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ABSTRACT. Objective: The Medication Research Partnership (MRP), 
a collaboration between a national commercial health plan and nine 
addiction treatment centers, implemented organizational and system 
changes to promote use of federally approved medications for treatment 
of alcohol and opioid use disorders. Method: A difference-in-differences 
analysis examined change over time in the percentage of patients receiv-
ing a prescription medication for alcohol or opioid use disorders treated 
in MRP (n = 9) and comparison (n = 15) sites. Results: MRP clinics 
experienced a 2.4-fold increase in patients receiving an alcohol or opioid 
prescription (13.2% at baseline to 31.7% at 3 years after MRP initia-
tion); comparison clinics experienced signifi cantly less change (17.6% 
to 23.5%) with an adjusted difference-in-differences of 12.5% (95% CI 
[5.4, 19.6], p = .001). MRP sites increased the patients with prescriptions 

to treat opioid use disorder from 17.0% (baseline) to 36.8% (3 years after 
initiation), with smaller changes observed in comparison sites (23.2% 
to 24.0%) and a 3-year post-initiation adjusted difference-in-differences 
of 19% (95% CI [8.5, 29.5], p = .000). Medications for alcohol use 
disorders increased in both MRP (9.0% to 26.5%) and comparison sites 
(11.4% to 23.1%). Conclusions: Promoting the use of medications 
to support recovery required complex interventions. The Advancing 
Recovery System Change Model, initially developed in publicly funded 
systems of care, was successfully adapted for commercial sector use. 
The model provides a framework for providers and commercial health 
plans to collaborate and increase patient access to medications. (J. Stud. 
Alcohol Drugs, 78, 735–744, 2017)
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SIX MEDICATIONS HAVE U.S. Food and Drug Admin-

istration (FDA) approval for the treatment of alcohol 

and/or opioid use disorders: acamprosate, buprenorphine, 

disulfiram, methadone, oral naltrexone, and extended-

release naltrexone (Lee et al., 2015). Pharmacotherapy for 

the treatment of alcohol and opioid use disorders, however, 

is underused in the United States. Although the number of 

prescriptions written for alcohol and opioid treatment medi-

cations has increased since 2002 (Mark et al., 2009), 56% 

of addiction treatment centers still do not prescribe addiction 

medications (Abraham et al., 2013). A minority of patients 

with alcohol use disorders (20%) or opioid use disorders 

(33%) received medications as part of treatment in privately 

funded treatment programs (Knudsen et al., 2011b). Slow 

uptake of medications to treat alcohol and opioid use disor-

ders refl ects limited access to physicians in many addiction 

treatment programs, the lack of mechanisms to reimburse 

physician time and purchase medications, the high costs of 

some medications, abstinence-only treatment philosophies, 

and persistent biases against their use (Abraham et al., 2013; 

Aletraris et al., 2015; Jones et al., 2015; Molfenter et al., 

2015).

 Private health insurance companies spent about $6.1 

billion in 2011 treating substance use disorders (Mark et 

al., 2016). Approximately 20% of the 14,000 specialty ad-

diction treatment programs in the United States provide 

short-term (less than 30 days) residential treatment and 

residential detoxifi cation services (Substance Abuse and 

Mental Health Services Administration [SAMHSA], 2014). 

Analyses of utilization data from large health plans sug-

gest that patients taking medication for alcohol and opioid 

use disorders (compared with patients in treatment with-

out medication support) have lower health expenditures 

because of reduced use of emergency care and inpatient 

hospitalization (Hartung et al., 2014; Lynch et al., 2014; 

McCarty et al., 2010). Only a minority of private treat-

ment programs, however, provide medications for alcohol 

or opioid use disorders; most patients do not receive pre-

scriptions to support their long-term sobriety and recovery 

(Abraham et al., 2013; Knudsen & Roman, 2012; Knudsen 

et al., 2011a).
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Advancing Recovery

 The Advancing Recovery System Change Model was 

developed in publicly funded systems of care to facilitate 

organizational change and promote the adoption of evidence-

based practices for the treatment of alcohol and drug use dis-

orders (Molfenter et al., 2013; Schmidt et al., 2012). As an 

extension of the Network for the Improvement of Addiction 

Treatment (NIATx) organizational change model (Gustafson 

et al., 2011), Advancing Recovery forged collaborative part-

nerships between addiction treatment providers and the state 

and county agencies that fund addiction treatment services. 

