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EXECUTIVE SUMMARY

Expansion of insurance coverage for substance use disorders (SUDs) under the
Affordable Care Act (ACA) and Mental Health Parity and Addiction Equity Act
(MHPAEA) may offer opportunity to improve access to care and reduce the societal
costs related to SUDs. However, policymakers and providers are concerned that the
current SUD treatment system does not have the capacity to adequately meet the
potential increase in demand.

In September 2014, the Office of the Assistant Secretary for Planning and
Evaluation, U.S. Department of Health and Human Services (HHS), contracted with
Mathematica Policy Research to conduct this project to assess: (1) current demand for
SUD treatment; (2) how demand will change as more people obtain SUD treatment
coverage; (3) the current state of provider capacity in the SUD treatment field; and (4)
the degree to which SUD treatment providers are prepared to be more integrated with
the broader health care system. This report summarizes the findings from the first
phase of this study, which encompassed interviews with experts from two provider
credentialing organizations and a national provider organization representative as well
as a review of the available literature and data on SUD prevalence, treatment, and
workforce capacity.

Current Demand for Substance Use Disorders Treatment

Demand for SUD treatment is defined by the rate of SUDs in the population and
the extent to which those with an SUD seek treatment. The prevalence rate for SUDs is
slightly lower in recent years relative to earlier in the last decade. This decline occurred
for both illicit drug and alcohol disorders. Based on HHS Substance Abuse and Mental
Health Services Administration (SAMHSA) analysis (SAMHSA 2015a) of the National
Survey of Drug Use and Health (NSDUH), the proportion of individuals 12 years and
older who met diagnostic criteria for an SUD® in the past year (Figure ES.1) remained
relatively constant from 2002-2010 (ranging from 8.8 percent to 9.4 percent), and then
decreased in 2011 through 2013 (ranging from 8.0 percent to 8.5 percent). Although
there was a slight decline in the current prevalence of SUDs between 2002-2010 and
2011-2013, accounting for population growth, the actual number of individuals meeting
criteria for an SUD in the past 12 months was unchanged (Figure ES.2).

! Here an SUD is defined as meeting diagnostic criteria for substance abuse or dependence based on survey
response.
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FIGURE ES.1. Proportion of Individuals Age 12 and Older with Abuse of or Dependence on
Alcohol or lllicit Drugs in the Past Year, NSDUH 2002-2013
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SOURCE: Estimates obtained from SAMHSA 2015a, Table 7.40B.

Trends for some specific substances differed from the overall trends for SUDs over
the last decade. The number of individuals with cocaine-related disorders decreased
from 1.5 million to 1.7 million from 2002-2007 to 0.9 million in 2014. In contrast, the
number of individuals with heroin-related disorders increased from a level of 189,000-
324,000 from 2002-2008 to 586,000 individuals in 2014. The number of individuals with
disorders related to pain relievers ranged from 1.4 million to 1.5 million between 2002-
2005. This increased to 1.9 million by 2014 (SAMHSA 2015e).

FIGURE ES.2. Number of Individuals Age 12 and Older with Abuse of or Dependence on
Alcohol or lllicit Drugs in the Past Year, NSDUH 2002-2013
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SOURCE: Estimates obtained from SAMHSA 2015a, Table 7.40A.

In parallel with trends in the overall number of individuals with SUDs, according to
the NSDUH survey the number of individuals receiving any SUD treatment in the past
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year remained constant between 2004 and 2014 at about 4 million individuals, or 18
percent (Figure ES.3).> About 60 percent of these individuals (2.3-2.6 million individuals
per year) or 11 percent received treatment in a specialty setting defined as any of the
following types of facilities: hospitals (inpatient only), drug or alcohol rehabilitation
facilities (inpatient or outpatient), or mental health centers.® Similar to the NSDUH, the
National Survey of Substance Abuse Treatment Services (N-SSATS) collects
information on the number of individuals in care at specialty SUD treatment facilities.
However, the NSDUH measures the number of individuals with any receipt of treatment
in the past year, while the N-SSATS measures the number of clients in treatment on a
single day in each year (the last working day in March of each survey year). From 2004-
2007, there were about 1.1 million clients in treatment at the time of the N-SSATS
survey (Figure ES.3). This rose to 1.2 million from 2008-2013.

