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Abstract

Background: The United States overdose crisis continues unabated. Despite efforts to increase 

capacity for treating opioid use disorder (OUD) in the U.S., how actual treatment receipt compares 

to need remains unclear. In this cross-sectional study, we estimate progress in addressing the gap 

between OUD prevalence and OUD treatment receipt at the national and state levels from 2010 to 

2019.

Methods: We estimated past-year OUD prevalence rates based on the U.S. National Survey 

on Drug Use and Health (NSDUH), using adjustment methods that attempt to account for 

OUD underestimation in national household surveys. We used data from specialty substance use 

treatment records and outpatient pharmacy claims to estimate the gap between OUD prevalence 

and number of persons receiving medications for opioid use disorder (MOUD) during the past 

decade.

Results: Adjusted estimates suggest past-year OUD affected 7,631,804 individuals in the U.S. in 

(2,773 per 100,000 adults 12+), relative to only 1,023,959 individuals who received MOUD (365 

per 100,000 adults 12+). This implies approximately 86.6% of individuals with OUD nationwide 

who may benefit from MOUD treatment do not receive it. MOUD receipt increased across states 

over the past decade, but most regions still experience wide gaps between OUD prevalence and 

MOUD receipt.
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Conclusions: Despite some progress in expanding access to MOUD, a substantial gap between 

OUD prevalence and treatment receipt highlights the critical need to increase access to evidence-

based services.
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Introduction

Two decades after initial reports of rising overdose deaths, the U.S. overdose epidemic 

continues to accelerate. The COVID-19 pandemic has exacerbated this crisis, leading 

to historically high overdose deaths in 2020, with provisional data indicating continued 

increases in 2021 (Ahmad FB et al., 2022). Opioids continue to be the central driver of 

overdose deaths, involved in three quarters of past-year deaths, with unregulated fentanyl – 

a potent synthetic illicit opioid - being the primary driver (O’Donnell et al., 2021). Despite 

numerous federal and state initiatives to address overdose deaths (Grogan et al., 2020), such 

efforts have been slow to keep pace with the escalation of the crisis.

Particularly challenging to the overdose response has been expanding access to evidence-

based treatment for opioid use disorder (OUD). Methadone, buprenorphine, and extended-

release naltrexone are three FDA-approved medications for OUD (MOUD) that are 

consistently associated with improved health outcomes, including reduced opioid use, 

transmission of HIV and Hepatitis-C, and overdose risk (Leshner & Mancher, 2019). 

Population-based studies have found that compared to no-treatment or treatments not 

involving medications, MOUD decreases overdose risk by over 50% (Santo et al., 2021). 

While methadone can only be dispensed by certified opioid treatment programs (OTPs), 

buprenorphine can be prescribed by providers waivered under the Drug Addiction Treatment 

Act of 2000 (DATA 2000). Naltrexone can be administered several ways, including via a 

monthly injection by any provider so long as it falls within their scope of practice, but is 

used primarily for alcohol use disorder and less often for OUD treatment (Volkow & Blanco, 

2020).

Despite their effectiveness, low utilization of MOUD has limited their public health impact. 

Prior research and policy initiatives have focused largely on the need to increase treatment 

capacity for MOUD to expand access. In 2012, 96% of states had OUD rates higher 

than their buprenorphine treatment capacity rates and 77.6% of states reported at least 

75% of OTPs were operating at 80% capacity or greater (Jones et al., 2015). Since 2012, 

MOUD treatment capacity has increased inconsistently across the U.S (Abraham et al., 

2020; Alderks, 2017).

While evidence of some expansion of treatment capacity is encouraging, overdose deaths 

continue to rise, and a gap remains in our understanding of how actual MOUD receipt 

– rather than treatment capacity alone – has kept pace with U.S. OUD trends. This 

is particularly important given that only half of waivered providers actively prescribe 

buprenorphine (Duncan et al., 2020), indicating treatment capacity may overestimate actual 
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access to care. Particularly challenging to our understanding of this issue is that data on 

treatment receipt for methadone, buprenorphine and naltrexone is collected via disjointed 

databases. Many have instead relied on self-reported estimates from the household-based 

National Survey on Drug Use and Health to assess treatment receipt, yet this survey is based 

on self-report and excludes many hard-to-reach and institutionalized populations (Johnson, 

2014; Reuters 2021). Moreover, there is a need to better understand where gaps in MOUD 

receipt are concentrated across U.S. states and how these gaps have shifted over time.

