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Many Medicaid Enrollees with Opioid Use Disorder Were Treated 
with Medication; However, Disparities Present Concerns  

Why OIG Did This Review  
Nearly 81,000 people died from opioid overdoses in the United 
States in 2021, an increase of 17 percent from the previous year.1  
Treating opioid use disorder with MOUD2 is essential to reducing 
overdose deaths; however, many individuals in need experience 
difficulties accessing this potentially life-saving treatment.  For 
example, the Office of Inspector General (OIG) found that fewer 
than one in five Medicare enrollees with opioid use disorder 
received MOUD in 2021.3  Individuals seeking treatment often face 
barriers such as difficulty finding providers who are authorized 
and/or willing to prescribe or dispense MOUD and stigma 
surrounding its use.4  For example, until recently, only providers 
with a Federal waiver could prescribe or administer buprenorphine 
for opioid use disorder in an office setting.  Research also suggests 
that particular demographic groups, such as adolescents or people 
of certain races, may be less likely to receive MOUD.5  Medicaid 
covers an estimated 40 percent of nonelderly adults with opioid 
use disorder, underscoring the program’s key role in providing 

access to MOUD.6  In this data brief, we examine the extent to which Medicaid enrollees with opioid use 
disorder received MOUD in 2021.    

How OIG Did This Review 
We used Medicaid claims data to determine the extent to which Medicaid enrollees with opioid use 
disorder received MOUD through Medicaid in 2021.  Because Medicaid enrollees may be dually 
enrolled in Medicare, we also reviewed Medicare claims data to determine if enrollees who were 
enrolled in both programs received MOUD through Medicare.  Additionally, we used Medicaid 
enrollment and eligibility data to examine how MOUD treatment rates differed among demographic 
groups. 

What OIG Recommends  
Our findings underscore the need for continued efforts to increase the use of MOUD in Medicaid.  
Accordingly, we recommend that the Centers for Medicare & Medicaid Services (CMS) (1) encourage 
and support States’ efforts to reduce barriers to MOUD, especially among groups who may be 
underserved; and (2) encourage States and work with Federal partners to educate Medicaid and 
Children's Health Insurance Program (CHIP) enrollees about access to MOUD.  CMS neither concurred 
nor nonconcurred with our recommendations.  The agency instead stated that it already works with 
States to increase access to MOUD and ensure that enrollees are educated regarding access.   
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Key Results 
• One-third of the 1.5 million 

Medicaid enrollees with opioid 
use disorder did not receive 
medication treatment (referred 
to as MOUD) in 2021. 

• Certain demographic groups—
including Black or African 
American enrollees; enrollees 
18 years of age and younger; 
and enrollees with a disability 
and/or blindness—were less 
likely to receive MOUD. 

• In 10 States, less than half of 
enrollees with opioid use 
disorder received MOUD. 

 



 

 

• Opioid use disorder is a problematic pattern of opioid use that leads to clinically significant 
impairment or distress.7  It is a chronic disease that can change the reward circuitry of the brain.8 

 

• Certain medications decrease the risk of overdose mortality and improve quality of life for people 
with opioid use disorder. 

 

• Three drugs are currently approved by the U.S. Food and Drug Administration (FDA) for the 
treatment of opioid use disorder: methadone, buprenorphine, and naltrexone.9  These drugs are 
referred to as medications for opioid use disorder (MOUD). 

 
Methadone 
Methadone is a controlled substance that reduces opioid cravings and withdrawal symptoms by blunting or 
blocking the effects of opioids.  Only opioid treatment programs certified by the Substance Abuse and Mental 
Health Services Administration (SAMHSA) are allowed to administer or dispense methadone for treatment of 
opioid use disorder in outpatient settings.10  Typically, patients must visit opioid treatment programs to take 
their daily methadone dose under supervision.11 
 
Buprenorphine 
Buprenorphine is a controlled substance that reduces opioid cravings and withdrawal symptoms by blocking 
the effects of opioids.  Patients can generally access buprenorphine for opioid use disorder through opioid 
treatment programs or office-based providers.  However, during this study’s period of review, office-based 
providers were required to obtain a waiver through SAMHSA to (1) prescribe buprenorphine for a patient to 
receive at a pharmacy, or (2) administer buprenorphine (e.g., injectable buprenorphine) for opioid use 
disorder.  Waivered providers were also limited in the number of patients they could treat.  Federal law 
eliminated the waiver requirement in December 2022.12  
 
Naltrexone 
Unlike buprenorphine and methadone, naltrexone is not a controlled substance.13  It works by blocking the 
opioid receptors in the brain, which is reported to reduce opioid cravings.  It can be prescribed or administered 
by any qualified health care provider but requires abstinence from opioids for several days before initiation.  

