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Key Findings

This study sought to examine access to medications to treat opioid use disorder (MOUD) among Medicare 
fee-for-service (FFS) beneficiaries with opioid use disorder (OUD) and to understand sociodemographic, 
clinical, and telehealth use characteristics of beneficiaries with and without MOUD access. We specifically 
examine the period before and after the March 2020 onset of the COVID-19 pandemic and implementation 
of the Coronavirus Aid, Relief, and Economic Security (CARES) Act (Public Law No: 116-136, sec 3703) which 
expanded telehealth services.

·	 Between April and December 2020, after the start of the pandemic and implementation of the CARES 
Act, 19% of Medicare FFS beneficiaries with OUD accessed MOUD, up from 14% in the same time 
period in 2019. 

·	 Given their share of the FFS population with OUD, several groups of beneficiaries were overrepresented 
among those who accessed MOUD before and after the CARES Act:

o Those who were under age 65 and disabled, White, dually-eligible for Medicare and Medicaid, 
living in the Northeast, and living in areas of high social deprivation; 

o Those with no other potentially disabling health conditions or only mental health comorbidities.

·	 Black/African American beneficiaries, those with more comorbid health conditions, and those living in 
the South were underrepresented among those with MOUD access.

·	 Between April and December 2020, telehealth expansion and the easing of opioid treatment regulations 
under the CARES Act did not appear to exacerbate pre-COVID disparities in MOUD access by 
sociodemographic or clinical characteristics.

·	 Nearly all beneficiaries with OUD used outpatient healthcare services before the start of the pandemic; 
although use of inpatient, outpatient, and emergency department services decreased after the pandemic 
began, use of telehealth services increased substantially. 
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Introduction

Medicare beneficiaries account for growing numbers of patients with opioid use disorder (OUD).1,2 In 2018, 
2.8% of Medicare fee-for-service (FFS) beneficiaries—approximately 591,000 individuals—had an OUD.3 
The standard of care for OUD includes treatment with one of three Food and Drug Administration (FDA)-
approved medications for treating opioid use disorder (buprenorphine, naltrexone, and methadone) in 
combination with counseling and other support services as needed.4 Although fewer than 20% of individuals 
with OUD receive MOUD,5 use of these medications in the Medicare population increased between 2017 
and 2018.6 Despite this growth, little is known about heterogeneity in MOUD access among the Medicare 
population.

Improved understanding of MOUD access patterns among Medicare FFS beneficiaries with OUD is 
particularly important in the context of recent federal legislation that has aimed to facilitate access to these 
medications. As of July 1, 2019, section 2001 of the SUPPORT Act (Public Law No: 115-271) removed the 
geographic limitations for telehealth services furnished to individuals diagnosed with a substance use disorder 
for the purpose of treating the substance use disorder or a co-occurring mental health disorder, thus allowing 
telehealth to be furnished in patient’s homes and outside of rural areas.  In addition, in the CY 2020 Physician 
Fee Schedule final rule (84 FR 62568), CMS finalized a policy allowing opioid treatment programs to furnish 
substance use counseling, individual therapy, and group therapy via two-way audio-video telecommunications 
technology, effective January 2, 2020. The Coronavirus Aid, Relief, and Economic Security (CARES) Act 
(Public Law No: 116-136), which took effect on March 27, 2020, along with other emergency legislation 
enacted during the COVID-19 pandemic increased access to MOUD through telehealth. For example, using 
the 1135 waiver authority from the CARES Act and other authorities, Medicare coverage for audio-only and 
audiovisual visits was expanded. Further, the Drug enforcement Agency (DEA), in partnership with SAMHSA, 
activated relaxation of opioid treatment restrictions (e.g., removing prior patient-provider relationship 
requirements to access MOUD, allowing take-home methadone prescriptions).7,8 Viewed broadly, the 
COVID-19 pandemic was accompanied by significant policy changes that facilitated where and how Medicare 
beneficiaries access MOUD, including access to services through telehealth technologies.  

