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Medicaid Is Key to Building
a System of Comprehensive Substance Use Care
for Low-Income People
By Anna Bailey, Kyle Hayes, Hannah Katch, and Judith Solomon
Robust and reliable funding for substance use disorder (SUD) services is essential for closing the
treatment gap, where fewer than 13 percent of the 21 million-plus people who need substance use
services get any. 1 (See Figure 1.) A comprehensive system of SUD care would provide a full
continuum of treatment and recovery services to people living with all types of substance use
disorders, integrate care for their co-occurring physical and mental health conditions, advance racial
equity in treatment access and quality, and connect people with services to meet their social needs.
Medicaid should be the foundation for funding comprehensive care for people with low incomes. *
The ripple effects of inaccessible SUD care include the placement of children into foster care, job
loss, racial disparities in outcomes — and preventable deaths. 2 The Centers for Disease Control and
Prevention (CDC) conservatively estimates that an average of 95,000 people died each year from
excessive alcohol use between 2011 and 2015, the most recent years with available data. 3 At over
71,000, deaths from drug overdoses set a new record in 2019. They are likely to be even higher in
2020, CDC provisional data show. 4
To address the lack of access to care and improve outcomes for people with SUDs, the nation
needs a comprehensive, adequately financed system in which every person with a SUD — regardless
of their economic circumstances — can readily access evidence-based care. We outline key elements
of such a system, for instance delivering evidence-based care, in the text box, “Critical
Characteristics of a Comprehensive Substance Use System of Care.”
Medicaid should be the foundation for a system of care for people with low incomes. It can cover
a rich array of clinical SUD treatment services, recovery supports, and other mental and physical
health care. And in contrast to annually appropriated grant programs, Medicaid guarantees health
coverage to all who qualify, so funding adjusts to meet rising need. Grant funding and other
resources should complement Medicaid, paying for services that Medicaid doesn’t cover and funding
treatment for people with SUDs who are under- or uninsured. 5 Fully funding social services that
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remove barriers to care, such as affordable housing and employment supports, is also critical to
improving access to SUD treatment services and recovery outcomes.
FIGURE 1

State and federal policymakers can make tremendous progress toward creating a comprehensive
system of care for people with SUDs by fully leveraging Medicaid. Among other steps, they can:
•

Expand Medicaid coverage in the 12 states that have not yet adopted expansion (and
promptly implement expansion in Missouri and Oklahoma, which adopted it last year
through ballot initiatives);

•

Ensure that state Medicaid plans cover the full continuum of SUD services and that
Medicaid beneficiaries have access to providers who deliver it;

•

Ensure that grants and other temporary funding streams complement Medicaid to expand
access to services, rather than fund services Medicaid covers or could cover; and

•

Expand and improve access to federal programs, such as affordable housing and child care
programs, that address unmet social needs that create barriers to care.
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Critical Characteristics of a Comprehensive Substance Use System of Care
It’s essential that a truly comprehensive SUD system of care:
Provide a full continuum of treatment and service options that are tailored and coordinated to
meet behavioral and physical health needs. Substance use treatment is not one-size-fits-all. A
wide range of services should be available, including early interventions, outpatient services,
residential and inpatient services, and physical and behavioral health care to treat co-occurring
health conditions.a
Make high-quality services available to people with all types of substance use disorders. Highquality treatment and services should be available regardless of an individual’s SUD diagnosis.
Trends in substance use change, so a system of care should respond to emerging crises in real
time while continuing to address existing needs.
Provide services rooted in latest evidence and reflecting best practices. For instance, medication
assisted treatment — which combines medication with behavioral therapy — for opioid use
disorder is strongly supported by research yet remains under-used.b
Advance racial equity. All people with SUDs should have access to the best available care
regardless of their race or ethnicity. While substance use disorders and inadequate access to
treatment are serious problems among all racial and ethnic groups, communities of color face
additional barriers to treatment. The SUD system of care should be tailored to meet the needs of
communities of color.
Connect people to the non-health resources and social services they need to begin treatment
and maintain recovery. The most effective treatment programs for substance use disorders
combine substance use treatment and mental health services with social supports, including
housing, child care, vocational supports, educational services, legal services, and financial
supports.c
a American

Society of Addiction Medicine, “The ASAM Criteria,” https://www.asam.org/resources/the-asamcriteria/about; U.S. Department of Health and Human Services, Office of the Surgeon General, “Facing Addiction in
America: The Surgeon General’s Report on Alcohol, Drugs, and Health,” November 2016,
https://addiction.surgeongeneral.gov/sites/default/files/surgeon-generals-report.pdf.
Substance Abuse and Mental Health Services Administration, “MAT Medications, Counseling, and Related Conditions,”
https://www.samhsa.gov/medication-assisted-treatment/treatment.
b

Maria Paino, Lydia Aletraris, and Paul Roman, “The Relationship Between Client Characteristics and Wraparound
Services in Substance Use Disorder Treatment Centers,” Journal of Studies on Alcohol and Drugs, Vol. 77, No. 1,
January 2016, http://www.jsad.com/doi/pdf/10.15288/jsad.2016.77.160; National Institutes for Health, National
Institute on Drug Abuse, “Principles of Drug Addiction Treatment: A Research-Based Guide (Third Edition),” updated
January 2018, https://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guidethird-edition/frequently-asked-questions/what-drug-addiction-treatment.
c

Maximize Medicaid’s Sustainable and Reliable Funding
The Affordable Care Act’s (ACA) Medicaid expansion dramatically increased health coverage for
many people with SUDs. Prior to expansion, many low-income, non-elderly adults with SUDs were
not eligible for Medicaid — and were largely left uninsured — because they didn’t meet the strict
eligibility criteria for federal disability programs. Moreover, the ACA required states to include SUD
3

treatment as a covered benefit for people eligible under Medicaid expansion. But more can be done
to further leverage Medicaid to improve SUD care and services by further expanding Medicaid,
covering all services Medicaid can cover, and taking steps to increase provider participation.
All States Should Expand Medicaid Eligibility
Health coverage is essential for people with SUDs to obtain comprehensive care, but many lowincome people remain uninsured, particularly in states that have yet to expand Medicaid. In the
states that have expanded Medicaid, the program has been a powerful tool for improving coverage
and access to care for people with SUDs. The uninsured rate among people with opioid-related
hospitalizations fell dramatically in states that expanded, from 13.4 percent in 2013 (the year before
expansion took effect) to just 2.9 percent two years later. (See Figure 2.)
After Kentucky expanded Medicaid in 2014, the number of Medicaid beneficiaries using substance
use treatment services in the state jumped by 700 percent. One study finds that Medicaid expansion
increased treatment facility admissions in which patients were given medication assisted treatment
(MAT) — the gold standard treatment for opioid use disorder — by about 50 percent. 6
FIGURE 2