FIGURE ES.3. Number of Individuals Receiving Treatment, 2004-2014
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SOURCE: Estimates for N-SSATS 2005, 2007, 2009, 2011, and 2013 were obtained from SAMHSA 2014a,
Table 3.2; Estimates for N-SSATS 2008, 2010, and 2012 were obtained from SAMHSA 2013a, Table 3.2;
Estimates for N-SSATS 2002, 2004, and 2006 were obtained from SAMHSA 2007, Table 3.2a. NSDUH
estimates for 2004-2014 were obtained from SAMHSA 2005, SAMHSA 2006b, SAMHSA 2007b, SAMHSA
2008, SAMHSA 2009, SAMHSA 2010, SAMHSA 2011a, SAMHSA 2012a, SAMHSA 2013b, SAMHSA
2014b, SAMHSA 2015e, respectively.

NOTE: In the NSDUH survey specialty treatment is defined as treatment received at hospitals (inpatient
only), drug or alcohol rehabilitation facilities (inpatient or outpatient), or mental health centers. In this report
we refer to all clients receiving treatment at facilities responding to N-SSATS as receiving specialty
treatment. N-SSATS is a census of all known, public and private, facilities with substance abuse treatment
programs. It excludes those programs located in jails or prisons, serving only incarcerated clients, and solo
practitioners (unless a state substance abuse agency specifically requests to include them). N-SSATS 2014
did not collect data on clients in treatment.

2 According to NSDUH between 2013 and 2014 the point estimate for number of individuals who received any
specialty treatment in the past year rose from 2,466,000 to 2,606,000, an increase of 140,000 individuals. However,
this increase is not statistically significant (SAMHSA 2015e).

® Treatment at an emergency room, private doctor's office, self-help group, prison or jail, or hospital as an outpatient
is not considered specialty treatment.



There is a substantial gap between the number of people with an SUD and the
number of individuals who receive any treatment in a given year (SAMHSA 2014b). In
2013, an estimated 22.7 million United States residents had an SUD in the past year
(21.6 million) or received specialty treatment for an SUD in the past year although did
not meet criteria for a current disorder (1.1 million). Only 18 percent (4.1 million) of
these individuals received any treatment including self-help or emergency care and only
11 percent (2.5 million) received treatment at a specialty facility (Figure ES.3).
According to a review by Foster (2014), this rate of treatment receipt is substantially
lower than that for common health conditions such as hypertension (77 percent),
diabetes (73 percent) and major depression (71 percent). However, some researchers
have noted that standard diagnostic criteria for SUDs may inflate estimates of treatment
need and thereby estimates of unmet need. They have proposed alternative concepts
which narrow the definition of need. For example, Wakefield and Schmitz (2015) have
proposed narrowing the diagnostic criteria for SUDs to require dysfunction and harm
(Wakefield and Schmitz 2015). Others have suggested treatment need may be defined
in relationship to the individual’'s own perception of need or based on a disability
associated with the SUD (Mechanic 2003).

In fact, according to SAMHSA analysis of response to the NSDUH for 2013
(SAMHSA 2014b), 95.5 percent of individuals who met the criteria for an SUD, but who
did not receive specialty treatment, did not believe they needed treatment. The
remaining 4.5 percent who felt they needed treatment may provide a better estimate of
unmet demand and of the set of individuals who might be responsive to increased
coverage for SUDs available under the ACA. To obtain specialty SUD treatment for all
the individuals in this population who felt they needed, but who did not receive treatment
(Figure ES.4), the number of individuals receiving specialty treatment per year would
need to rise from 2.5 million to 3.4 million (a 36 percent increase). SAMHSA analysis
(2014b) further divided this set of individuals who felt they needed treatment, but did not
receive treatment into two groups: (1) those who reported making an effort to receive
treatment (34.8 percent or 316,000 persons in 2013); and (2) those who reported
making no effort to obtain treatment (65.2 percent or 592,000 persons in 2013).

Those who reported seeking treatment but who failed to receive it reported many
obstacles to obtaining care (multiple obstacles could be reported by the same
respondent):

e 37.3 percent reported having no health coverage and could not afford cost of
treatment.

e 24.5 percent reported not being ready to stop using drugs or alcohol.

e 9.0 percent did not know where to go for treatment.

e 8.2 percent had health coverage but it did not cover treatment or did not cover
cost.

e 8.0 percent reported it was inconvenient or they lacked transportation.



FIGURE ES.4. Number of Individuals Who Received Specialty Treatment or Who Felt They
Needed It but did not Receive Treatment, NSDUH 2004-2013
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SOURCE: NSDUH estimates for 2004-2013 were obtained from SAMHSA 2005, SAMHSA 2006,
SAMHSA 2007b, SAMHSA 2008, SAMHSA 2009, SAMHSA 2010, SAMHSA 2011a, SAMHSA
2012a, SAMHSA 2013b, SAMHSA 2014b, respectively.

