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Abstract

IMPORTANCE In the US, recent legislation and regulations have been considered, proposed, and
implemented to improve the quality of treatment for opioid use disorder (OUD). However,
insufficient empirical evidence exists to identify which policies are feasible to implement and
successfully improve patient and population-level outcomes.

OBJECTIVE To examine expert consensus on the effectiveness and the ability to implement state-
level OUD treatment policies.

EVIDENCE REVIEW This qualitative study used the ExpertLens online platform to conduct a
3-round modified Delphi process to convene 66 stakeholders (health care clinicians, social service
practitioners, addiction researchers, health policy decision-makers, policy advocates, and persons
with lived experience). Stakeholders participated in 1 of 2 expert panels on 14 hypothetical state-level
policies targeting treatment engagement and linkage, evidence-based and integrated care,
treatment flexibility, and monitoring or support services. Participants rated policies in round 1,
discussed results in round 2, and provided final ratings in round 3. Participants used 4 criteria
associated with either the effectiveness or implementability to rate and discuss each policy. The
effectiveness panel (n = 29) considered policy effects on treatment engagement, treatment
retention, OUD remission, and opioid overdose mortality. The implementation panel (n = 34)
considered the acceptability, feasibility, affordability, and equitability of each policy. We measured
consensus using the interpercentile range adjusted for symmetry analysis technique from the
RAND/UCLA appropriateness method.

FINDINGS Both panels reached consensus on all items. Experts viewed 2 policies (facilitated access
to medications for OUD and automatic Medicaid enrollment for citizens returning from correctional
settings) as highly implementable and highly effective in improving patient and population-level
outcomes. Participants rated hub-and-spoke–type policies and provision of financial incentives to
emergency departments for treatment linkage as effective; however, they also rated these policies as
facing implementation barriers associated with feasibility and affordability. Coercive policies and
policies levying additional requirements on individuals with OUD receiving treatment (eg, drug
toxicology testing, counseling requirements) were viewed as low-value policies (ie, decreasing
treatment engagement and retention, increasing overdose mortality, and increasing health
inequities).

CONCLUSIONS AND RELEVANCE The findings of this study may provide urgently needed
consensus on policies for states to consider either adopting or deimplementing in their efforts to
address the opioid overdose crisis.
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Key Points
Question What is expert consensus on

effective, implementable, and equitable

state-level opioid use disorder (OUD)

treatment policies?

Findings Experts identified 2 high-

value policies: facilitated access to

medications for OUD and automatic

Medicaid enrollment on returning from

correctional settings. In contrast,

experts identified 4 low-value policies

as ineffective, difficult to implement,

and inequitable: coerced drug

treatment, involuntary civil

commitment, drug toxicology testing

requirements, and office-based

buprenorphine treatment counseling

corequirements.

Meaning The results suggest that

collaborative efforts that support high-

value policies and bring attention to the

dangers of low-value policies can help

states address the overdose epidemic

through engagement and retention in

OUD treatment.
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Introduction

Despite broad efforts to address the opioid crisis, opioid-related overdose deaths reached a record
high of 75 673 during the 12-month period ending in April 2021, which was up nearly 30% from the
previous year.1 A cornerstone of the national strategy to mitigate the crisis is improving access to
effective treatment for opioid use disorder (OUD), particularly medications for OUD (MOUD), and
ensuring the provision of high-quality treatment to achieve equitable outcomes for vulnerable
populations. During the past decade, federal, state, local, and organizational efforts have expanded
the number of clinicians offering MOUD,2,3 strengthened collaborative care models,4,5 and allowed
for more flexible treatment processes.6 However, substantial barriers to MOUD persist. In 2019,
fewer than 20% of people with OUD reported receiving MOUD,7 and structural, systemic, and
institutional barriers yielded large disparities by race and ethnicity, income, and geography.8,9