Twelve participating states and counties partnered with treat-

ment providers using fi ve levers to promote system change: 

(a) fi nancial analysis (e.g., budget, cost, and reimbursement 

processes), (b) regulatory and policy analysis (e.g., licensing 

standards), (c) interorganizational analysis (e.g., stakeholder 

description, roles, and relationships), (d) operations analysis 

(e.g., organizational processes), and (e) customer impact 

analysis (e.g., customer feedback and preferences). States 

and counties modifi ed contracts, revised regulations, and 

facilitated conversations with Medicaid and other payers. 

Treatment providers altered intake processes and workfl ows, 

networked with other providers, and sought patient input 

and participation (Figure 1). Five of the 12 partnerships ad-

dressed access to medications. Treatment providers in Mis-

souri, for example, developed standard procedures to assess 

patients with alcohol use disorders and to prescribe naltrex-

one or acamprosate when appropriate; the state agency de-

veloped a centralized program for medication purchase and 

made medication and physician time allowable expenses in 

provider contracts. More patients received medications, and 

the state authority eventually required all addiction treatment 

programs to support patient use of medications (Schmidt et 

al., 2012).

 The Medication Research Partnership (MRP) extended 

the Advancing Recovery System Change Model to a com-

mercial health plan and tested the model’s generalizability 

in increasing the use of medications for members covered 

by the plan. Private treatment centers typically contract 

with multiple payers and confront complex reimbursement 

systems. Commercial health plans, conversely, have no 

regulatory authority and limited ability to mandate specifi c 

treatments. This article reports results from a 3-year as-

sessment of quantitative outcomes of an active partnership 

between a private health insurance company that encouraged 

use of medication in short-term residential rehabilitation and 

outpatient facilities that contracted with the health plan.

Method

Medication Research Partnership

 The MRP was a collaboration between a national com-

mercial health plan and treatment centers contracting with 

the health plan. The health plan invited 24 specialty ad-

diction treatment centers to participate in the initiative; the 

programs were located on the northeastern seaboard of the 

FIGURE 1. The key components of the Advancing Recovery Change Model are described, including the condi-
tions, supports, and levers for change. Adapted from Schmidt et al., 2012. PDSA = Plan-Do-Study-Act.
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United States. Nine programs accepted the invitation. Eight 

of the nine sites offered short-term residential care (i.e., 

detoxifi cation plus 7–28 days for rehabilitation and stabi-

lization), and one site offered only outpatient care. The 15 

programs that declined to participate or failed to respond to 

the invitation served as a nonintervention comparison group 

and controlled for secular changes in the uptake of addiction 

medications. The health plan linked and de-identifi ed claims 

data for analysis. A data use agreement permitted transfer of 

the data to Oregon Health & Science University (OHSU). 

Institutional Review Boards at OHSU, the University of 

Wisconsin, and the University of California San Francisco 

reviewed and approved the study protocol.

 During a 21-month active intervention, MRP tested or-

ganizational and system change interventions to enhance 

implementation of FDA-approved medications for alcohol 

and opioid use disorders and monitored sustainability over 

an additional 15 months (see timeline in Supplemental Ap-

pendix A). Participants received training in the Advancing 

Recovery System Change Model and the NIATx model of 

process improvement (Gustafson et al., 2011; McCarty et 

al., 2007; Molfenter et al., 2013; Schmidt et al., 2012). Sites 

completed four face-to-face “learning sessions” before and 

after each of three, 6-month change cycles and shared strat-

egies to facilitate the use of medication. Learning sessions 

provided specifi c content (e.g., implementing rapid change 

cycles, overcoming staff resistance) and included provider 

presentations about their change processes (Alanis-Hirsch 

et al., 2016). Nationally recognized experts in the substance 

abuse fi eld provided technical assistance on the use of 

pharmacotherapy.

