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OPIOID USE DISORDER

By Karen Shen, Eric Barrette, and Leemore S. Dafny

Treatment Of Opioid Use Disorder
Among Commercially Insured US

Adults, 2008-17

ABSTRACT There is abundant literature on efforts to reduce opioid
prescriptions and misuse, but comparatively little on the treatment
provided to people with opioid use disorder (OUD). Using claims data
representing 12-15 million nonelderly adults covered through commercial
group insurance during the period 2008-17, we explored rates of OUD
diagnoses, treatment patterns, and spending. We found three key
patterns: The rate of diagnosed OUD nearly doubled during 2008-17, and
the distribution has shifted toward older age groups; the likelihood that
diagnosed patients will receive any treatment has declined, particularly
among those ages forty-five and older, because of a reduction in the use
of medication-assisted treatment (MAT) and despite clinical evidence
demonstrating its efficacy; and treatment spending is lower for patients
who choose MAT. These patterns suggest that policies supporting the use
of MAT are critical to addressing the undertreatment of OUD among the
commercially insured and that further research to assess the cost-
effectiveness of treatment with versus without medication is needed.

n estimated two million Americans

over age eighteen suffered from

an opioid use disorder (OUD) in

2017.! The risks associated with

OUD are substantial and worsen-
ing: Overdose deaths involving opioids have in-
creased dramatically since 2010, when abuse-
deterrent formulations for prescription opioids
were introduced and the use of heroin and syn-
thetic opioids surged. Because OUD occurs dis-
proportionately among the prime working-age
population, it has generated a cascade of effects
on children, employers, and the criminal justice
system. In turn, this has led to efforts to reduce
inappropriate opioid prescribing, ensure the
availability of the overdose-reversal drug nalox-
one, and expand access to treatment.

In this study we used commercial claims data
from the Health Care Cost Institute to examine
trends in diagnoses, adverse clinical events, and
treatment of OUD in the period 2008-17 among

US adults with commercial group insurance.
During most of this period federal parity laws
required that coverage for substance use disor-
ders in large group plans be as generous as cov-
erage for general medical benefits. Given that
efforts to increase treatment of substance use
disorders have focused on expanding insurance
coverage and strengthening parity require-
ments, documenting treatment use among pa-
tients who already have this type of coverage is a
critical input in assessments of the potential im-
pact of such measures. In addition, data on OUD
among the commercially insured are relatively
limited. Most nonclinical research on the inci-
dence and treatment of OUD focuses on the un-
insured or Medicaid-insured populations, in
partbecause the prevalence of OUD among these
populations is estimated to be three times as
high as the prevalence among the commercially
insured.! However, because of its sheer size, the
commercially insured population reportedly ac-
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counts for half of the cases of OUD.' Understand-
ing treatment and spending among the commer-
cially insured is therefore essential to gaining a
more complete understanding of the opioid cri-
sis and obtaining insights into how to address
it. In addition, because commercial prices for
health care services generally exceed prices paid
by public payers or the uninsured, this popula-
tion likely accounts for the bulk of spending on
treatment services and is therefore a key driver in
the growth of the industry that serves patients
with OUD.

Background

DEFINING AND TREATING OPIOID USE DISORDER
The Diagnostic and Statistical Manual of Mental
Disorders defines opioid use disorder as “a prob-
lematic pattern of opioid use leading to clinically
significant impairment or distress.”* (See online
appendix A for diagnosis criteria.)® As noted
above, an estimated 2.0 million adult Americans
met the criteria for OUD in 2017,' and a larger
group (10.6 million) met the criteria for opioid
misuse."*

OUD s treated by a diverse set of providers and
therapies. A significant body of clinical research
has found that treatment involving medication,
known as medication-assisted treatment (MAT),
is more effective than medication-free treatment
or no treatment; effectiveness in these studies is
typically measured by reductions in opioid use
and retention in treatment.

