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Abstract
Understanding whether organizations with Medicare and Medicaid accountable care organization (ACO) contracts offer methadone provides 
important context about how organizations invested in payment and delivery system reform address the needs of patients with substance 
use disorders. We used data from the 2021-2022 National Survey of Accountable Care Organizations to assess whether organizations with 
ACO contracts, which are held accountable for the cost and quality of care for an assigned patient population, offered methadone to patients 
with opioid use disorder (OUD), and the organizational and contextual characteristics associated with doing so. We found that 28.3% of 
survey respondents reported that clinicians in their organizations offered methadone via an opioid treatment program. In adjusted analyses, 
organizations with a Medicaid ACO contract but no Medicare contract were more likely to offer methadone (46.0%, P < 0.05) than 
organizations with a Medicare-only contract (19.6%) or a Medicare and Medicaid contract (30.3%). Despite incentives to prioritize population 
health, most ACO-affiliated organizations were not offering individuals with OUD the full range of recommended medications and should 
work to enhance treatment options for this patient population.

Lay summary
Less than 30% of organizations with a Medicare or Medicaid ACO contract reported that their clinicians offered methadone to patients. 
Organizations with a Medicaid ACO contract were significantly more likely to offer patients methadone than those without one; these 
organizations were also more likely to include an opioid treatment program in their ACO contract.
Key words: accountable care organizations; methadone; opioid use disorder; substance use disorder; survey.

Received: January 29, 2025; Revised: March 19, 2025; Accepted: April 7, 2025 
© The Author(s) 2025. Published by Oxford University Press on behalf of Project HOPE - The People-To-People Health Foundation, Inc. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (https://creativecommons.org/ 
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For 
commercial re-use, please contact reprints@oup.com for reprints and translation rights for reprints. All other permissions can be obtained through our 
RightsLink service via the Permissions link on the article page on our site—for further information please contact journals.permissions@oup.com.

Introduction 
An estimated 7 million U.S. adults live with opioid use disorder 
(OUD), yet only about 20% of these individuals accessed med
ications for OUD (MOUD) in the past year.1,2 Methadone, one 
of three evidence-based MOUD, reduces individuals’ opioid use 
and the risk of overdose and is associated with a lower risk of 
treatment discontinuation than buprenorphine/naloxone.3

Methadone is a particularly effective treatment option for indi
viduals with OUD, yet patients face barriers to access: federal 
regulations limit methadone dispensing to certified opioid treat
ment programs (OTPs), and OTPs tend to be heavily concen
trated in urban areas.4 Additionally, many patients must 
receive daily methadone doses in-person, although an increasing 
number have the option to take their medication at home fol
lowing COVID-era regulation changes.5

As more healthcare organizations adopt alternative pay
ment and delivery models, it is unclear whether model partic
ipants seek to offer patients access to outpatient methadone. 
Organizations with accountable care organization (ACO) 
contracts—in which providers bear financial risk for meeting 

healthcare quality and cost targets for a designated popula
tion—face incentives to enhance patient access to outpatient 
services that prevent costly hospital admissions and emer
gency department visits. However, patients with (vs patients 
without) substance use disorders (SUD) tend to have higher 
overall healthcare costs and high rates of hospitalization 
and readmission,6,7 making them less attractive to include in 
risk-based contracts, particularly without adequate risk 
adjustment.

Existing ACO models have not demonstrated much success 
in improving access or cost outcomes for this population. For 
example, provider organizations that joined the Alternative 
Quality Contract (AQC), a commercial ACO contract, saw lit
tle change in treatment utilization or spending for individuals 
with SUD.8 Notably, neither the AQC nor Medicare ACO 
models include SUD quality measures,9,10 while some ACO 
contracts exclude SUD from total cost of care calculations. 
However, we know of no research that has specifically exam
ined characteristics associated with ACO-affiliated organiza
tions offering methadone; existing studies have examined the 
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change over time in availability of all major OUD medications 
among ACOs, as well as the integration of substance abuse 
treatment organizations into ACO contracts.11,12

This study uses a national survey of organizations with 
Medicare or Medicaid ACO contracts11,13 to assess organiza
tional and contextual characteristics associated with clinicians 
offering methadone to patients with OUD via an OTP that 
provides onsite administration, dispenses take-home doses, 
or does both. We hypothesized that organizations with 
Medicaid ACO contracts, those classified as health systems 
or hospitals, and those located in geographic areas with high 
rates of overdose deaths would be more likely to offer metha
done than ACO-affiliated organizations without these 
characteristics.