 Study sites identified “change leaders” and formed 

“change teams” to implement strategies to promote use of 

medications in participating treatment centers and to com-

municate the value of medications to staff and leadership. 

Change teams ranged in size from two to fi ve. External 

coaches assisted change leaders on organizational change 

strategies with periodic conference calls and site visits. 

Change teams used brief, rapid change cycles to test strate-

gies to promote medication use and adopted, adapted, or 

abandoned these strategies based on their own monitoring 

of results. These organizational changes emerged organically 

as change teams examined barriers within their treatment 

center; investigators did not prescribe specifi c changes. Ini-

tial change cycles were used to educate staff, patients, and 

patients’ families about the medication choices and why they 

could be a useful addition to treatment and recovery plans.

 Change teams tested brochures for patient education 

about medications in patient intake and orientation materials 

and developed family education materials. As medical of-

fi cers who were reluctant to support the use of medications 

left the organization, they were replaced with physicians 

who championed medications to support recovery. Par-

ticipating centers adjusted workfl ows and responsibilities. 

Specifi c physicians assumed responsibility for induction on 

buprenorphine or extended-release naltrexone. Nurses and 

aides needed time to address precertifi cation and utilization 

review requirements. Some participating centers asked rep-

resentatives from the pharmaceutical manufacturers to train 

staff in ordering and using the medication. Pharmaceutical 

representatives also facilitated linkages with prescribers in 

the community so that discharged patients could receive 

refi lls.

 The commercial health plan contributed to the change 

processes by inviting treatment providers to participate in the 

study and hosting the initial launch meeting at its headquar-

ters. When programs reported problems with the process for 

ordering extended-release naltrexone, the health plan facili-

tated conversations with the manufacturer, who intervened to 

resolve concerns. The health plan initiated a change project 

and developed a pilot initiative that permitted increased days 

of residential care for patients who received extended-release 

naltrexone. A change team within the health plan worked to 

improve access to medications and educated multiple levels 

of staff.

Study data

 Available public information was used to prepare site 

profi les and to extract organizational characteristics (SAM-

HSA, 2015); baseline claims data assessed medication use 

at baseline (Table 1). MRP sites were more likely to have 

JCAHO (Joint Commission on Accreditation of Healthcare 

Organizations [now known as The Joint Commission]) ac-

TABLE 1. Organizational characteristic comparison: Implementation vs. 
control clinics

 Intervention Comparison
 (n = 9) (n = 15)

Variable % n % n

Accreditation
 CARF 33.3% 3 60.0% 9
 JCAHO 66.7% 6 26.7% 4
 Unknown   13.3% 2
Residential
 Inpatient detox 88.9% 8 86.7% 13
 Short term 88.9% 8 53.3% 8
 Long term 22.2% 2 20.0% 3
 Unknown   13.3% 2
Outpatient
 Day treatment 33.3% 3 33.3% 5
 Outpatient 22.2% 2 46.7% 7
 Intensive outpatient 55.6% 5 46.7% 7
 Unknown   13.3% 2
Medications
 Buprenorphine 88.9% 8 80.0% 12
 Acamprosate 33.3% 3 40.0% 6
 Disulfi ram 33.3% 3 13.3% 2
 Naltrexone 66.7% 6 60.0% 9
 Extended-release naltrexone 44.4% 4 13.3% 2

Notes: CARF = Commission on Accreditation of Rehabilitation Facilities; 
JCAHO = The Joint Commission (formerly the Joint Commission on Ac-
creditation of Healthcare Organizations).
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creditation (67% vs. 27%) and less likely to have CARF 

(Commission on Accreditation of Rehabilitation Facilities) 

accreditation (33% vs. 60%) (data were missing for two 

comparison sites). MRP sites were more likely to provide 

short-term residential care (89% vs. 53%) and less likely to 

provide standard outpatient care (22% vs. 47%). Rates for 

other residential and outpatient services were similar. Three 

MRP clinics provided only residential services, fi ve offered a 

mix of residential and outpatient services, and one clinic of-

fered only outpatient services. At the start of the study, 80% 

or more of the clinics offered buprenorphine to some pa-

tients. Acamprosate was offered by 33%–40% of the clinics 

and disulfi ram by 13%–33% of participating clinics. Sixty 

percent of providers in the intervention clinics and two thirds 

of the control clinics offered oral naltrexone. The number of 

patients on any medication, however, was low. At baseline, 

four intervention clinics and two comparison clinics reported 

prior use of extended-release naltrexone (XR-NTX).