The most common and well-studied class of
medication approved to treat OUD consists of
opioid agonists, including the drugs methadone
and buprenorphine. Methadone has been used
to treat opioid dependence for decades but is
highly regulated and can be dispensed—typically
in daily doses—only in federally licensed facili-
ties known as Opioid Treatment Programs. In
contrast, buprenorphine, which was approved
in 2002, can be prescribed for use at home by
providers who complete the requirements to ob-
tain a waiver from the Drug Enforcement Agen-
cy.’ While the number of Opioid Treatment Pro-
grams has increased slowly over the past twenty
years,® the number of waivered buprenorphine
providers grew from 1,151 in 2002 to 62,361 in
2018, corresponding with the rapid growth in
the use of buprenorphine.’

The second type of medication approved to
treat OUD is the opioid antagonist naltrexone
(brand name Vivitrol), an extended-release med-
ication that blocks opioid receptors so that pa-
tients do not experience the effect of opioids if
they take them. Trials show lower rates of reten-
tion in treatment for antagonists than for ago-
nists, and use of Vivitrol is comparatively low.>%°
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(See appendix B for a summary of the clinical
literature on MAT.)?

While treatment with medication typically fol-
lows a “maintenance” approach, medication-free
treatment generally begins with detoxification
and is followed by abstinence-supporting care
such as counseling and case management.” Both
treatment trajectories may involve services that
are provided in different settings, ranging from
inpatient or residential facilities to intensive day
treatment programs (those involving nine or
more hours per week) to standard outpatient
care (fewer than nine hours per week)."

COVERAGE OF TREATMENT FOR OPIOID USE DIS-
oRDER Insurance coverage of mental health con-
ditions and specifically substance use disorders
has historically lagged behind that of other
health conditions, but it has improved in recent
years with the passage of parity laws that require
coverage of these conditions to be equivalent to
that of other medical conditions (see appendix B
for a summary of research on parity laws).?
The Paul Wellstone and Pete Domenici Mental
Health Parity and Addiction Equity Act of 2008
enacted substance abuse parity for large-group
plans effective in 2010, and the Affordable Care
Act (ACA) extended parity to small-group plans
in 2014." Our primary analysis sample included
group plans of all sizes. However, we explored
whether the results differed for small group
plans (approximately 19 percent of enrollees in
the sample were in such plans), to account for
any potential effects of parity law changes. We
excluded nongroup-plan enrollees from our
analysis sample, owing to substantial ACA-relat-
ed changes in the individual insurance market.

Notwithstanding the various parity laws, some
private insurance plans have limited access to
MAT by not covering all medications, requiring
high cost sharing, or imposing “fail-first” or pri-
or authorization requirements.”*" In particular,
coverage of methadone by private insurers was
sparse until recently. In addition, access to all of
these medications may be limited by the supply
of able and willing providers.”*™

TRENDS IN OPIOID USE DISORDER TREATMENT
While buprenorphine use among Medicaid en-
rollees has increased steadily in the wake of
the ACA expansions of eligibility (that is, after
2010)," a recent study that used commercial
claims from the Truven MarketScan Commercial
Claims and Encounters Database documented a
plateau in buprenorphine use beginning in 2013
and a decline in the number of new buprenor-
phine users from 2013 to 2015.” The authors
called for further work to understand the decline
in treatment. Our results complement and ex-
tend these findings by examining trends in treat-
ment for the subset of patients diagnosed with
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Policy makers should
anticipate a growing
need for OUD
treatment among
Medicare enrollees.

OUD, as well as exploring potential substitution
across treatment modalities. We found that the
decline in treatment with medication—almost
entirely buprenorphine in our data—was com-
mon across age groups and persisted after we
restricted the sample to patients with any OUD
diagnosis (orto those with new OUD diagnoses).
Thus, the treatment decline does not simply re-
flect the changing age composition of OUD pa-
tients. Notably, we found that the reduction in
MAT rates among the commercially insured be-
gan to reverse in 2017.

