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Executive Summary
The Pew Charitable Trusts (Pew) is an independent, nonpartisan research and policy
organization dedicated to serving the public. Our substance use prevention and treatment
initiative works with states to expand access to evidence-based treatment, such as medicationassisted treatment (MAT), for substance use disorders (SUDs).
Pew provides technical assistance to states that request Pew’s expertise and support with a
formal invitation. Pew’s partnership with states is intended to assist in their efforts to achieve a
treatment system that provides quality SUD treatment that is disease-focused, addresses
stigma, and supports improved disease management and patient outcomes. In response to the
state’s technical assistance invitation, Pew assesses the state’s treatment system using a set of
comprehensive treatment principles and conducts an assessment based on stakeholder
interviews, data analyses, and policy reviews. This process culminates in recommendations for
the state’s executive and legislative branches of government.
In response to Wisconsin’s invitation for technical assistance, Pew conducted a full system
assessment to inform recommendations for the state on timely, comprehensive, evidencebased, and sustainable treatment for SUD. To better understand the strengths and gaps in
Wisconsin’s existing SUD treatment system and other stakeholder policy priorities, Pew had
discussions with more than 150 stakeholders from across the state. In addition, Pew reviewed
evidence-based and emerging practices found in the gray literature (e.g., reports, briefings,
case studies, presentations) to inform the development of these recommendations.
Recommendations were also informed by in-depth interviews with national SUD leaders and
persons currently misusing opioids or in recovery, and by focus groups with persons currently
misusing opioids; persons in treatment or recovery; health care and other professionals
providing treatment or care for individuals with SUD; and family, friends, and/or caregivers of
persons with SUD. Finally, Pew assessed existing state regulations relevant to SUD treatment.
Pew provided an initial set of seven policy recommendations to the Governor’s Task Force on
Opioid Abuse in January 2018.* This final report consists of 18 more policy recommendations
*

The recommendations included:
• Issue an executive order to create an advisory body to advise the state on the potential to implement a
state-wide “hub and spoke” treatment delivery system to coordinate and expand access to evidencebased treatment for opioid use disorder.
• Increase access to buprenorphine by expanding provider training during residency programs and
removing barriers to patient access.
• Evaluate Wisconsin’s substance abuse counselor (SAC) certification criteria and processes for
psychotherapists (including marriage and family therapists, professional counselors, and social workers)
to ensure the state’s credentialing for behavioral health treatment for substance use disorder aligns with
high quality treatment while avoiding duplicative educational and supervisory requirements to provide
care.
• Facilitate effective substance use disorder treatment for pregnant women by removing barriers to
evidence-based treatment.
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for Wisconsin based on continued discussions with stakeholders across the state and data and
policy analyses. Seven of the 18 are follow-up recommendations to those provided by Pew in
January. The recommendations are grouped by four key components of an effective treatment
system: treatment system transformation, substance use disorder workforce, coverage and
reimbursement, and underserved populations.

Treatment System Transformation
*Recommendation 1: The Commission should recommend changes to Medicaid payment
systems to ensure sufficient provider participation in the new treatment model based on
Vermont’s hub-and-spoke approach.
*Recommendation 2: The Department of Health Services, in collaboration with experts and key
state stakeholders, should develop an implementation plan for creating a provider referral tool
that can be integrated with health information technology.
*Recommendation 3: The Department of Health Services should create a uniform waitlist
reporting requirement across settings of care that can be used to improve provider referral
capability and strategic decision-making for the state.
Recommendation 4: Allow sites that deliver medical services to operate as Opioid Treatment
Programs to increase the availability of methadone in Wisconsin.
Recommendation 5: Develop a definition for recovery housing that would bar discrimination
based on the use of evidence-based medications for treatment.
Recommendation 6: Establish an interagency working group tasked with initiating formal crossagency data sharing on OUD to help drive state actions to expand access to MAT that are
informed by analysis of state data and identification of areas of need.
Recommendation 7: Improve the integration of co-occurring mental health and substance use
disorders by reviewing and eliminating unnecessary statutory and regulatory barriers.