Although an increase in telehealth use among Medicare beneficiaries during the pandemic is a logical result of 
the CARES Act,9 it is important to determine if beneficiaries with OUD followed the same pattern. This 
distinction is salient given MOUD is typically managed in outpatient settings and accompanied by restrictions 
in medication prescribing. One report indicating increased outpatient buprenorphine dispensing in Texas 
after the implementation of the CARES Act appears to support a link between telehealth policies and MOUD 
access.10 

Despite preliminary evidence that recent legislative efforts increased MOUD access and telehealth use among 
Medicare beneficiaries, these benefits may not be uniform across key sociodemographic characteristics known 
to have unfavorable impacts on health (e.g., non-White race and ethnicity). It is possible these new policies 
may have exacerbated pre-COVID disparities in MOUD access. These possibilities are supported by research 
among general adult populations showing that disparities in MOUD access were evident by race and ethnicity, 
with less access among Black/African American individuals relative to Whites,11,12,13 and were complicated by 
health status. For example, in commercially-insured and general adult populations, higher rates of opioid 
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use and opioid-related hospitalizations were associated with pain-related physical conditions and multiple 
comorbid conditions.14,15

Because of the paucity of research in Medicare, less is known about whether Medicare beneficiaries with 
OUD exhibit these same inequities. Previously, the study team determined that in 2018, Black/African 
American beneficiaries were overrepresented among FFS beneficiaries with OUD,4 yet underrepresented 
among those who access MOUD.16 However, these analyses occurred prior to the enactment  of the CARES 
Act and disruptions from the COVID-19 pandemic. Assessment of more recent data would allow policy 
officials to monitor progress and track whether new telehealth and opioid treatment regulations, implemented 
after 2018, lessened or exacerbated prior disparities. By focusing on April to December 2019 and on April 
to December 2020—timeframes that cover the period before and after enactment of CARES Act and other 
legislation facilitating both MOUD access and telehealth use among FFS beneficiaries with OUD—this study 
fills knowledge gaps at the intersection of these two factors. 

This data highlight aims to:     
· Describe sociodemographic and health condition characteristics among Medicare FFS beneficiaries

with OUD overall and by MOUD access, before and after onset of the COVID-19 pandemic and
implementation of the CARES Act.

· Describe healthcare utilization – including use of telehealth, overall and by MOUD access – before and
after onset of the pandemic and implementation of the CARES Act.

· Characterize any change in disparities in MOUD access, by sociodemographic and health condition
characteristics, following the pandemic and implementation of the CARES Act.

· Offer policy-relevant recommendations concerning the impact on MOUD access among FFS
beneficiaries with OUD, following the pandemic and implementation of the CARES Act.
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Methods
Data Sources, Study Sample, and Time Periods of Interest

Table 1 summarizes the data sets that were used in this study, the time periods covered by each data set, and 
the variables that each contributed to the study. All Medicare data were from the CMS Chronic Conditions 
Data Warehouse (CCW),17 and this information was merged with social deprivation measures from the 
American Community Survey (ACS).18,19

Table 1: Description of Data Sources 
Data Set Dates Key Variables
Master Beneficiary Summary File 2018-2020 · Continuous Medicare enrollment (2018-20)

· OUD indicator (2018-20)
· Sociodemographic characteristics (2019-20)
· Chronic condition indicators (2019-20)

Medicare Parts A and B Claims 2018-2020 · Outpatient telehealth use
· Other healthcare utilization
· MOUD access indicator (for MOUD administered in an

office-based setting)
Part D Prescription Drug Records 2018-2020 · MOUD access indicator (for MOUD dispensed in a

pharmacy)
American Community Survey (ACS) 2012-2016 · Social Deprivation Index (SDI)

The study sample consisted of non-institutionalized, community-dwelling Medicare FFS beneficiaries, 18 
years or older, with OUD who were enrolled in both Medicare medical (Parts A and B) and prescription drug 
(Part D) benefits during two specific time periods: (1) the pre-COVID period referring to the interval between 
April and December 2019 and (2) the COVID pandemic period referring to the interval between April and 
December 2020. These time periods facilitate comparison of MOUD access before and after CARES Act 
legislation resulting in expansion of Medicare coverage for opioid treatment and telehealth services.