Study Data And Methods

DATA AND DEFINITIONS Our primary data source
was insurance claims data supplied by the Health
Care Cost Institute for 2008-17. The institute
aggregates data from three large national insur-
ers who jointly cover approximately one-quarter
of the enrollees in commercial group insurance
plans. We restricted our analysis sample to en-
rollees in group insurance plans who were ages
18-64 and for whom we had medical, mental
health, and prescription drug data. Our resulting
baseline sample contained 12-15 million enroll-
ees per month, corresponding to about 10-
13 percent of the nonelderly adult population
with commercial insurance.?

We identified enrollees with OUD in two ways:
the presence of an OUD diagnosis on any non-
laboratory claim* and the receipt of buprenor-
phine formulations used for the treatment of
OUD.*? The second category was necessary be-
cause prescription drug claims lack diagnosis
codes, and we observed a substantial number
of buprenorphine claims for patients who had
no other claims with OUD diagnoses (44 percent
of those receiving buprenorphine treatment in a
given year).” (Appendix A explains how pre-
scription drug claims for buprenorphine were
identified.)?

In addition to measuring OUD diagnoses, we
quantified the rate of adverse clinical events that
might be linked to opioid abuse. The adverse

events we used were opioid overdoses and
drug-related emergency department (ED) visits,
which we identified using the codes listed in
appendix tables A2 and A4.}

We identified treatment-related claims using
Healthcare Common Procedure Coding System
procedure and revenue codes (also listed in
appendix table A4).> We grouped these claims
into four categories: medication, inpatient or
residential treatment, day treatment, and other
treatment. The “medication” category consisted
largely of buprenorphine prescription drug
claims (to treat OUD), as well as a small number
of service claims for the dispensing of metha-
done and the injection of naltrexone.*

Inpatient or residential treatment included
care provided during overnight stays in drug
treatment programs. Day treatment included
outpatient programs that required at least nine
hours of treatment per week." “Other treatment”
included standard outpatient treatment as well
as other drug treatment codes for which the site
of service was not specified. We did not include
detoxification in any treatment category, unless
itwas inseparable from other treatment services.

We counted a person as having received “any
treatment” in a given year if there was least one
claim with a treatment code for that person in
that year. The results from our use of an alterna-
tive definition that required at least three claims
on different dates are reported in appendix D.?

We also defined a “new diagnosis sample” that
consisted of enrollees with OUD for whom we
observed data at least six months before and six
months after their first OUD diagnosis. This
sample enabled us to compare spending before
and after diagnosis for patients who received
different types of treatments. We assigned enroll-
ees to the year of their first observed diagnosis.

We defined spending as allowed payments on
approved claims, which combined both insurer
payments and patient cost sharing. Amounts
were normalized to 2017 dollars using the Con-
sumer Price Index for All Urban Consumers.
Prescription drug payments were gross of any
patient copayment discounts or rebates paid
by manufacturers and notreflected on individual
claims.

LimiTaTioNs This study had several limita-
tions. The primary limitation stemmed from
the study’s reliance on claims data, which might
have led us to understate the prevalence of dis-
ease and service use, particularly in a mental and
behavioral health context. In addition, some
clinical events or treatment services might not
be reflected in claims data (for example, over-
doses that do not generate an insurance claim,
attendance at free Narcotics Anonymous meet-
ings, and treatment paid for out of pocket).
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In particular, as noted above, methadone was not
typically covered by private insurance during our
study period, so our data might not have cap-
tured methadone use and spending in this pop-
ulation. However, using other data, we estimated
methadone use to be low relative to buprenor-
phine use in the commercially insured popula-
tion.*8. We also did not observe mortality, an
important outcome measure for patients with
this high-risk disease.

A second limitation arose from the restrictions
placed on the new diagnosis sample, which we
used to estimate and compare health care spend-
ing before versus after diagnosis. This sample
was limited to people for whom we had data for
at least six months before and six months after
diagnosis, and whether people maintain their
insurance coverage can be affected by the pres-
ence of OUD. Note, however, that more than half
of this sample consisted of dependents (see ap-
pendix table A5 for descriptive statistics).?