•
•

•

Develop a comprehensive source of information on treatment providers that supports the initiation of
care by either providers or people with substance use disorders.
Develop a standardized process to compile and maintain information about the number of people in
Wisconsin that want, but that have not yet received, substance use disorder treatment, including uniform
provider reporting requirements.
Improve the reentry process for individuals with substance use disorder by suspending and not
terminating Medicaid enrollment upon entry into state correctional facilities, specifying at least one MCO
per region that is designated to provide services for adults reentering the community, and establishing a
method by which persons re-entering the community would be informed about which MCO will
administer their Medicaid benefits upon release.
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Recommendation 8: Improve the timeliness and accuracy of opioid-related death data to target
treatment resources in communities of highest need.
Recommendation 9: Ensure patients entering MAT are placed in the right care setting through
use of a single standardized patient placement tool across state-licensed and Medicaid certified
providers.
Recommendation 10: Improve initiation of MAT and transition to treatment in emergency
departments.

Substance Use Disorder Workforce
Recommendation 11: Provide funds to expand buprenorphine training for providers during
residency programs for physicians, nurse practitioners, and physician assistants.
*Recommendation 12: Use the Behavioral Health Review Committee established by 2017
Wisconsin Act 262 to ensure Wisconsin’s Substance Abuse Counselor certification and licensure
process aligns with national evidence-based practices and that the number of counselors meets
the need for counseling across the state.
Recommendation 13: Align the Professional Assistance Procedure with national best practices
for physician health programs.

Underserved Populations
Recommendation 14: Study the availability of MAT in state prisons and county jails and create
a pilot in one setting.
*Recommendation 15: Ensure Medicaid benefits are suspended (rather than terminated) for all
eligible justice-involved individuals across the state.
*Recommendation 16: Increase access to evidence-based substance use disorder treatment for
pregnant women by addressing any statutory deterrents and expanding provider capacity to
deliver MAT.
Recommendation 17: Incentivize the use of evidence-based post-partum care programs by
health care providers for women with substance use disorders across the state.
Recommendation 18: Improve treatment outcomes for babies with neonatal abstinence
syndrome (NAS) by integrating best practices into state treatment guidelines and clinical
curricula.
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Introduction
In July 2017, Pew was invited to provide technical assistance on expanding access to evidencebased treatment for SUD to Wisconsin by the Co-Chairs of the Governor’s Task Force on Opioid
Abuse, Rep. John Nygren and Lt. Governor Rebecca Kleefisch, with support from Governor Scott
Walker, Assembly Speaker Robin Voss, and Senate Majority Leader Scott Fitzgerald. Pew’s
technical assistance includes a treatment system needs assessment that is based on
stakeholder engagement, quantitative and qualitative research, and analysis of existing
Wisconsin policies.

Scope of the Opioid Crisis in Wisconsin
Overdose deaths and opioid-related hospital admissions continue to rise in Wisconsin.
Emergency department visits due to suspected opioid overdose more than doubled from 2016
to 2017.1 Drug overdose deaths also increased, to 1,074 in 2016; a doubling since 2010.2
Despite the dramatic rise in overdose deaths and opioid-related hospital admissions, treatment
capacity has not kept pace with need for services. Based on a 2016 needs assessment
conducted by the Department of Health Services, only 23 percent of individuals needing
treatment for SUD receive it.3 As pointed out in a 2015 report conducted by the University of
Wisconsin School of Public Affairs,4 there is clear evidence that individuals that need treatment
are often not receiving it, and far too often the treatment they receive is not evidence-based.
Unfortunately, Wisconsin—like many states—lacks good data demonstrating the size of this
treatment gap. For example, there is no robust data source that pinpoints treatment capacity,
need, or utilization across the state by the level of care provided (for example, intensive
outpatient or inpatient). This is one problem that Pew has targeted with recommendations in
January 2018 and in this report.

Stakeholder Engagement
Understanding the challenges that Wisconsin patients and providers encounter in accessing
treatment or delivering evidence-based care was an important part of developing the
recommendations in this report. Since July 2017, Pew has met with more than 150 stakeholders
across the state. These discussions strengthened our understanding of state data, highlighted
key barriers to evidence-based treatment, and helped to target recommendations towards
areas of highest need for reform in Wisconsin. Pew also built off of the extensive efforts and
expertise of the Wisconsin State Council on Alcohol and Other Drug Abuse (SCAODA) and its
members.
We engaged stakeholders with different perspectives and different roles in the treatment
system. Broadly these stakeholders included: state agency leaders and program administrators,
state legislators, county agency directors and staff, provider professional societies, individual
5

providers across the continuum of care and across practitioner-type, associations representing
various care settings, individuals and organizations in the recovery community, and public and
private insurers, among others. The perspectives of these stakeholders are reflected in many of
the recommendations in this report.