The CCW uses a 24-month lookback period, anchored in the last day (December 31) of a given calendar 
year, to determine who has OUD. Therefore, to align with this approach, the sample for the pre-COVID 
period (April to December 2019) included beneficiaries Medicare-enrolled for a 24-month period ending in 
December 31, 2019. The COVID pandemic period (April to December 2020) included beneficiaries Medicare-
enrolled for a 24-month period ending on December 31, 2020. Beneficiaries who were in hospice at any point 
during these time periods were excluded.  

Opioid Use Disorder (OUD) 

The CCW OUD indicator used in this study identifies beneficiaries with an OUD diagnosis or aberrant 
opioid-related event. The algorithm for this indicator classifies beneficiaries as having OUD based on specific 
combinations of ICD-10 diagnosis or procedure codes, Healthcare Common Procedure Coding System 
(HCPCS), or National Drug Codes (NDCs) with inpatient, outpatient, pharmacy, or emergency department 
settings.15 
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Access to Medication for Opioid Use Disorder (MOUD) 

MOUD access was defined as having a claim for an FDA-approved MOUD and was examined as a binary 
variable reflecting use of any of the three MOUD medications. Consistent with CMS guidance, this was defined 
as one or more Part D drug claims or administrative claims for buprenorphine, naltrexone, or methadone. 
Part D drug data on OUD treatment with buprenorphine and naltrexone products administered in an office-
based setting (using HCPCS codes) or dispensed through pharmacies or other dispensers (using NDCs), were 
captured. In each time period, beneficiaries were categorized as accessing MOUD if they had >1-day supply 
of a prescription fill or >1 day covered by a MOUD injection or implant. Importantly, buprenorphine and 
methadone drug codes used in this study were specifically for OUD treatment, not pain. Methadone coverage 
in Medicare began on January 1, 2020, and access to this medication, which is provided via opioid treatment 
programs, was identified using HCPCS codes.  

Sociodemographic Characteristics

Several sociodemographic characteristics were of interest in this study. These included race and ethnicity, dual 
eligibility for both Medicare and Medicaid, and census region (i.e., Northeast, West, Midwest, South). Because 
Medicare entitlement can be based on age, a variable combining age and the original reason for entitlement 
was examined in four categories: (1) old age and survivor’s insurance (OASI) and age >65 years; (2) disability 
insurance benefits (DIB) and age <65 years; (3) DIB and age >65 years, and (4) end-stage renal disease 
(ESRD). The Social Deprivation Index (SDI) is a summary measure that encompasses sociodemographic 
factors that can impact health access and outcomes. Using data from the American Community Survey (ACS), 
SDI was examined by linking beneficiary data with zip code-level data on poverty, education, family structure, 
housing, and employment.17 This variable was examined by quartile with Q1 reflecting the least-deprived areas 
(with the most favorable SDI), and Q4 reflecting the most-deprived areas (with the least favorable SDI). 

Physical and Mental Health Conditions

In Medicare, opioid use must be considered in the context of chronic disease management, given the higher 
degree of comorbid conditions among Medicare beneficiaries relative to the general adult population. 
Accordingly, 18 chronic and potentially disabling physical and mental health conditions relevant to opioid 
use were identified using established CCW algorithms.15 Physical health conditions included hypertension; 
rheumatoid arthritis or osteoarthritis; diabetes (type 1 or 2); chronic kidney disease; chronic obstructive 
pulmonary disease; asthma; heart failure; cancer; migraine or chronic headache; and fibromyalgia, chronic 
pain, or fatigue. Mental health conditions included: schizophrenia and other psychotic disorders, anxiety 
disorders, depressive disorders, bipolar disorder, post-traumatic stress disorder, alcohol use disorders, other 
drug use disorders, and Alzheimer’s disease. 