Finally, our results might not be generalizable
to the entire commercially insured population.
As noted above, we excluded enrollees who held
individual policies. In addition, the Health Care
Cost Institute data do not include claims from
Blue Cross and Blue Shield affiliates, which have

EXHIBIT 1

Rate of diagnosed opioid use disorder (OUD) per 1,000 nonelderly adults, by age group,
selected years 2008-17

5 -
4 —
]
8 3
—
@
[=8
a
=)
o 2 -
Y
o
2
©
o
1
0 -
18-24 25-34 35-44 45-54 55-64
Age group (years)

source Authors’ analysis of Health Care Cost Institute data. NoTES The sample is all nonelderly
adults with commercial group insurance for whom we observe mental health and prescription drug
coverage. Individuals are coded as having OUD if they have at least one claim with an OUD diagnosis
or a claim for buprenorphine used to treat OUD in the given year. Observations are adjusted for
partial-year enrollment when relevant.
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the highest market share in the commercial
health insurance markets of most states. Benefit
designs and the composition of enrollees may
differ between plans offered by Blue Cross and
Blue Shield affiliates and plans offered by the
insurers that participated in the institute’s data-
base. The institute’s sample was also relatively
thin in rural areas, as well as in certain states
known to be heavily affected by the opioid crisis
(including Massachusetts, New Hampshire, and
Rhode Island in the Northeast and Oregon and
Washington in the Northwest). To explore the
possibility of sample selection bias in our results,
appendix D presents all exhibits after reweight-
ing the Health Care Cost Institute sample using
age, sex, and census division weights from the
Census Bureau’s American Community Survey.?

Study Results

During our study period, the rate of diagnosed
OUD more than doubled—from 1.7 per 1,000
enrollees in 2008 to 3.9 per 1,000 in 2017 (data
not shown)—similar to the 2017 estimate of 4.2
per 1,000 privately insured people obtained by
the National Survey on Drug Use and Health.'
Rates of diagnosed OUD were highest among
the youngest groups (people ages 18-24 or 25-
34) in 2008 and 2012, but in 2017 the group of
people ages 35-44 had surged to the top, with
4.75 cases per 1,000 enrollees (exhibit 1). While
rates increased among all age groups except
the youngest, the increase was greatest among
the near-elderly (people ages 55-64), for whom
rates more than tripled.

Treatment rates were stable for the first few
years of the study period (2008-10), after which
there was a steady decline in 2011-16 and then an
uptick in 2017 (exhibit 2). These changes were
driven by dramatic changes in the use of medi-
cations to treat OUD (generally buprenorphine
in our sample). The likelihood that a person with
OUD would have a claim for any OUD treatment
medication declined from a high of 64 percent in
2010 to a low of 43 percent in 2016, before re-
bounding to 50 percent in 2017.

Treatment rates for the new diagnosis sample
presented in appendix figures C2-C4)* were
lower, as they reflected treatment propensities
among the “flow” of newly diagnosed patients,
whereas the aggregate data included previously
diagnosed patients who received continuing
treatment. The time-series trends were similar
for the new diagnosis sample, however, which
suggests that the decline and final-year uptick we
observed in the larger sample were also repre-
sentative of changing probabilities of treatment
conditional on receiving a new diagnosis of
OUD. In fact, the rate of decline in MAT was even

~—~~
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steeper for this sample than for the full sample.
Among patients newly diagnosed with OUD,
only 27 percent in 2017 received MAT within six
months of diagnosis, compared to 48 percent
in 2008.

The observed declines in treatment rates could
reflect a change in the severity of diagnosed
OUD, which might arise if the “diagnosis mar-
gin” changed as a result of increasing attention
paid to and knowledge of the opioid crisis. How-
ever, additional analyses included in appendix C*
suggest that the decline is not entirely explained
by a change in this margin: Among patients di-
agnosed in the ED, who arguably have urgent
needs for treatment, treatment rates also de-
clined.