NOTE: Treatment receipt is reported within the last 12 months.

Individuals who did not seek treatment reported many of the same batrriers
(SAMHSA 2014b). Health insurance coverage expansion may address some of these
reported obstacles, but other obstacles will remain.

Trends and Policies Affecting Future Demand for Care

Although trends in SUD prevalence and treatment receipt have been relatively
constant for the last decade, we assessed the extent to which we expect a substantial
shift in these trends between 2014 and 2020. Overall, the implementation of the ACA is
likely to be the largest force increasing demand, but other factors may also contribute to
demand increases. The factors that may influence demand include the following:

Affordable Care Act. The ACA is expected to affect demand for SUD treatment
through a number of mechanisms: (1) reducing in the number of uninsured; (2)
enhancing SUD treatment coverage for insured individuals; (3) promoting integration of
primary care and behavioral health care; (4) changing Medicaid coverage of SUD
treatment services; and (5) changing perceptions about SUD treatment.

Projections from the Congressional Budget Office (CBO 2014) indicate 26 million
individuals will gain insurance coverage as a result of the ACA by 2020. This includes
an increase of 13 million individuals on Medicaid. Based on analysis of NSDUH 2008-
2011 Mark et al. (2015a) estimate about 14 percent of the newly insured (3.6 million
individuals) will have SUD treatment needs. Although many uninsured individuals (2
percent annually) received specialty treatment prior to ACA implementation, the rate of
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treatment receipt was higher (3 percent) among individuals who were Medicaid insured
despite lower disorder prevalence (12 percent for Medicaid insured versus 14 percent
uninsured). Thus, the rate of SUD treatment use might increase for individuals who
transition from being uninsured to having Medicaid coverage. In contrast, evidence that
transitioning from being uninsured to privately insured will increase SUD treatment use
is limited. While the recent literature provides some evidence that inability to afford
treatment is a barrier to treatment use, the available research indicates that people with
treatment needs who lack insurance access SUD treatment at greater or the same rates
as individuals who have private insurance (Wu and Ringwalt 2005; Schmidt and
Weisner 2005; Mojtabai 2005; Bouchery et al. 2012). However, it should be noted that
SUD treatment benefits provided through Medicaid expansion and marketplace plans
may be more generous than traditional Medicaid or private insurance coverage
represented in the literature reviewed for this study due to provisions of the ACA
identifying SUD treatment as an essential benefit.

Mental Health Parity and Addictions Equity Act. Under the 2008 MHPAEA,
large group employers who offer SUD treatment benefits could no longer offer more
limited coverage for SUD treatment than for medical/surgical care. The MHPAEA
identifies limitations on frequency of treatment, copayments, coinsurance, and
deductibles as possible plan limitations that must be in parity (Frank et al. 2014). We
reviewed the findings in the literature on implementation of state and federal parity
provisions generally. The provisions of the initiatives reviewed varied. Providers may
respond to parity requirements by implementing a care management program such as a
capitated behavioral health program with a narrow network or a hospital diversion
program. Such efforts may reduce expenditures for SUD treatment. Thus, the findings
from identified studies were mixed. For example, one study found a decrease in SUD
treatment use when care management approaches and parity were implemented
simultaneously (Rosenbach et al. 2003). Another study found a 15 percent increase in
treatment use when impacts focused on only facilities accepting private insurance (Wen
et al. 2013).

Changing Care Norms. Thought leaders in the SUD treatment field identified
increased recognition of SUDs as a valid health condition as a key trend likely to affect
the field over the next five years (Ryan et al. 2012). Potential changes in perceptions of
the acceptability of SUD treatment and integration of SUD treatment into mental health
and primary care settings have the potential to influence trends in demand. However,
historically, only 6 percent of referrals to SUD treatment come from the general medical
sector (CASA 2012) and implementing care integration and new models of care,
including Screening, Brief Intervention, and Referral to Treatment requires substantial
upfront investments. Thus, the influence of changing attitudes and new approaches to
care could be slow to impact the actual number of people seeking or referred to
services.

Opioid Use Epidemic. Over the last decade there have been significant

increases in disorders associated with pain relievers and heroin. The number of
individuals using treatment for these disorders increased in parallel. Health
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professionals and federal, state, and local officials are developing and implementing
initiatives targeted at reducing opioid use, abuse, overdose and related-deaths,
including a Department of Health and Human Services (HHS) Opioid Initiative (HHS
2015e). There is some evidence that these efforts are working, as there have been
increases in the supply of physicians waivered to prescribe buprenorphine for opioid
dependence, particularly in states that expanded Medicaid (Knudsen, Lofwall, Havens
and Walsh 2015), as well as numbers of individuals receiving buprenorphine treatment
(SAMHSA 2014a). This early evidence suggests that the upward trend in demand for
opioid disorder treatment is likely to continue through 2020.