 
 

Medicaid and Children’s Health Insurance Program (CHIP) Coverage of MOUD 
State Medicaid programs are generally required to cover all FDA-approved medications for opioid use 
disorder from October 2020 to September 2025; however, three States were granted an exception due to 
provider shortages.14  Additionally, States have been required to provide MOUD since October 2019 under 
CHIP.15  States are permitted to apply utilization management controls (e.g., prior authorization 
requirements) to their MOUD coverage.    

Efforts to Increase MOUD Access in Medicaid 
With support from the Centers for Medicare & Medicaid Services (CMS), States have implemented policies 
and practices to make MOUD more accessible in Medicaid, which is estimated to cover almost 40 percent of 
nonelderly adults with opioid use disorder.16  For example, CMS has provided States with Federal policy 
guidance on implementing Medicaid MOUD coverage requirements.17  CMS has also provided States with 
technical assistance to improve the care and outcomes of enrollees with substance use disorders (including 
opioid use disorder) and considers the use of MOUD to treat opioid use disorder to be a core health care 
quality measure for adult Medicaid enrollees.18
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USE OF MOUD AMONG MEDICAID ENROLLEES 

Two-thirds of Medicaid enrollees with opioid use disorder received 
MOUD through Medicaid or Medicare in 2021   

In 2021, approximately 1.5 million people 
enrolled in Medicaid had opioid use 
disorder, representing nearly 2 percent of 
the total Medicaid population that year.19  
Two-thirds (more than 1 million) of these 
enrollees received MOUD that year 
through Medicaid or, for some dually 
eligible enrollees, Medicare.20  

 

Buprenorphine was the most commonly used MOUD among enrollees 
with opioid use disorder  
Most Medicaid enrollees with opioid use disorder who were treated with MOUD received 
buprenorphine, though methadone was also commonly used.  A small proportion of enrollees 
whose opioid use disorder was treated with MOUD received naltrexone.  Of the 1 million 
Medicaid enrollees with opioid use disorder who received MOUD in 2021, nearly 648,000 
(65 percent) were prescribed or administered buprenorphine.  The vast majority (97 percent) of 
the enrollees who received buprenorphine through Medicaid obtained their medication from a 
pharmacy to take at home.21  At the time of our review, Federal law required that office-based 
providers obtain a waiver from SAMHSA to prescribe buprenorphine for opioid use disorder.  
The waiver requirement was removed in December 2022.22 

Approximately 355,000 enrollees (35 percent) with opioid use disorder received methadone in 
2021.  Nearly all enrollees who were treated with methadone under Medicaid received the drug 
through opioid treatment programs.  In general, only SAMHSA-certified opioid treatment 
programs are allowed to administer or dispense methadone for opioid use disorder, with 
patients typically visiting each day to receive their daily methadone dose under supervision.23   

Sixty-five percent of Medicaid enrollees with opioid use disorder received 
buprenorphine.  

• Almost a quarter of Medicaid enrollees with opioid use 
disorder lived in New York, Ohio, or Pennsylvania. 

• Nearly two-thirds were between the ages of 19 and 44. 

• Ten percent had a disability and/or blindness. 

Characteristics of enrollees with opioid use disorder* 

Source: OIG analysis of 2021 Medicaid enrollment and claims data. 
*See Appendix A for additional characteristics of enrollees with opioid 
use disorder. 

 

 

 

Source: OIG analysis of 2021 Medicaid and Medicare claims data. 
Note: Because some enrollees received more than one type of MOUD, the sum of the figures displayed is greater than 1,004,368 (i.e., 
the total number of enrollees who received MOUD). 
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More than half a million enrollees with opioid use disorder did not 
receive MOUD through Medicaid or Medicare in 2021 