 Episodes of care were created for members with a pri-

mary diagnosis of an alcohol use disorder, opioid use disor-

der, or other drug use disorder (Supplemental Appendix B). 

Episode initiation claims had revenue codes for detoxifi ca-

tion, rehabilitation, or behavioral health services. The place 

of service was either an MRP or comparison clinic. Member 

episodes (N = 3,887) were equally distributed across the in-

tervention (51%; n = 1,986) and the comparison (49%; n = 

1,901) groups. MRP and comparison clinics had similar pa-

tient characteristics; mean patient age in years (MRP = 34.6; 

comparison = 34.5), and percentage of women (MRP = 31%; 

comparison = 32%) did not differ signifi cantly. Counts of 

members with an alcohol and/or opioid disorder are shown 

in Supplemental Table A. The study analysis included all 

episodes of care.

 The study population was restricted to health plan 

members (and/or their dependents) with pharmacy benefi ts 

managed by either the health plan or by a pharmacy man-

agement program that reported utilization to the health plan. 

Member-level data were extracted from the commercial 

health plan’s utilization and claims records (see Figure 2 

for a consort diagram detailing the sample selection). The 

initial sample started with 13,332 members age 19 or older 

and extracted all episodes of care for the members. A total 

of 5,773 members with no episodes were eliminated, leaving 

7,559 members with 9,511 episodes of care. Members with 

diagnostic codes for other drugs of abuse (n = 636 members; 

883 episodes) or with inconsistent demographic information 

(n = 2 members; 5 episodes) were not included in the analy-

sis. Member episodes in which the pharmacy benefi t was not 

managed by the health plan or a pharmacy management plan 

that reported to the health plan were excluded (n = 2,697 

members; 3,372 episodes). Claims outside the study time-

frame were also excluded (n = 337 members; 465 episodes). 

Among members included and excluded from the analysis, 

age and gender did not differ signifi cantly. After exclusions, 

the fi nal sample was 3,887 members with 4,786 episodes of 

care. No individual episode of care exceeded 90 days. (Note: 

The word member is used within a health plan when describ-

ing the claims selection process. Going forward, the word 

patient refers to the member and/or his or her dependents.)

 The analysis included two patient groups: (a) patients 

with an alcohol use disorder diagnosis during their episode 

of care, and (b) patients with an opioid use disorder diagno-

sis during their episode of care. To avoid double counting 

patients with both an alcohol and an opioid use disorder 

diagnosis during the same episode of care, patients with both 

alcohol and opioid use disorders were included in the opioid 

cohort. The two groups were combined to assess the overall 

effect. Alcohol patients could receive prescriptions for acam-

prosate, disulfi ram, oral naltrexone, and/or extended-release 

naltrexone; opioid patients could receive prescriptions for 

buprenorphine, oral naltrexone, and/or extended-release 

naltrexone. Patients treated at least once at an intervention 

site were assigned to the intervention group. Patients treated 

in a comparison clinic and without care from an intervention 

treatment center were assigned to the comparison group.

 Claims were categorized as pre-intervention (claims from 

October 1, 2010, to September 30, 2011— the Partnership’s 

initial learning session was held in October 2011), Year 1 

(January 1, 2012 to December 31, 2012), Year 2 (January 1, 

2013, to December 31, 2013), and Year 3 (January 1, 2014, 

to December 31, 2014). Age, gender, patient’s treatment 

status (i.e., intervention vs. control clinic), and type of cover-

age (i.e., employee, spouse, signifi cant other, or child) were 

extracted from the claims data and used as covariates in the 

analysis.