Yet 12 states have yet to adopt Medicaid expansion under the ACA (and Oklahoma and Missouri
won’t implement it until July). This leaves millions without coverage, including for SUD care. And it
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leaves states with fewer resources to address the substance use and overdose death crises and
protect access to care during the COVID-19 pandemic and recession. 7 If the remaining 14 states
implemented expansion, at least 4 million uninsured people would become eligible for Medicaid
coverage. 8 Implementing Medicaid expansion in all states would also help narrow racial inequities in
health coverage rates and remove a key barrier to SUD care. Nearly 60 percent of the uninsured
people who could gain coverage in the remaining non-expansion states are people of color. 9

A Tailored Response Is Needed to Promote Equitable SUD
Treatment and Services
Lack of access to health coverage and SUD care is a major problem among all racial and ethnic
groups, but people of color often face greater barriers to high-quality SUD treatment services.
Black people, Latinx people, Native Americans, and Pacific Islanders are more likely than white
people to be uninsured, which can prevent access to quality SUD treatment.a There are also racial
disparities in access to some treatment services, with one study finding that Black people were
much less likely than white people to be prescribed buprenorphine, one of the three drugs that the
Food and Drug Administration approved to treat opioid use disorder.b While available research is
mixed, some studies find that people of color who get treatment face greater barriers to
completing treatment programs, are more likely to report having negative experiences during
treatment, and may have worse treatment outcomes in part due to differences in the quality of
treatment they receive.c
Communities of color also often experience the substance use crisis differently than white
communities. For instance, the rate of increased overdose deaths from synthetic opioids such as
fentanyl — a major driver in the uptick in opioid overdose deaths in recent years — varies by race
and has been highest for Black and Latinx people.d A one-size-fits-all response to the opioid
epidemic will fail to address these differences.
Punitive responses to substance use also continue to disproportionately harm communities of
color. Black people are much more likely than white people to be arrested and incarcerated for
drug-related charges despite having very similar rates of drug use.e Involvement with the justice
system can interrupt treatment, and jails and prisons often lack quality SUD treatment services,
leaving people at greater risk of relapse and overdose when they return home from jail or prison.f
a Samantha Artiga, Kendal Orgera, and Anthony Damico, “Changes in Health Coverage by Race and Ethnicity since
Implementation of the ACA, 2013-2017,” Kaiser Family Foundation, February 2019, https://www.kff.org/disparitiespolicy/issue-brief/changes-in-health-coverage-by-race-and-ethnicity-since-implementation-of-the-aca-2013-2017/.
b Pooja Lagisetty et al., “Buprenorphine Treatment Divide by Race/Ethnicity and Payment,” JAMA Psychiatry, May 2019,
https://jamanetwork.com/journals/jamapsychiatry/article-abstract/2732871.
c Sara Matsuzaka and Margaret Knapp, “Anti-racism and substance use treatment: Addiction does not discriminate, but
do we?” Journal of Ethnicity in Substance Abuse, January 2019, https://www.ncbi.nlm.nih.gov/pubmed/30642230.
d See the Substance Abuse and Mental Health Services Administration on “The Opioid Crisis and the Hispanic/Latino
Population: An Urgent Issue,” July 2020, https://store.samhsa.gov/product/The-Opioid-Crisis-and-the-Hispanic-LatinoPopulation-An-Urgent-Issue/PEP20-05-02-002, and on “The Opioid Crisis and the Black/African American Population: An
Urgent Issue,” April 2020, https://store.samhsa.gov/product/The-Opioid-Crisis-and-the-Black-African-AmericanPopulation-An-Urgent-Issue/PEP20-05-02-001.
e Hamilton Project, “Rates of Drug Use and Sales, by Race; Rates of Drug Related Criminal Justice Measures, by Race,”
October 2016,
https://www.hamiltonproject.org/charts/rates_of_drug_use_and_sales_by_race_rates_of_drug_related_criminal_justic
e
f German Lopez, “How America’s prisons are fueling the opioid epidemic,” Vox, updated March 26, 2018,
https://www.vox.com/policy-and-politics/2018/3/13/17020002/prison-opioid-epidemic-medications-addiction.
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While Medicaid expansion is already a great financial deal for states, the American Rescue Plan
Act (the Act) provides an additional financial incentive for the remaining states to quickly expand
Medicaid coverage. If they do, the Act gives them a two-year, 5-percentage-point increase in their
federal medical assistance percentage (FMAP) for all non-expansion enrollees, who account for
most of a state’s Medicaid enrollees and costs. 10 In addition to increasing coverage, the enhanced
federal match gives states a big boost in federal funding that they could use to further enhance SUD
services, such as by covering additional services in their state Medicaid plans or increasing provider
reimbursement rates.
State Medicaid Programs Should Cover Full Continuum of SUD Services
State Medicaid programs should cover the range of treatment and recovery supports that people
with SUDs need. The American Society of Addiction Medicine’s (ASAM) nationally recognized
criteria recommend that SUD continuum of care seamlessly transition people between different
levels of care — from early interventions to outpatient services and residential and inpatient services
— as their treatment and recovery needs change. 11 Services should also include recovery support
services that reduce barriers to recovery, such as peer supports and supportive housing and
supported employment. 12 And the SUD continuum of care should also ensure access to treatment
for co-occurring conditions, such as serious mental illness, diabetes, or HIV/AIDS. 13
States have multiple ways to fund a full continuum of clinical care and an array of recovery
support services in their Medicaid programs. Yet only 12 states’ Medicaid plans covered services
across all ASAM levels of clinical SUD services in 2018, according to the Medicaid and CHIP
Payment and Access Commission’s most recent comprehensive analysis. 14 Federal policymakers
should encourage states to cover the full continuum of SUD services in their Medicaid programs.
States can leverage new Medicaid funding from the American Rescue Plan Act to cover additional
services, including the expansion incentive and the one-year, 10-percentage-point increase in federal
Medicaid funds intended to enhance home- and community-based services, which includes many
community-based SUD services. 15
The following are some key avenues to covering SUD services.
Cover a range of outpatient and community-based treatment and recovery support services
States can use Medicaid’s rehabilitation services option and section 1915(i) to cover outpatient
treatment, such as counseling, MAT, intensive outpatient programs, and case management. 16 These
community-based services help people begin and maintain recovery from SUDs while continuing to
work, care for loved ones, and maintain important social connections. 17 Access to community-based
services, including telehealth, has also been essential for protecting access to care while maintaining
social distance during the COVID-19 pandemic. While all state Medicaid programs cover at least
some outpatient services, gaps remain. Several did not cover intensive outpatient services in 2018, for
instance. 18
State Medicaid programs also vary widely in their coverage of recovery support services and cover
some types of these services rarely. 19 Recovery supports include peer support services delivered by
people with lived experience with SUD recovery, supported employment services that help people
enter and succeed in the competitive job market, and tenancy supports that help people find and
maintain stable housing and are often paired with rental assistance to provide supportive housing —
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a proven strategy for ending homelessness for people with behavioral health conditions. 20 While 38
states covered at least some peer support services for people with SUDs in 2018, only four covered
tenancy support services. 21 (See Figure 3.) While many states covered peer support or
comprehensive community support services for at least some people with substance use disorders,
some states limit coverage of those and other recovery support services to certain settings or
beneficiaries, such as people transitioning out of institutional care or those with co-occurring mental
health conditions.
FIGURE 3
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Couple community-based care with residential and inpatient services
Federal Medicaid funding is usually not available for inpatient and residential substance use
treatment facilities due to Medicaid’s institution for mental disease statutory exclusion. 22 But in 2015,
the Obama Administration issued guidance (later continued by the Trump Administration, with
revisions) outlining how states could use section 1115 demonstrations to cover residential and
inpatient SUD services, coupled with community-based services “to ensure a robust continuum of