In 2021, more than 510,000 (approximately one-third) of the 1.5 million Medicaid enrollees with 
opioid use disorder did not receive MOUD 
through Medicaid or Medicare—despite Federal 
and State governments’ relaxed restrictions 
surrounding MOUD access during the COVID-19 
pandemic.24  Some of these enrollees may have 
received MOUD through other sources such as 
self-pay or did not receive MOUD because it was 
not an appropriate treatment for their 
circumstances.  Still, this finding suggests more 
effort is needed to ensure that all enrollees in 
need can access treatment through Medicaid.  
Further, if pandemic-related flexibilities end, the 
number of enrollees who are unable to access MOUD may be even higher in the future.   
In contrast, other recent policy changes may allow for expanded access to buprenorphine—the 
most commonly used MOUD among Medicaid enrollees.  As of December 2022, any provider 
with a standard Drug Enforcement Agency (DEA) registration can prescribe or directly administer 
buprenorphine for opioid use disorder.  Similarly, providers are no longer subject to patient 
limits, and therefore may expand the number of patients they treat with buprenorphine.25  

 

  

Source: OIG analysis of 2021 Medicaid and Medicare 
claims data. 
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Black/African American enrollees with opioid use disorder were less 
likely to receive MOUD  

Research suggests that people of color may face significant barriers in accessing opioid use 
disorder treatment, which could result in racial and ethnic disparities in MOUD utilization.  
Barriers include shortages of MOUD providers in their communities, racial discrimination in 
health care settings, and increased stigma surrounding substance use disorders, including 
opioid use disorder.26  To explore potential disparities among Medicaid enrollees, we examined 
data from 15 States that provide relatively complete and valid enrollee race and ethnicity data 
according to CMS.27   

In the 15 States that we reviewed, almost three-quarters (71 percent) of enrollees with opioid 
use disorder who identified as White received MOUD in 2021 compared to approximately half 
(53 percent) of the enrollees with opioid use disorder who identified as Black or African 
American.  The lower rate of MOUD use among Black/African American enrollees is especially 
concerning because overdose deaths have increased at greater rates among Black people.28   

Enrollees with opioid use disorder who identified as Asian, Native Hawaiian/Other Pacific 
Islander, or American Indian/Alaska Native were also less likely to receive MOUD.  MOUD 
utilization rates were similar between Medicaid enrollees with opioid use disorder who identified 
as Hispanic or Latino and those who did not.29  

In the 15 States with reliable Medicaid race/ethnicity data, only 53 percent of 
Black/African American enrollees with opioid use disorder received MOUD compared 
to 71 percent of White enrollees.     

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: OIG analysis of 2021 Medicaid enrollment data and Medicaid/Medicare claims data. 
*The overall MOUD utilization rate among enrollees for whom race was populated in the 15 States with low-concern enrollee 
race/ethnicity data was 69 percent, which is slightly higher than the nationwide rate of 66 percent.  
Note: Figures displayed are based on enrollees’ voluntary self-identification of race and are limited to States with “low concern” 
enrollee race/ethnicity data per CMS’s DQ Atlas.  In these States, race was populated in the Transformed Medicaid Statistical 
Information System (T-MSIS) for 531,098 enrollees with opioid use disorder.  Enrollees who selected multiple races were included in all 
corresponding race calculations.  For example, an enrollee who selected “White” and “Asian” was included in our analyses of both races.  

DISPARITIES IN MOUD USE AMONG MEDICAID ENROLLEES 
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Only 11 percent of Medicaid enrollees 18 years of age and younger 
with opioid use disorder received MOUD through Medicaid or 
Medicare  

Although less than 1 percent of Medicaid enrollees with opioid use disorder were 18 years of 
age and younger, this age group faces unique challenges in accessing MOUD.30  Despite 
increasing overdose deaths among children and adolescents, some providers may be hesitant to 
treat this age group with MOUD due to its limited approval for patients under the age of 18.31, 32    
However, providers may deem unapproved use to be medically appropriate for some younger 
patients.33  Similarly, opioid treatment programs are permitted to treat patients under the age of 
18 with MOUD in certain circumstances (e.g., if the patient has demonstrated failed attempts at 
non-drug treatment).34  Still, some enrollees may be unable to find providers that offer or 
specialize in pediatric MOUD treatment.  For example, a recent study found that only 
one in four adolescent residential addiction treatment facilities offer buprenorphine.35   

In 2021, only 11 percent (1,439 of 12,938) of children and adolescent enrollees diagnosed with 
opioid use disorder received MOUD, compared to 70 percent of enrollees between the ages of 
19 and 44.  In other words, enrollees with opioid use disorder between the ages of 19 and 44 
were approximately six times more likely to receive MOUD than enrollees 18 years of age and 
younger.  Among children and adolescent enrollees with opioid use disorder, those under the 
age of 16 were especially less likely to receive treatment.  Less than 3 percent of enrollees with 
opioid use disorder (162 of 6,094) in this age group received MOUD.   