In this study, we combined data on real-world treatment receipt from multiple sources, along 

with multiplier-adjusted estimates of OUD prevalence (Keyes et al., 2022) to calculate the 

“treatment gap” between OUD prevalence and receipt of evidence-based MOUD treatment 

at the national and state levels over the past 10 years. Such estimates are key to informing 

policy and practice priorities to address the overdose crisis.

Methods

Reporting followed STROBE guidelines for observational studies (von Elm et al., 2007).

Estimating OUD prevalence using NSDUH data

Cross-sectional national and state prevalence estimates for past-year OUD were obtained 

using publicly-available data from the National Survey on Drug Use and Health (NSDUH), 

which surveys U.S. household residents aged 12 years or older. We obtained annual national 

weighted prevalence rates for years 2010 through 2019 and state prevalence rates for 

the most recent available aggregated year-pair data for 2018–2019 (Substance Abuse and 

Mental Health Services Administration Center for Behavioral Health Statistics and Quality, 

2020). Past-year OUD prevalence estimates include individuals who met diagnostic criteria 

for past-year abuse or dependence of opioid pain relievers, heroin, or both, based on 

questions modeled after DSM-IV opioid abuse or dependence criteria. In 2015, the NSDUH 

implemented methodological changes in the measurement of prescription pain medication, 

(Center for Behavioral Health Statistics and Quality, 2018) and thus annual national past-

year OUD estimates from 2010 to 2014 and 2015 to 2019 are presented separately.

While the NSDUH is a nationally representative survey, it is likely to substantially 

underestimate the true U.S. prevalence of OUD. This is because it is based on participant 

self-report of substance use but also because it excludes non-housed populations who have 

high rates of OUD, such as individuals who are homeless, incarcerated, or otherwise 

institutionalized (Johnson, 2014; Reuters, 2021). In fact, a capture-recapture study in 

Massachusetts estimated that state OUD rates in 2015 were 4.49 times higher than those 

that had been estimated by the NSDUH (Barocas et al., 2018). To account for this 

underestimation, we used the Massachusetts multiplier of 4.49 to calculate adjusted national 

and state-specific OUD prevalence rates (see Keyes et al., 2022 for details of methodology).

Sensitivity analysis: estimating OUD prevalence using multiplier with correction for drug 
poisoning deaths

As the approach described above only uses a multiplier derived from one state and which 

may not be consistent across all U.S. regions, we conducted a sensitivity analysis using a 
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third estimate of state-level OUD prevalence derived from an alternate adjustment approach 

that uses state drug overdose deaths rather than NSDUH data. Such estimates utilize the 

formula of y = d / (0.0156 p + 0.0052(1−p)), where y is the estimated OUD population, d is 

the number of drug overdose deaths as reported by CDC (CDC National Center for Health 

Statistics, 2021) and p is the proportion of deaths that involved a synthetic opioid (see Keyes 

et al. for full details on prevalence estimation methodology). We compared estimates from 

the unadjusted and adjusted NSDUH prevalence estimates above to those derived using this 

approach (Appendix Table 1).

Estimating MOUD treatment receipt

We used multiple sources to obtain point prevalence estimates for MOUD receipt 

during the study period. National and state counts for individuals receiving MOUD in 

OTPs were obtained using the National Survey of Substance Abuse Treatment Services 

(NSSATS), an annual survey conducted by the Substance Abuse and Mental Health Services 

Administration. NSSATS captures information on all known U.S. public and privately-

funded substance use treatment facilities (Substance Abuse and Mental Health Services 

Administration, 2020). We obtained data on the number of persons receiving care from 

OTPs, reported by NSSATS as a point prevalence of persons active in treatment on the date 

the survey was conducted (alternates yearly between March 29 to 31st). NSSATS did not 

report the number of individuals receiving care from OTPs in 2014 and 2018, so we imputed 

this number using the average of the preceding and succeeding years. While the majority 

of treatment from OTPs involves methadone, NSSATS also counts persons receiving OUD 

treatment in OTPs who were dispensed buprenorphine or naltrexone.

