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Background: Mortality due to opioid use continues to increase; effective strategies to improve access to treatment
for opioid use disorder (OUD) are needed. While OUD medications exist, they are used infrequently and often
not available in residential addiction treatment settings. CMS provides expanded opportunities for Medicaid
reimbursement of treatment in residential facilities and requires states that request Medicaid SUD Waivers to
provide a full continuum of care including medication treatment. The objective of this study was to assess how
states facilitate access to OUD medications in residential settings and whether Medicaid requirements play a role.
Methods: Using a legal mapping framework, across the 50 states and DC, we abstracted data from state regulations
in 2019 - 2020 and Medicaid Section 1115(a) demonstration applications. We examined the temporal relationship
between state regulations regarding medication-assisted treatment for OUD in residential settings and Section
1115(a) demonstrations.

Results: We identified variation in regulations regarding medication treatment for OUD in residential settings
and possible spillover effects of the CMS requirements for Medicaid SUD Waivers. In 18 states with relevant
regulations, regulatory approaches include identifying opioid medication treatment as a right, requiring access
to OUD medication treatment, and establishing other requirements. 25 of 30 states with approved Section 1115(a)
demonstrations included explicit requirements for OUD medication treatment access. Four states updated OUD
medication treatment regulations for residential treatment settings within a year of applying for a Section 1115(a)
demonstration.

Conclusions: State regulations and Medicaid program requirements are policy levers to facilitate OUD medication
treatment access.

1. Introduction

The effects of the opioid crisis have grown steadily throughout the
United States, with opioid-related overdoses and overdose deaths in-
creasing since the early 2000s (Centers for Disease Control and Pre-
vention, National Center for Health Statistics, 2018). In 2019, approxi-
mately 1.3 million Americans aged 12 years or older (0.6 percent) had
an opioid use disorder (OUD) in the past year and an estimated 20.4
million (7.4 percent) had any type of substance use disorder (SUD)

(Substance Abuse and Mental Health Services Administration, Center
for Behavioral Health Statistics and Quality, 2020). Concerns about opi-
oid use and other substances are growing with the COVID-19 pandemic.
Between June 2019 and May 2020, the United States saw the highest
rate of SUD-related overdose deaths ever recorded for a 12-month pe-
riod, with overdose deaths associated with synthetic opioids increasing
by 38.4 percent, compared to the same period between 2018 and 2019
(Centers for Disease Control and Prevention, 2020). Approximate costs
associated with nonmedical opioid use in the United States from 2015
through 2018 were $631 billion or more, (Society of Actuaries, 2019)
and the impact of OUD extends beyond the affected individual as indi-
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cated, for example, by the prevalence of neonatal abstinence syndrome
(Pryor et al., 2017).

Effective treatments for OUD exist. Medications for opioid use
disorder (MOUD) have been shown to increase retention in treat-
ment; improve functioning; and decrease drug use, infectious dis-
ease transmission, criminal activities, and risk of overdose and death
(Substance Abuse and Mental Health Services Administration, 2018).
One meta-analysis of thirty studies found that, compared with those
receiving MOUD, untreated patients had elevated risk of all-cause mor-
tality and overdose, and, after discharge, patients had greater risk of all-
cause and overdose death (Ma et al., 2019). The medications approved
by the Food and Drug Administration (FDA) for treatment of OUD in-
clude buprenorphine, buprenorphine-naloxone (collectively, buprenor-
phine), methadone, and naltrexone (Substance Abuse and Mental Health
Services Administration, 2018). All the approved medications for OUD
are associated with improved outcomes (Timko et al., 2016).