Qualitative Research
With funding support from the Open Society Foundations, The Pew Charitable Trusts
contracted with Prime Group to conduct qualitative research on the lived experiences of
persons with OUD to explore motivators and barriers to seeking and receiving treatment for
OUD. Prime Group conducted in-depth interviews (IDIs), focus groups (FGs), and QualBoards
(QBs) – online focus groups – as part of this qualitative data collection that helped inform Pew’s
policy recommendations. Data collection, using a convenience sample, included:
• In-depth interviews with national SUD leaders and persons currently misusing opioids
or in recovery.
• In-person and online focus groups in Wisconsin with:
o Persons currently misusing opioids, and
o Persons in treatment or recovery.
• In-person focus groups in Wisconsin with:
o Health care and other professionals providing treatment or care for individuals
with OUD, and
o Family, friends, and/or caregivers of persons with OUD.
Additional information on methodology is discussed in the Findings section and direct
quotations are included in relevant recommendations.
Key Qualitative Research Findings
The research findings included themes across all data collection methods. Participants
delineated two major categories of barriers – (1) barriers to seeking treatment and (2) barriers
to accessing treatment.
It is important to note that the results of the qualitative data collection are anecdotal and
directional, but not generalizable. The methods used in recruiting participants qualify as
convenience sampling, relying upon networks, referrals, and databases of potential participants
rather than pure probability sampling in which every member of the targeted population has an
equal chance of being invited to participate. As a result, these findings may not be reflective of
the experiences of others with OUD. Nevertheless, the findings from this qualitative research
highlight the challenges persons with lived experience of OUD face in seeking and accessing
treatment.
Barriers to Seeking Treatment
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•

•

•

•

•

•

Mental Health: Most of the participants currently misusing opioids or in recovery had a
history of mental health, interpersonal issues, emotional abuse, or trauma prior to their
misuse of opioids. Many participants said they feared dealing with the challenges of
their mental illness—depression, anxiety, bipolar disorder, post-traumatic stress
disorder (PTSD)—without opioids. Many participants reported they used opioids to selftreat their emotional pain.
Self-Blame and Internalized Stigma: When asked, “What prevented you from seeking
treatment earlier (or at all)?” The most common answer was, “myself.” There was a
significant disconnect between most of the participants in the health care and other
professionals FGs who thought of these individuals as experiencing OUD, and the
individuals themselves who thought they were weak or lacked willpower.
Stigma of OUD: Nearly all the participants believed there was stigma attached to opioid
misuse and OUD that served as a barrier to seeking treatment and was prevalent among
the public, employers, those in law enforcement and criminal justice, and even some
providers of OUD treatment.
Stigma of MAT: While some in treatment participated in and benefitted from MAT
programs, many others held negative views of MAT. Many said that persons in a MAT
program were still “addicted” or “dependent” and not “sober” or “clean.” Many
participants considered MAT a “substitution” of one drug for another and there was a
suggestion among some that those choosing “sobriety” or “abstinence” were superior
to those who “need” MAT. Some believed that MAT inevitably leads to lifelong and
ever-increasing dependence upon methadone or buprenorphine.
Fear of Detox and Withdrawal: Those who experienced detox/withdrawal or watched
others go through withdrawal without medication were very reluctant to enter any
treatment program that did not offer medication assistance as part of the detox
program. Interestingly, many of these same individuals rejected medications for longterm treatment as “substituting one drug for another.”
Loss of Social Network: Most participants said they felt they could not succeed in
treatment if they maintained contact with their opioid-centered social network. But for
many, it was the only network they had left. The challenge of disrupted social networks
was very frequently cited as a reason to not seek treatment and, in some instances, was
a cause of relapse/setbacks.

Barriers to Accessing Treatment
Once an individual with OUD overcomes barriers to seeking treatment, participants reported
several additional barriers in accessing an appropriate treatment program.
•

Lack of Accurate, Evidence-Based Treatment Information: While many participants said
they had little problem getting useful and accurate information about treatment
options—either online, from friends and family, or from treatment programs in their
area—others reported that finding the right program or a convenient program was
difficult. This seemed particularly true for individuals in remote or rural areas where
there were fewer programs available.
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•