National and state counts for individuals receiving buprenorphine dispensed in pharmacies 

were obtained using the IQVIA LRx database, which includes all-payer prescriptions from 

outpatient retail pharmacies, excluding long-term care and mail-order prescriptions (IQVIA 

Xponent Database 2010–2019, 2021). Given MOUD dispensed directly from an OTP does 

not pass through outpatient retail pharmacies, most patients captured in NSSATS data 

are not included in the IQVIA counts. Prescriptions included buprenorphine formulations 

utilized primarily in the treatment of OUD including Bunavail, Sublocade®, Suboxone®, 

Zubsolv®, Subutex®, and generic formulations of these products (i.e., buprenorphine/

naloxone and buprenorphine). Buprenorphine products approved by FDA for treatment of 

pain were excluded. The total number of persons receiving buprenorphine was estimated as 

the point prevalence of persons with an active prescription on the same day of that year’s 

N-SSATS survey based on methods used in prior analyses combining NSSATS and IQVIA 

treatment utilization estimates (Krawczyk et al., 2021).

To obtain an estimate of total persons receiving MOUD, we added the number of individuals 

receiving dispensed buprenorphine from pharmacies with those receiving any MOUD from 

OTPs on the selected March date. MOUD treatment rates were calculated per 100,000 

people in the population 12+ using CDC population counts for the population denominator 

(CDC National Center for Health Statistics, 2021). To estimate the gap between OUD 

prevalence and MOUD treatment need, we calculated the proportion of individuals receiving 

MOUD relative to adjusted NSDUH estimates of OUD prevalence. Given naltrexone is 

Krawczyk et al. Page 4

Int J Drug Policy. Author manuscript; available in PMC 2024 March 28.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



primarily used in the treatment of alcohol use disorder rather than OUD, and we could not 

obtain information on patient diagnosis from pharmacy records, we excluded naltrexone 

from our primary calculations of MOUD receipt. We did conduct sensitivity analyses using 

MOUD receipt estimates inclusive of extended-release naltrexone (Vivitrol®) pharmacy 

records (numbers are available in Fig. 2 and Appendix Table 2); however, incorporating 

these records did not substantially change rates of MOUD receipt or MOUD treatment gap 

estimates.

Estimating changes in MOUD treatment receipt over time

To obtain estimates of changes in MOUD treatment receipt rates over time, we calculated 

the percent change in national and state-specific rates of persons receiving MOUD over the 

past year (2018 to 2019) and past decade (2010 to 2019), using rates per 100,000 population 

12+.

We conducted all analyses with SAS Version 9.4 and Microsoft Excel 2018. This study used 

de-identified secondary claims data and data from publicly available sources and the NYU 

Langone Institutional Review Board exempted it from review.

Results

National trends in OUD and MOUD receipt

National trends in past-year OUD prevalence and MOUD receipt from 2010 to 2014 and 

2015 to 2019 are presented in Fig. 1 with numerical estimates, rates and 95% confidence 

intervals (CI) presented in Table 1. Using unadjusted NSDUH data, 2,105,757 individuals 

(830.3 per 100,000 12+, 95% CI: 718.7–941.9) were estimated to have past-year OUD in 

2010, and 2,269,135 individuals (855.9 per 100,000, 95% CI: 752.6–959.1) were estimated 

to have past-year OUD in 2014. There were 2,412,106 individuals (901.1 per 100,000, 

95%CI: 796.6–1005.6) estimated to have past-year OUD in 2015, and 1,700,870 (618.0 

per 100,000, 95%CI: 522.6–713.4) in 2019. Based on multiplier-adjusted NSDUH data, 

prevalence estimates were much higher with 9,448,532 individuals (3,725.5 per 100,000, 

95%CI: 3,137.5–4,313.5) estimated to have past-year OUD in 2010, and 10,181,609 

individuals (3,840.3 per 100,000, 95% CI: 3,428.7–4,251.9) estimated to have past-year 

OUD in 2014. There were 10,823,120 individuals (4,043.1 per 100,000, 95% CI: 3,611.9–

4,474.3) estimated to have past-year OUD in 2015, and 7,631,804 (2,773 per 100,000, 

95%CI: 2,341.8–3,204.2) in 2019.