Despite its efficacy, MOUD is underutilized (Jones et al., 2015;
Jones & McCance-Katz, 2019). There is resistance to MOUD for both
logistical and philosophical reasons (Stewart et al., 2021; Wakeman &
Rich, 2018). Leadership from organizations that do not offer MOUD cite
ideological opposition to medication and financial and staffing barriers
as reasons MOUD is not offered (Stewart et. al., 2021). Many Residen-
tial SUD treatment settings do not provide MOUD (Huhn et al., 2020).
The most recent National Survey of Substance Abuse Treatment Ser-
vices (N-SSATS) data indicate that, in 2019, only 2.2 percent of resi-
dential substance use treatment facilities were federally certified opi-
oid treatment programs (OTPs) able to administer methadone and only
30.5 percent of residential treatment facilities prescribed buprenorphine
(Substance Abuse and Mental Health Services Administration, 2019).
Further, only 56.8 percent allowed entry to residents receiving OUD
medications from another source, and nearly 15 percent explicitly did
not accept any residents receiving MOUD (Substance Abuse and Mental
Health Services Administration, 2019).

A lack of availability of MOUD in residential facilities increases risk
of overdose because of reduced tolerance of opioids (Joudrey et al.,
2019). A 2019 study found that one in ten drug overdose deaths involved
an individual with past-month institutional release (O’Donnell et al.,
2020). Institutional releases may include settings such as residential
treatment facilities, as well as hospitals, skilled nursing facilities, long-
term care facilities, and correctional institutions.

The American Society of Addiction Medicine (ASAM) provides guide-
lines for placement, continued stay, transfer, or discharge of patients
along a continuum of care to effectively provide the appropriate level
of SUD treatment when it is needed by the individual. This continuum
includes, along with other settings and practices, residential substance
use treatment and use of MOUD (Mee-Lee, 2013). Concerted efforts are
underway to expand access to the full SUD treatment continuum and to
move medication treatment into all parts of the continuum of care to
better address the opioid crisis in the United States.

One such effort involves the use by states of the Centers for Medi-
care & Medicaid Services (CMS) approved Section 1115(a) demonstra-
tions that permit the reimbursement of Medicaid services for residents of
certain residential facilities, waiving under specified circumstances the
long-standing rules that generally prohibit such reimbursement for those
receiving services in so-called Institutions for Mental Disease (IMDs). Re-
ferred to as the “IMD exclusion,” this prohibition was originally intended
to continue existing policies that ensured states remained solely respon-
sible for funding inpatient psychiatric services. Potentially of greater
consequence to care quality beyond basic access to residential care, to
approve Medicaid Section 1115(a) SUD demonstrations, CMS now re-
quires expansion of the state’s SUD treatment continuum, inclusion or
availability of MOUD in SUD treatment settings, and increased oppor-
tunities for Medicaid reimbursement of treatment in residential facili-
ties to which the demonstration applies. The requirements for Section
1115(a) SUD demonstrations regarding availability of MOUD in residen-
tial SUD treatment facilities may have impacts beyond the populations
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directly affected by the state Medicaid demonstration. As public reim-
bursement to residential facilities increases through these Medicaid Sec-
tion 1115(a) demonstrations, state regulations may be implemented to
facilitate access to MOUD treatment for other individuals beyond Med-
icaid beneficiaries in residential treatment.

1.1. Objective

The objective of this study is to examine state regulations for resi-
dential SUD treatment, Section 1115(a) demonstration applications, and
the temporal relationship between state regulations addressing MOUD
treatment in residential settings and Section 1115(a) demonstrations.
While some states may update their Medicaid provider requirements for
the Section 1115(a) demonstration, other states may create regulations
that apply to all SUD residential facilities, for all patients regardless
of whether they are Medicaid beneficiaries. Specifically, we hypothe-
size that the inclusion of requirements related to MOUD in residential
treatment as part of a demonstration, even if only directly applicable to
certain facilities or populations (i.e., Medicaid enrollees), means that it
is more likely that other facilities and individuals in the state will expe-
rience spillover in the form of expanded requirements to offer MOUD in
residential SUD treatment settings.