Trends in Government Spending. The Federal Government will increase
spending on SUD treatment in association with ACA coverage expansions. In other
areas of of SUD treatment and activities to reduce use, the Federal Government
through the HHS Opioid Initiative is working to increase funding to expand access to
medication-assisted treatment (MAT) for opioid use disorders. . Substance Abuse
Treatment Block Grant spending will remain constant and the additional targeted
investments in SUD treatment programs identified in this study are small relative to
overall SUD treatment spending nationally. Data on state and local SUD treatment
expenditures are not systematically collected. Estimates from the SAMHSA Spending
Estimates Initiative, the most recent observed estimates of state and local spending,
indicate that state and local spending as a share of all SUD treatment spending
nationally declined from 34 percent in 2004 to 31 percent in 2009 (SAMHSA 2013c).
State Medicaid programs have the potential to play an important role in transforming the
SUD treatment system and the HHS Centers for Medicare and Medicaid Services
(CMS) is taking an active role encouraging states to make reforms. However, this
transformation will not be immediate.

Current Supply of Substance Use Disorders Providers

There are no current data available on the size of the SUD workforce. Data on
specialty SUD treatment facility staffing will be collected as part of the 2016 N-SSATS
survey and analyzed in the second phase of the current study in late 2017. The most
recent reliable data on the size of the SUD workforce are almost 20 years old. These
data were collected as part of the Alcohol and Drug Services Study in 1996. These data
indicate about 88,000 counselors, almost 50,000 medical professionals, and 65,000
other staff, for a total of about 200,000 staff members, comprised the workforce at the
time of the study (SAMHSA 2003).

Our review of the available evidence on the capacity of the SUD workforce prior to
ACA implementation suggests that the SUD treatment workforce was strained to
effectively meet the existing level of treatment demand. A significant number of facilities
reported operating at or above capacity (SAMHSA 2014a). Low wages made hiring and
retaining qualified staff a challenge, and clinical directors and representatives of
certification organizations expressed concerns about adequacy of training (Ryan et al.
2012). Also, a review of the services provided to clients indicated that current practice
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was often inconsistent with the scientific findings on evidence-based treatment (National
Center on Addiction and Substance Abuse at Columbia University [CASA] 2012).
Finally, many facilities may not accept or be included in the insurance networks
associated with coverage obtained under the ACA.

Trends and Policies Affecting the Future Supply of Substance Use
Disorders Providers

The Bureau of Labor Statistics (BLS), which develops employment statistics that
include projections for employment by occupation, provides no specific category just for
SUD treatment professionals. However, two categories encompass a substantial
proportion of the SUD treatment workforce: (1) substance abuse and behavioral
disorder counselors; and (2) mental health and substance abuse social workers. The
share of these categories represented by SUD treatment versus mental health
professionals is unknown. BLS projects employment in these categories to grow at a
faster rate than the average for all occupations (BLS 2015a, 2015b) because addiction
and mental health counseling services will be increasingly covered by insurance
policies, and health insurance coverage expansion will increase demand for health care
services in general (BLS 2015a). BLS also notes that drug offenders are increasingly
being sent to treatment rather than jail, thereby increasing treatment program use (BLS
2015a, 2015b).

These BLS projected growth rates diverge from past employment trends in these
occupations. Nationally, employment of substance abuse and behavioral disorder
counselors declined 3 percent between 2008 and 2011. However, in the most recent
two years observed, 2011-2013, employment growth ranged from 4 percent to 5 percent
per year. Likewise, employment of mental health and substance abuse social workers
declined 16 percent between 2008 and 2012. Then, between 2012 and 2013,
employment of these professionals grew by 1 percent (BLS 2015c).

Overall the evidence for assessing change in the size of the SUD workforce is
limited, but it suggests, at most, a small increase in the workforce in the last few years.
If substantial additional funding becomes available through ACA insurance coverage or
other federal or state sources, facilities may seek to expand hiring; however the existing
level of training program output is unlikely to meet demand, and clinical directors
already report having difficulty hiring candidates with appropriate training and
experience (Ryan et al. 2012).