Statistical analysis

 The analysis included the intervention sites that provided 

short-term residential rehabilitation services, outpatient 

services, or a combination of residential and outpatient 

services. Differences in demographic characteristics were as-

sessed using chi-square tests and z tests, for categorical and 

continuous outcomes, respectively. The descriptive analysis 

examined unadjusted medication prescription rates in the 

MRP and comparison patient groups (Alcohol, Opioid, and 

Alcohol and Opioid combined). Change over time was as-

sessed at 1 year, 2 years, and 3 years after initiation of the 

intervention against the pre-intervention baseline.

 Three regression analyses examined the alcohol and 

opioid patients together and separately (see Supplemental 

Appendix C for analytic model). A difference-in-differences 

framework assessed the change in percentage of patients 

receiving medication over time for the MRP sites relative to 

the comparison group (Ai & Norton, 2003; Dimick & Ryan, 

2014; Ryan et al., 2015). The difference-in-differences is 

equivalent to the average difference (after the baseline as-

sessment) in medication prescribing within the intervention 
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FIGURE 2. Inclusion and exclusion criteria for selecting analytical study sample. The fi gure provides an overview of the consort diagram for the identifi cation 
and selection of the episodes of care to be included in the analysis.



740 JOURNAL OF STUDIES ON ALCOHOL AND DRUGS / SEPTEMBER 2017

group minus the average difference within the comparison 

group (i.e., the interaction of time and the intervention as-

signment). The fi rst difference refl ects changes in prescribing 

that occur in the intervention group after the implementa-

tion of the medication-assisted treatment intervention. By 

subtracting the second difference—the changes that occur in 

the comparison group—we account for secular change that 

may have occurred for reasons not related to the implemen-

tation of the change intervention. Signifi cant differences in 

prescribing—the difference-in-differences—are attributed to 

the study intervention. Difference-in-differences analyses are 

an established method for observational studies of policy in-

terventions (Goldman et al., 2006; McConnell et al., 2012).

 The difference-in-differences analysis constructed lin-

ear probability models using observations for each patient 

in each episode of care and adjusted for the demographic 

covariates and time variables. The linear probability model 

has the advantage of generating coeffi cient estimates that 

can be directly interpreted as the impact of a covariate on 

the probability of receiving a prescription (Ai & Norton, 

2003; Angrist & Pischke, 2008; Karaca-Mandic et al., 2012). 

For example, a coeffi cient of 0.03 on the Treatment × Post 

Period 1 interaction would indicate that the treated group had 

a 3% higher probability of receiving a prescription after the 

intervention, compared with the control group. Following a 

sensitivity analysis, we also display results from models that 

used a logistic regression in conjunction with Stata’s “Mar-

gin” command. These analyses suggest that the estimates 

from the linear probability models are almost identical to 

those generated from the logistic modeling approach.

 The independent variables included in the models were 

(a) program type (MRP vs. comparison), (b) period (2011 

vs. 2012, 2013, and 2014), (c) type of coverage (subscriber, 

spouse, child, or other), (d) a statistical interaction term 

between period and program type (the difference-in-differ-

ences), (e) age (in years), and (f) gender (male/female). The 

dependent variable assessed presence or absence of a fi lled 

prescription for a study medication during the episode of 

care. The interaction term determined if changes in prescrib-

ing for the intervention group differed signifi cantly from 

changes in prescribing for the comparison group (Karaca-

Mandic et al., 2012).

 Sub-analyses examined the alcohol and opioid patients 

separately. Linear and logistic regression models were con-

structed using observations of each patient in each episode 

of care within each patient group.

Results

 Use of medications for alcohol and opioid use disorders 

increased over the study period in both MRP and compari-

son sites. The difference-in-differences analysis, using all 

episodes of care and the interaction of time and intervention 

assignment, suggested that by Year 3, gains were greater 

within MRP clinics than in the comparison clinics. Table 2, 

section A, provides descriptive data on intervention and com-

parison sites. The percentage of treatment episodes for pa-

tients receiving a prescription for medications incrementally 

increased from baseline (MRP = 13%; comparison = 18%) 

through Year 1 (MRP = 18%; comparison = 21%), Year 2 

(MRP = 20%; comparison = 19%), and Year 3 (MRP = 32%; 

comparison = 24%). Although the comparison treatment cen-

ters initially had a higher percentage of treatment episodes 

for patients receiving a prescription for an approved medi-

cation at baseline, the intervention clinics surpassed them 

by Year 3. The adjusted difference-in-differences reached a 

signifi cant difference from baseline in Year 3 (12.5%, p = 

.001).