Overall, there was a 105.6% increase in the rate of MOUD receipt across the U.S. from 2010 

to 2019, and a 4.9% increase from 2018 to 2019. The number of individuals receiving any 

MOUD via OTPs or pharmacies increased from 462,047 individuals (177.8 per 100,000) in 

2010 to 1,023,959 individuals (365.4 per 100,000) in 2019 (Table 1). As shown in Fig. 2 and 

Appendix Table 2, this trend was primarily driven by increases in the number of individuals 

receiving pharmacy-dispensed buprenorphine, which increased more than three-fold from 

2010 to 2019. Using adjusted estimates of past-year OUD prevalence, there was a gap in 

MOUD receipt for 8,986,485 individuals, or 95.1% of individuals with OUD not receiving 

Krawczyk et al. Page 5

Int J Drug Policy. Author manuscript; available in PMC 2024 March 28.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



MOUD in 2010 (95%C.I: 94.2–95.8), and 6,607,845 individuals, or 86.6% of individuals 

with OUD not receiving MOUD in 2019 (95% CI:84.1–88.4) (Table 1).

State-level trends in OUD and MOUD receipt

State-level estimates of past-year OUD prevalence using unadjusted and multiplier-adjusted 

NSDUH data from 2018 to 2019 and state-level data on MOUD receipt in 2019 are 

presented in Table 2. Past-year OUD rates were highest in Washington, D.C. (unadjusted 

rate 1,804 per 100,000 12+; adjusted rate 8,100 per 100,000) and lowest in Minnesota 

(unadjusted rate 167.4 per 100,000; adjusted rate 751.8 per 100,000).

The MOUD treatment receipt rate in 2019 was lowest in South Dakota with 66.1 per 

100,000 persons receiving MOUD, and highest in Vermont, with 1,342.6 per 100,000 

persons receiving MOUD. Thirty seven (72.5%) states and Washington, D.C. had more 

persons receiving MOUD via pharmacy-dispensed buprenorphine than from OTPs. When 

using the unadjusted prevalence estimates, 12 states had greater rates of MOUD treatment 

receipt than estimated rates of past-year OUD. This was greatest in Connecticut, Maryland 

and Rhode Island, where the number of individuals receiving MOUD was approximately 

double that of the population estimated to have past-year OUD. When using multiplier-

adjusted OUD prevalence estimates, however, all 50 states and D.C. had rates of past-year 

OUD prevalence greater than rates of MOUD treatment receipt. The largest gap was seen 

in Iowa, North Dakota and D.C., with a respective gap of 97.3%, 96.1% and 95.1% of 

individuals with past-year OUD estimated to not receive MOUD. The smallest gap was seen 

in Connecticut, Maryland and Rhode Island, with a respective 53.9%, 58.1%, and 58.6% of 

individuals with OUD estimated to not receive MOUD.

Between 2010 and 2019, all fifty states experienced increases in MOUD treatment rates, 

with the greatest percent change in MOUD receipt seen in South Dakota (1846.7%), North 

Dakota (904.3%) and Alaska (422.4%). Only Washington, D.C. experienced a decrease in 

rate of MOUD receipt of −9.2%. Between 2018 and 2019, 86% of all states and Washington, 

D.C. experienced increases in MOUD receipt rates, with the greatest increase seen in 

North Dakota (38.5%), South Dakota (33.8%) and Colorado (18.5%). Relative decreases in 

MOUD receipt between 2018 and 2019, while small, were seen in Montana (−2.8%), Kansas 

(−2.4%) and Tennessee (−1.2%). Nationwide and state counts and rates of MOUD receipt in 

2010 and 2018 used in percent change calculations are presented in Appendix Table 3.