Comparison of Trends in Demand and Supply
Although trends in SUD prevalence and treatment receipt have been relatively

constant for the last decade, the ACA could result in a substantial increase in the
number of SUD treatment users. Additional increases related to the impact of MHPAEA,
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changing perspectives about the importance of SUDs as a health condition, the opioid
epidemic, and activities associated with care integration could further increase demand.

In contrast, on the supply side, we find a workforce that is challenged to meet the
existing demand prior to ACA implementation. Although there is no available data on
trends in training program output, our interviews with experts suggest, at most, a small
increase in training programs in recent years. Meanwhile, credentialing experts and
clinical directors (Ryan et al. 2012) expressed concern about training adequacy,
specifically noting that more highly educated workers, most of whom graduate from
programs that are not specifically focused on addiction, may not have necessary
addiction-specific training and experience. Overall, the best available evidence suggests
that the supply side does not have sufficient capacity to address a potential short-run
increase in demand.

Gaps in Current Knowledge

Overall, the literature available to assess whether the treatment system has the
capacity to meet changes in demand associated with increased insurance coverage is
quite limited:

e Current Demand for SUD Treatment Services. The methods used in the
literature on barriers to treatment and the relationship between insurance
coverage and treatment do not provide sufficient information to assess how
treatment use will change when insurance coverage is provided or other barriers
to treatment are removed.

e Trends and Policies Impacting Demand Over the Next Decade. The
literature on how recent changes may impact demand is limited by lack of
information on how individuals will respond to the policy changes and trends.

e Previous Efforts to Estimate the Size and Composition of the Workforce.
The most recent data on the size and professional composition of the workforce
is from the late 1990s. Thus, these data do not address recent trends in staffing.
These data are also at the national level and do not allow for detailed analysis of
factors that may influence staffing patterns.

e Recruiting and Developing the Workforce. There is limited information about
the pipeline for SUD treatment professionals. Although there is much concern
from experts in the field about inadequate training, there is limited information on
training program content and typical career paths. Although the literature
includes many suggested approaches for increasing the supply of SUD
professionals, there was no information documenting the potential impact of
implementing the suggested strategies.
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1. INTRODUCTION

A. Purpose of This Report

Expansion of insurance coverage for substance use disorders (SUDs) under the
Affordable Care Act (ACA) and Mental Health Parity and Addiction Equity Act
(MHPAEA) may offer opportunity to improve access to care and reduce the societal
costs related to SUDs. Projections from the Congressional Budget Office (CBO 2014)
indicate the ACA will result in substantial increases in the number of individuals with
insurance coverage obtained through the marketplaces or Medicaid through 2020. In
addition, the U.S. Department of Health and Human Services (HHS) Substance Abuse
and Mental Health Services Administration (SAMHSA 2013d) projects many of these
individuals will have SUD treatment needs. CBO forecasts that 13 million people will
obtain coverage though marketplaces in 2015, 24 million in 2016 when more substantial
tax penalties are implemented, and 25 million in 2017-2024. SAMHSA estimates that
approximately 15 percent of uninsured adults who would likely be eligible for subsidized
coverage through the marketplaces meet the criteria for a SUD. Additionally, as a result
of the ACA, CBO projects 11 million people will obtain Medicaid or Children’s Health
Insurance Program (CHIP) in 2015, 12 million in 2016 and 2017, and 13 million in 2018-
2024. SAMHSA forecasts that roughly 14 percent of uninsured adults who meet
eligibility for expanded Medicaid coverage meet the criteria an SUD. Federal officials
are concerned that the existing SUD treatment system will not be able to meet the
increased demand for treatment, because the existing workforce is insufficient.

To address this concern, in September 2014, the HHS Office of the Assistant
Secretary for Planning and Evaluation (ASPE) contracted with Mathematica Policy
Research to conduct this project to assess: (1) current demand for SUD treatment;

(2) how demand will change as more people obtain SUD treatment coverage; (3) the
current state of provider capacity in the SUD treatment field; and (4) the degree to which
SUD treatment providers are prepared to be more integrated with the broader health
care system. This report summarizes the findings from the first phase of this study
which encompassed interviews with experts from two provider credentialing
organizations and a national provider organization representative, as well as a review of
the available literature and data on SUD prevalence, treatment, and workforce capacity.
The second phase of this study entails collection and analysis of survey data on the size
and characteristics of the workforce. We expect to complete the second phase of this
study in February 2018.



B. Methods

This report summarizes the findings from interviews conducted with experts and a
review of the available literature and data analysis on SUD treatment demand and
workforce capacity. We discuss the specific methods for these tasks here.