While MOUD improves treatment retention, reduces opioid misuse, and is associated with
decreased overdose rates, recidivism, and opioid-related hospitalization,10-14 it is more challenging
to assess the effectiveness of state-level policies intended to improve treatment engagement and
retention at the population level. First, state-level treatment policies are complex, composed of
multiple overlapping components, and inherently difficult to measure or classify.15 Second, real-
world data linking treatment receipt to treatment outcomes (both patient level [eg, retention, OUD
remission] and population level [eg, opioid-related overdose rates]) are commonly limited to a single
jurisdiction or insured population, limiting generalizability, or are characterized by unknown quality
or missingness.16 Finally, state-level policies are not always effectively implemented on the
ground,17,18 and these difficult-to-measure aspects of implementation are key moderators for
associations with patient and population-level outcomes.19 Partially because of these challenges,
existing evidence for how state-level treatment policies are associated with treatment and
subsequent health outcomes is generally mixed or incomplete20,21; studies exploiting state variation
in treatment policies often fail to differentiate policy adoption from implementation or ignore other
state or federal barriers to implementation.22,23 Given the importance of high-quality, evidence-
based treatment for addressing rising rates of opioid-related morbidity and mortality, there is an
urgent need to better understand which state-level OUD treatment policies are effective in
addressing opioid-related harms and are implementable based on decision-making criteria that are
important to policy makers.24

To address this need, we conducted an online modified Delphi process to identify expert
consensus on the effectiveness and implementability of different components of state-level OUD
treatment policies. Delphi panels, which have been used to characterize effective alcohol policies,25

drug policies,26 and pain management strategies,27 are a prominent and rigorous method for eliciting
expert consensus to generate guidance on health-related policies in the absence of sufficiently
conclusive scientific evidence for decision-making.25,28

Methods

We concurrently conducted 2 online modified Delphi panels with no overlap in participants: 1 focused
on policy effectiveness (effectiveness panel), and 1 focused on policy implementability
(implementation panel). As detailed later, our conceptualizations of effectiveness and
implementability are based on the Grading of Recommendations Assessment, Development and
Evaluation (GRADE) Evidence to Decision (EtD) frameworks,24 which aim to structure policy and
practice decision-making around evidence on and stakeholder perceptions of several important
criteria. Specifically, the GRADE EtD framework for health systems and public health is designed to
help panels make recommendations to policy makers responsible for making decisions on behalf of a
population that will be affected by those decisions.29

Both panels used prospectively registered research protocols, plans, and materials (available at:
https://osf.io/3vuq6/). The study was ruled exempt by the institutional review board of the RAND
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Corporation, and the study followed the Standards for Reporting Qualitative Research (SRQR)
reporting guideline for qualitative studies.30

Participants
We identified and recruited experts using a multipronged strategy. First, we developed a list of health
care clinicians, social service practitioners, addiction researchers, health policy decision-makers,
policy advocates, and persons with lived experience based on published research, suggestions from
the project’s advisory board, and member lists of relevant organizations. A snowball sampling
approach then allowed experts to nominate further participants. We aimed to recruit 20 to 40
participants per panel, allowing sufficient diversity of perspectives and experience in OUD treatment
policy.31 All identified and nominated experts received an email asking them to indicate willingness
to participate in the online modified Delphi process. Interested experts completed an online
registration survey providing informed consent, self-reported demographic data (ie, race and
ethnicity, gender, professional role, and state of residence), and indicated whether they preferred
participating in the effectiveness panel or implementation panel. Experts participated in their
preferred panel; we assigned experts with no preference to panels in a manner that optimized
balance on demographic variables. Participants received a $300 gift card or prepaid debit card for
panel completion.

Design
Panels involved a validated, 3-round approach using the RAND ExpertLens online platform.26,32 This
approach involves 2 rating rounds, with a round of online group discussion and feedback in between.
We pilot-tested ExpertLens for this data collection protocol with 2 experts and the ExpertLens team
before conducting the panels. The 3 rounds took place from July to September 2021; each round
allowed participants up to 3 weeks to provide responses.

In round 1, experts reviewed, rated, and commented on 14 state-level policies to improve OUD
treatment engagement and retention (see Table 1 for definitions). Through an iterative process with
the project team and advisory board, we selected these from a broader list of proposed or
implemented state-level policies relevant for linkage to and retention in MOUD (eMethods in the
Supplement).

Outcome rating criteria were based on the GRADE EtD framework used by the World Health
Organization to make health policy recommendations.24 In the effectiveness panel, experts rated the
effect (direction and magnitude) of each policy on treatment engagement, treatment retention, OUD
remission, and opioid-related overdose mortality using a 9-point Likert scale, from 1 (very large
decrease) to 9 (very large increase). In the implementation panel, experts rated each policy on the
GRADE feasibility, acceptability, affordability, and equitability implementation criteria, which
comprise key determinants of implementing policy changes.33 Experts used a 9-point Likert scale,
from 1 (not at all) to 9 (extremely acceptable, feasible, affordable, or equitable). The Box provides
definitions that were presented to participants.