Sensitivity analyses using state-level past-year OUD prevalence estimates using the 

alternative multiplier with correction for drug overdose deaths are presented in Appendix 

Table 1. OUD prevalence estimates using this method generally lied between the unadjusted 

and adjusted OUD estimates presented above, but exceeded the adjusted estimates in twenty 

of the 51 states and Washington, D.C. Thus, even when accounting for variation at the state 

level for which a constant multiplier from Massachusetts may not apply, the gap between 

OUD prevalence and MOUD receipt in most states remained high.
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Discussion

Study findings highlight a concerning and persistent gap in OUD treatment receipt across 

the U.S. Despite a steady increase in the number of individuals who received MOUD 

over the past decade, the pace of growth in treatment utilization has not kept up with 

persistently-high rates of OUD and overdose deaths. While point estimates imply a decline 

in past-year OUD prevalence after 2015, confidence intervals often overlap across years, 

and changes to the definition of OUD made to NSDUH in 2015 make estimates across this 

time period difficult to compare. It is also possible that the decline reflects some individuals’ 

transition from prescription opioid to heroin use, as NSDUH is known to particularly under-

capture illicit opioid use (Reuter 2021). Lower OUD prevalence may also relate to some 

individuals’ enrollment in treatment or reduced symptomology rather than reduced need of 

OUD care. The current study contributes novel estimates of the MOUD treatment gap by 

using real-world administrative data on treatment receipt rather than estimates of treatment 

capacity. Importantly, we incorporated adjusted prevalence estimates of OUD to account for 

what are likely significant underestimates of population-based past-year OUD prevalence 

estimates using household survey data. Using adjusted estimates for OUD prevalence, we 

estimate that in 2019, approximately 84–88% of individuals with past-year OUD nationwide 

who could benefit from MOUD did not receive this life-saving treatment. This complements 

and corroborates prior self-report findings from 2019 NSDUH participants, in which 82% of 

people with past-year OUD did not endorse having received any MOUD (Substance Abuse 

and Mental Health Administration, 2020).

State-specific findings indicate wide variation in past-year OUD prevalence and MOUD 

treatment gaps across U.S. regions. Findings also demonstrate distinct growth patterns in 

MOUD over the past decade, with some states experiencing little change over the past 

decade, while others, especially those which had little to no MOUD treatment availability a 

decade ago, experiencing a substantial relative increase in treatment receipt. State findings 

additionally reflect what are likely significant underestimates of past-year OUD by the 

NSDUH, as multiple states reported a greater number of individuals receiving MOUD 

than estimated to have past-year OUD. When estimating rates of past-year OUD using 

multiplier-adjusted NSDUH estimates and multiplier with correction for drug overdose 

deaths, all states and Washington, D.C. had substantially lower treatment receipt than 

estimated treatment need, a likely more accurate reflection of the current gap in MOUD 

receipt.

Many factors contribute to a lack of sufficient MOUD receipt relative to need. First, there 

is a continued shortage of MOUD treatment providers and programs, especially in more 

remote and rural areas. Recent data show that 46% of counties lack an MOUD medication 

provider (Haffajee et al., 2019), and 32% have no specialty SUD treatment programs at all 

(Langabeer et al., 2019). Multiple strategies to expand the pool of buprenorphine prescribers 

have been proposed, including eliminating special waiver requirements and greater training 

of physicians and medical trainees (Saloner et al., 2021). In addition to improving supply, 

however, more efforts are needed to also increase volume of OUD patients among waivered 

providers, many whom are not prescribing at all or to their maximum capacity (Duncan 

et al., 2020; Krawczyk et al., 2021) or who opt out from being publicly listed on 
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the buprenorphine locator tool (Ghertner & Ali, 2020). Providing funding incentives for 

buprenorphine providers or services such as case management and peer support may help 

encourage increased uptake of patients among existing providers (Saloner et al., 2021). In 

addition, system barriers such as lack of institutional support, provider stigma, and a lack of 

referral programs and integrated systems of care are additional hurdles (Jones et al., 2021). 