1. Review of Available Literature and Data Analysis

The first step in the literature review was to identify search criteria to address the
four topic areas identified for this study:

e Current demand for SUD treatment services.

e Trends and policies impacting demand over the next decade.

e Previous efforts to estimate the size and composition of the SUD workforce.
e Recruiting and developing the workforce.

We defined a set of key words addressing these topic areas. Then, we conducted
a search of articles indexed in CINAHL, PsycINFO, Scopus, and PubMed from 2005
through November 2014. This search generated a list of potential sources. We also
conducted a Google search to identify important studies in the gray literature. We
reviewed the publication information and abstracts for potential sources for relevance
and strength of analysis. Then, we obtained and reviewed the studies most likely to
provide evidence related to the four topic areas of interest. We drew out relevant
information from each study and discussed the findings under the appropriate topic
areas in this report.

2. Review of Available Data Sources

In addition to reviewing the existing literature, we reviewed the data sources
available to support analysis of supply and demand. We discuss the sources identified
and their strengths and limitations here.

a. Data Sources for Demand

There is no single data source available to comprehensively estimate SUD
treatment demand (Table 1.1). The National Survey of Drug Use and Health (NSDUH) is
an annual survey of the United States, civilian, non-institutionalized population age 12
and above.? As a population survey it provides the most comprehensive information

* NSDUH uses face-to-face audio, computer-assisted self-interviews to collect data on the currency and frequency of
illicit drug and alcohol use, problems/symptoms associated with alcohol and/or drug use, and receipt of alcohol
and/or drug treatment. The sample frame excludes active military personnel, United States citizens living abroad,
residents of institutional settings (for example, prisons, hospitals, and nursing homes), and homeless individuals not
living in a shelter at the time of the survey.



about the number of individuals who accessed any service in the past year and the
characteristics of those individuals. However the NSDUH provides limited information
on the type of services used and no information on the intensity of services used. The
National Survey of Substance Abuse Treatment Services (N-SSATS) is a specialty
treatment facility survey.> N-SSATS provides point-in-time estimates of clients in care
at specialty facilities by type of service received. Similar to the NSDUH the N-SSATS
provides no information on the intensity of services provided to individual users of a
given service type. N-SSATS also provides limited information on client characteristics.
A strength of the N-SSATS is that it surveys the universe of SUD treatment facilities in
the United States and thus provides sufficient data for state-level analysis. Overall we
estimate N-SSATS represents more than 72 percent of SUD treatment spending
nationally (Table 1.1).

Information on services provided in a primary care setting or by independent
practitioners is available through National Ambulatory Medical Care Survey (NAMCS)
and Medical Expenditure Panel Survey (MEPS). However, in contrast to the NSDUH
and N-SSATS these surveys were not specifically designed to capture SUD treatment
trends. Therefore, SUD treatment services may be underreported and the sample of
SUD treatment services available in the annual samples is limited. The NAMCS data is
limited to physician and clinic services. The MEPS addresses physician and clinic
services as well as services provided by counselors, nurse practitioners and physician
assistants.

b. Data Sources for Supply

We were not able to identify a comprehensive source for estimating the supply of
SUD treatment providers (Table 1.2). SUD treatment is provided in a variety of treatment
settings using the skills of professionals in multiple fields. No single available data
source provides a comprehensive enumeration of all SUD treatment providers. The
Standard Occupational Classification (SOC) system that is used by the Bureau of Labor
Statistics (BLS) to categorize workers for the purpose of collecting and disseminating
data on employment and wages does not capture SUD treatment providers as a
category separate from other types of providers. For example, physicians and social
workers working in the SUD treatment field might be categorized as psychiatrist and
mental health and substance abuse social workers, respectively.

Data on the workforce collected through the N-SSATS 2016 survey will be the
primary source of estimates of supply for this study. The workforce represented in the
N-SSATS survey will include all workers in specialty SUD treatment facilities nationally
which represent about three quarters of SUD treatment expenditures. Data from the
N-SSATS workforce questions can provide estimates of the workforce by geographic
area.

® The N-SSATS is primarily a web-based survey. N-SSATS is a census of all known, public and private, facilities
that provide substance abuse treatment. It excludes those programs located in jails or prisons, serving only
incarcerated clients, and solo practitioners (unless a state substance abuse agencies specifically requests to include
them).