2. Methods

This study is part of a larger body of research examining state
statutes, regulations, and policies involving oversight of behavioral
health residential treatment facilities. The University IRB determined
this study did not involve human subjects research. We conducted an
environmental scan and interviewed experts in the field regarding state
regulations for residential treatment. Based on those findings, we cre-
ated a template that provided a coding structure for regulation data
collected throughout the project. We used a legal mapping framework
(Anderson et al., 2013) to define the scope and organize the approach.
The legal mapping approach provides structured steps to follow in re-
viewing and compiling information from legal documents at a given
point in time. We reviewed and abstracted data from two sources. First,
we examined relevant statutes and regulations governing residential
SUD treatment and/or licensing or certification from 51 jurisdictions.
We refer to these as “state regulations”; they apply broadly to all fa-
cilities and exclude state Medicaid regulations. Secondly, we examined
Medicaid requirements related to residential SUD treatment described in
Section 1115(a) demonstration applications which apply only to treat-
ment for Medicaid beneficiaries.

Several parameters were placed around the scope of data collection
to ensure consistency:

e Residential treatment was defined as clinical treatment services pro-
vided in a 24-hour living environment, including withdrawal man-
agement treatment.

Only residential treatment facilities for adults were included.

We excluded residential facilities that are associated with the crimi-
nal justice system or that are treated by the state as inpatient settings.
We required that the state law or policy relate specifically to use of
OUD medications in a residential facility, rather than more generally
as part of SUD treatment (i.e., referenced in statute or regulation spe-
cific to residential treatment, as opposed to general SUD treatment
requirement with no setting identified).

For each state, two coders abstracted information. Templates were
compared for consistency among coders and discrepancies were re-
solved by the first author. We then prepared detailed summaries of (1)
state regulations applying to all residential SUD treatment facilities in
the state and (2) Medicaid Section 1115(a) demonstration requirements
for reimbursement for residential SUD treatment facilities, synthesizing
the abstracted information. These data were collected and synthesized
between May 2019 and May 2020. The state summaries were shared
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Table 1
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Number of States with Regulations Specific to Residential Treatment and MAT, 2020.

Regulations

Number of States with Requirements for SUD
Residential Treatment Facilities 2

Rights to MAT in residential treatment
Provision of access to MAT

Other requirements for availability of MAT
TOTAL states with any requirement

11
8

12
18

Abbreviation: MAT, medication-assisted treatment; SUD, substance use disorder.
2Some or all types of SUD residential treatment facilities in a given state were subject to these requirements.

with the individual states for validation and revised as necessary. We
then compared the state regulation data with the Medicaid Section 1115
demonstration information, including whether the 1115 demonstration
had MOUD requirements for residential settings, as well as the start date
of the demonstration to identify changes over time. We examined the
timing of demonstration programs and how that related to changes in
regulations regarding residential SUD treatment to identify the chronol-
ogy of changes in each state. We looked at demonstrations in effect as
of January 26, 2021.

3. Results

3.1. State regulations related to the use of MOUD in residential SUD
treatment

Table 1 identifies the number of states that had licensing or other reg-
ulations, excluding Medicaid-specific requirements, regarding MOUD
explicitly related to SUD residential treatment as of 2020 (see online
Appendix A for additional detail). Most regulations refer to medication-
assisted treatment (MAT) which may mean MOUD with concurrent
counseling. Although MOUD without counseling is also an effective
evidence-based treatment, we use MAT in describing the regulations be-
cause it is the term used in most regulations.

Only about a third (18) of the states and the District of Columbia
require MAT to be available in some way for SUD residential treatment
as part of state regulations. The approaches taken vary by state, with
states using one or more approaches to regulating MAT in residential
facilities.

At least 11 states either establish an explicit right to receive MAT
(Or. Admin. Rules 309-018-0115(1)(i)) or prohibit denial of services to
individuals receiving medication treatment for OUD (D.C. Mun. Regs.
Tit. 22, § 6300.11, n.d.) for some or all residential SUD treatment fa-
cilities. In Utah, for example, all service providers contracting with the
Division of Substance Abuse and Mental Health and all County Local Au-
thority programs must provide written information to every treatment
participant regarding “rights” to MAT (Utah Admin. Code r.523-2-4(1)).