care.” 23
To date, over half of states have approved SUD 1115 demonstrations. 24 While some have used
their SUD demonstrations to significantly improve access to community-based services, the Centers
for Medicare & Medicare Services (CMS) should ensure that all states with demonstrations make
meaningful progress toward ensuring access to community-based care. Residential and inpatient
services are not appropriate for everyone with a substance use disorder.
In addition, without adequate community-based services, people transitioning out of intensive
treatment may face gaps in services when they return home from residential or patient care, putting
their recovery at risk. In 2018 nearly 3 out of 4 Medicaid beneficiaries who exited inpatient or
residential treatment received no outpatient or community-based services within 30 days of
discharge. 25
CMS should also require that states approved for new or renewed demonstrations maintain prior
levels of funding for SUD services. State SUD treatment grants funded by general revenue can help
fill gaps in treatment and recovery services that Medicaid does not cover. 26
In addition to demonstration waivers, under the SUPPORT Act27 states can cover up to 30 days
of residential and inpatient care annually through a state plan amendment. In order to qualify for the
option, states must use other Medicaid authorities to cover all levels of care under the ASAM criteria
— including community-based services. States must also ensure that at least two forms of MAT are
available in inpatient settings, implement evidence-based clinical screening tools, maintain state and
local SUD funding, and ensure that patients have access to appropriate outpatient services when
transitioning out of higher levels of care. 28 This option took effect in October 2019 and continues
through September 2023. To date, Idaho is the only state that has used it. 29
Use Medicaid’s health home option to coordinate and integrate care for beneficiaries with SUDs
Health homes provide intensive care coordination to manage all aspects of Medicaid beneficiaries’
health care, including physical health, behavioral health, and social services needs that can affect
access to care. Thirteen states have used health homes to serve people with SUDs as of September
2018. 30 State officials and providers that implemented health homes in Maryland, Rhode Island, and
Vermont for people with opioid use disorders reported that the health homes improved access to
appropriate care, enabled better assessment of needed social services, and enhanced communication
between different provider systems. 31
Use Medicaid’s mobile crisis option to prevent unnecessary hospitalizations
and incarceration for beneficiaries with SUD
Mobile crisis teams led by behavioral health professionals help de-escalate behavioral health crises
and connect people to community-based services. This, in turn, avoids costly emergency department
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visits and hospitalizations 32 and may also prevent the arrest and incarceration of people with
behavioral health conditions, who are disproportionately represented in the nation’s jails and prisons
and among fatal police shootings. 33 To encourage more states to expand access to these mobile crisis
intervention services, the American Rescue Plan Act provides an 85 percent enhanced federal
matching rate for three years and $15 million in planning grants to states that opt to cover them.
End utilization management practices that hinder Medicaid beneficiaries’ access to evidence-based services
Unnecessarily restrictive policies that prevent or delay receipt of services can undermine coverage
of evidence-based services. Substance use treatment experts and stakeholders are increasingly raising
concerns that some utilization management practices, such as excessive prior authorization
requirements for MAT, prevent or delay access to potentially lifesaving SUD care. 34 As of 2019, 40
state Medicaid programs had prior authorization requirements on at least some medications for
treatment of opioid use disorder. 35 State and federal policymakers — including CMS — should
assess current utilization management strategies to determine whether policies create barriers to care.
Policymakers Should Help SUD Providers Fully Participate in and Leverage Medicaid
Even if state Medicaid programs cover a full range of SUD services, Medicaid beneficiaries may
lack access to comprehensive care when there aren’t enough qualified SUD providers participating
in Medicaid. This lack of provider capacity — an estimated 40 percent of counties lack an outpatient
treatment program, for example — is due to several factors. 36 There are far fewer psychiatrists,
substance use counselors, and social workers than needed to serve people with SUDs, and even
fewer SUD providers participate in Medicaid. 37 Providers may lack resources to set up the
infrastructure necessary to participate in Medicaid. And Medicaid payment rates, which states have
broad discretion to set, are often too low, as are Medicare and private coverage payment rates. 38
These and other provider capacity challenges require policy solutions and resources from outside the
Medicaid program, such as loan forgiveness programs that can encourage providers to work in
underserved areas. But state and federal policymakers can also improve provider capacity using
existing Medicaid capabilities.
Resources and technical assistance to help providers meet requirements to participate in Medicaid
Providers new to Medicaid may need help launching information and electronic medical records
systems, setting up a process to review utilization of services, and tracking Medicaid quality measures
that grant-funded programs often don’t require. 39 Helping providers create these systems would not
only allow them to participate in Medicaid but also enhance the quality of the services they provide.
Many states have done little to help treatment providers overcome barriers to participating in
Medicaid and much work is needed. 40
Some states are implementing a two-phase provider capacity demonstration program under the
SUPPORT Act to help increase provider capacity. In September 2019 CMS awarded 18-month
planning grants to 15 states to help them assess the need for substance use treatment services,
support recruitment of providers, and provide training and other technical assistance to SUD
providers. 41 In the second phase, up to five of those states will receive enhanced federal matching
rates for 36 months for substance use services they deliver under their Medicaid state plans. If the
demonstration is successful, federal lawmakers should expand it to additional states to address
provider capacity more fully.
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Adequacy of SUD payment rates
States have broad discretion in setting Medicaid payment rates. Many providers, researchers, and
officials have raised serious concerns that Medicaid behavioral health payment rates are too low to
ensure enough qualified providers accept Medicaid. 42 Reimbursement rates in Medicare and private
health plans offer little guidance: behavioral health payment rates in public and private health
insurance plans are also widely considered low and are often cited as a major reason that a high
share of behavioral health care providers choose not to accept insurance reimbursement. 43
While more research is needed, some studies suggest that payment rates can affect access to
behavioral health care. 44 For instance, in addition to other measures to cover more services and
enhance provider capacity, Virginia significantly increased — in some cases quadrupled — provider
payment rates for a number of SUD services through its 1115 SUD demonstration, known as the
Addiction and Recovery Treatment Services (ARTS) program. 45 After implementing ARTS, Virginia
saw a 173 percent increase in outpatient providers billing for ARTS services, and an increase in the
number of SUD practitioners participating in Medicaid from about 1,000 to nearly 3,000. 46 Fiftyseven percent more Medicaid beneficiaries used SUD-related treatment services in the Virginia
program’s first year than in the prior year.
Similarly, while other factors may also have had an impact, New Jersey saw a significant increase
in providers applying to participate in Medicaid after raising Medicaid payment rates for multiple
SUD services. Many New Jersey SUD providers reported that the rate increases contributed to
greater service availability. 47 States seeking to improve access to SUD care for Medicaid beneficiaries
can leverage enhanced federal Medicaid matching rates to increase SUD reimbursement rates, such
as the enhanced funding for home- and community-based services in the American Rescue Plan Act.
States also receive a 90 percent federal matching rate for services delivered to Medicaid expansion
enrollees.
States that decrease reimbursement rates, meanwhile, can likely expect declines in access to SUD
services, as happened in Montana. 48 And when Maine cut reimbursement rates for methadone MAT
services in 2010 and 2012, providers reported that the cuts reduced access to and quality of care. 49
Low reimbursement rates reportedly made it harder for affected clinics to expand capacity and
contributed to higher caseloads, with 50 patients per counselor increasing to 150. 50