These health conditions were examined in two ways. First, beneficiaries were categorized into five groups 
according to number of health conditions: no condition, 1, 2-3, 4-5, or 6-18 conditions. Second, they were 
categorized by their health condition type(s)—all of which have been associated with opioid prescribing and 
opioid-related outcomes (e.g., hospitalizations): physical conditions only; mental health conditions only; both 
physical and mental health conditions; or none of the 18 health conditions.13,20,21 
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Health Care Utilization 

Utilization of outpatient telehealth services was identified during each time period, using HCPCS and 
Current Procedural Terminology (CPT) codes, as well as telehealth-specific HCPCS modifier codes. To 
broadly capture all claims related to telehealth services, we included outpatient services using any of three 
key types (modalities): synchronous audiovisual, synchronous audio-only, or asynchronous service delivery 
– inclusive of e-visit and virtual check in services (note: asynchronous claims made up 5% of all telehealth-
related claims). Synchronous services reflect bidirectional, real time (live) interactions, whereas asynchronous
services are not in real time and often involve use of secure portals. Furthermore, although OUD treatment
with MOUD occurs primarily in the outpatient setting, it is important to understand how those with OUD
interact with the health care system, and how MOUD access and telehealth use may fit within wider utilization
patterns relevant to opioid prescribing. Thus, any utilization of three categories of health care services was
also assessed, using relevant HCPCS, CPT and emergency department (ED) revenue center codes: inpatient
hospital visits, ED visits, and non-telehealth outpatient visits. All health care utilization was coded at the claim
level.

Statistical Analysis

All analyses were descriptive, consisting of univariate and bivariate analyses, and conducted on the beneficiary 
level. Characteristics of beneficiaries with OUD as well as contextual factors were described for the pre-COVID 
and COVID periods, and according to whether beneficiaries with OUD had MOUD access. All analyses were 
conducted using SAS Enterprise Guide 7.12.

Results

Description of the Study Sample
Figure 1: Number and percent of Medicare fee-for-service beneficiaries with OUD, by MOUD access and time 
period (April to December 2019 pre-COVID, April to December 2020 COVID)
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The study sample consisted of N=513,798 non-hospice Medicare FFS beneficiaries with OUD in the pre-
COVID period and 468,839 beneficiaries who had OUD after the pandemic began. Of beneficiaries with OUD, 
14% had access to MOUD in the pre-COVID period, and this share increased to 19% after the pandemic began. 
Additionally, there was a marked increase in MOUD access in January 2020, the month in which Medicare 
coverage for methadone began under the SUPPORT Act (data not shown).

MOUD Access by Medicare Eligibility Category
Figure 2: Medicare eligibility among Medicare fee-for-service beneficiaries with opioid use disorder, by MOUD 
access and time period (April to December 2019 pre-COVID, April to December 2020 COVID)

· The largest share of the study sample consisted of beneficiaries under the age of 65 who were eligible for
Medicare because they had a qualifying disability.

o In the pre-COVID period, these beneficiaries accounted for 46% of all beneficiaries with OUD in
the sample, and this share decreased to 43% during the pandemic period.
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· Relative to their share of the overall sample, beneficiaries <65 years and eligible for Medicare because
of a disability accounted for a substantially larger share of those with MOUD access, both before (73%)
and after (70%) the pandemic began and the CARES Act was implemented.

· Beneficiaries with OUD who were originally eligible for Medicare because of their older age (>65 years)
were overrepresented among those who did not have MOUD access before (37%) and after (40%) onset
of the pandemic and CARES Act implementation.

MOUD Access by Race and Ethnicity
Figure 3: Race and ethnicity among Medicare fee-for-service beneficiaries with opioid use disorder, by MOUD 
access and time period (April to December 2019 pre-COVID, April to December 2020 COVID)

· Prior work3 found that 2.8% of Medicare FFS beneficiaries had an OUD, with key racial and ethnic
groups over-represented compared to the overall FFS population. These over-represented groups
included beneficiaries who identified as Black/African American, American Indian or Alaska Native or
Asian/Pacific Islander.