In round 2, experts were shown group frequency histograms describing how each expert’s
round 1 responses compared with the group’s (eFigure 1 in the Supplement). We also displayed
summaries of thematic analyses of round 1 comments next to each chart. Experts then discussed
round 1 results using asynchronous, anonymous, online discussion boards, which 2 of the authors
(R.S. and S.G.) moderated. In round 3, informed by round 1 results and round 2 discussion, experts
independently provided final ratings for each policy’s effectiveness and implementability.

Statistical Analysis
As in previous ExpertLens panels,27,34 we identified consensus decisions on policy effectiveness and
implementability by applying the 3-step analytical approach outlined in the RAND/UCLA
Appropriateness Method user manual (eMethods in the Supplement).35 We first determined
whether disagreement existed among participants using calculated disagreement index (DI) scores,
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which indicate a lack of consensus on a policy for a given effectiveness outcome or implementation
criterion. If no disagreement existed, the round 3 median determined the consensus expert opinion.
In the effectiveness panel, scores less than 5 indicated that the policy reduced the outcome (lower
scores indicating larger reductions), scores higher than 5 indicated the policy increased the outcome
(higher scores indicating larger increases), and score of 5 indicated the policy had no effect (no
average reduction or increase of the outcome). In the implementation panel, scores of 1 to 3
indicated low, 4 to 6 moderate, and 7 to 9 high acceptability, feasibility, affordability, and equitability.
Finally, to explore robustness, we conducted sensitivity analyses using round 1 ratings to impute
round 3 responses for participants who did not complete round 3.

Descriptive analyses of participant ratings characterized the distribution of group responses
from each round and estimated changes in group and individual responses between rounds. Next,

Table 1. Opioid Use Disorder Treatment Policies

Policy Definition
Policies targeting engagement with and linkage to treatment

Emergency department treatment-linkage
financial incentives policies

Emergency department treatment-linkage financial incentives policies provide monetary performance incentives to hospitals
that can attest to the following for patients with a diagnosis of OUD admitted to an emergency department (but not to
inpatient): (1) initiated buprenorphine treatment during the emergency department encounter, and (2) provided a
warm handoff to outpatient treatment.

Facilitated access to medication for OUD
requirements

Facilitated access to medication for OUD requirements mandate that all substance use disorder treatment programs in the
state facilitate access to medication for OUD through: (1) direct provision of the medication (ie, buprenorphine, methadone,
or naltrexone), (2) contracting with private prescribing professionals, or (3) linkage agreements with other office-certified
programs. Such agreements must ensure access sufficient to meet patient needs without undue barriers, such as long
waiting periods for appointments or waiting lists.

Medicaid enrollment for individuals leaving
jail or prison

Medicaid enrollment for individuals leaving jail or prison requires that correctional personnel initiate Medicaid applications or
assist with Medicaid application information to individuals nearing release from incarceration, or that Medicaid managed care
entities collaborate with correctional personnel to coordinate the discharge and transition of enrollees following release
from a correctional facility.

Coerced drug treatment policies Coerced drug treatment policies legally compel an individual to participate in and comply with treatment for OUD as an
alternative to another form of sanction (eg, incarceration, loss of child or custody, loss or receipt of employment or benefits).

Involuntary civil commitment laws Involuntary civil commitment laws state statutes that allow family members, health care practitioners, or other persons to
seek court-mandated treatment for an individual who poses a substantial threat of harm to self (eg, by overdose) or others
as a result of their substance use. This policy does not require a concomitant criminal justice case and does not include laws
that only apply to serious mental illness (with a definition of mental illness that does not include substance use).

Policies to promote evidence-based and integrated care

Hub-and-spoke–type policies Hub-and-spoke–type policies direct state and/or federal funding to implement multiple geographically based coordinated care
networks in which patients receive short-term intensive (inpatient or outpatient) care until stabilized, and then are referred
to other outpatient practices for supportive services and medication for OUD in primary care settings or community-based
practices. Each network forms a system of care with a primary organizing agency (hub) that identifies, collaborates, and
subcontracts with a network of substance use and mental health treatment clinicians (spokes) to provide integrated
medication treatment care.