We also found that less than half of enrollees aged 65 and older with opioid use disorder 
received MOUD in 2021.  Misunderstandings about opioid use disorder among older adults; 
complications related to treating their comorbidities; and lack of nursing facilities that are willing 
and/or able to provide MOUD may contribute to lower MOUD utilization among this age 
group.36, 37 

Enrollees 18 years of age and younger with opioid use disorder were least likely to 
receive MOUD. 

 

 

 

 
 
 
 
Source: OIG analysis of 2021 Medicaid enrollment data and Medicaid/Medicare claims data.   
Note: Figures displayed represent 1,515,073 enrollees with opioid use disorder for whom age was known. 
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Enrollees who had a disability and/or blindness were less likely to 
receive MOUD for their opioid use disorder 

Only 56 percent of enrollees with opioid use disorder who had a disability and/or blindness 
received MOUD in 2021 as compared with 67 percent of those without a disability or blindness.  
People with disabilities may be less likely to receive MOUD because of insufficient accessibility at 
treatment centers or providers’ offices.  For example, providers may lack accessible parking and 
entrances at their facilities or may be unequipped to communicate with people whose vision or 
hearing is impaired.38   

Only 56 percent of enrollees with opioid use disorder who had a disability and/or 
blindness received MOUD.  

 

 
 
 
 

Source: OIG analysis of 2021 Medicaid enrollment data and Medicaid/Medicare claims data.    
Note: Figures displayed represent 1,515,126 enrollees with opioid use disorder.  We used eligibility data to identify enrollees who 
were eligible for Medicaid due to disability and/or blindness.  Eligibility records may not have accurately captured the actual 
disability/blindness status of all enrollees in 2021 (i.e., 2021 eligibility redeterminations may not have been conducted if a State was 
offering continuous coverage). 
 
We also examined differences in MOUD utilization by additional enrollee characteristics, such as 
sex, dual eligibility for Medicare, and pregnancy status.  See Appendix B for details. 

  



Many Medicaid Enrollees with Opioid Use Disorder Were Treated with Medication; However, Disparities  
Present Concerns, OEI-BL-22-00260 Findings | 8 

STATE VARIATION IN MOUD USE 

Among individual States, the rate of MOUD utilization varied widely  
Among individual States and Washington, D.C., the rate of opioid use disorder among Medicaid 
enrollees in 2021 ranged from less than 1 percent to 6 percent, with MOUD utilization varying 
widely.  For example, only 37 percent of Medicaid enrollees with opioid use disorder in Illinois 
received MOUD compared to 89 percent of Medicaid enrollees with opioid use disorder in 
Rhode Island.   

States have some flexibility in designing their coverage of MOUD, including whether to impose 
utilization management controls such as prior authorization and preferred drug lists.39  Such 
benefit designs, as well as differences in access to providers (e.g., State restrictions on opening 
new opioid treatment programs, lack of mobile treatment programs that deliver MOUD, etc.), 
may contribute to the variation of MOUD utilization rates among States.     

In 10 States, less than half of enrollees with opioid use disorder 
received MOUD  

In 10 States, less than half of enrollees with opioid use disorder received MOUD in 2021.  In 
these 10 States, approximately 119,000 of 215,000 enrollees with opioid use disorder did not 
receive MOUD, representing nearly a quarter of all such enrollees nationwide.   

We found that many of these States had significantly lower MOUD use compared to other 
States with similar rates of opioid use disorder.  For example, approximately 2 percent of 
Medicaid enrollees in both New York and Virginia had opioid use disorder in 2021.  However, 
only 47 percent of the enrollees in New York received MOUD compared to 79 percent of 
enrollees in Virginia.  Similarly, 1 percent of enrollees in both Illinois and South Carolina had 
opioid use disorder, but enrollees in South Carolina were twice as likely to receive MOUD as 
enrollees in Illinois.  See Appendix C for a full list of MOUD utilization rates by State.  
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MOUD utilization rates among Medicaid enrollees varied widely by State in 2021, 
with less than 50 percent of enrollees receiving MOUD in 10 States.   