· White FFS beneficiaries with OUD accounted for 80% of all beneficiaries before and after onset of the
COVID-19 pandemic and were overrepresented among those with MOUD access.

o White beneficiaries represented 84% of all beneficiaries with MOUD access before onset of the
pandemic, but this share decreased to 82% after the pandemic began.

· Black beneficiaries represented 11% of the OUD sample both before and after the pandemic.

o Relative to their share in the overall OUD sample, Black beneficiaries were underrepresented
among beneficiaries with MOUD access both before and after onset of the pandemic, and after
CARES Act implementation.

o Against the backdrop of diminished MOUD access among Black beneficiaries with OUD, their
access increased from 7% before the pandemic to 9% after the pandemic and CARES Act
implementation.

MOUD Access by Dual Eligibility
Figure 4: Dual-eligibility among Medicare fee-for-service beneficiaries with opioid use disorder, by MOUD access 
and time period (April to December 2019 pre-COVID, April to December 2020 COVID)

· Medicare FFS beneficiaries with OUD who were dually-eligible for Medicare and Medicaid accounted
for 53% of all OUD beneficiaries before onset of the COVID-19 pandemic, and this share decreased
slightly to 51% after the pandemic began.
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· Dually-eligible beneficiaries were overrepresented among those with MOUD access; their
representation in this group increased from 68% before onset of the pandemic to 70% after the
pandemic began and the CARES Act was implemented.

MOUD Access by Census Region
Figure 5: Census region22 among Medicare fee-for-service beneficiaries with opioid use disorder, by MOUD access 
and time period (April to December 2019 pre-COVID, April to December 2020 COVID)

· Before the COVID-19 pandemic, 41% of all FFS beneficiaries with OUD lived in the South, and
approximately equal shares of the remaining beneficiaries—between 18% and 21%—lived in the three
other Census regions. This distribution did not change appreciably once the pandemic began.

· FFS beneficiaries from the South accounted for 41% of all FFS beneficiaries with OUD, but were
underrepresented among those with MOUD access, both before (35%) and after (33%) the pandemic
began.
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· The share of FFS beneficiaries from the Midwest and West who access MOUD were similar to their
representation in the sample as a whole; these levels did not change before and after the beginning of
the pandemic.

· FFS beneficiaries with OUD from the Northeast represented 18% of all FFS beneficiaries with OUD
before and 19% after onset of the pandemic, but these FFS beneficiaries were overrepresented among
those with MOUD access, both before (27%) and after (28%) the pandemic began.

MOUD Access by Social Deprivation Index
Figure 6: Social deprivation among Medicare fee-for-service beneficiaries with opioid use disorder, by MOUD 
access and time period (April to December 2019 pre-COVID, April to December 2020 COVID) 
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· Among FFS beneficiaries with OUD, those residing in areas in the third and fourth (most deprived)
quartiles of SDI were slightly overrepresented among those with MOUD access before the pandemic
(26% for both groups).

· After the pandemic began and the CARES Act was implemented, FFS beneficiaries in the fourth (most
deprived) quartile of SDI continued to be overrepresented among those with MOUD access (29%),
while those in the first (least deprived) were underrepresented (22%).

MOUD Access by Number and Type of Health Conditions
Figure 7: Number of conditions among Medicare fee-for-service beneficiaries with opioid use disorder, by MOUD 
access and time period (April to December 2019 pre-COVID, April to December 2020 COVID)

· FFS beneficiaries with OUD who had six or more health conditions accounted for 47% of all FFS
beneficiaries with OUD before the pandemic, but this share decreased to 44% after it began.
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· Before the pandemic, only 2% of FFS beneficiaries with OUD had none of the health conditions
examined in this report, and 4% had one health condition. These shares increased to 3% and 5% after
the pandemic began.