Pay-for-performance policies Pay-for-performance policies make additional payments to medical and behavioral health care providers for improving the
quality and value of the OUD treatment they are giving. Supplemental payments above the negotiated price for services are
made through public and/or private health insurers to the clinicians based on predefined proportions of their client population
meeting specific benchmarks in the treatment process (eg, early engagement and retention in OUD treatment; engagement
and/or retention on medication for OUD for 6 mo).

State Medicaid agency approval of collaborative
care model reimbursement codes

State Medicaid agency approval of collaborative care model reimbursement codes formally integrates new Current Procedural
Terminology codes to fund the collaborative care model in primary care settings. The codes are designed to reimburse billing
practitioners (typically the primary care clinician) for the cumulative time the health care team spends delivering components
of collaborative care each calendar month, up to 130 min during the initial month and 120 min in subsequent months.

Telemedicine-based collaborative care policies Telemedicine-based collaborative care policies direct state and/or federal funding to implement collaborative care models
for treatment of OUD in which an off-site team of specialty trained addiction clinicians collaborates with onsite primary care
providers and their patients from a centralized location using telephones, interactive video, and electronic health records.

Policies to allow flexible or longer-duration treatment

State medication for OUD drug formulary
mandates

State medication for OUD drug formulary mandates require that insurers (private and public) include at least 2 FDA-approved
medication types for OUD (eg, methadone and buprenorphine) on the preferred drug list or their drug formularies.

Length of time Medicaid covers medication
for OUD

State Medicaid provides coverage of medication for OUD for at least 6 mo.

Full state scope-of-practice laws Full state scope-of-practice laws allow advanced-practice clinicians, such as nurse practitioners and physician assistants,
to prescribe medication treatment for OUD independently (ie, without a requirement for a collaborative agreement or
postlicensure supervision).

Policies for ongoing monitoring and support services

Drug toxicology testing requirements Drug toxicology testing requirements mandate that providers of medication treatments for OUD conduct at least 6 drug
screens from patients in order to guide treatment planning.

Office-based buprenorphine treatment
counseling corequirement laws

Office-based buprenorphine treatment counseling corequirement laws require patients receiving buprenorphine in the office-
based setting to receive counseling. The state law does not explicitly protect against termination of buprenorphine treatment
because of counseling nonadherence.

Abbreviations: FDA, US Food and Drug Administration; OUD, opioid use disorder.
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following prior work,27,34 we thematically analyzed all expert comments to contextualize consensus
decisions; we grouped all comments by policy and question, ordered comments within groupings
by numerical ratings, thoroughly read and reread the material, conducted line-by-line coding, and
inductively generated themes.

Results

Of the 109 experts approached, 66 (61%) participated in at least 1 round of either the effectiveness
panel (30 [45.5%]) or implementation panel (36 [54.5%]). Most experts identified as women (39
[59%]), White Non-Hispanic (50 [76%]), researchers (35 [53%]), or health care clinicians (18 [27%])
and residing in the Northeast (27 [41%]). Expert characteristics had similar distributions across both
panels except for greater geographic diversity in the implementation panel (Table 2). Round 3
completion rates were 83% and 75% for the effectiveness and implementation panels, respectively.
Ratings and consensus did not significantly differ in sensitivity analysis imputing missing round 3
ratings from round 1 responses (eTables 1 and 2 in the Supplement), ratings generally corresponded
with conceptual mechanisms of policy action (eg, higher treatment retention was associated with
lower opioid-related mortality; eTable3 in the Supplement), and ratings across rounds also showed
significant within-participant correlation for all outcomes (eTable 4 in the Supplement). While most
participants changed at least 1 rating across a meaningful threshold from round 1 to round 3 (eTable 5
in the Supplement), such changes were rare, most items did not have any participants make such a
change, and the distribution of ratings remained highly similar across rounds (eFigures 2 and 3 in the
Supplement). Additionally, there was no disagreement in round 1, and only 3 policies (emergency
department linkage, Medicaid enrollment for individuals leaving correctional settings, and hub-and-
spoke–type policies) saw a change in consensus decision from small reductions to moderate-to-
large reductions in fatal opioid-related overdose between rounds.