At least eight states have regulations requiring that individuals re-
ceiving treatment for OUD either have access to medication in the
facility or that outside access be provided (N.H. Admin. Rules He-P
826.16(e)(9)). Of these, at least one state requires, by regulation, that
medication be transported by an outpatient facility to a residential facil-
ity if that is necessary for continuity of medication treatment. The same
state does also expressly permit residential facilities to provide MAT “if
the program’s license specifically authorizes the services.” (Md. Code
Regs. 10.63.03)

In addition to rights-based or access-focused regulations, at least 12
states have other regulatory requirements for the provision of MAT in
SUD residential facilities in the state. Should a residential facility pro-
vide medication treatment for OUD, some states may impose specific
requirements on those residential facilities. One approach is to explic-
itly allow a residential provider to offer MAT if it is suitably licensed
(D.C. Mun. Regs. Tit. 22, § 6331.5, 6332.6, 6333.6). Some states require
MAT in residential detoxification or withdrawal management facilities
(Mich. Admin. Code r. 325.1387), and some require the provision of

medication in such facilities but are not specific about it being medi-
cation for the treatment of OUD (e.g., “medication should be available
to manage withdrawal/intoxication from all classes of abusable drugs”
(25 Tex. Admin. Code § 448.902). Two state regulations provide exam-
ples regarding regulatory treatment of specific medications: (1) Alabama
calls for availability of buprenorphine in a Level 3.7-D Medically Moni-
tored Residential Detoxification Narcotic Treatment Program and allows
for dispensing of methadone if the program is appropriately certified as
an opioid treatment program (Ala. Admins Code r. Section 580-9-44-
.28(e)); and (2) New York requires all certified SUD programs, includ-
ing residential programs, to have all doctors, physician assistants, and
nurse practitioners waivered to provide buprenorphine (14 CRR-N.Y.
800.4(b)).

3.2. Medicaid Section 1115(a) SUD demonstrations with requirements for
MOUD in residential settings

As of January 26, 2021, 30 states had approved Section 1115(a)
demonstrations related to Medicaid reimbursement of SUD services
in specified types of residential treatment facilities (e.g., short-term
residential treatment for adults) (Table 2) (Kaiser Family Founda-
tion, 2021). As with regulations, most demonstration documents refer
to MAT and we, accordingly, use MAT in describing demonstration re-
quirements. Participation requirements for these demonstrations have
shifted over time, but at least 25 include a requirement that residen-
tial treatment providers eligible for reimbursement under the terms of
the state’s demonstration offer MAT on-site or facilitate access to MAT
off-site. These MAT services must be provided within 12-24 months of
SUD program demonstration approval by CMS (Centers for Medicare &
Medicaid Services, 2019b).

To comply with these participation requirements, states may change
licensing procedures across all facilities, or may target Medicaid
providers directly with new requirements for Medicaid participation.
The Kansas demonstration also requires the state to update its licen-
sure requirements to require availability of MAT on-site at residential
treatment facilities (Centers for Medicare & Medicaid Services, 2019a).
Two others, Virginia (Centers for Medicare & Medicaid Services, 2016)
and West Virginia (Centers for Medicare & Medicaid Services, 2017), ex-
pressly include pharmacotherapy for addiction as a covered service in
residential treatment. The other three states may address MAT in some
capacity but do not do so specifically in regard to residential treatment
in the available Section 1115(a) CMS-approved documents.

3.3. The intersection of state regulations and state Medicaid Section
1115(a) demonstrations

Our examination of state regulations and state Section 1115(a)
demonstration applications found 40 states with requirements for MAT
in either regulation, Section 1115(a) requirements, or both, as shown
in Fig. 1 below. Details are found in Appendix B of the online appen-
dices. Of the 40 states, ten did not have a Section 1115(a) demonstration
but did have state regulations related to MAT in residential treatment.
Twenty-two states had Section 1115(a) demonstrations with require-
ments for MAT in residential treatment but no evidence of broader state
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Table 2
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States with Approved Section 1115(a) Demonstrations Affecting Reimbursement of SUD Services in Residential Treatment Facilities, January 2021.