The decline in medication use (with or without
other services) documented in exhibit 2 was
common across all age groups but steepest for
the youngest (people ages 18-24) and oldest
groups (ages 55-64) (exhibit 3). However, the
decline for the youngest group was accompanied
by an increase in treatment without medication,
so the net decline in receiving any treatment was
greatest among the near-elderly. The group ages
25-34 also experienced a slight increase in treat-
ment without medication. In appendix C we plot
the annual data for each course of treatment and
age category.® We found that the likelihood that a
near-elderly enrollee with OUD would receive
any treatment declined from a high of 63 percent
in 2010 to a low of 35 percent in 2016, rebound-
ing to only 38 percent in 2017. By comparison,
the treatment rate for patients ages 18-24 de-
clined only slightly, from a high of 83 percent
in 2010 to 75 percent in 2017.

Average total spending in the six months
following an OUD diagnosis was quite high, at
$17,446 in constant 2017 dollars (exhibit 4)—
more than seven times as large as the average
six-month spending per Health Care Cost Insti-
tute enrollee, which was $2,327 in constant 2017
dollars, adjusted to reflect the same age and
sex composition of the OUD sample (data not
shown). Postdiagnosis spending was highest for
people who received treatment without medica-
tion ($23,608), followed by people who received
no treatment ($18,483) and those who received
treatment with medication ($12,334) (exhibit4).
Notably, medical spending not related to OUD
treatment was highest for people who did not
receive treatment and significantly lower for
both treatment groups. However, spending in
the six months before diagnosis suggested that
selection into treatment modality was far from
random: People who did not receive treatment
also tended to have the highest spending in the
six months before diagnosis (over $16,000),
compared to those who received treatment with-

EXHIBIT 2

Percent of nonelderly adults diagnosed with opioid use disorder (OUD) who received
treatment, by type of treatment, 2008-17

100%
75%
Any treatment
Treatment with medication
50%
25%
V o — \
Treatment without medication
0%
2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

source Authors’ analysis of Health Care Cost Institute data. NoTEs The exhibit represents treat-
ment rates among nonelderly adults with commercial group insurance and mental health and pre-
scription drug coverage who had an OUD diagnosis or buprenorphine claim in the given year. There
were 478,602 person-year observations. “Treatment with medication” indicates having at least one
claim for buprenorphine, methadone, or naltrexone.

out medication (over $11,000) and those who
received MAT (about $8,000). Relative to these
prediagnosis spending levels, patients who
chose medication-free treatment experienced

EXHIBIT 3

Changes in the share of nonelderly adults diagnosed with opioid use disorder (OUD) who
received treatment, by age group and type of treatment, 2008-17

20% R Any treatment
: S Treatment with medication
! } - - - - Treatment without medication
10% o
0% I II- I—. II I
-10% I I
-20%
18-24 25-34 35-44 45-54 55-64
Age group (years)

sourck Authors’ analysis of Health Care Cost Institute data. NoTEs The exhibit sample is defined in
the notes to exhibit 2. “Treatment with medication” indicates having at least one claim for bupre-
norphine, methadone, or naltrexone.
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EXHIBIT 4

Average health care spending on nonelderly adults in the six months before and after a new diagnosis of opioid use
disorder (OUD), by treatment status, type of treatment, and spending category, 2008-17

525,000 —
$20,000 ~ I Buprenorphine
26% I Methadone
0.1%-- I Naltrexone
- I Inpatient or residential
: $15,000 — I treatment
o Day treatment
o 2%
oo I Other treatment
— 0,
E 11% I Detoxification
[=N
) I Emergency department
Other nontreatment
services

18%
25%
$10,000 —
$5,000 60%
VEYS
S0 —

Before  After Before  After Before  After Before  After
All No treatment Treatment with Treatment without
medication medication

sourck Authors’ analysis of Health Care Cost Institute data. NoTEs Dollar amounts are in constant 2017 dollars. Of the 87,874 non-
elderly adults who received a diagnosis of OUD after six months in our data without an OUD diagnosis, and for whom we had data for at
least six months after the OUD diagnosis, 30,055 received treatment with medication (that is, they had at least one claim for bu-
prenorphine, methadone, or naltrexone), and 18,283 received treatment without medication. The different spending categories are
described in the text and in online appendix A (see note 3 in text). The percentages shown are shares of spending on behalf of

the patients in the relevant category.