Round 3 quantitative results are summarized in Figure 1 and Figure 2. Participants reached
consensus on all effectiveness outcomes and implementation criteria across all policies (ie, there was
not significant disagreement among expert ratings in round 3). Of the 14 policies considered, experts
identified 2 as high-value policies that are implementable on all criteria and likely to have sizeable
positive effects on treatment engagement, treatment retention, and overdose mortality: requiring
treatment facilities to provide or offer linkage to MOUD and Medicaid enrollment for individuals
leaving jail or prison. Experts also identified 2 policies (drug toxicology testing requirements and
office-based buprenorphine treatment counseling corequirement laws) as low value (ie, likely to be
negatively affect all outcomes, having only moderate feasibility and affordability) and likely to
increase inequities. Expert consensus on the remaining policies varied. Herein, we provide detailed
descriptions of each panel’s rating results, with qualitative findings providing additional context.

Effectiveness Panel Findings
The median expert rating varied across policies for each outcome (Figure 1): experts identified at least
1 policy that positively affected and at least 1 that negatively affected treatment engagement,
treatment retention, OUD remission, and opioid-related overdose mortality. Across all policies,
within-participant correlations were consistent with the cascade of care for OUD36: treatment
engagement, retention, and OUD remission were significantly positively associated with each other,
and all were significantly negatively associated with opioid-related overdose mortality (eTable 3 in
the Supplement). As one participant noted, “Any increase in engagement gives more people the
opportunity to be retained in care and thus be at reduced risk of overdose mortality.”

Of the 14 policies, experts rated 9 as yielding moderate-to-large increases in treatment
engagement, with 3 policies further yielding moderate increases in treatment retention and
subsequent moderate reductions in fatal opioid-related overdose: facilitated access to MOUD,
Medicaid enrollment for citizens returning from correctional settings, and hub-and-spoke–type
policies. Experts noted that these 3 policies uniquely affect fatal opioid-related overdoses because

Box. Outcome Definitions
Presented to Panelists

Effectiveness Panel
• OUD treatment engagement:

percentage of people meeting the
criteria for an OUD diagnosis who
receive 2 or more OUD treatment
services (including medication for OUD)
within 34 days of initiating treatment

• OUD treatment retention: percentage
of people meeting the criteria for an
OUD diagnosis who remain
continuously enrolled in OUD
treatment services for at least 6 months

• OUD remission: percentage of people
meeting the criteria for an OUD
diagnosis who do not experience OUD
symptoms (other than craving/desire/
urge for opioids) for at least 12 months

• Opioid overdose mortality: per capita
rates of fatal overdose associated with
opioids, including opioid analgesics (eg,
oxycodone), illegal opioids (eg, heroin),
and synthetic opioids (eg, fentanyl)

Implementation Panel
• Acceptability: the extent to which the

policy is acceptable to the general
public in the state or community where
the policy has been enacted

• Feasibility: the extent to which it is
feasible for a state or community to
implement the policy as intended

• Affordability: the extent to which the
resources (costs) required to
implement the policy are affordable
from a societal perspective

• Equity: the extent to which the policy is
equitable in its effect on health
outcomes across populations of people
who use opioids

Abbreviation: OUD, opioid use disorder.
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they target linkages to treatment: “increasing the number of people exposed to effective
interventions should result in a reduction in overdose risks.” Experts particularly emphasized the
importance of facilitating supportive, patient-centered, and harm-reduction measures focused on
access to MOUD. Experts also stressed explicitly focusing on high-risk populations and periods is an
effective policy lever for preventing overdose mortality: “given the extremely high risk of overdose
following release and the challenges of access to treatment following incarceration, notably from lack
of insurance, this [policy] is likely to substantially reduce risks of fatal overdose.”

Experts identified 2 policies as having harmful effects on treatment outcomes or opioid-related
overdose mortality: requirements for drug toxicology testing and requirements for counseling during
office-based buprenorphine treatment. In addition, coerced drug treatment and involuntary civil
commitment laws were expected to yield only small increases in treatment engagement, with little
to no association with retention, OUD remission, and fatal overdose. Experts consistently explained
that these policies often result in punitive implementation focused narrowly on abstinence rather
than harm reduction, as one commented: “I have also witnessed toxicology testing being used as a
mindless test for abstinence and a tool to punish in both the criminal legal systems and addiction
treatment systems.” Others noted how these requirements can serve as barriers to accessing
evidence-based treatments, with one commenting on counseling corequirements: “If lack of
counseling leads to lack of access to or premature discontinuation of medication, such laws would
have a negative impact on mortality.”