Methods 
This cross-sectional study was approved by the Harvard 
University and Dartmouth College institutional review boards. 
It followed the Strengthening the Reporting of Observational 
Studies in Epidemiology reporting guidelines. We fielded 
the 2021-2022 National Survey of Accountable Care 
Organizations (NSACO) from October 2021 to June 2022 to 
representatives from all Medicaid or Medicare ACO contracts 
nationally (N = 505, organizational response rate = 55%). We 
did not survey representatives from commercial-only ACOs.

We constructed our primary outcome, a measure of whether 
clinicians in an ACO offered methadone, as a “yes” response 
to the survey question: “Do clinicians in your organization of
fer patients methadone for OUD?” We also asked: “Do clini
cians in your organization offer patients buprenorphine (ie, 
Subutex, Suboxone) for OUD?” and “Do clinicians in your or
ganization offer patients naltrexone (ie, Revia, Vivitrol) for 
OUD?” Another survey item stated: “We’d like to know 
whether your largest Medicare or Medicaid ACO contract 
(as measured by total attributed members) includes any spe
cialty substance use treatment providers. Please identify 
whether the following facilities are participating in your lar
gest Medicare or Medicaid ACO contract.” The first option 
to mark as “yes” or “no” was: “SAMHSA certified narcotic 
treatment program that provides methadone OTP.” Details 
about the survey instrument are available online.14

Surveys were sent to individuals engaged in ACO govern
ance, such as ACO executive officers and ACO chief medical 
officers. Multiple surveys may have been sent to representa
tives from the same ACO. If we received more than 1 
ACO-level response, we weighted them by 1/n, where n is 
the number of respondents per ACO, a strategy employed in 
prior studies.15 We coded missing responses as “no” for pri
mary analyses; we then tested the sensitivity of results by ex
cluding these respondents.

We fit a logistic regression model to estimate whether the 
availability of methadone among ACO participants was asso
ciated with organizational characteristics (public ACO con
tract type and organization type), geographic region, drug 
overdose mortality rate, and buprenorphine prescriber rate 
in the ACO’s state of operation. Two secondary analyses ex
amined possible mechanisms for offering methadone: one 
added a measure to the model about whether the ACO partic
ipant’s largest contract included an OTP, and the second reca
tegorized ACO public contract types to: (1) include a 
Medicaid contract and (2) does not include a Medicaid con
tract. We report the adjusted percent offering methadone.

Results 
Our sample included 304 responses from 276 organizations 
that reported participating in at least 1 Medicare or Medicaid 
ACO contract. Of the respondents, 44 had a Medicaid contract 
but no Medicare contract, 147 had a Medicare contract but 
no Medicaid contract, and 113 had both a Medicaid and 
Medicare contract (Table S1 and Figure S1). Overall, 86 re
spondents (28.2%) indicated that clinicians in their organ
ization offered patients methadone for OUD via an OTP 
delivering onsite administration, dispensing take-home 
doses, or both (Table 1). Of these 86 respondents from 
ACOs offering methadone, 95% indicated that clinicians 
offered buprenorphine (n = 82) or naltrexone (n = 82) for 
OUD. Overall, these figures were just 51.0% (buprenorphine) 
and 41.8% (naltrexone).

Organizations with only a Medicaid ACO contract were 
more likely to offer patients methadone than those with only a 
Medicare contract or with both a Medicare and Medicaid con
tract (Table 1). In adjusted analyses, 19.6% of organizations 
with only a Medicare contract offered patients methadone, com
pared with 46.0% of organizations with a Medicaid ACO con
tract but no Medicaid contract (P < 0.05) and 30.3% of 
organizations with a Medicare and Medicaid contract. In the 
secondary analysis in which we reclassified the ACO contract 
type variable to include just 2 categories of ACO contract 
(Medicaid vs no Medicaid), we found 20.2% of organizations 
with no Medicaid contract offered methadone, compared with 
33.8% with a Medicaid contract (P < 0.05) (Table S2).