•

•

•

•

•

Insufficient Treatment Capacity: Some participants cited the inability to be admitted in
outpatient and residential treatment programs. Some participants hypothesized that
the few open treatment slots led some treatment programs to expel a patient for a
single offense. Individuals in more rural and remote areas also mentioned a lack of
residential or outpatient programs in their area and particularly the unavailability of
MAT programs or clinicians who can prescribe buprenorphine for OUD.
Cost of Treatment and Lack of Coverage: For many, the cost of treatment was a
significant roadblock. Many participants could not begin treatment when ready because
of affordability. For others, however, the cost of treatment was not a major barrier even
though some were unemployed when they began treatment. Finally, other participants
did not even attempt to access treatment because they believed it would be very
expensive and had no means to pay. Many participants talked about television and
other advertising for 28-day residential treatment programs and seemed much more
aware of these programs than outpatient programs. The 28-day residential program was
considered by many to be the gold standard and most participants assumed such
programs were very expensive and therefore out of their financial reach.
Lack of Transportation: One of the most common barriers centered around
transportation to MAT programs and the need to travel to a methadone clinic daily or to
travel long distances to a buprenorphine-waivered clinician. Most urban participants
said they had little difficulty getting to and from their outpatient treatment. However,
those in more rural areas had more difficulty accessing outpatient treatment.
Pregnancy: Becoming pregnant can be a catalyst for seeking treatment; however, the
barriers to seeking treatment for pregnant women are especially steep. Some women
reported hiding their pregnancy to receive treatment or avoiding treatment altogether
out of fear of losing their baby or other children. Health care and other professionals,
and national and Wisconsin experts were sensitive to these challenges and generally
viewed the involvement of child protective services as negative.
Incarceration: Many of the participants reported having been incarcerated for reasons
related to their opioid use. Only a few participants reported being able to move towards
recovery because of incarceration. There was general agreement that illegal opioids
were readily available in prison (but not in jails). Participants reported that most local
jails did not provide MAT but that some state prisons did. There was consensus among
those with OUD and the health care and other professionals that incarceration does
little to nothing to address the opioid crisis.
Inadequate Number of Treatment Providers: The national and Wisconsin experts and
those in the health care and other professionals focus groups reported a lack of
adequate treatment providers due to Wisconsin’s stricter certification requirements for
substance use disorder treatment counselors.

Scope of the Report
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OUD is a complex relapsing brain disease caused by the recurrent use of opioids, including
prescription opioids, heroin, or other synthetic opioids like fentanyl. Evidence-based treatment
is one component of addressing the opioid crisis, but prevention, harm reduction, and recovery
support services are also important and often complementary. In this report, Pew has focused
on expanding access to treatment that is timely, comprehensive, evidence-based, and
sustainable. Although there are some recommendations that touch on aspects of recovery
support services, they are in the context of improving treatment initiation and retention. The
exclusion of interventions from other domains does not reflect a lack of importance, but rather
Pew’s expertise and the need for access to evidence-based treatment to curb the current
opioid crisis and prepare the treatment system for any future treatment needs.
This report is focused on policy recommendations to expand access to OUD, which is only one
form of SUD. A conclusive body of research has demonstrated that MAT is the most effective
way to treat OUD. People who receive MAT are less likely to die of overdose, use illicit opioids,
and contract infectious diseases such as HIV and hepatitis C.5 Based on the strength of the
evidence of effectiveness and clear lack of availability of MAT, Pew is focusing its efforts on
policy changes that could expand access to all three U.S. Food and Drug Administration (FDA)approved medications and behavioral health counseling. Although the recommendations are
focused on OUD, many of the policy recommendations in this report are aimed at
strengthening the treatment system to improve the ability to respond statewide to any future
drug epidemics with effective evidence-based treatment.
Stigma towards individuals with SUD is also an important issue that is not directly addressed in
this report. Many of the recommendations in this report could affect stigma by improving the
integration of SUD treatment with physical and mental health care; however, stigma is not the
direct target of any single recommendation.
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Goals of a comprehensive treatment system
The American Society of Addiction Medicine (ASAM),6 the U. S. Surgeon General’s Report on
Alcohol, Drugs, and Health,7 and the National Academies of Sciences, Engineering, and
Medicine8 support a SUD treatment system that ensures patients have access to evidencebased treatment that is matched with disease severity. Policy options intended to increase
access to SUD treatment should include data-informed practices as well as some emerging and
innovative models that incorporate the following characteristics:
•

