individuals who
were not prescribed naloxone.98 A companion study, based on interviews from a sample of individuals at
each clinic, found that 82 percent of individuals who were co-prescribed naloxone filled the prescription;
and although 22 percent reported a negative reaction to receiving the prescription, only one respondent
indicated they would not want a future prescription.99 It should be noted, however, that the first study
may not be generalizable beyond safety-net clinics, and the interviewees may not have been representative of the entire study population.
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Prior Authorization and Utilization Management Policies for Treatment Services

Utilization management policies, including prior authorization, are important tools for insurers (including
Medicaid plans) to ensure appropriate utilization of health care services, control spending, and combat
wasteful or fraudulent activity. Prior authorization is one of the recommended strategies to stem overprescribing of long-term and high-dose opioids.100, 101 However, evidence suggests that these policies
may result in underutilization of care, including lower medication adherence, particularly for vulnerable
populations and individuals with behavioral health needs.102, 103, 104, 105, 106
Over the past two years, some state legislatures have started to limit the ability of public and private
insurers to require prior authorization for certain substance use disorder treatment services. In June
2016, New York Gov. Andrew Cuomo signed legislation that prohibited Medicaid managed care plans
requiring prior authorization for preferred/formulary forms of buprenorphine or injectable naloxone when
used for detoxification or maintenance treatment.107 Gov. Cuomo also signed legislation that restricted
commercial health plans from limiting medically-necessary inpatient treatment services; furthermore,
these plans are no longer able to require prior authorization for inpatient treatment services and are not
allowed to use other utilization management strategies, such as concurrent review, for the first 14 days
of treatment.108
The latter New York law is similar to legislation passed by the Massachusetts General Court. In 2014,
Massachusetts legislators unanimously eliminated prior authorization requirements for a range of substance use disorder treatment services in Medicaid, the Group Insurance Commission (which covers
state employees, retirees, and their dependents), and fully-insured commercial markets.109 Although
insurers are permitted to use other utilization management after seven days of inpatient treatment,
the Massachusetts Association of Health Plans (MAHP) expressed concern that removing prior authorization and mandating coverage for at least 14 days of clinical stabilization services would promote
overutilization of inpatient services rather than appropriate utilization of evidence-based outpatient therapies.110, 111 MAHP’s concerns that the law promoted inpatient detoxification were echoed in legislative
testimony provided by the then-president of the American Society of Addiction Medicine (ASAM), although the ASAM testimony explicitly supported removing “burdensome prior authorization barriers” for
medication-assisted treatment.112
Historically, state Medicaid agencies have placed greater restrictions on buprenorphine compared to
methadone or naltrexone. According to a 2014 SAMHSA report, nearly every Medicaid program in the
country required prior authorization for buprenorphine while only about a quarter had similar requirements for oral naltrexone or methadone.113 States may have imposed greater restrictions on buprenorphine due to the fact that buprenorphine carries a greater risk of misuse or abuse compared to naltrexone; however, evidence suggests diverted buprenorphine is often used for treatment rather than illicit
use and that stringent utilization management policies may actually increase diversion.114, 115
In 2008, MassHealth, Massachusetts’ Medicaid agency, implemented a dose-based prior authorization
policy for buprenorphine that required more frequent authorizations for higher dosages. Specifically,
no prior authorization was required for dosages of the FDA-recommended 16 mg/day or less. As the
dosage increased, MassHealth required more frequent prior authorizations (30, 90, or 180 days). As a
result of this policy change, the percentage of individuals who received dosages in excess of the FDA’s
recommended upper limit of 24 mg/day fell by more than 75 percent.116
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Lastly, it is important to note that recent changes to federal regulations may significantly impact states’
utilization management policies for behavioral health services. Effective May 31, 2016, CMS clarified
that protections afforded by the Mental Health Parity and Addiction Equity Act of 2008 applied to individuals enrolled in Medicaid managed care, the Children’s Health Insurance Program (CHIP), and Medicaid alternative benefit plans.117 These regulations forbid insurers from imposing greater restrictions
on behavioral health benefits as compared to medical and surgical benefits, and states are required to
comply with the final rule no later than October 2, 2017.

Conclusion

The majority of individuals with an alcohol or opioid use disorder do not receive treatment. Building on
the core competencies of the patient-centered medical home, primary care providers can play an important role in strengthening states’ capacity to meet the behavioral health needs of individuals. States
have leveraged healthcare reform initiatives to invest in team-based models of care that promote SBIRT
and medication-assisted treatment, but additional investments in provider education and training may
be necessary to fully realize their potential. Furthermore, state policies that influence primary care providers’ use of prescription drug monitoring programs and willingness to co-prescribe naloxone can help
states combat the national opioid epidemic.
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