 The impact of the intervention was more substantial for 

opioid use disorders. Medications to treat opioid use disor-

ders (Table 2, section B) increased from 17% at baseline to 

37% at the 3-year follow-up within MRP sites; comparison 

sites saw a slight gain (from 23% to 24%). MRP sites expe-

rienced the largest increase in medication use in study Years 

2 and 3. The difference-in-differences increased from 6.3% 

to 10.7% (Year 2, p = .027, CI [1.2%, 20.3%]) and to 19% 

(Year 3, p = .000, CI [8.5%, 29.5%]). Patients prescribed 

medications to treat alcohol use disorders (Table 2, section 

C) increased from 9% (baseline) to 27% (Year 3) within 

MRP sites; comparison sites increased from 11% to 23%. 

The adjusted difference-in-differences did not differ sig-

nifi cantly. Similar results were found when individuals with 

both an alcohol and an opioid diagnosis were included in the 

Alcohol cohort (Supplemental Table B).

 A sensitivity analysis (Supplemental Table C) examined 

the last member episodes of care (n = 3,887). Within each 

group of patients, the total episodes and episodes with a pre-

scription increased for the intervention and comparison clin-

ics. Although the percentage of episodes with a prescription 

changed slightly, the results were similar to the assessment 

of all episodes of care. Supplemental Figures A (all episodes 

of care) and B (last episodes of care) provide pictorial rep-

resentations of the change in percentage of members with a 

prescription. Using all episodes of care, we also examined 

changes in specifi c medication prescribing (Supplemental 

Table D). By 2014, the intervention clinics had a higher 

overall use of oral naltrexone and extended-release naltrex-

one for opioid patients versus the comparison clinics and of 

extended-release naltrexone for alcohol patients.

 Patient demographics were associated with the differential 

use of medications (Table 3). In the alcohol group analysis, 

individuals with insurance coverage under their spouses were 

4% (p < .05) more likely to receive a medication than the 

covered member. In the combined analyses, patients were 

-0.2% (p < .001) less likely to receive a medication for each 

year difference between their age and the average age of 

the cohort. A similar effect was seen in the opioid cohort. 

Women in the alcohol group were 6% (p < .001) more likely 
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than men to receive medications for an alcohol use disorder. 

The interaction between the treatment status (intervention) 

and time periods (the “difference-in-difference” estimate) 

was signifi cant in Year 3 for the combined group (12.5%, p 

< .001) and for Year 2 and Year 3 in the opioid group (18.9%, 

p < .001). We did not observe any statistically signifi cant 

increase in the probability of receiving a prescription among 

patients in the alcohol group. See Supplemental Table E for 

logistic regression results.

Discussion

 U.S. and international organizations advocate for promot-

ing access to medication-assisted treatment for alcohol and 

opioid use disorders (European Monitoring Centre for Drugs 

and Drug Addiction, 2015; Frenk et al., 2015; Jones et al., 

2015; Offi ce of National Drug Control Policy, 2015; United 

Nations Offi ce on Drugs and Crime, 2015). The MRP found 

that implementation of medications to support recovery re-

quired complex multilevel interventions to improve low rates 

of adoption within specialty addiction treatment programs. 

Several participating sites requested staff training and as-

sistance with ordering and linking to community-based pre-

scribers from pharmaceutical companies manufacturing the 

medications. Other providers addressed organizational phi-

losophies against the use of any medications before changes 

could be implemented. When such supports were provided 

and barriers were removed, programs achieved increased 

use of medications. Using the Advancing Recovery multi-

component implementation strategy, providers and payers 

identifi ed and implemented changes to increase access to 

medications. Participants used operational, regulatory, fi nan-

cial, and policy changes to increase access to medications 

for individuals with alcohol and opioid use disorders in a 

commercially funded context (Molfenter et al., 2013, 2015; 

Rieckmann et al., 2011; Schmidt et al., 2012).