•

•

•

Timely: Ensures that capacity exists to meet treatment demands through the availability
of facilities, providers, and services. A timely system ensures that all services and levels
of care recommended by the ASAM guidelines9 are geographically distributed across the
state according to need. To the extent possible, timely includes access to on-demand
treatment, or at a minimum, timing of treatment that is consistent with disease severity.
Comprehensive: Provides coverage of the full spectrum of treatment services—
including screening, diagnosis, withdrawal management, maintenance, and recovery—
by public (such as Medicaid) and private insurers. A comprehensive treatment system
addresses population-specific needs, such as care for juvenile, pregnant, and justiceinvolved populations, and coordinates care for SUDs, mental health, and physical health.
Evidence-based: Includes coverage and utilization of all FDA-approved medications for
the treatment of SUD and behavioral health services recommended in evidence-based
guidelines, as well as the screening and treatment of co-occurring mental health
disorders and infectious disease complications. The state infrastructure, including
surveillance systems, will be optimized to document the scope of SUDs, monitor
progress, and guide evidence-based interventions.
Sustainable: Uses funding efficiently, optimizes federal funding resources, and
collaborates with community-based partners to augment treatment services. A
sustainable treatment system retains relevance by adapting to emerging substances of
misuse and effectively managing the disease burden in the state.

Comprehensive Treatment System Framework
An effective and comprehensive treatment system requires several foundational elements to
ensure access to high-quality and evidence-based care. Pew has categorized its
recommendations into four areas: treatment system transformation, substance use disorder
workforce, coverage and reimbursement, and underserved populations. These areas are based
upon engagement with state stakeholders and extensive discussions with federal, state, and
academic experts. This framework provides a lens to monitor and guide Wisconsin’s progress
towards building a robust treatment system that can meet the need for substance use disorder
care across the state.
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Proposed Recommendations
Treatment System Transformation
*Recommendation 1: The Commission should recommend changes to Medicaid payment
systems to ensure sufficient provider participation in the new treatment model based on
Vermont’s hub-and-spoke approach.
*Recommendation 2: The Department of Health Services, in collaboration with experts and key
state stakeholders, should develop an implementation plan for creating a provider referral tool
that can be integrated with health information technology.
*Recommendation 3: The Department of Health Services should create a uniform waitlist
reporting requirement across settings of care that can be used to improve provider referral
capability and strategic decision making for the state.
Recommendation 4: Allow sites that deliver medical services to operate as Opioid Treatment
Programs to increase the availability of methadone in Wisconsin.
Recommendation 5: Develop a definition for recovery housing that would bar discrimination
based on the use of evidence-based medications for treatment.
Recommendation 6: Establish an interagency working group tasked with initiating formal crossagency data sharing on OUD to help drive state actions to expand access to MAT that are
informed by analysis of state data and identification of areas of need.
Recommendation 7: Improve the integration of co-occurring mental health and substance use
disorders by reviewing and eliminating unnecessary statutory and regulatory barriers.
Recommendation 8: Improve the timeliness and accuracy of opioid-related death data to target
treatment resources in communities of highest need.
Recommendation 9: Ensure patients entering MAT are placed in the right care setting through
use of a single standardized patient placement tool across state-licensed and Medicaid certified
providers.
Recommendation 10: Improve initiation of MAT and transition to treatment in emergency
departments.

Substance Use Disorder Workforce
*Recommendation 11: Provide funds to expand buprenorphine training for providers during
residency programs for physicians, nurse practitioners, and physician assistants.
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*Recommendation 12: Use the Behavioral Health Review Committee established by 2017
Wisconsin Act 262 to ensure Wisconsin’s Substance Abuse Counselor certification and licensure
process is aligns with national evidence-based practices and that the number of counselors
meets the need for counseling across the state.
Recommendation 13: Align the Professional Assistance Procedure with national best practices
for physician health programs.

Underserved Populations
Recommendation 14: Study the availability of MAT in state prisons and county jails and create
a pilot in one setting.
*Recommendation 15: Ensure Medicaid benefits are suspended (rather than terminated) for all
eligible justice-involved individuals across the state.
*Recommendation 16: Increase access to evidence-based substance use disorder treatment for
pregnant women by addressing any statutory deterrents and expanding provider capacity to
deliver MAT.
Recommendation 17: Incentivize the use of evidence-based post-partum care programs by
health care providers for women with substance use disorders across the state.
Recommendation 18: Improve treatment outcomes for babies with neonatal abstinence
syndrome (NAS) by integrating best practices into state treatment guidelines and clinical
curricula.