Coordinate and Target Grants and Other Short-Term Funding
to Complement Medicaid
A comprehensive SUD care system for people with low incomes requires additional resources on
top of the foundation that Medicaid should provide. Grants, which alone are neither sufficient nor
the right mechanism to fund a full continuum of SUD services, play an essential role in filling
funding gaps, building provider capacity, and promoting racial equity when coordinated with
Medicaid and other funding. The same is true for other sources of capped or short-term funding,
such as funds from opioid lawsuit settlements. (See text box, “Use Funds From Opioid Lawsuits to
Improve Access to SUD Care.”)
Before Medicaid expansion, SUD providers lacked reliable funding sources and depended on
grants, fees, and donations, which do not automatically adjust based on need. 51 But relying too
heavily on grants to fund SUD services has several limitations. For example, grant funding often
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doesn’t keep up with need, substance-specific grants (such as opioid grants) don’t address the full
spectrum of need, and information is often lacking on how the grants are used and the outcomes
they produce.
Whenever possible, federal and state policymakers should use grant funding to complement the
services that state Medicaid programs cover rather than to pay for Medicaid-funded services. Better
coordinating Medicaid and grant funding would help ensure that more people with substance use
disorders can obtain the treatment and the comprehensive supports that they need.
States should use grants to fill care and recovery support gaps
On its own, new and existing grant funding will continue to fall short of need. 52 The Substance
Abuse Prevention and Treatment (SAPT) block grant — the primary source of federal grant funding
for SUD treatment ($1.9 billion in 2018) — fell by 10 percent between 2010 and 2018, adjusted for
inflation. 53 Since 2018, policymakers increased the SAPT block grant modestly, and funded $1.5
billion in new grants annually to address the opioid crisis. They also provided more than $3 billion in
emergency grants to help maintain access to SUD services during the COVID-19 pandemic, which
is needed to help SUD providers facing heavy financial losses recover from staff layoffs, program
closures, and measures that have delayed care. 54 In addition, the American Rescue Plan Act gave
states and localities $350 billion in fiscal relief to cover unexpected pandemic-related costs and
revenue losses from the pandemic, and they can dedicate some of that funding to SUD services they
might have provided if the pandemic had not reduced their revenues.
While recent increases in grant funding were needed, the urgency of the substance use crisis
continues to grow. Drug overdose deaths have continued to rise, reaching an all-time high of over
71,000 deaths in 2019 and likely even higher in 2020, according to preliminary CDC data. 55 But
cities, counties, and local providers that receive grant funds aren’t guaranteed to receive the same
amounts from one year to the next, making it hard to plan to meet changing service needs. State and
local officials and providers have raised concerns about the sustainability of federal grants and called
for more reliable funding to address ongoing and future SUD treatment needs. 56
In addition to leveraging Medicaid for SUD services, all states should use the various available
federal and state grant funding to serve people with SUDs who are under- or uninsured.
Coordinating and targeting grant funds helps avoid duplicating what Medicaid can cover, improving
overall access to care. For example, North Carolina used a large majority of its opioid grant funding
to increase access to medication assisted treatment for people without insurance. 57 Increasing
enrollment in the ACA marketplace coverage — which includes SUD coverage — can also help free
up grants to better serve people without insurance. The American Rescue Plan Act boosted
premium tax credits through 2022, making marketplace coverage more affordable. 58
States should also use grants to test new and emerging treatment strategies and build SUD
provider capacity within Medicaid. 59 For instance, Pennsylvania used a section 1115 demonstration
to maximize Medicaid services, including by adding more SUD services to the state’s Medicaid plan,
and directed new federal opioid grant funding to help people with opioid use disorders find and
maintain stable housing. 60 Pennsylvania has also used opioid grants to provide medication assisted
treatment to people in correctional facilities and train SUD providers on important evidence-based
practices. 61
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Federal policymakers should limit use of substance-specific grants
Recognizing the acute need for more SUD treatment funding in light of the opioid crisis, federal
policymakers in recent years have dedicated additional grant funding to serve people with opioid use
disorders, including $500 million in 2017 and $1.5 billion each year since. But the need for substance
use services varies across states and communities, with some experiencing spikes in deaths from
non-opioid substances. Federal lawmakers recently allowed states to use State Opioid Response
grants to serve people struggling with “stimulants” in addition to opioids, but not people with
alcohol or other substance use disorders.
Improve transparency on use of grant funds and better evaluate programs’ impact
New grant programs have been layered onto numerous existing grants that states receive from
several federal agencies, adding to the challenges state and local officials face in coordinating and
administering these resources. 62 Federal policymakers lack information about how states and
localities use SUD grant funds, including whether their programs are duplicating Medicaid, using
evidence-based services, achieving desired outcomes, advancing racial equity, and serving those with
heightened barriers to care, such as people experiencing homelessness. 63And while some grant
programs are beginning to report quality of life and other outcomes that are a high priority for
people living with substance use disorders, too often treatment programs only measure whether
participants completed the program or abstained from substance use for a short period of time. 64
Policymakers need more information to assess what additional investments and policy changes are
needed to ensure grants are coordinated with other funding steams and improve recovery outcomes.
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Use Funds From Opioid Lawsuits to Improve Access to SUD Care
As the opioid crisis continues to claim tens of thousands of lives each year, dozens of states and
hundreds of counties, cities, and tribes are suing to hold prescription opioid manufacturers and
distributors financially (and in some cases criminally) responsible. Several suits have already
resulted in settlement agreements, though most suits are still pending and more settlements
could come.a Many of the jurisdictions involved in ongoing suits aim to reach a large settlement
that has been compared to the multi-billion-dollar Master Settlement Agreement reached between
states and tobacco companies in 1998. However, even a large opioid settlement would almost
certainly be much smaller and pay out over a shorter period than the tobacco settlement, which
awards funds to participating states every year in perpetuity.b
The tobacco settlements offer a cautionary tale about how such funds can be diverted from their
intended purpose.c While states have spent portions of the tobacco settlements on tobacco
cessation and other health-related items, large amounts of the settlement funds have been
regularly diverted to fill state budget shortfalls.d
Like grant funds, the opioid lawsuit awards or settlement funds would provide resources in the
short term and won’t be a sustainable source of funding for treatment. Thus, new resources from
opioid lawsuits should supplement and support — rather than duplicate — Medicaid and other
existing resources that fund SUD services.
a German Lopez, “The thousands of lawsuits against opioid companies, explained,” Vox, October 17, 2019,
https://www.vox.com/policy-and-politics/2017/6/7/15724054/opioid-epidemic-lawsuits-purdue-oxycontin.
b Jan Hoffman, “Payout From a National Opioids Settlement Won’t Be as Big as Hoped,” New York Times, February 17,
2020, https://www.nytimes.com/2020/02/17/health/national-opioid-settlement.html.
c Public Health Law Center at Mitchell Hamline School of Law, Tobacco Control Legal Consortium, “The Master
Settlement Agreement: An Overview,” January 2019,
https://www.publichealthlawcenter.org/sites/default/files/resources/MSA-Overview-2019.pdf.
d U.S. Government Accountability Office, “Tobacco Settlement: States’ Allocations of Payments from Tobacco
Companies for Fiscal Years 2000 through 2005,” February 2007, https://www.gao.gov/assets/120/115580.pdf.