Table 2. Participant Characteristics and Completion Rates

Characteristic

No. (%)

Total Effectiveness panel Implementation panel
No. of participants 66 30 36

Gender

Woman 39 (59) 17 (57) 22 (61)

Man 24 (36) 12 (40) 12 (33)

Missing 3 (5) 1 (3) 2 (6)

Race and ethnicity

Asian 4 (6) 1 (3) 3 (8)

Black, Non-Hispanic 6 (9) 4 (14) 2 (6)

Hispanic 2 (3) 1 (3) 1 (3)

White, Non-Hispanic 50 (76) 23 (77) 27 (75)

Missing 4 (6) 1 (3) 3 (8)

Region of residencea

Northeast 27 (41) 12 (40) 15 (42)

Midwest 7 (11) 2 (7) 5 (14)

South 25 (38) 14 (47) 11 (31)

West 7 (11) 2 (7) 5 (14)

Role

Researcher 35 (53) 16 (53) 19 (53)

Policy maker 4 (6) 2 (7) 2 (6)

Health care clinician 18 (27) 8 (27) 10 (28)

Human/social service provider 2 (3) 1 (3) 1 (3)

Advocate 4 (6) 2 (7) 2 (6)

Missing 3 (5) 1 (3) 2 (6)

Completion rateb by round

Round 1 63 (95) 29 (97) 34 (94)

Round 2 55 (83) 26 (87) 29 (81)

Round 3 52 (79) 25 (83) 27 (75)

a Missing region of residence (n = 3) assigned based
on participant’s institutional affiliation.

b Completion for round 1 was defined as answering
more than 90% of the 56 round 1 items; completion
for round 2 was defined as logging into the round
2 discussion forum; and completion for round 3 was
defined as answering more than 90% of the
56 round 3 items.
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Implementation Panel Findings
The median expert rated all policies as either moderate or high on acceptability and feasibility
(Figure 2). However, panelists commented that the stigma of OUD (and MOUD by extension) is a
major barrier to optimal policy design, frequently noting that, while stigmatizing beliefs prompted
high public acceptability of coercive and abstinence-focused policies, the panelists themselves
viewed these policies as punitive, paternalistic, and unacceptable.

Six policies were rated as highly implementable across all 4 GRADE feasibility, acceptability,
affordability, and equitability criteria: facilitated access to MOUD, Medicaid enrollment for returning

Figure 1. Round 3 Median Ratings and Dispersion by Outcome, Effectiveness Panel
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Markers represent the median round 3 rating, and bars are the interpercentile range from
the 30th to 70th percentile. Panelists rated items on a scale of 1 to 9, with scores of 1 to
4 indicating the policy decreases the outcome, a score of 5 indicating no association, and

scores of 6 to 9 indicating the policy increases the outcome. CCM indicates collaborative
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Figure 2. Round 3 Median Ratings and Dispersion by Outcome, Implementation Panel
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citizens, pay for performance, MOUD formulary mandates, Medicaid coverage for MOUD, and full
state scope-of-practice laws. The latter 3, which target more flexible and longer duration care,
received the highest ratings for feasibility and affordability because of established precedent of
making such changes to the scope of practice and Medicaid coverage, combined with societal cost-
savings of improving long-term access to effective treatments. The MOUD formulary mandates and
pay for performance received the highest ratings for acceptability because of public support of
insurance covering medications without prior authorizations and the perceptions of value-based care
as being merit based. Medicaid enrollment for returning citizens received the highest median rating
for equitability given its explicit focus on marginalized populations and a vulnerable transition period.

Four policies were expected to exacerbate disparities in health outcomes. Policies requiring
drug toxicology testing or counseling, as well as coerced drug treatment or involuntary civil
commitment, were considered least equitable and to have relatively low feasibility and affordability.
However, panelists noted the difficulties of rating equitability with limited information on
implementation: “If well implemented it [the policy] should increase access to treatment for many
people who have OUD, however, unless it has explicit programming and protections built in to
engage and make accessible to groups historically excluded from care, including Black, Latinx, and
Native American populations, then there is a substantial risk that it will exacerbate underlying racial
and ethnic inequities.” Several experts also expressed that, without a deliberate equity-centered
approach, policies would likely reinforce accumulations of unjust societal advantages: “I questioned
its equity…because it will likely best be capitalized on by those with the most access to resources.”
Others noted that, given historic systemic inequities, even policies likely to enhance equity would
have little effect unless accompanied by substantial efforts on the ground within communities.