 The current analysis supports adaptation of the Advanc-

ing Recovery System Change Model for providers in the 

commercial sector. At baseline, providers in the MRP had 

smaller proportions of patients receiving medications than 

providers in the comparison group. Over time, medication 

utilization increased in the intervention sites to the point 

of overtaking those in the comparison sites, suggesting that 

changes were attributable to participation in the MRP rather 

than to secular trends. Intervention clinics experienced a 

240% increase in episodes of care receiving an alcohol or 

opioid prescription, whereas comparison clinics experienced 

signifi cantly less change, with an adjusted difference-in-

difference of 12.5%. The effects of the intervention were 

most visible among patients with an opioid use disorder. 

The overall difference was driven by the use of medications 

to treat opioid use disorders. In intervention sites, these 

prescriptions increased from 13% at baseline to 31.7% at 3 

years.

 In contrast to the public payers who developed Advanc-

ing Recovery, the commercial payer appeared to have a 

less direct infl uence on provider prescribing. In the public 

sector, the state and county payers operate in what are effec-

tively “single payer” systems of addiction treatment. Their 

infl uence is centralized and powerful. In contrast, any one 

TABLE 2. Intervention impact: All episodes of care for members fi lling prescriptions for approved medicationsa

       Unadjusted Estimated Estimated
       difference- difference- difference-
       in- in- in-
 Total   Total   differences differences differences
Study episodes   episodes   valuec coeffi cient confi dence
periodb n n % n n % % % intervalsd p

A. Alcohol and opioid patients combinede

 Pre-2010–2011 722 95 13.2% 575 101 17.6%
 Year 1 691 126 18.2% 655 137 20.9% 1.7% 1.5% [-4.6, 7.6] .646
 Year 2 559 113 20.2% 577 109 18.9% 5.7% 5.4% [-1.0, 11.8] .100
 Year 3 518 164 31.7% 489 118 23.5% 12.6% 12.5% [5.4, 19.6] .001
B. Opioid patientsf

 Pre-2010–2011 377 64 17.0% 302 70 23.2%
 Year 1 436 91 20.9% 374 79 21.1% 6.0% 6.3% [-2.5, 15.0] .159
 Year 2 306 77 25.2% 312 65 20.8% 10.6% 10.7% [1.2, 20.3] .027
 Year 3 258 95 36.8% 242 58 24.0% 19.0% 19.0% [8.5, 29.5] .000
C. Alcohol patientsg

 Pre-2010–2011 345 31 9.0% 273 31 11.4%
 Year 1 255 35 13.7% 281 58 20.6% -4.5% -5.4% [-13.8, 3.0] .21
 Year 2 253 36 14.2% 265 44 16.6% 0.0% -0.4% [-8.5, 7.8] .93
 Year 3 260 69 26.5% 247 57 23.1% 5.8% 5.2% [-4.1, 14.5] .27

Notes: MRP = Medication Research Partnership; Rx = prescription. aAnalysis includes all episodes of care; patients with both an alcohol and opioid diagnosis 
are in the opioid cohort. bPre-2010–2011 is October 1, 2010, to September 30, 2011; Year 1, Year 2, and Year 3 refer to the post-periods for calendar years 
2012, 2013, and 2014 respectively. cRaw difference in difference for each cohort is referenced to the Pre-2010–2011 period. dSignifi cant estimated difference-
in-differences confi dence intervals are bolded. eAlthough not all individual difference-in-differences for the combined cohort are statistically signifi cant, they 
are jointly signifi cant (p = .004). fAlthough not all individual difference-in-differences for the combined cohort are statistically signifi cant, they are jointly 
signifi cant (p = .004). gThe difference-in-differences are neither individually statistically signifi cant nor jointly signifi cant (p = .224).