the largest increase in spending after receiving
an OUD diagnosis (108 percent), followed by
patients choosing MAT (55 percent) and pa-
tients who did notreceive treatment (11 percent).
In appendix figure C5,® we graph pre- and post-
diagnosis spending over time. While prediagno-
sis spending within each treatment modality
was relatively stable, postdiagnosis spending in-
creased rapidly during 2008-17, particularly
for patients who received medication-free treat-
ment. Throughout the study period, the change
in postdiagnosis spending was smaller for the
groups with no treatment and with MAT than for
the medication-free treatment group (appendix
figure C6).}

ED spending for all treatment groups was sub-
stantial, accounting for around a quarter of pre-
diagnosis spending (exhibit 4). Day treatment
programs accounted for the largest share of
treatment-related spending overall, making up
60 percent of treatment spending for patients

HEALTH AFFAIRS JUNE 2020 39:6

treated without medication and 31 percent for
patients receiving MAT (data not shown). Medi-
cation accounted for 45 percent of treatment-
related spending among patients who received
MAT. Inpatient or residential treatment ac-
counted for 16 percent of treatment-related
spending among those in treatment without
medication, which was double the proportion
for those who received MAT. Across all groups,
detoxification services accounted for a relatively
low share of spending (exhibit 4). However, that
share was largest among those who received
treatment without medication, as detoxifica-
tion is a common component of this treatment
regimen.

Appendix D presents the results we obtained
when we restricted the sample to enrollees in
small-group plans.? These plans were not consis-
tently subjected to parity laws before 2014 and
may have exhibited differences in incidence,
treatment, and spending. While OUD was more

Downloaded from HealthAffairs.org on December 12, 2023.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



Both treatment and
total health care
spending for newly
diagnosed patients
were substantially

lower if they chose
MAT.

common in the small-group population and
rates of treatment were slightly higher, trends
over time and across age groups were similar to
those in the combined (large- and small-group)
sample.

Appendix D also reproduces the results shown
in exhibits 2 and 3 (treatment rates and changes)
when we applied a more stringent definition for
treatment: requiring three separate dates of
treatment claims (including medication, when
used).? Adopting this definition lowered the cal-
culated treatment rates by 5-10 percentage
points, but the large decline in treatment with
medication (and thus any treatment) from 2010
to 2016 was still present. Rates of treatment with
medication declined from 57 percent to 39 per-
cent when we used the stricter definition, com-
pared to a decline from 64 percent to 43 percent
when we used the baseline definition in the full
sample.

Appendix D? also shows the treatment rates
that we obtained when we reweighted the sample
to match enrollees in employer-sponsored insur-
ance in terms of age group, sex, and census divi-
sion, as estimated from the American Communi-
ty Survey. Treatment rates were slightly lower,
but the trends were virtually identical to those we
obtained when we used the Health Care Cost
Institute data. The consistency of the findings
implies that the conclusions we obtained are
likely generalizable to the broader US employ-
er-insured population, as long as benefit designs
are relatively similar across payers.

Discussion

To our knowledge, this study offers the first com-
prehensive look at OUD diagnoses, treatment
rates, and spending among enrollees in employ-
er-sponsored commercial insurance plans. We
found a number of important undocumented (or

underdocumented) patterns during 2008-17.

First, we confirmed that the rate of diagnosed
OUD hasincreased steadily among commercially
insured adults, and we documented how the age
distribution of OUD has changed. In 2008 diag-
nosed OUD among the youngest age group (ages
18-24) was more than double that among the
oldest group (ages 55-64). However, in 2017
diagnosis rates exhibited a hump-shaped pattern
in age, with the highest rate (4.75 per 1,000
enrollees) among the middle-aged (people ages
35-44) and the greatest increase among the
near-elderly (ages 55-64).