CMS Approval Date Regarding

Require Provision of MAT in

State Demonstration Title SUD IMD* Residential Treatment Settings

Alaska Alaska Substance Use Disorder and Behavioral Health September 3, 2019 Yes
Program (SUD-BHP)

California California Medi-Cal 2020 August 13, 2015 Not directly

Colorado Expanding the Substance Use Disorder Continuum of November 13, 2020 Yes
Care

Delaware Delaware Diamond State Health Plan August 1, 2019 Yes

District of D.C. Behavioral Health Transformation November 6, 2019 Yes

Columbia

Idaho Idaho Behavioral Health Transformation April 17, 2020 Yes

Illinois Illinois Behavioral Health Transformation May 7, 2018 Yes

Indiana Healthy Indiana Plan February 1, 2018 Yes

Kansas KanCare August 7, 2019 Yes

Kentucky KY HEALTH October 5, 2018 Yes

Louisiana Healthy Louisiana OUD/SUD Demonstration February 1, 2018 Yes

Maine Maine Substance Use Disorder Care Initiative December 22, 2020 Yes

Maryland Maryland Health Choice December 22, 2016 Not directly

Massachusetts MassHealth June 26, 2019 Not directly

Michigan Michigan 1115 Behavioral Health Demonstration April 5, 2019 Yes

Minnesota Minnesota Substance Use Disorder System Reform June 28, 2019 Yes

Nebraska Nebraska Substance Use Disorder Section 1115 June 28, 2019 Yes
Demonstration

New Hampshire New Hampshire SUD Treatment and Recovery Access August 3, 2018 Yes

New Jersey New Jersey FamilyCare Comprehensive Demonstration October 31, 2017 Yes

New Mexico New Mexico Centennial Care 2.0 1115 Medicaid May 21, 2019 Yes
Demonstration

North Carolina North Carolina’s Medicaid Reform Demonstration April 25, 2019 Yes

Ohio Ohio Section 1115 Demonstration Waiver for September 24, 2019 Yes
Substance Use Disorder Treatment

Pennsylvania Pennsylvania Medicaid Coverage Former Foster Care June 28, 2018 Yes
Youth From a Different State & SUD Demonstration

Rhode Island Rhode Island Comprehensive Demonstration December 20, 2018 Yes

Utah Utah Primary Care Network November 9, 2017 Yes

Vermont Vermont Global Commitment to Health June 6, 2018 Yes

Virginia The Virginia GAP and ARTS Delivery System December 15, 2016 Yes
Transformation

Washington Washington Medicaid Transformation Project July 17, 2018 Yes

West Virginia West Virginia Creating a Continuum of Care for October 6, 2017 Yes
Medicaid Enrollees with Substance Use Disorders

Wisconsin Wisconsin BadgerCare Reform October 31, 2018 Yes

2 This date is when CMS approved the Section 1115(a) demonstration involving Medicaid reimbursement of SUD services in residential treatment facilities
considered to be Institutions for Mental Disease. The demonstration may have pre-existed that approval and may have been subsequently amended.

[ =

Requirements

State Regulations Only
Section 1115(a) Requirements

Only

[l Both, State Regulations
First

B Both, Section 1115(a)

Requirements First
Neither State Regulations
Nor Section 1115(a)

Fig. 1. Timing of state regulations and Section
1115(a) requirements for MAT in residential
treatment, by state, 2020.
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regulations regarding MAT in residential treatment. However, at least
one of these states indicated in its approved implementation plan that
licensure regulations would be amended to require that MAT be pro-
vided on-site (Centers for Medicare & Medicaid Services, 2019a). A total
of eight states had both Medicaid 1115(a) demonstration requirements
and state regulations for MAT in residential treatment, with the demon-
stration approval in place first in four states and the state regulations
effective first in four states. In a total of four states, the regulation was
effective within a year prior to or following the approval of the Section
1115(a) demonstration.