Models such as the Hub-and-Spoke, nurse care or collaborative care models may help to 

address these barriers and improve provision of MOUD (Brooklyn & Sigmon, 2017; LaBelle 

et al., 2016). Additionally, changes in COVID-19 regulations to allow for phone-initiation of 

buprenorphine have shown to be particularly beneficial in rural areas as a way to increase 

remote access to willing buprenorphine providers (Harris et al., 2020).

Efforts to expand access to MOUD via OTPs, which saw a slower relative growth in 

utilization over the past decade, may be stagnated by multiple legal hurdles that prevent 

establishment of new OTPs. These include exclusionary zoning restrictions or resource-

prohibitive staffing requirements, as well as financial barriers such as lack of universal 

insurance coverage for OTP services (Pew Charitable Trusts, 2021). In addition to a 

stagnant supply of OTPs, slow growth in methadone receipt may reflect a preference for 

buprenorphine among patients given its availability in office-based treatment settings that 

may allow for a less stigmatizing experience, less frequent travel and better integration 

with other healthcare services (Frank, 2021). COVID-19-related changes to allow for longer 

methadone take-home doses and more flexible OTP policies may have the potential to 

significantly reduce such treatment burden (Krawczyk et al., 2020). Other proposed efforts 

to make methadone more accessible include expanding methadone medication units that 

can be integrated into other health settings, as well as establishing mobile methadone units 

to reach communities lacking access (Pew Charitable Trusts, 2021). More drastic shifts to 

methadone delivery, such as via community pharmacies and primary care, remain central to 

advocacy efforts around facilitating access and retention in methadone (Adams et al., 2022).

Critical to improving utilization of MOUD is also addressing hurdles that prevent people 

with OUD from receiving MOUD even when supply is available. There is a concerning 

proportion of individuals who seek treatment for OUD but do not receive medications 

as part of care. Studies shows that over 60% of those in outpatient OUD treatment and 

nearly 90% of those in residential OUD treatment do not receive any MOUD (Solomon 

et al., 2021). Particularly vulnerable populations such as those with justice involvement 

and youth are even less likely to receive MOUD (Cerdá et al., 2021) as MOUD is often 

highly stigmatized and considered a last-resort treatment. Ensuring programs that treat OUD 

offer and encourage use of MOUD is fundamental to increasing up-take of evidence-based 

treatment. In other instances, people with OUD who may have interest in treatment lack 

sufficient entryways into care. Novel efforts to expand initiation and linkage to MOUD via 

emergency departments, hospitals, and the criminal justice system are increasingly showing 

promise as touchpoints for linking people with both primary and specialty care systems, 

although more work is needed to enhance successful follow up and retention in care 

(“Treating Opioid Use Disorder in General Medical Settings, ” 2021). Morevoer, addressing 

basic hurdles such as inability to cover copays for prescriptions or treatment (Morgan et al., 

2022) remains critical to ensuring patients’ continued adherence to care.
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Finally, the gap in MOUD receipt reflects an ongoing disconnect between available 

treatment options and the needs and desires of individuals with OUD. Many struggle to 

succeed in highly structured treatment settings that are often stigmatizing and punitive. 

Low-barrier MOUD treatment models, such as bridge clinics, mobile vans or co-located 

treatment within syringe service programs have all shown to be effective in engaging highly 

vulnerable patient populations (Jakubowski et al., 2021; Krawczyk et al., 2019). Despite 

growing attention to these programs, they are still not available at scale. Funding streams 

that can support expansion of MOUD in non-traditional settings as well as wrap around 

services that could help connect patients with other needed health and social services may 

better serve needs and goals of individuals with OUD. It is important to recognize that 

for a certain proportion people with OUD, seeking treatment may not always be a desired 

option. Thus, responses to the overdose crisis must ensure that other evidence-based harm 

reduction services are available to prevent drug-related harm and overdose, such as rapid 

access to naloxone, syringe service programs and overdose prevention sites (which remain 

unsanctioned by the federal government in the U.S.), as they can provide lifesaving care and 

a potential bridge to MOUD for participants who do choose to seek treatment (Pan & Wood, 

2020).