Second, even as diagnosed OUD rates have
increased and overdose deaths have soared,
the likelihood that patients would receive any
treatment has plunged. This decrease was driven
by a reduction in MAT rates, coupled with rela-
tively steady rates of medication-free treatment
(except for the youngest age group, which expe-
rienced a surge in this treatment modality). In
2008, 60 percent of those diagnosed with OUD
in our primary sample had at least one claim for
OUD medication, but that rate had declined to
50 percent by 2017. Notably, there has been a
course reversal: The nadir of 43 percent occurred
in 2016, and the subsequent surge in MAT
among patients with OUD has coincided with
a sharp increase (27 percent) in the number of
practitioners who completed the training re-
quired to prescribe buprenorphine.*® However,
the aggregate time-series trend in treatment
rates is deeply concerning in light of the high
and increasing reported prevalence of OUD and
its life-threatening sequelae.

Third, our analysis of medical spending for
commercially insured patients with OUD re-
vealed several new facts and points to areas for
future research. We documented high average
spending for patients with OUD, both before
and after diagnosis (around $30,000 per person
during the twelve-month period spanning a di-
agnosis). We found that receiving an OUD diag-
nosis was followed by a sizable increase in medi-
cal spending, but that increase was much larger
for patients who chose medication-free treat-
ment than for those who chose medication or
no treatment. However, we also found signifi-
cant differences in prediagnosis spending across
these groups, which implies that selection effects
must be addressed before a causal link between
treatment modality and spending is inferred.

Policy Implications

Our analysis of a decade of claims data for a large
sample of commercially insured patients yielded
several actionable policy-relevant insights. First,
the discovery that the rate of treatment among
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people diagnosed with OUD is not only low but
also is declining implies that providing insur-
ance coverage (even with parity) is far from suf-
ficient to ensure that patients will receive care.
Efforts to identify and address other barriers to
treatment must be accelerated. Our analysis sug-
gested that one such barrier may be the supply of
buprenorphine prescribers, as the 2017 surge in
prescriber capacity coincided with a reversal in
the trend of declining use of MAT; however,
more research is needed to confirm a causal re-
lationship.

Second, we found substantial heterogeneity by
age in both diagnosis and treatment patterns. In
particular, between 2012 and 2017 people ages
55-64 represented a growing share of the non-
elderly diagnosed with OUD, and they also expe-
rienced the steepest declines in treatment rates.
As this is the population whose members are
aging into Medicare, policy makers should an-
ticipate a growing need for OUD treatment
among Medicare enrollees and ensure that the
program is aggressively studying ways to treat
and support beneficiaries with OUD.

Third, our analysis suggested that selection of
treatment modality is an area requiring addition-
al study. While MAT rates have declined, rates of
medication-free treatment have remained steady
overall and even increased substantially for the
youngest group (ages 18-24). Given the strong
clinical evidence of the effectiveness of MAT,
along with very limited evidence regarding the
effectiveness of medication-free treatment, un-
derstanding and addressing this relative decline
is critical for improving patient outcomes. These
insights could also be valuable for optimizing
spending on OUD treatment, particularly if MAT

is shown to be more cost-effective than the alter-
natives. We found that both treatment and total
health care spending for newly diagnosed pa-
tients were substantially lower if they chose
MAT. However, research that adjusts for nonran-
dom selection into treatment will be necessary
to assess the relative costs of treatment modali-
ties and differences in outcomes. Finally, we also
documented that day treatment programs ac-
counted for the largest component of treatment
spending, despite receiving relatively little policy
attention compared to residential treatment and
access to beds. In light of the widespread use of
day treatment programs, more research on their
costs and clinical effectiveness is also warranted.

Conclusion

As patients, families, payers, policy makers, and
other interested parties work to identify optimal
treatment pathways and policies to support
them, gaining a better understanding of the
changing demographics of OUD, gaps in access
to and take-up of treatment, and associated costs
and outcomes is essential to identify the areas of
greatest need and optimally deploy health care
resources.”

This study points to three critical areas for
future research and engagement: addressing
the increase in diagnosed OUD and the concom-
itant decline in treatment rates among people
ages forty-five and older; addressing the aggre-
gate decline in the use of treatment medications
among people with OUD, particularly given the
robust support for these medications in the clin-
ical literature; and assessing the cost-effective-
ness of alternative treatment forms. m
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