Health systems and hospitals, the reference group, were 
most likely to report offering methadone (36.5%). Only safety 
net providers (16.4%) and “other” types of organizations 
with a Medicare/Medicaid ACO contract (4.5%) were signifi
cantly less likely than health systems and hospitals to report 
offering methadone (P < 0.05). Geographic region, overdose 
mortality rate, and buprenorphine prescriber prevalence 
were not significant predictors of offering methadone. A sen
sitivity analysis that first excluded the missing responses and 
then excluded the “other” category for organization type 
yielded similar results to the main analysis. Of 157 organiza
tions with a Medicaid ACO contract, 39.5% (vs 10.9% of 
those without a Medicaid ACO contract) reported including 
an OTP in their ACO network. When we included a variable 
in the model for having an OTP in an organization’s largest 
Medicare or Medicaid ACO contract, the large and statistical
ly significant effect of having a Medicaid ACO contract was re
duced substantially and no longer significant.

Discussion 
In this study analyzing 304 survey responses from organiza
tions with public ACO contracts, we found that very few or
ganizations with ACO contracts—<30%—reported that their 
clinicians offered methadone to patients. This number is sur
prisingly low given that methadone is considered a gold stand
ard of OUD treatment and has been well documented as 
effectively preventing OUD-related overdose and death.

Having a Medicaid ACO contract was a significant predictor 
of offering methadone, likely because organizations with a 
Medicaid ACO contract were more likely to report having an 
OTP participating in the contract. This result suggests that or
ganizations that are held accountable for the cost and quality 
of care for Medicaid-enrolled individuals tend to provide greater 
access to evidence-based OUD treatment, an encouraging result 
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given that the U.S. opioid crisis disproportionately impacts 
Medicaid beneficiaries and imposes substantial financial 
burdens on state Medicaid programs.16 NSACO data were col
lected <2 years after Medicare began paying for OTP coverage 
for methadone, so organizations with Medicare-only ACO con
tracts may have still been less likely to offer methadone due to the 
historic lack of Medicare payment,17 even as access to OTPs for 
Medicare beneficiaries increased following the coverage 
change.18

Non-traditional ACO contract holders were significantly less 
likely to report offering patients methadone than hospitals and 
health systems. This “other” category includes organizations 
that identify as health plans and “ACO enablers,” third-party 
firms that provide services to ACOs like financial assistance, 
care management support, and technical infrastructure. This 
finding could suggest that such organizations are prioritizing 
financial outcomes by not requiring or incentivizing providers 
in their ACO network to offer methadone, or that these non- 
clinical entities are less aware of how ACO-affiliated clinicians 
are interacting with patients.

A limitation of this study is the reliance on survey data: in
dividual survey respondents may over- or under-report their 
organization’s available services, and the 55% response rate 
means we were not able to analyze data for almost half of 
Medicare and Medicaid ACOs. Additionally, the NSACO 
question about offering methadone did not ask respondents 
to specify where or how the methadone was offered, so we 
cannot infer locations or settings when analyzing this ques
tion’s responses. Another limitation is that we were unable 
to distinguish between ACO-affiliated organizations operat
ing in rural vs urban areas, so we were unable to account for 
geographical differences that could affect access to OTPs.

Finally, mortality was measured at the state level, which 
does not capture differences in county-or local-level drug over
dose mortality rates; we therefore do not know if lack of an as
sociation between overdose death rates and offering patients 
methadone is related to imprecision in the variable definition 
or to the fact that ACO-affiliated organizations in states 
with high overdose rates do not provide more (or more access
ible) OUD treatment services. Future research should explore 
the relationship between a location’s OUD prevalence and 
overdose mortality rate and the availability and uptake of 
methadone and other MOUD options in that area.

Overall, these results suggest that while organizations with 
ACO contracts have an incentive to provide high-quality, cost- 
effective care to their patients, most were not offering outpatient 
methadone to patients with OUD, and therefore not adequately 
meeting their treatment needs. A first concrete step to increase 
the likelihood that ACO-participating organizations offer 
methadone would be to include SUD quality measures in ACO 
contracts, particularly related to SUD diagnosis, treatment initi
ation, treatment retention, and recovery. Measure examples in
clude the NCQA HEDIS “Initiation and Engagement of SUD 
Treatment” measure19 and National Quality Forum’s measures 
on OUD diagnosis and treatment (NQF 3400, 3175).20

Inclusion of such measures in publicly reported quality data or 
in the formula to determine ACO shared savings would provide 
an incentive to expand access to methadone and other MOUD.
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