TABLE I.1. Summary of Available Sources of Demand Data
('x" indicates the service type is represented in the indicated data source)

% of SUD
. Treatment
Provider Type Spending NAMCS NHAMCS HCUP-NIS N-SSATS MEPS TEDS NSDUH
2009

Outpatient and residential 2 L3
treatment facilities 46 X Limited Limited X
H ital i tient--

osprrat npatien 14 X X X Limited® X
specialty
Hosp_ltal 4outpatlent-- 9 X X X Limited® X
specialty
Hospital residential--

osprial jesidentia 3 X Limited? Limited® X
specialty
Hospital mpatuent-- 3 X X X
non- specialty
Hospital oytpehtlent—— 5 X X X
non- specialty
Hospital residential-- )
non- specialty4 <1 Limited X
Independent counselor/ .5 6
mic-level provider 12 Limited Limited X X
Physician N Limited® X X
Nursing home/home health 3 Limited® X
Institutional criminal justice NA Limited® N
Self-help group NA X
Measure of demand that Number of Number of Hospital Point-in-time Number of Admissions to Persons
can be derived from the office visits outpatient hospital stays client count services and SUD treatment | accessing any
indicated source or ER visits expenditures facilities treatment
NOTES:

1. Estimated percent of SUD treatment expenditures nationally are based on SAMHSA’s National Expenditures for Mental Health Services and Substance Abuse Treatment, 1986-
2009 (SAMHSA 2013c). We exclude pharmaceutical and health insurance administration costs when calculating the listed shares.

2. Although residential substance abuse treatment services are not technically out-of-scope for MEPS, they are highly unlikely to be reported (Bernard 2012).

3. SAMHSA requests submission of TEDS data on all admissions to any publicly funded treatment facility. However, the scope of admissions reported varies by state. Some states
report only admissions for clients treated with public funds. Some states include admissions to private facilities, individual practitioners, hospital-based treatment, and
correctional facilities, while others do not.

4. Specialty care here is defined as care provided in public and private facilities that have a program specific to treating substance abuse disorders excluding programs located in
jails or prisons or serving only incarcerated clients.

5. The NAMCS survey is primarily a sample of ambulatory physician office visits. As such, it generally excludes services provided by non-physician clinicians such as nurse
practitioners and physician assistants, with the exception of those practicing in clinics.

6. N-SSATS is a census of all known, public and private, facilities that provide substance abuse treatment. It excludes solo practitioners unless a state substance abuse agencies
specifically requests to include them.

7. NAMCS includes only office-based or clinic provided services. Services provided in other settings of care such as during an inpatient stay are not included in NAMCS.

8. Nursing home expenditures are not included in MEPS (Bernard 2012).




TABLE 1.1 (continued)

9. The NSDUH provides estimates of the number of individuals living in the community at the time of the survey who received treatment services in the last 12 months at a jail or
prison. However, this is an undercount of the total number of individuals who received treatment in a jail or prison because incarcerated individuals are not included in the
survey universe.

X = Indicates the service type is represented in the indicated data source.
NA = Not available. Expenditures for these services are not included in the SAMHSA spending estimates.




TABLE 1.2. Summary of Supply-Side Data Sources

Data Source

Ability to Identify SUD Treatment Providers

Key Consideration for Data
Collection and Analysis

American Community

Categories not specific to SUD treatment providers

Data on employment is reported

Survey/OES annually.

Certifying Providers not certified by IC&RC and NAADAC May require data collection from

organizations (IC&RC | would be excluded. Certification requirements vary certification/licensing boards in 50

and NAADAC) by state. Medical staff and many support workers states. Data collection varies
not included. across boards.

Claims data Providers serving non-Medicare/non-Medicaid Substantial effort to evaluate
populations are excluded from CMS administrative completeness and process data.
claims. Providers serving managed care enrollees SDI Health data must be
are also often excluded from CMS administrative purchased.
data. These populations excluded from CMS
administrative data represent more than two-thirds
of SUD treatment. Data from SDI Health
representing privately insured patients is likely to
exclude non-prescribers, such as counselors, and
services provided under grant funding.

NAMCS Non-physician providers excluded. Physician weight | Multiple years of data will need to

can be used to identify count of physicians with
specific characteristics.

be pooled to identify a sufficient
sample of SUD treatment
services.

National Plan and
Provider Enumeration
System

Only professionals with NPIs are included.
Professionals are not required to obtain NPIs if they
do not prescribe or bill electronically. Preliminary
estimates suggest few SUD treatment professionals
are identifiable based on the provider taxonomy
classifications for addiction medicine.

A list of providers who self-identify
in addiction specialties can be
identified. However providers are
likely to select more general
specialty categories such as
psychiatrist, internal medicine, or
social worker rather than
categories specific to addiction.