4. Discussion

This study identifies both state regulations and Medicaid Section
1115(a) demonstrations as important policy levers to facilitate access
to MOUD treatment in residential settings. Understanding the interac-
tion between these different approaches is important.

The common approaches in state regulations, identifying MAT as a
right, requiring access to MAT in residential facilities, and establish-
ing specific requirements for residential facilities that offer MAT, reveal
that states have no single strategy. Moreover, within those categories
of regulatory requirements, even greater differences are evident. Two
clear examples include (1) the difference between the explicit establish-
ment of rights to MAT in residential treatment compared to the indirect
recognition of that by requiring facilities to provide written information
regarding MAT; and (2) the difference between only requiring provi-
sion of medications for withdrawal management in residential settings
which may not include medications to treat OUD (i.e., buprenorphine),
contrasted to requiring all eligible providers to become waivered to pro-
vide buprenorphine. State licensing and behavioral health authorities
clearly have approached this in different ways, ranging from directive
to ambiguous.

Of the three regulatory approaches to MAT in SUD residential treat-
ment, requiring access be provided either on- or off-site, is closest to
what most Section 1115 demonstrations require for affected residential
treatment facilities. The Section 1115(a) approval for at least one state
indicated a requirement to amend its licensing regulations to require ac-
cess to MAT in residential treatment. This reflects that promoting access
to MAT in residential treatment was a key element in the design of the
SUD-focused Section 1115 demonstrations.

Our comparison of the states with regulations and Section 1115
demonstrations examined the temporal relationship between the regu-
lations and demonstrations to discern indications that Medicaid demon-
strations may have spillover effects on state regulations regarding MAT.
Of the 40 states that had either state regulation of MAT specific to resi-
dential facilities or the Medicaid demonstration, only 8 had both by the
time we examined the requirements in regulations and the demonstra-
tions. Attempting to disentangle cause and effect based on dates of pro-
mulgation and approval, respectively, however, is difficult because pro-
mulgation of regulations may be a lengthy process and may begin in an-
ticipation of an approved demonstration. As this analysis demonstrates,
it is possible to ascertain which became effective first and whether the
two occurred in close temporal proximity. Qualitative research could
uncover more detailed information about state agency motivation and
decision-making processes embedded in these policies.

The 22 states that had Section 1115(a) demonstrations, but no state
regulations specific to MAT in residential SUD treatment settings, may
have (1) only Medicaid-specific regulations; (2) been in the process of
developing state regulations; or (3) not attempted to broaden access be-
yond the demonstration using regulation. Because at least one of those
states is required by the demonstration to amend its licensing regula-
tions to reflect required access to MAT, the state regulations of these 22
states should be re-examined when at least 24 months have passed since
demonstration approval. Half of the 22 states received CMS approval re-
lated to their Section 1115(a) demonstration less than 24 months before
January 2021, when regulations were examined for this study.
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The 10 states with regulations in place but no relevant Section 1115
demonstration as of January 2021 do include some states that subse-
quently approved demonstrations (e.g., Oklahoma (U.S. Department of
Health and Human Services, 2020), Oregon (U.S. Department of Health
and Human Services, 2021)). Others may have applications underway,
and, in some instances, states may have developed regulations in ad-
vance of their Section 1115(a) application. As with the 22 demonstra-
tion states without regulation of MAT in residential settings, the states
without demonstrations in place also warrant future re-assessment, in
this instance, to determine if regulations anticipate the state seeking an
1115(a) demonstration for Medicaid reimbursement for SUD treatment
in residential settings.

Half of the 8 states with state regulations and a relevant Section 1115
demonstration had regulations in place with an effective date within a
year of the demonstration approval, either before or after. Moreover,
these regulations pertain, at least in part, to ensuring access to MAT in
residential treatment. Given this also is required by the demonstration
approval, we conclude that the two events (demonstration approval and
regulation promulgation) may be related. Hence, for these states, the
demonstration may be influencing the states’ regulatory requirements,
effectively broadening the reach of the Medicaid demonstration.