Limitations

The current study is subject to limitations that stem largely from a limited ability to calculate 

precise estimates for OUD prevalence and MOUD utilization using existing data sources. 

First, estimates of past-year OUD prevalence were based on multiple approaches that each 

have their own set of limitations: Unadjusted national estimates from the NSDUH miss 

important populations with OUD, have been subject to some changes in OUD definitions 

over time, and are based on DSM IV diagnostic criteria that may differ from current 

guidelines on OUD based on DSM V. Multiplier approaches are limited in that they have 

been developed using assumptions based on OUD prevalence from the single state of 

Massachusetts and may not apply equally to all regions. Multiplier approaches used in 

sensitivity analyses do incorporate state-specific overdose data, but they are limited by 

inconsistent opioid overdose reporting on death certificates across states. Thus, there is an 

important need to improve data collection to estimate true OUD prevalence across many 

different regions and target populations. Second, the number of persons receiving MOUD 

was estimated from administrative records from the month of March, and may not reflect 

MOUD treatment volume at other times of the year or include information on length of 

treatment. Moreover, estimates of MOUD derived from OTP and IQVIA pharmacy data 

were collected from non-linked data sources on MOUD receipt: as such, persons may 

have been double counted if they received OTP-dispensed MOUD and pharmacy-dispensed 

MOUD on the same day data were extracted, or if they were prescribed buprenorphine at 

an OTP that was picked up at a community pharmacy but were still counted by NSSATS as 

OTP clients. Both of these scenarios would overestimate MOUD receipt and underestimate 

the MOUD treatment gap. Third, pharmacy data do not contain information on diagnosis, 

so some may have been prescribed buprenorphine for non-OUD diagnoses, although this is 

relatively rare. Lastly, OTP data are based on reporting of number of people in treatment by 

facilities that participate in the NSSATS, and therefore may be subject to missing data from 

non-participating OTPs and reporting error.
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Conclusions

Despite important progress over the past decade to narrow the gap in MOUD receipt, our 

findings show a substantial treatment gap remains. Federal, state and local responses to 

the overdose crisis should continue to adopt policies that help narrow this gap, not only 

by facilitating greater availability of MOUD providers and treatment facilities, but also by 

focusing on promoting programs that can facilitate linkage to and provision of MOUD via 

more flexible modalities that are tailored to the needs and desires of individuals with OUD. 

COVID-19 related policy changes and recently proposed legislation (Senators Markey and 

Paul Introduce Bipartisan Legislation to Modernize, Improve Methadone Treatment Amid 

Skyrocketing Opioid Overdoses and Deaths, 2022) to allow more flexible and convenient 

access to MOUD may be an initial step towards expanding access to such life-saving 

treatment, and pending research will reveal longer term influences of these initiatives on 

the MOUD treatment access gap. Finally, improving initial access to MOUD is only the 

first step – our research and health systems have a long way to go in addressing the needs 

of people with OUD to support retention in treatment and services to effectively reduce 

overdose and improve long-term health and well-being.
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Fig. 1. 
Trends in past-year opioid use disorder and individuals receiving medications for opioid use 

disorder: United States, 2010–2019.

Source. Data are from the National Survey on Drug Use and Health, the National Survey of 

Substance Abuse Treatment Services, IQVIA LRx, Keyes et al. (2022).

Note. OTP = Opioid Treatment Program; MOUD = Medications for Opioid Use Disorder, 

NSDUH = National Survey on Drug Use and Health.

Prevalence trend line breaks in 2015 reflect the change in prescription pain reliever 

measurement, used to measure Opioid Use Disorder.

*Total patients receiving MOUD excludes naltrexone dispensed in pharmacies, see 

Appendix Table 1.
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Fig. 2. 
Individuals receiving medications for opioid use disorder, including extended-release 

naltrexone: United States, 2010–2019.

Source. Data are from the National Survey of Substance Abuse Treatment Services and 

IQVIA LRx.

Note. N-SSATS did not report the number of patients receiving any MOUD in Opioid 

Treatment Programs in 2014 and 2018. To obtain these values, we used the average of the 

preceding and succeeding years.
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