Source: OIG analysis of 2021 Medicaid enrollment data and Medicaid/Medicare claims data.  
*Before rounding, Wyoming’s rate of MOUD utilization was below 50 percent. 
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CONCLUSION AND RECOMMENDATIONS  

Access to MOUD is crucial to reduce overdose mortality and improve the quality of life of 
people with opioid use disorder.  Medicaid is uniquely positioned to achieve these goals given 
that the program is estimated to cover almost 40 percent of nonelderly adults with opioid use 
disorder.40  Although CMS and States have taken several steps in recent years to increase MOUD 
access in Medicaid, our findings demonstrate that a significant number of enrollees with opioid 
use disorder may not be receiving this life-saving treatment.  OIG found that one-third of the 
1.5 million Medicaid enrollees with opioid use disorder did not receive MOUD through Medicaid 
or Medicare in 2021.  Enrollees in certain demographic groups—particularly those who identify 
as Black or African American or those under the age of 19—were less likely to receive MOUD 
than other enrollees.  In addition, we identified wide geographic variation in treatment rates.  
Notably, in 10 States, less than half of enrollees with opioid use disorder received MOUD.   

OIG recognizes that CMS’s capacity to address the issues raised in this report is somewhat 
limited.  However, as laws and regulations surrounding drug-related treatment continue to 
evolve, CMS should take further steps to increase the use of MOUD among Medicaid enrollees 
in need, especially among groups who may be underserved.  Such efforts would align with 
CMS’s Behavioral Health Strategy goals to strengthen equity and improve access to substance 
use disorder treatment, which includes MOUD.41   

Our recommendations reinforce CMS’s overall policy agenda for Medicaid and CHIP, which 
includes providing “actionable, timely technical assistance and guidance,” and committing to 
“pursu[ing] every avenue to engage with providers and other stakeholders, especially people 
and their families who are covered by Medicaid and CHIP.”42      

We recommend that CMS:  

Encourage and support States’ efforts to reduce barriers to MOUD, 
especially among groups who may be underserved 

CMS should help States—especially those with low rates of MOUD use—identify and reduce 
barriers that hinder access to treatment.  CMS could offer States technical assistance, 
collaborative learning opportunities, webinars, toolkits, and other resources.  Through its 
Medicaid Innovation Accelerator Program, CMS offered States similar types of support from 
July 2014 through September 2020 for reducing substance use disorders.43  CMS’s initiatives 
should include efforts to identify and reduce disparities in MOUD use among the groups we 
found to be underserved (e.g., enrollees of certain races). 

Complete and consistent enrollee race and ethnicity data are critical to (1) understand access 
challenges faced by certain racial and ethnic groups; (2) identify potential policies and programs 
that can reduce disparities; and (3) assess the effectiveness of the initiatives.  However, only 
15 States have relatively valid and complete race and ethnicity data, according to CMS.44  This  
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prevented OIG from assessing racial and ethnic disparities in MOUD use nationwide for this 
study.  As part of its efforts to reduce disparities in MOUD use, and in alignment with CMS’s 
2022-2032 Framework for Health Equity, the agency may therefore wish to continue helping 
States standardize and improve their Medicaid race and ethnicity data.45 

Encourage States and work with Federal partners to educate Medicaid 
and CHIP enrollees about access to MOUD  

Until October 2020, State Medicaid programs were not explicitly required to cover MOUD.46  
Similarly, CHIP coverage of MOUD was not required until October 2019.47  As a result, some 
enrollees may be unaware that they currently can obtain MOUD treatment under Medicaid and 
CHIP and should be informed about the mandatory coverage.  Additionally, CMS should 
encourage States and work with Federal partners to educate enrollees about the increased 
availability of buprenorphine in office-based settings due to the recent removal of the waiver 
requirement. 

For example, CMS could create a campaign to help disseminate this information to Medicaid 
and CHIP enrollees.  As part of the campaign, CMS could create resources such as fact sheets, 
social media materials, etc.  CMS could also work with its Federal partners, such as the Office of 
the Surgeon General, to educate Medicaid and CHIP enrollees about the benefits of MOUD.   