Robust, Sustained Investments Needed in Affordable Housing, Child Care, and
Other Social Services
People with low incomes often face barriers to SUD care because of unmet basic needs. The
conditions in which people live — such as their housing, nutrition, and transportation — can affect
behavioral health outcomes as well as health care use and costs. For instance, the inability to pay
rent and the threat of losing housing causes stress that can trigger substance misuse and relapse. 65
People leaving inpatient or residential treatment often need affordable housing assistance to safely
re-enter their communities, particularly those who would otherwise face homelessness or can’t live
with family or friends because those living environments would threaten their recovery. Lack of
transportation and child care can prevent people from initiating or consistently engaging in
community-based treatment or recovery support services.
Unmet basic needs often reflect systemic racism and contribute to racial disparities in treatment
outcomes. For example, a long history of discriminatory housing policies — such as redlining and
race-based covenants — present-day landlord discrimination, and criminalization of homelessness
create additional barriers to housing for people of color, and Black people in particular. These and
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other discriminatory practices contribute to the higher rates of homelessness among Black people
than white people in every state, putting the recovery of those with SUDs at outsized risk. 66
Low-income individuals, including many Medicaid beneficiaries, also face higher risk of unmet
social needs that interfere with their SUD recovery. Hennepin Health — the accountable care
organization providing Medicaid coverage in Minneapolis and its surrounding suburbs — found that
43 percent of its Medicaid members reported a lack of stable housing. 67 While Medicaid can provide
an important bridge to social services, direct investments outside of the health care system in
affordable housing, child care, voluntary employment services, and other supports are essential. 68
New resources included in the American Rescue Plan Act are a down payment on the investments
needed to ensure that people with low incomes can access SUD services and maintain recovery. The
Act will reduce severe levels of hardship for tens of millions of people most affected by the
COVID-19 pandemic and recession — especially Black and Latinx families — by providing housing
assistance that will prevent millions of impending evictions, funding that will make child care more
affordable for many families, and food assistance to address widespread food insecurity. 69
States and localities can use the substantial new assistance to build a stronger and more equitable
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have access to the stable housing. 72

14

Medicaid can play an important role in connecting beneficiaries to resources that help enrollees
meet their social and basic needs, especially if social services programs are fully funded. States are
increasingly focusing on limiting unnecessary health care spending by helping enrollees meet their
basic needs. For instance, Washington State’s Medicaid program covers tenancy supports and
supported employment for people enrolled in its Foundational Community Supports supportive
housing program, including people with substance use disorders. 73 CMS recently issued updated
guidance about how states can cover housing-related services and supports, including tenancy
services, and other services that help address beneficiaries’ social needs. 74 States should fully use
Medicaid authorities to create cross-sector partnerships and help beneficiaries address the unmet
basic needs that undermine their health. 75

Substance Abuse and Mental Health Services Administration, “Key Substance Use and Mental Health Indicators in the
United States: Results from the 2019 National Survey on Drug Use and Health,” September 2020,
https://www.samhsa.gov/data/sites/default/files/reports/rpt29393/2019NSDUHFFRPDFWHTML/2019NSDUHFF
R1PDFW090120.pdf.
1

See Laura Radel et al., “Substance Use, the Opioid Epidemic, and the Child Welfare System: Key Findings from a
Mixed Methods Study,” Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and
Human Services, March 2018,
https://aspe.hhs.gov/system/files/pdf/258836/SubstanceUseChildWelfareOverview.pdf; Marjorie Baldwin, Steven
Marcus, and Jeffrey De Simone, “Job Loss Discrimination and Former Substance Use Disorders,” July 2010,
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2885482/.
2

3 Marissa B. Esser et al., “Deaths and Years of Potential Life Lost From Excessive Alcohol Use: United States, 20112015,” Centers for Disease Control and Prevention, October 2, 2020,
https://www.cdc.gov/mmwr/volumes/69/wr/mm6939a6.htm.