Furthermore, experts identified involuntary civil commitment laws as unaffordable, with one
noting, “to provide high-quality treatment is particularly expensive and difficult, if impossible, to pull
off when the treatment is coercive. More commonly, these programs funnel money to the criminal
legal system with resulting low quality/no treatment and hinge on locking people up more than
treating them.”

Discussion

There was substantial consensus on the effectiveness and implementability of all 14 state-level OUD
treatment policies evaluated. However, only 2, facilitated access to MOUD and automatic Medicaid
enrollment for citizens returning from correctional settings, were considered highly implementable,
effective, and equitable. Recently, there has been substantial activity around such policies.
Legislation was introduced in Congress to extend Medicaid eligibility to individuals being released
from incarceration37; several jurisdictions have suspended rather than terminated Medicaid eligibility
for individuals who become incarcerated, facilitating continuous health care coverage on
release38,39; 8 states now have policies requiring substance use treatment facilities to provide
multiple forms of MOUD.40

However, panelists were somewhat less enthusiastic about other policies being pursued in
many jurisdictions. For example, while many states have sought to implement some type of hub-and-
spoke model to support primary care provision of buprenorphine,41 panelists believed that such
approaches could potentially improve outcomes but also often face implementation challenges
because of affordability and feasibility. Such concerns echo financial, infrastructural, and geographic
issues documented in the evolving literature on such programs.42,43 Similarly, there have been
substantial efforts to encourage linkage to MOUD for individuals being treated in emergency
departments, with several states seeking to support such initiatives.44,45 The panelists also raised
questions about the feasibility of such approaches because of coordination and infrastructure
complexities. Overall, the study results suggest that the success of these models hinges on careful
consideration of infrastructure requirements, necessitating that policy efforts supporting such
models are accompanied by sufficient investment in the requisite infrastructure.
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Well-intentioned opioid-related policies can have unintended consequences,46-48 and panelists
identified several policies that may have detrimental effects. Specifically, there was a consensus that
coercive treatment policies would not only be ineffective but would also increase inequities and
require substantial resources. There were similar concerns regarding policies requiring drug
toxicology testing and counseling corequirements for individuals receiving treatment with
buprenorphine. While such services may be clinically appropriate for some patients,49,50 there
appeared to be expert consensus that removing such decisions from clinicians and patients would
have little benefit.

Limitations
Our study had several limitations. First, to reduce participant burden, we limited our scope to 14
policies primarily focused on linkage and retention. While this approach was associated with a high
retention rate for Delphi processes,26,31,51,52 we did not capture other important mechanisms, such
as treatment capacity. Second, while we aimed to capture a diverse range of perspectives, the
panelists were largely non-Hispanic White and self-identified as researchers, with a potential bias
toward research evidence rather than direct experience with policies as rationale for ratings.
Additionally, while we used a purposive and snowball approach to identify a sample reflecting
expertise in OUD treatment policy and practice, the sampling approach was not designed to be
representative of any particular population. A replication of this panel with a different group (eg, a
higher percentage of policy makers, policy implementers, and people who use drugs) may yield
different consensus, particularly for implementation. Finally, the online nature of the panels, while
potentially allowing more perspectives to be captured and reducing participant burden, may not
have allowed panelists to get into as much depth on any given area as they would have in a smaller,
in-person setting; this tradeoff may have been particularly important for deeper understanding of
aspects associated with feasibility of implementation and equitability of outcomes. Recognizing
these limitations, this study represents the first effort to our knowledge to systematically identify
expert consensus on which OUD treatment policy components have beneficial effects and are
feasible to implement.

Conclusions

This study provides expert consensus on policies for states to potentially consider either adopting or
deimplementing in their efforts to address the overdose epidemic. It also highlights the need for
decision-makers to be proactive in centering the design of these policies on health equity and
deliberately dismantling oppressive structures and systems as central to policy implementation.
Collaborative efforts among decision-makers and stakeholders that support high-value policies and
bring attention to the dangers of low-value policies can help states address the overdose epidemic
through engagement and retention in OUD treatment.
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