· Once the pandemic began and the CARES Act was implemented, FFS beneficiaries with fewer health
conditions were overrepresented among those with MOUD access, while FFS beneficiaries with more
health conditions were underrepresented.

o For example, once the pandemic began, 44% of all FFS beneficiaries with OUD had six or more
health conditions, but these FFS beneficiaries accounted for only 29% of those with MOUD
access.

· FFS beneficiaries with none of the other health conditions examined accounted for 3% of all FFS
beneficiaries with OUD after the CARES Act was implemented but 8% of all beneficiaries with MOUD
access.

Figure 8: Type(s) of conditions among Medicare fee-for-service beneficiaries with opioid use disorder, by MOUD 
access and time period (April to December 2019 pre-COVID, April to December 2020 COVID)
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· Before the pandemic, 69% of all FFS beneficiaries with OUD had both physical and mental health
comorbidities, but this share dropped slightly to 67% once the pandemic began.

o FFS beneficiaries whose comorbidities were limited to physical conditions accounted for nearly
all remaining FFS beneficiaries with OUD before the pandemic started (25%) and after it began
(26%).

· Among FFS beneficiaries with MOUD access, those with no comorbidities and only mental health-
related comorbid conditions were overrepresented.

o Before the pandemic started, 2% of FFS beneficiaries with OUD had no comorbid health
conditions, but these FFS beneficiaries accounted for 6% of FFS beneficiaries with access to
MOUD before the pandemic and 8% once it began.

o Before the pandemic started, FFS beneficiaries with only mental health-related comorbidities
accounted for 4% of all FFS beneficiaries with OUD, but they were 12% of all FFS beneficiaries
with MOUD access, and this share increased to 13% after the pandemic began.

MOUD Access by Type of Health Care Utilization
Figure 9: Type of utilization among Medicare fee-for-service beneficiaries with opioid use disorder by MOUD 
access and time period (April to December 2019 pre-COVID, April to December 2020 COVID)
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· Before the pandemic, 97% of FFS beneficiaries with OUD used outpatient health care services, but this 
share dropped to 94% once the pandemic began and the CARES Act implemented.

o There were no substantive differences in use of outpatient services among FFS beneficiaries by 
MOUD access, either before or after onset of the pandemic.

· Before the pandemic, 36% of FFS beneficiaries with OUD used inpatient services, but this share dropped 
to 31% once the pandemic started, and there were marked differences in use of inpatient health services 
according to whether beneficiaries had MOUD access.

o Among FFS beneficiaries with MOUD access, 25% used inpatient services before the pandemic 
and 20% used these services once the pandemic began.

o Corresponding shares of inpatient service use among those without MOUD access were 38% and 
33% before and after onset of the pandemic, respectively.

· Use of emergency department services among FFS beneficiaries with OUD decreased from 56% before 
the pandemic to 47% once the pandemic began, but FFS beneficiaries with MOUD access used these 
services less often.

o Among beneficiaries with MOUD access, 49% (before the onset of the pandemic) and 41%
(after the onset of the pandemic and CARES Act implementation) used emergency department 
services before and after onset of the pandemic, compared to 57% (before) and 49% (after) of 
those without access to these medications.

· Telehealth services were used by only 2% of all OUD beneficiaries in the pre-COVID period but jumped 
to 71% after the pandemic began and the CARES Act was implemented.

o Once telehealth expansion was in place, these services were used slightly more often among 
those without MOUD access (72%) than among those with access to these medications (69%).