The increase in overdose deaths is largely being driven by synthetic opioids such as fentanyl, cocaine, and stimulants
such as methamphetamine. F.B. Ahmad, L.M. Rossen, & P. Sutton, “Provisional Drug Overdose Death Counts,”
Centers for Disease Control and Prevention, 2021, https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm. See
also Josh Katz, Abby Goodnough, and Margo Sanger-Katz, “In Shadow of Pandemic, U.S. Drug Overdose Deaths
Resurge to Record,” New York Times, July 15, 2020, https://www.nytimes.com/interactive/2020/07/15/upshot/drugoverdose-deaths.html.
4

5

Health coverage plans offered through the Affordable Care Act’s marketplace must cover behavioral health services
that are comparable to the plan’s physical health coverage, thereby providing access to coverage for substance use
disorder treatment. However, the particular services, medications, and cost-sharing requirements in marketplace plans
vary considerably. States can enforce parity laws to improve marketplace coverage of substance use services and can use
grants to fill treatment funding gaps. Rebecca Peters and Erik Wengle, “Coverage of Substance-Use Disorder
Treatments in Marketplace Plans in Six Cities,” Urban Institute, June 2016,
https://www.urban.org/sites/default/files/publication/81856/2000838-Coverage-of-Substance-Use-DisorderTreatments-in-Marketplace-Plans-in-Six-Cities.pdf.
Angélica Meinhofer and Allison E. Witman, “The role of health insurance on treatment for opioid use disorders:
Evidence from the Affordable Care Act Medicaid expansion,” Journal of Health Economics, Vol. 60, July 2018,
https://www.sciencedirect.com/science/article/abs/pii/S0167629617311530.

6

Center on Budget and Policy Priorities, “Health Reform’s Medicaid Expansion,” https://www.cbpp.org/healthreforms-medicaid-expansion.
7

Jesse Cross-Call, “Medicaid Expansion Has Helped Narrow Racial Disparities in Health Coverage and Access to Care,”
Center on Budget and Policy Priorities, October 21, 2020, https://www.cbpp.org/research/health/medicaid-expansionhas-helped-narrow-racial-disparities-in-health-coverage-and.
8

15

Kaiser Family Foundation, “Who Could Medicaid Expansion Reach in All States?” January 23, 2020,
http://files.kff.org/attachment/fact-sheet-medicaid-expansion-US.

9

10
Tara Straw et al., “Health Provisions in American Rescue Plan Act Improve Access to Health Coverage During
COVID Crisis,” Center on Budget and Policy Priorities, March 11, 2021,
https://www.cbpp.org/research/health/health-provisions-in-american-rescue-plan-act-improve-access-to-healthcoverage.

American Society of Addiction Medicine, “The ASAM Criteria,” https://www.asam.org/resources/the-asamcriteria/about.
11

Medicaid and CHIP Payment and Access Commission (MACPAC), “Recovery Support Services for Medicaid
Beneficiaries with a Substance Use Disorder,” July 2019, https://www.macpac.gov/wpcontent/uploads/2019/07/Recovery-Support-Services-for-Medicaid-Beneficiaries-with-a-Substance-Use-Disorder.pdf.
12

U.S. Department of Health and Human Services, Office of the Surgeon General, “Facing Addiction in America: The
Surgeon General’s Report on Alcohol, Drugs, and Health,” November 2016,
https://addiction.surgeongeneral.gov/sites/default/files/surgeon-generals-report.pdf; MACPAC, 2019.

13

MACPAC, “Report to Congress on Medicaid and CHIP, Chapter 4: Access to Substance Use Disorder Treatment in
Medicaid,” June 2018, https://www.macpac.gov/publication/june-2018-report-to-congress-on-medicaid-and-chip/.

14

15 Jesse Cross-Call, “House Bill Gives States Incentive to Quickly Expand Medicaid, Cover Millions of Uninsured,”
Center on Budget and Policy Priorities, February 25, 2021, https://www.cbpp.org/research/health/house-bill-givesstates-incentive-to-quickly-expand-medicaid-cover-millions-of.
16 The 1915(i) option allows states to provide home- and community-based services (HCBS) to individuals who don’t
meet the standards for receiving care in an institution such as a nursing home. This option is particularly important for
people with SUDs who don’t qualify for HCBS waiver programs requiring individuals to show they would be eligible for
institutional care covered by Medicaid but for the provision of HCBS. Because Medicaid generally doesn’t cover care in
institutions for people with SUDs, these beneficiaries were shut out of HCBS waivers. Section 1915(i) allows states to
target HCBS to individuals with SUDs and tailor their benefit package to suit their needs.

MACPAC, 2018. Note that while the ASAM criteria categorize “outpatient” and “intensive outpatient” as two
different levels of care on the continuum, these two groups of services can both be provided under Medicaid state plan
amendments without any demonstration waivers.

17

18

MACPAC, 2018.

19

MACPAC, 2019.

Ibid. CMS recently issued updated guidance on how states can use Medicaid to cover housing-related services and
other services that can address social determinants of health. Centers for Medicare & Medicaid Services letter to state
health officials (21-001), “Opportunities in Medicaid and CHIP to Address Social Determinants of Health (SDOH),”
January 7, 2021, https://www.medicaid.gov/federal-policy-guidance/downloads/sho21001.pdf. For more information
on supportive housing, see Ehren Dohler, et al., “Supportive Housing Helps Vulnerable People Live and Thrive in the
Community,” Center on Budget and Policy Priorities, May 31, 2016,
https://www.cbpp.org/research/housing/supportive-housing-helps-vulnerable-people-live-and-thrive-in-thecommunity.
20

21

MACPAC, 2019.

22 Medicaid’s institution for mental disease exclusion prohibits federal Medicaid funds from paying for substance use
treatment delivered in treatment facilities with more than 16 beds to patients ages 21 through 64.

Centers for Medicare & Medicaid Services, “Strategies to Address the Opioid Epidemic,” November 1,
2017, https://www.medicaid.gov/federal-policy-guidance/downloads/smd17003.pdf.

23

Kaiser Family Foundation, “Medicaid Waiver Tracker: Approved and Pending Section 1115 Waivers by State,”
October 9, 2019, https://www.kff.org/medicaid/issue-brief/medicaid-waiver-tracker-approved-and-pending-section1115-waivers-by-state/#Table5.
24

16

CMS, “Report to Congress: 2018 SUD Data Book,” January 2021, https://www.medicaid.gov/medicaid/datasystems/downloads/2018-sud-data-book.pdf.
25

26

Centers for Medicare & Medicaid Services, 2017: “CMS encourages states to maintain their current funding levels for a
continuum of services, and this initiative should not reduce or divert state spending on mental health and addiction
treatment services as a result of available federal funding for services in [institutions for mental disease.]”

SUPPORT for Patients and Communities Act, 2018, P.L. 115-271.
See Centers for Medicare & Medicaid Services letter to state Medicaid directors (19-0003), November 6, 2019,
https://www.medicaid.gov/federal-policy-guidance/downloads/smd19003.pdf.

27
28

See Idaho’s approved state plan amendment, approved April 7, 2020, https://www.medicaid.gov/State-resourcecenter/Medicaid-State-Plan-Amendments/Downloads/ID/ID-19-0023.pdf.
29

30

MACPAC, 2019.