N-SSATS

Workforce questions not included on survey.
Supplemental questions were added to 2016 survey
for this project. Providers in non-specialty settings,
facilities located in jails or prisons, facilities serving
only incarcerated clients, and solo practitioners
(unless specifically requested by the state) are
excluded.

Represents majority of SUD
treatment spending nationally. All
providers in universe are
surveyed. State-level analysis is
feasible. Survey is at facility-level.

State licensure and
certification data

Only state certified or licensed professionals
included. Types of professionals that require
certification and licensure will vary by state. Medical
professionals and professionals working under
supervision may be excluded. Sixteen percent of
clinical directors are licensed in a field other than
substance abuse counseling. Forty-six percent of
direct care staff are not licensed.

Significant effort to negotiate data
sharing agreement with 50 states.
Data will not be in consistent
format nor include a consistent set
of professionals.

3. Expert Interviews

To supplement the literature review, we conducted three expert interviews in May
and June of 2015. The first interview was with the executive director of the International
Certification and Reciprocity Consortium (IC&RC), an organization that develops
standards and exams that local boards across the country use for credentialing and
licensing. The director responded to our interview questions orally and also provided
written responses to the questions on our interview guide from local board staff in
Louisiana, Minnesota, North Carolina, and Ohio. The second interview was with the
executive director of the National Association for Alcoholism and Drug Abuse




Counselors (NAADAC), an association for professionals in the SUD treatment
workforce, which also creates exams for certifications. The third interview was with the
senior vice president of Public Policy and Practice Improvement with the National
Council for Behavioral Health, an association that represents behavioral health provider
organizations.

The interviews with the IC&RC and NAADAC representatives addressed addiction
provider certification trends, training program trends, state requirements for licensing
and certification, and recent changes in the workforce associated with the ACA,
MHPAEA and any other observed changes. The interview with the National Council for
Behavioral Health representative addressed:

e Providers’ experiences related to implementation of the ACA and MHPAEA.

e How providers have adapted to the availability of expanded Medicaid and private
insurance coverage for SUD treatment.

e Barriers providers have identified to using this insurance coverage to support
patient treatment.

e The most pressing concerns for providers related to training programs for SUD
treatment professionals, ability to hire qualified staff for open positions, and ability
to retain current staff.

e State-level differences in licensing/credentialing policies or professional
certification requirements that have an important impact on the availability of
SUD treatment programs or on program staffing patterns.

The experts were not able to address all topics identified, and had no data
available to support response to most questions and therefore could provide only
anecdotal information. IC&RC and NAADAC representatives indicated that state board
representatives might have information to address particular questions, but this
information was not passed on to the national organization.

C. Definition of Substance Use Disorder Treatment Demand

We assess SUD treatment demand under this study with two alternative metrics.
First, we used a market-based definition defining demand as observed service use. This
definition is useful for identifying the status quo and as a baseline for assessing how
demand may change in the future. However, policymakers are keenly interested in the
level of unmet need for services. Addressing this question requires an understanding of
the prevalence of the iliness requiring treatment.

Ideally, market demand would be measured by counting individual units of service
used by type of care. However, the available data for this study are limited to



information on the number of individuals accessing particular service types within a
particular care setting (for example, the number of individuals receiving short-term
residential treatment or intensive outpatient services) and the total expenditures for
SUD treatment services by settings of care.®

We measure need for treatment based on the prevalence of SUDs. The NSDUH
survey provides an excellent resource for identifying individuals who meet diagnostic
criteria for abuse or dependence on alcohol or illicit drugs. However, the treatment
needs of individuals who meet diagnostic criteria for an SUD vary. Some researchers
have noted that standard diagnostic criteria for SUDs may inflate estimates of treatment
need. They have proposed alternative concepts which narrow the definition of need. For
example, Wakefield and Schmitz (2015) have proposed narrowing the diagnostic criteria
for SUDs to require dysfunction and harm (Wakefield and Schmitz 2015). Others have
suggested treatment need may be defined in relationship to the individual's own
perception of need or based on a disability associated with the SUD (Mechanic 2003).
Identifying the populations meeting alternative definitions of treatment need is beyond
the scope of the current study. Thus, we present estimates of trends in prevalence of
SUDs based on NSDUH, as these trends are likely to parallel trends in the number of
individuals who might benefit from treatment.

D. Definition of Substance Use Disorder Treatment Supply

The definition of an SUD professional used in this study is based on three
dimensions, as described below.

e Engagement in SUD Treatment. The goal of the current study is to assess the
adequacy of the workforce t