MRP sites
Episodes with Rx

Comparison sites
Episodes with a Rx
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TABLE 3. Linear probability model coeffi cients by patient group (all epi-
sodes of care)

 Combined Opioid Alcohol
Covariate patients patients patients

Gender .021 -.011 .060***
Age -.002*** -.003** -.0002
Member Coverage Indicatora

 Spouse .032 .005 .044*
 Child .006 -.021 -.020
 Other partner -.060 -.093 -.043
Treatment status -.040 -.063 -.016
Post-period
 1: CY 2012 .035 -.021 .102**
 2: CY 2013 .014 -.028 .059
 3: CY 2014 .059* .004 .125***
Treatment Status × Post-Period 1 .014 .063 -.054
Treatment Status × Post-Period 2 .054 .107* -.003
Treatment Status × Post-Period 3 .125*** .189*** .052

Notes: CY = calendar year. aThe Member Coverage Indicator denotes the 
type of coverage and the relationship of the person covered in terms of their 
relationship to the primary subscriber.
*p < .05; **p < .01; ***p < .001.

commercial payer in the private sector typically accounted 

for a small proportion of a treatment center’s total revenue. 

Without an infl uence similar to payers in the public sector, 

a commercial payer may not exert a similar infl uence on 

prescribing rates. However, the health plan in our study is 

using value-based contracting and provider participation in 

an Institute of Quality to continue to promote use of medi-

cation in the treatment of alcohol and opioid use disorders. 

Study fi ndings provide evidence that treatment providers, in 

collaboration with a commercial health plan, can achieve 

measurable impacts on the adoption of medications that 

support recovery from opioid and alcohol use disorders. 

Importantly, commercial health plans note reductions in the 

cost of care for members on medications versus counseling 

only (Hartung et al., 2014).

Limitations

 The study used a quality improvement strategy and as-

sessed change over time; neither the participating programs 

nor the patients were randomly assigned to study condi-

tions. Staff turnover and changes in the insurance market 

were uncontrolled during the 36-month observation period. 

Admission of patients with alcohol and opioid use disorders 

declined over time in both the intervention and comparison 

clinics, but the decline was more apparent in the intervention 

group.

 An astute reviewer asked if there was a “denominator 

management” problem—analyses using data from the Vet-

erans Administration (VA) suggested that performance on 

incentive metrics improved because clinics became more 

selective of who qualifi ed for the denominator of patients 

eligible to be included in the metric (Harris et al., 2016). We 

began by asking our contacts at the participating commercial 

health plan if there were industry trends that contributed to 

the reduction in admissions in the intervention clinics. They 

speculated, “We have seen the growth of additional substance 

abuse facilities so there may be a potential shift of admis-

sions to other organizations. In addition, more patients may 

be going to lower levels of care and are not being captured in 

the data” (A. J. Rocchino, personal communication, Novem-

ber 7, 2016). Our data were restricted to claims submitted to 

the health plan. It appears that over time a smaller portion 

of the patients treated in the intervention clinics had cover-

age from the participating health plan. More generally, there 

was no incentive for denominator management. Unlike the 

situation in the VA clinics, there was no reward for being 

more or less selective in who qualifi ed to be included in the 

analysis. The decline in admissions appears to be attributable 

to changes in who was being served rather than denominator 

management.

 The pharmacy data extract does not include information 

about the provider location where the prescription was writ-

ten. As such, we cannot determine if there were changes in 

the number of prescribers at a given provider location. Also, 

a criterion for patient inclusion in the study sample was 

having a pharmacy benefi t provided by the payer—3,372 

episodes from 2,697 members without a pharmacy benefi t 

were excluded from the analysis. The study included only 

clinics located in the Northeast region that had a contract 

with a specifi c payer; tests of the intervention in different 

geographic regions or with different commercial payers may 

yield different results. Strategies used by the comparison 

clinics to implement changes were not explored.

Implications

 The payer–provider partnership is the foundation of the 

Advancing Recovery System Change Model. This study suc-

cessfully adapted the model for use in the commercial sector. 

Payers can identify and change policies and/or regulations or 

introduce new payment models designed to increase access 

to medications for individuals with an alcohol and/or opioid 

disorder. Providers can leverage these payer-initiated changes 

in support of efforts to offer medications to more patients. 

At a time when the opioid epidemic is taxing the capacity of 

the addiction treatment system, the results from this study 

may offer encouragement to providers and payers that the 

Advancing Recovery System Change Model can promote ac-

cess to medications, an important evidence-based treatment 

(Ducharme et al., 2016).
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