Lisa Clemans-Cope et al., “Experiences of three states implementing the Medicaid health home model to address
opioid use disorder — Case studies in Maryland, Rhode Island, and Vermont,” Journal of Substance Abuse Treatment, Vol.
83, 2017, https://www.journalofsubstanceabusetreatment.com/article/S0740-5472(17)30195-2/pdf.
31

32 Substance Abuse and Mental Health Services Administration, “Crisis Services: Effectiveness, Cost-Effectiveness, and
Funding Strategies,” U.S. Department of Health and Human Services, 2014,
https://www.nasmhpd.org/sites/default/files/SAMSHA%20Publication%20on%20Effectiveness%20%26%20CostEffectiveness%20of%2C%20and%20Funding%20Strategies%20for%2C%20Crisis%20Services%206-5-14_8.pdf.

Julie Tate, Jennifer Jenkins, and Steven Rich, “990 People Have Been Shot and Killed by Police in the Past Year,”
Washington Post, updated March 11, 2021, https://www.washingtonpost.com/graphics/investigations/police-shootingsdatabase/?itid=lk_inline_manual_3; Amam Z Saleh et al., “Deaths of people with mental illness during interactions with
law enforcement,” International Journal of Law and Psychiatry, May-June 2018,
https://pubmed.ncbi.nlm.nih.gov/29853001/.
33

34 See G. William Hoagland et al., “Tracking FY2019 Federal Funding to Combat the Opioid Crisis,” Bipartisan Policy
Center, September 2020, https://bipartisanpolicy.org/wp-content/uploads/2020/09/BPC-Opioids-Report_RV6-1.pdf;
Ellen Weber and Arka Gupta, “State Medicaid Programs Should follow the ‘Medicare Model’: Remove Prior
Authorization Requirements for Buprenorphine and Other Medications to Treat Opioid Use Disorders,” Legal Action
Center, July 2019, https://www.lac.org/resource/state-medicaid-programs-should-follow-the-medicare-model-removeprior-authorization-requirements-for-buprenorphine-and-other-medications-to-treat-opioid-use-disorders.
35

Weber and Gupta.

36

MACPAC, 2018.

Health Resources and Services Administration, “National Projection of Supply and Demand for Selected Behavioral
Health Practitioners: 2013-2025,” November 2016, https://bhw.hrsa.gov/sites/default/files/bureau-healthworkforce/data-research/behavioral-health-2013-2025.pdf; James Maxwell, Angel Bourgoin, and Zoe Lindenfeld,
“Battling the Mental Health Crisis Among The Underserved Through State Medicaid Reforms,” Health Affairs, February
10, 2020, https://www.healthaffairs.org/do/10.1377/hblog20200205.346125/full/.
37

Christine Vestal, “How Severe is the Shortage of Substance Abuse Specialists?” Stateline, April 1, 2015,
https://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2015/4/01/how-severe-is-the-shortage-ofsubstance-abuse-specialists; MACPAC, 2018; Substance Abuse and Mental Health Services Administration, “Behavioral
Health Workforce Report,” December 2020, https://www.samhsa.gov/sites/default/files/behavioral-health-workforcereport.pdf.
38

Peggy Bailey, “Better Integration of Medicaid and Federal Grant Funding Would Improve Outcomes for People with
Substance Use Disorders,” Center on Budget and Policy Priorities, April 9, 2018,
https://www.cbpp.org/research/health/better-integration-of-medicaid-and-federal-grant-funding-would-improveoutcomes-for.
39

John O’Brien et al., “State Approaches to Developing the Residential Treatment Continuum for Substance Use
Disorders,” Technical Assistance Collaborative, Inc., March 2019, https://www.tacinc.org/resource/state-approaches-

40

17

to-developing-the-residential-treatment-continuum-for-substance-use-disorders/. Christina Andrews et al., “Despite
Resources From The ACA, Most States Do Little To Help Addiction Treatment Programs Implement Health Care
Reform,” Health Affairs, Vol. 34:5, May 2015, https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2014.1330.
Centers for Medicare & Medicaid Services, “Substance Use Disorder Prevention that Promotes Opioid Recovery and
Treatment for Patients and Communities (SUPPORT) Act: Section 1003: Demonstration Project to Increase Substance
Use Provider Capacity,” https://www.medicaid.gov/medicaid/benefits/bhs/support-act-provider-capacitydemos/index.html?utm_source=Connecting+the+Dots&utm_campaign=2d583f697cEMAIL_CAMPAIGN_2019_09_13_08_35&utm_medium=email&utm_term=0_c4fccaa672-2d583f697c-.
41

Government Accountability Office, “Medicaid: States’ Changes to Payment Rates for Substance Use Disorder
Services,” January 30, 2020, https://www.gao.gov/products/gao-20-260; see also MACPAC, “Report to Congress on
Medicaid and CHIP,” June 2017, https://www.macpac.gov/wp-content/uploads/2017/06/June-2017-Report-toCongress-on-Medicaid-and-CHIP.pdf.
42

43 See for example Katherine Hayes et al., “Integrating Clinical and Mental Health: Challenges and Opportunities,”
Bipartisan Policy Center, January 2019, https://bipartisanpolicy.org/wp-content/uploads/2019/03/Integrating-Clinicaland-Mental-Health-Challenges-and-Opportunities.pdf; Dana Foney and Shannon Mace, “Factors that Influence Access
to Medication-Assisted Treatment,” University of Michigan Behavioral Health Workforce Research Center and the
National Council for Behavioral Health, August 2019, http://www.behavioralhealthworkforce.org/wpcontent/uploads/2019/10/Factors-that-Influence-MAT_Full-Report.pdf; Steve Melek, Stoddard Davenport, and T.J.
Gray, “Addiction and mental health vs. physical health: Widening disparities in network use and provider
reimbursement,” Milliman, November 19, 2019,
http://assets.milliman.com/ektron/Addiction_and_mental_health_vs_physical_health_Widening_disparities_in_networ
k_use_and_provider_reimbursement.pdf; and Lisa Clemans-Cope et al., “Leveraging Medicaid to Address Opioid and
Substance Use Disorders in Maine: Ten State Policy Options from an Expedited Review,” Urban Institute, June 2019,
https://www.urban.org/sites/default/files/publication/100443/2019.06.20_mainecare_report_final_7.pdf.
44

O’Brien et al.; Government Accountability Office.

MACPAC, 2018. See also Commonwealth of Virginia, Department of Medical Assistance Services, “Addiction and
Recovery Treatment Services (ARTS): Benefit and Reimbursement Structure Before and After ARTS,” https://cdn.voxcdn.com/uploads/chorus_asset/file/10767475/Medicaid_ARTS_Rates__Before_and_After.0.pdf.
45

Peter Cunningham et al., “Addiction and Recovery Treatment Services: Access and Utilization during the First Year
(April 2017 – March 2018),” Virginia Commonwealth University, August 2018,
https://www.dmas.virginia.gov/files/links/1625/ARTS%20one-year%20report.