Discussion

Our findings indicate that in the nine months after the March 2020 onset of the COVID-19 pandemic and 
implementation of the CARES Act and other federal policies (April to December 2020), 19% of Medicare FFS 
beneficiaries with OUD accessed MOUD, up from 14% during the same time period in 2019. Importantly, 
during the pandemic, telehealth expansion and the easing of opioid treatment regulations under the 
CARES Act, DEA and SAMHSA emergency guidance (e.g., allowing take-home methadone) did not appear 
to exacerbate pre-COVID disparities in MOUD access by age and reason for Medicare entitlement, race, 
ethnicity, dual eligibility, census region, social deprivation or complexity of health needs. From April through 
December 2020, FFS beneficiaries who were >65 years of age, Black/African American, not dually-eligible for 
Medicare and Medicaid, in the South, and with more complex health needs (i.e., more comorbid conditions, 
with a comorbid physical condition) continued to be underrepresented among those accessing MOUD. 
Conversely, beneficiaries <65 years of age and disabled, White, dually-eligible, in the Northeast, in the most 
socially deprived areas, and with less complex health needs (e.g., with fewer comorbid conditions, with none 
of the conditions examined in this study or a comorbid mental health condition) were overrepresented among 
those accessing MOUD.  
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The increase in MOUD access between 2019 and 2020 coincided with the easing of opioid treatment 
restrictions under the CARES Act and other federal policies, and the Medicare coverage of opioid use disorder 
treatment services, including medications for medication-assisted treatment such as methadone, furnished 
by opioid treatment programs starting January 2020 under the SUPPORT Act. This increase suggests the 
importance of federal policies aimed at reducing financial, logistic, or administrative impediments to MOUD 
access. 

Given their share of the FFS population with OUD, two populations with sociodemographic disadvantages 
were underrepresented in their access to MOUD: Black/African Americans and those in the South census 
region. These findings are consistent with prior studies of racial inequities in opioid treatment among the 
general adult population with OUD9,23 and with studies indicating consistently worse quality of care in the 
South across multiple metrics, which may be associated with local context and conditions in the South 
that affect care access.24  This stalled progress against the opioid epidemic highlights several challenges, 
particularly among Black/African American beneficiaries: (1) the perception that the opioid epidemic is a 
“White crisis,”25  (2) a history of racism in response to drug use that criminalizes Black/African American 
individuals versus White individuals,22,26 and (3) media coverage and research on the opioid epidemic focused 
heavily on younger individuals at the expense of older adults or those in Medicare.27 Efforts to target treatment 
and understand treatment barriers thus may be especially salient in combating MOUD access inequities for 
these beneficiaries. 

Gaps in MOUD access among beneficiaries who are older and with more complex health needs (i.e., with 
more comorbid conditions, or with a comorbid physical condition) suggest that other medical needs may be 
prioritized over OUD treatment. We speculate that beneficiaries with physical comorbidities may be more 
likely to be treated in primary care settings where there may be less attention to OUD;28,29 those with higher 
numbers of comorbid conditions may also have had other medical (and pain-related) needs that complicate 
prescribing of MOUD.30 Further, providers may be discouraged from prescribing MOUD as treatment 
complexity increases with increasing comorbidities. Models of care that promote integrated behavioral and 
primary care may alleviate these challenges.31

Conversely, beneficiaries under age 65 and disabled, dually-eligible for Medicare and Medicaid, and living in 
the most deprived quartile of the SDI, were overrepresented among those accessing MOUD. Dually-eligible 
beneficiaries are more likely to be under age 65 and disabled32 and may be more likely to reside in higher 
deprivation areas, given the SDI includes a measure of low income.33 For these beneficiaries, it is possible 
that Medicaid coverage, which would be secondary insurer to Medicare, removed financial barriers to MOUD 
treatment, and prompted greater willingness to seek MOUD. Insurance coverage or removal of financial 
barriers is an effective policy tool that public health and policy officials can wield to influence the propensity to 
seek treatment and treatment access. 

The marked difference in inpatient and ED utilization between those with and without MOUD access suggests 
that those without MOUD access may find it more onerous to access care in general. These beneficiaries may 
not have a recent, established relationship with a health care provider or facility, nor a usual source of care. 
This possible lack of engagement in the health care system may have impeded access to effective and timely 
care (both for OUD or other conditions)—a key factor associated with utilization of more acute and costly care, 
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such as ED visits.34,35 The more common use of inpatient and ED visits among those without MOUD access 
may reflect this and underscores the significance of better MOUD and primary care access in their potential to 
reduce acute health care utilization and costs. 