Targeted campaigns and other similar initiatives will become even more critical if the end of the 
mandatory MOUD coverage period in 2025 results in States placing restrictions on MOUD.  CMS 
should continue to stay apprised of State MOUD policies and encourage States to educate 
enrollees about any changes in MOUD coverage.     
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AGENCY COMMENTS AND OIG RESPONSE 

 

CMS neither concurred nor nonconcurred with our recommendations.  The agency instead 
stated that it already works with States to increase access to MOUD and ensure that enrollees 
are educated regarding access.   

In response to our recommendation that CMS encourage and support States’ efforts to reduce 
barriers to MOUD, especially among groups who may be underserved, the agency stated that it 
works with States to increase access to MOUD via the mandatory state plan benefit and 
substance use disorder Section 1115 demonstration initiatives.  CMS also stated that it has 
imputed missing enrollee race and ethnicity data, which States can use to better understand 
where to target additional efforts.   
 
OIG acknowledges and thanks CMS for its efforts; however, opportunities exist for additional 
action given our concerning finding that certain demographic groups were much less likely to 
receive MOUD.  CMS should—in alignment with the agency’s Behavioral Health Strategy—
further work with States to reduce disparities in MOUD use, ensuring that more enrollees receive 
life-saving treatment.  For example, CMS could offer States technical assistance, collaborative 
learning opportunities, webinars, toolkits, and other resources.  CMS could also help States 
gather more complete self-reported enrollee race and ethnicity data, as self-identification—
rather than imputation—is regarded as the preferred means for obtaining race and ethnicity 
information.48  
 
In response to our recommendation that CMS encourage States and work with Federal partners 
to educate Medicaid and CHIP enrollees about access to MOUD, the agency stated that it stays 
apprised of State policy changes through the State plan amendment process and already works 
with States to ensure that enrollees are educated regarding access.   
 
OIG recognizes CMS’s efforts; however, we continue to recommend that CMS ensure that 
enrollees are educated about access to MOUD.  The 2020-2025 MOUD coverage requirement in 
the SUPPORT for Patients and Communities Act represents a significant expansion in 
comprehensive Medicaid coverage of MOUD.  Additionally, enrollees who were previously 
unable to access buprenorphine for opioid use disorder may be unaware that more providers 
can now prescribe buprenorphine due to the removal of the waiver requirement in late 2022.  
OIG believes that the rapidly evolving landscape of drug-related laws and regulations warrants 
concerted efforts to educate enrollees about expanded access beyond routine state plan 
amendment processes.   
 
CMS noted that it anticipates that States will continue to cover a wide variety of MOUD after the 
SUPPORT for Patients and Communities Act coverage requirement expires in September 2025.  
We ask that CMS encourage States that ultimately continue coverage of MOUD beyond 2025 to 
advertise their coverage to enrollees through campaigns, social media posts, or other easily 
accessible materials.  Additionally, OIG continues to encourage CMS to develop its own 
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educational materials in collaboration with Federal partners such as the Surgeon General and 
SAMHSA.  State Medicaid programs could use such materials to educate enrollees about the 
availability and benefits of MOUD treatment or as models for developing their own materials.  
 
We ask that CMS clarify in its Final Management Decision its concurrence or nonconcurrence 
with each recommendation and the steps it is taking to implement each recommendation. 

For the full text of CMS’s comments, see Appendix D. 
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METHODOLOGY 

Data Analysis  

Identifying Enrollees with Opioid Use Disorder 
States submit Medicaid and CHIP (hereinafter collectively referred to as “Medicaid”) data to CMS 
through the Transformed Medicaid Statistical Information System (T-MSIS).  We used T-MSIS 
claims data to identify Medicaid enrollees with opioid use disorder in the 50 States and 
Washington, D.C.49  We considered an enrollee to have opioid use disorder if they had at least 
one 2021 Medicaid claim that included (1) an “opioid abuse” or “opioid dependence” diagnosis 
code or (2) a service from an opioid treatment program.50   

Identifying Enrollees Who Received Medications for Opioid Use Disorder 
To determine the extent to which Medicaid enrollees received MOUD, we counted the number 
of Medicaid enrollees with opioid use disorder who had a Medicaid pharmacy, outpatient, or 
inpatient claim for buprenorphine, methadone, or naltrexone in 2021 in the 50 States or 
Washington, D.C.51  Because Medicare is the primary payer for people dually enrolled in 
Medicare and Medicaid, we also determined the number of dual-eligible Medicaid enrollees 
who had a Medicare pharmacy, outpatient, or inpatient claim for buprenorphine, methadone, or 
naltrexone.  We used Medicaid claims data to identify the most common settings in which 
enrollees received MOUD through Medicaid.  We did not analyze the settings of Medicare-paid 
MOUD claims.  We used Medicaid enrollment (e.g., sex) and eligibility (e.g., basis for eligibility) 
data to identify demographic disparities among enrollees who received MOUD. 