46

47

Government Accountability Office.

48

Ibid.

49

Clemans-Cope et al., 2019.

50

Ibid.

Ellen Bouchery, Rebecca Morris, and Jasmine Little, “Examining Substance Use Disorder Treatment Demand and
Provider Capacity in a Changing Health Care System: Initial Findings Report,” U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and Evaluation, September 2015, pp. 52-53,
https://aspe.hhs.gov/system/files/pdf/203761/ExamSUD.pdf.

51

Money, “Here’s What It Would Cost to Fix the Opioid Crisis, According to 5 Experts,” November 27, 2017,
https://money.com/cost-fix-opioid-crisis/.

52

53

Bailey.

54

National Council for Behavioral Health, “Demand for Mental Health and Addiction Services Increasing as COVID19 Pandemic Continues to Threaten Availability of Treatment Options,” September 9, 2020,

18

https://www.thenationalcouncil.org/press-releases/demand-for-mental-health-and-addiction-services-increasing-ascovid-19-pandemic-continues-to-threaten-availability-of-treatment-options/.
55

Ahmad, Rossen, and Sutton.

G. William Hoagland et al., “Tracking Federal Funding to Combat the Opioid Crisis,” Bipartisan Policy Center, March
2019, https://bipartisanpolicy.org/wp-content/uploads/2019/03/Tracking-Federal-Funding-to-Combat-the-OpioidCrisis.pdf; Christine Vestal, “Opioid Money Has Helped, But States Want More,” Stateline, January 30, 2019,
https://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2019/01/30/opioid-money-has-helped-butstates-want-more; Rachana Pradhan and Brianna Ehley, “Hundreds of millions in state opioid cash left unspent,”
Politico, March 19, 2018, https://www.politico.com/story/2018/03/19/opioid-crisis-funding-unspent-468658; Abby
Goodnough, “States Are Making Progress on Opioids. Now the Money That’s Helping Them May Dry Up,” New York
Times, July 16, 2019, https://www.nytimes.com/2019/07/16/health/opioids-grants-treatment-addiction.html?smid=twnytimes&smtyp=cur.
56

National Association of State Alcohol and Drug Abuse Directors, “How states are using State Targeted Response
(STR) and State Opioid Response (SOR) funds to make a difference,” March 2020, https://nasadad.org/wpcontent/uploads/2020/04/STR_SOR_-Treatment-Initiatives-3.30.pdf.
57

58
By enhancing premium tax credits for 2021 and 2022, the American Rescue Plan Act will eliminate or reduce
premiums for millions of marketplace enrollees. Straw et al.
59

Clemans-Cope et al., 2019; G. William Hoagland et al., 2019.

“Wolf Administration Awards $15 Million in Housing Grants to Help Individuals Battling Opioid Use Disorder,”
Office of Governor Tom Wolf, March 27, 2019, https://www.governor.pa.gov/newsroom/wolf-administration-awards15-million-in-housing-grants-to-help-individuals-battling-opioid-use-disorder/; see also National Association of State
Alcohol and Drug Abuse Directors, “Pennsylvania: Use of STR/SOR Grant Funds to Address the Opioid Crisis,”
September 2019, https://nasadad.org/pennsylvania-str-sor-profile/.
60

61

National Association of State Alcohol and Drug Abuse Directors, 2019.

62

Hoagland et al., 2019.

63

Hoagland et al., 2020.

Preliminary research finds that people with lived experience with the substance use treatment system report that
quality-of-life improvements, connection to a support network, improved mental health, and having basic needs taken
care of are important outcomes that they want for themselves, in addition to staying alive and stopping substance use.
Community Catalyst, “Peers Speak Out: Improving Substance Use Treatment Outcomes During COVID-19,”
December 3, 2020, https://communitycatalyst.app.box.com/v/PeersSpeakOutInitialFindings.

64

Rajita Sinha, “Chronic Stress, Drug Use, and Vulnerability to Addiction,” Annals of the New York Academy of Sciences,
July 2018, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2732004/.

65

National Alliance to End Homelessness, “Homelessness and Racial Disparities,” October 2020,
https://endhomelessness.org/homelessness-in-america/what-causes-homelessness/inequality/.

66

67 Shana F. Sandberg et al., “Hennepin Health: A Safety-Net Accountable Care Organization for the Expanded Medicaid
Population,” Health Affairs, November 2014, https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2014.0648.

Peggy Bailey, “Housing and Health Partners Can Work Together to Close the Housing Affordability Gap,” Center on
Budget and Policy Priorities, January 17, 2020, https://www.cbpp.org/research/housing/housing-and-health-partnerscan-work-together-to-close-the-housing-affordability.
68

69

Center on Budget and Policy Priorities staff, “American Rescue Plan Act Will Help Millions and Bolster the
Economy,” updated March 15, 2021, https://www.cbpp.org/research/poverty-and-inequality/american-rescue-plan-actwill-help-millions-and-bolster-the-economy.

19

Douglas Rice, Stephanie Schmit, and Hannah Matthews, “Child Care and Housing: Big Expenses With Too Little
Help Available,” Center on Budget and Policy Priorities and CLASP, April 26, 2019,
https://www.cbpp.org/research/housing/child-care-and-housing-big-expenses-with-too-little-help-available.

70

Alicia Mazzara, “Interactive Graphic: Highlighting the 3 out of 4 At-Risk Renters Who Don’t Get Rental Assistance,”
Center on Budget and Policy Priorities, March 6, 2017, https://www.cbpp.org/blog/interactive-graphic-highlightingthe-3-out-of-4-at-risk-renters-who-dont-get-rental-assistance.
71

Will Fischer, “For Struggling Renters: Housing Vouchers for All Who Need Them,” Center on Budget and Policy
Priorities, February 1, 2021, https://www.cbpp.org/blog/for-struggling-renters-housing-vouchers-for-all-who-needthem.
72

Washington’s section 1115 wavier: https://www.medicaid.gov/Medicaid-CHIP-Program-Information/ByTopics/Waivers/1115/downloads/wa/wa-medicaid-transformation-ca.pdf.
73

74

Centers for Medicare & Medicaid Services letter to state health officials (21-001).

Hannah Katch, “Medicaid Can Partner With Housing Providers and Others to Address Enrollees’ Social Needs,”
Center on Budget and Policy Priorities, updated January 27, 2020, https://www.cbpp.org/research/health/medicaidcan-partner-with-housing-providers-and-others-to-address-enrollees-social.
75

20