4.1. Limitations

This study has limitations. States may use non-regulatory levers to
effect change in the delivery of SUD treatment services, including con-
tracts or policy documents. Thus, there are states where the statewide
practice may be to provide MAT in some or all residential facilities with-
out a regulation so requiring. Examples include Vermont, which, accord-
ing to its approved demonstration documents, offered MAT on-site at
all residential programs that are ASAM level 3.3 or higher before they
were permitted to bill Medicaid, and California, based upon state staff
comments received during validation (Centers for Medicare & Medicaid
Services, 2018). It also is not possible to attribute changes in regulations
solely to the approval or pending approval of a Section 1115(a) demon-
stration because many states responded to the opioid crisis by passing
emergency legislation or developing regulations which could include
some of the provisions specific to use of MAT in residential treatment.
We also do not address state Medicaid regulations that pertain to MAT in
residential treatment because our objective was to examine the potential
effects of the demonstrations beyond the realm of Medicaid. Finally, we
do not address other CMS mechanisms such as State Plan Amendments
or non-1115 waivers of the state plan, such as those related to rehabili-
tative services.

5. Conclusion and Policy Implications

Both to ensure that evidence-based SUD treatment is available in
all settings and because there is increased risk of overdose upon de-
parting residential treatment if medication for OUD is not available, all
three types of medication for OUD should be accessible in residential
settings treating individuals with OUD. Because of regulations govern-
ing methadone treatment, in particular, in most instances this would
require partnerships between residential facilities and external opioid
treatment programs. Partnering with OTPs allows residential treatment
programs to facilitate access to methadone treatment and to ensure that
individuals who would be engaged in methadone treatment upon dis-
charge are already established on that medication. If care in residential
settings is going to expand, we should ensure that appropriate, evidence-
based care is offered and risks are minimized, which are considerations
that the Section 1115(a) demonstrations attempt to address.

The Medicaid Section 1115(a) demonstrations can be laboratories
for innovation that spread best practices to other settings and other
states. It appears that the SUD demonstrations are influencing state reg-
ulations with broader applicability than the demonstrations themselves
in at least four states, such as by requiring access to MAT, as well as
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other required demonstration components, such as requiring care co-
ordination, appropriate assessment before placement, and treatment for
co-occurring mental health conditions. Thus, these demonstrations have
implications for the quality of OUD treatment, extending beyond re-
quirements related only to medication treatment of OUD. Because of
requirements related to treatment of co-occurring mental health con-
ditions, they also have implications for spillover, because of culture
change, into mental health treatment settings where individuals with
OUD may receive SUD treatment.

As new Section 1115(a) demonstrations begin that are approved to
target treatment of those with serious mental illness (SMI), the spillover
effects of demonstrations may further expand. The integration of re-
quirements for co-occurring treatment in SMI-focused demonstrations
may have similar spillover effects on mental health regulations and over-
sight, as well as more broadly incorporating into the fabric of a state’s
mental health regulations requirements for structured placement assess-
ments and others that we see in the Section 1115(a) SUD demonstra-
tions.

In addition to the possibility of developing regulatory schemes that
broaden the applicability of innovations in the field of SUD treatment
and, possibly, mental health treatment, consideration needs to be given
to the various levers available for enforcement. There typically are sanc-
tions that states may apply for violation of facility licensing regulations
or that Medicaid agencies may apply for not satisfying agency require-
ments. Enforcement relying on those sanctions, however, may be diffi-
cult, especially if there is considerable demand for increased SUD treat-
ment and a state’s enforcement resources are limited. This adds to a
need for a mosaic of levers until MOUD is standard care and part of the
cultural/professional expectation. Some of these levers might include
increased enforcement by professional licensing boards for individual
providers, increased requirements placed on Medicaid managed care
entities, or enforcement by CMS on the states of their demonstration
requirements.
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