While telehealth use during the pandemic did not differ among those with and without MOUD access, 
the rapid increase in its use suggests that beneficiaries and their providers were able to adapt quickly to 
this mode of care as a safer alternative to in-person care amidst the pandemic. This finding is particularly 
salient given a slight decrease in OUD prevalence during the pandemic (and slight increase of beneficiaries 
without a diagnosis of other conditions): those who did not use telehealth may have had less service use and 
opportunities for diagnosis, and thus more unmet health needs. Since we were unable to make direct linkages 
between MOUD access and telehealth use, the causal impact of telehealth on MOUD access could not be 
assessed. Looking ahead, a more in-depth assessment of who used telehealth, and how this use varied, among 
Medicare beneficiaries with OUD can highlight challenges and opportunities for leveraging this mode of care 
to address inequities in MOUD access. 

Policy Implications

The expansion of telehealth and easing of opioid treatment restrictions under the March 2020 CARES Act 
(Public Law No: 116-136), DEA and SAMHSA public health emergency guidance, collectively allowed greater 
flexibility in care delivery for OUD. Despite the disruptive effects of the COVID-19 pandemic, the resulting 
expansion of payment and care delivery policies appeared to support MOUD access and did not appear to 
exacerbate existing disparities among FFS beneficiaries with OUD. The findings from this study point to 
several potential policy implications:

· Persistent inequities among Black/African American beneficiaries underscore the importance of 
targeting interventions and understanding care barriers—including those related to racism and 
perceptions of the opioid epidemic as mainly affecting White individuals—in order to improve MOUD 
access among these beneficiaries.

· The findings highlight the importance of improving integration of primary care and mental health 
services. Reimbursement for collaborative care, such as those included in the CY2021 MPFS Final Rule 
(CMS-1734-F),36 for example, may potentially address inequities in MOUD access observed among 
beneficiaries with more complex health needs.

· Policies that remove financial, administrative, or logistic barriers to MOUD access—including expanded 
MOUD coverage, easing of requirements for treatment, and support for telehealth—are a powerful tool 
policy officials can use to support OUD treatment access.

· The use of such policies and the continued expansion of coverage and easing of treatment requirements 
for beneficiaries with OUD may also improve more effective management of OUD generally, which may 
be beneficial in reducing utilization of more costly inpatient and ED care.

· Both patient and provider education may help address treatment barriers related to stigma, awareness of 
effective medications for OUD treatment, attitudes and beliefs about OUD that negatively impact 
treatment management, and lack of knowledge regarding changes in treatment coverage and regulations.
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Limitations

The results of this study have several limitations. First, because analyses are descriptive, they do not permit 
conclusions about cause and effect. Second, there may be misclassification of MOUD, especially prior 
to January 2020 when Medicare began coverage for opioid use disorder treatment services, including 
medications for medication-assisted treatment such as methadone, furnished by opioid treatment programs. 
Results may therefore underestimate the true extent of methadone access among FFS beneficiaries who 
accessed this treatment through private insurance, self-pay, or by Medicaid alone. Third, the true number 
of telehealth visits may have been underestimated, particularly at the beginning of the telehealth expansion 
period. It is possible that some providers and organizations did not know how to accurately code for these 
services during the early months of the pandemic, a possibility that would have underestimated overall 
utilization. A fourth limitation involves the potential impact of stigma on OUD ascertainment, both on the part 
of patients and providers. Although this study’s reliance on claims data may underestimate the true number 
of beneficiaries with OUD, any impact of this issue was likely mitigated by use of the CCW’s broadest OUD 
indicator.  

Despite these limitations, this study provides critical information for understanding the impact of evolving 
policies to improve care for Medicare beneficiaries who are at high risk of poor treatment outcomes due 
to OUD and COVID-19. Equally important, these findings also suggest that new policies such as telehealth 
expansion do not appear to inadvertently exacerbate disparities in access to MOUD.

Key Words

Medicare fee-for-service (FFS), opioid use disorder (OUD), medications for opioid use disorder (MOUD), 
sociodemographic characteristics, telehealth, chronic conditions, health equity, health disparities
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