Limitations  
This data brief relied on claims data to determine the extent to which Medicaid enrollees with 
opioid use disorder received MOUD.  Because we used claims data rather than medical records 
to identify enrollees with opioid use disorder, we likely underestimated the actual number of 
enrollees in Medicaid who are in need of treatment.52  In addition, because we did not examine 
medical records, we were unable to confirm the validity of the diagnosis code on the claim (e.g., 
whether the patient actually met diagnostic criteria for opioid use disorder, or whether a 
provider correctly used a diagnosis code, such as that of opioid dependence, etc.).   

Further, our analysis may have underestimated the actual number of enrollees who received 
MOUD if they received treatment through sources that were not included in this review (e.g., 
other insurance or self-pay).  Additionally, States may have misreported MOUD paid for by their 
Medicaid or CHIP programs.  Although T-MSIS is the most comprehensive national Medicaid 
and CHIP data set, its size, complexity, and frequency of updates influence the quality of its 
data.53  We did not independently verify the completeness or accuracy of the data.   
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We did not assess whether the enrollees included in our study were continuously covered by 
Medicaid in 2021.  In other words, some enrollees may not have received MOUD through 
Medicaid because they were enrolled in the program for only a short period of time.  However, 
we anticipate the number of people who disenrolled from Medicaid to be low in 2021 due to 
provisions that mandated continuous Medicaid enrollment during most of the Public Health 
Emergency in order to receive a temporary Federal medical assistance percentage increase.54   

Some enrollees with opioid use disorder may not have received MOUD if they or their provider 
determined that MOUD was not an appropriate treatment option.  For example, some providers 
may prefer to treat patients under the age of 18 with alternative therapies such as counseling.  
We did not examine whether enrollees received forms of treatment other than MOUD. 

Standards 
We conducted this study in accordance with the Quality Standards for Inspection and Evaluation 
issued by the Council of the Inspectors General on Integrity and Efficiency. 

 



Many Medicaid Enrollees with Opioid Use Disorder Were Treated with Medication; However, Disparities  
Present Concerns, OEI-BL-22-00260 Appendix A | 16 

Characteristics of Medicaid enrollees with opioid use disorder in 2021    
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*Eligible under the Affordable Care Act’s expanded coverage for adults 55 

Source: OIG analysis of 2021 Medicaid enrollment data and Medicaid/Medicare claims data.56  
Note: The summaries of race and ethnicity are based on enrollees’ voluntary self-identification.  Percentages sum to more than 100 percent 
because some enrollees selected multiple races, and some selected multiple ethnicities.  Race was unspecified for less than .1 percent of 
enrollees.   
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Differences in the rate of MOUD utilization among Medicaid 
enrollees with opioid use disorder, by enrollee characteristics  

APPENDIX B 

  

 

 

 

 

  *Eligible under the Affordable Care Act’s expanded coverage for adults 57 

 

Source: OIG analysis of 2021 Medicaid enrollment data and Medicaid/Medicare claims data.58  

Percentage within characteristic group who received MOUD 
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APPENDIX C 

Rates of opioid use disorder and MOUD utilization among Medicaid 
enrollees in 2021, by State 
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Source: OIG analysis of 2021 Medicaid enrollment data and Medicaid/Medicare claims data.  
Note: Some enrollees were associated with multiple States. 
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APPENDIX D 

Agency Comments 
 

Following this page are the official comments from CMS. 
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analyzed).  Eligibility records may not have accurately captured the actual status of all enrollees in 2021 (i.e., 2021 eligibility 
redeterminations may not have been conducted if a State was offering continuous coverage).  We used T-MSIS claims data to 
determine if the enrollees in our study were associated with (1) fee-for-service claims; (2) managed care claims; or (3) both fee-
for-service and managed care claims during the period of review.  Under fee-for-service, States pay providers directly for 
covered services received by enrollees.  Under managed care, States pay fees to managed care plans, and the plans pay 
providers for services received by enrollees in accordance with the plan’s contract with the State.   

https://www.medicaid.gov/dq-atlas/welcome
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