13

Treatment System Transformation
Background
Nationwide, the treatment system falls short in meeting the needs of people with SUDs. Only
one in ten people with a SUD receives any treatment whatsoever; the quality of treatment
varies significantly from site-to-site and many do not even offer MAT, the gold standard. When
people with SUD seek treatment, they often face barriers related to access, including lack of
health care coverage and not being able to afford the cost of treatment (26.9 percent) and not
knowing where to go for treatment (19.1 percent).10 The lack of integration of treatment for
physical and mental health conditions is another key shortcoming of the treatment system. In
fact, more than eight million adults have co-occurring mental illness and SUD, but only 6.9
percent of this population received treatment for both conditions.11 Access to affordable care
that is integrated across primary, acute, and behavioral health settings is critical to meet the
complex needs of patients with SUD.
Through the leadership of Rep. John Nygren, the Heroin, Opioid, Prevention, and Education, or
HOPE Agenda, made and is continuing to make significant strides improving care for individuals
with SUD across Wisconsin. Of the 29 pieces of legislation passed since 2013, many have put in
place innovative approaches to improve care across the state. For instance, 2017 Wisconsin Act
28 established the Addiction Medicine Consultation Program12 to support community-based
providers with case-by-case technical support from addiction medicine specialists.
On January 19, 2018, Governor Scott Walker signed two executive orders to expand access to
MAT that carried out recommendations from Pew that had been adopted by the Governor’s
Task Force on Opioid Abuse earlier that month.
Executive Order 274 established the Commission on Substance Abuse Treatment Delivery,
which is expected to deliver recommendations to the Governor on whether and how to pursue
implementation of a hub-and-spoke treatment delivery model across the state by November
30, 2018.13 As the Commission and its members consider this issue, there are key issues that
are essential to ensure provider participation in the system.
Accordingly, as part of implementation of Executive Order 274, Pew recommends:
**Recommendation 1: The Commission should recommend changes to Medicaid payment
systems to ensure sufficient provider participation in the new treatment model based on
Vermont’s hub-and-spoke approach.

*

These recommendations are intended to inform implementation of recommendations made by Pew in January
2018.
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Without a sufficient number of participating clinicians—both primary care providers and
facilities with specialized expertise in addiction medicine—any new model of care delivery will
not have the capacity to meet the needs of patients.
Accordingly, the Commission should ensure sufficient provider participation in the model by
recommending changes to Medicaid’s payment structure to entice new providers to participate
in the model. Stakeholders identified increasing payment rates and implementing other
incentives as key ways to improve provider engagement in the treatment system. These
incentives should not only change how services are paid for in both primary and tertiary care
settings, but also emphasize care coordination and comprehensive service delivery, consistent
with the principles of an effective treatment system.14 The Commission should also ensure
there is robust monitoring and evaluation to assess the model, determine shared outcome
measures for participating providers, and track performance on the outcome measures. The
monitoring and evaluation plan should be in place before implementation begins.
I know that's a huge issue [in Wisconsin] with reimbursement for treatment providers
and what Medicaid can reimburse and can you afford to operate a practice and even to
integrate Medicaid patients into your normal practice.
- Provider, Milwaukee, Male
Many providers don't accept Medicaid because the reimbursement rates are low and
they're very difficult to work with.
- Provider, Milwaukee, Female
States that have successfully implemented comprehensive models included appropriate
payment structures and reforms to ensure system sustainability. For instance, Vermont
increased Medicaid Health Home payments under Section 2703 of the Affordable Care Act to
encourage comprehensive care delivery. Vermont also covers MAT Teams—nurses and licensed
clinical case managers embedded with community-based providers participating as ‘Spokes’—
through Health Home and other Medicaid waivers, such as the Global Commitment to Health
Demonstration Waiver and the Vermont Blueprint for Health.15 Rhode Island provides increased
reimbursement rates for health systems that serve as Centers of Excellence and offer each
patient a comprehensive assessment, induction and stabilization services, treatment planning,
behavioral health services, provision of at least two of the three FDA-approved medications,
education, and care coordination with primary, specialty, and hospital services.16
Other states have used reimbursement reforms without hub-and-spoke implementation to
improve access to care. For example, Virginia implemented a Medicaid coverage and
reimbursement redesign for SUD services in April 2017 using a Medicaid 1115 waiver from
CMS. Among other changes, the waiver expanded services to include the following key
components:
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•
•
•

The full ASAM continuum of care, which details levels of services that range from
early intervention and outpatient treatment to medically-managed intensive
inpatient;
Increased Medicaid reimbursement rates for SUDs to align with average
commercial rates in the state; and
Resources invested for provider education, training, and recruitment to improve
network participation.17

The Virginia reforms have substantially increased access to treatment across the state. In the
first five months following implementation, the number of total outpatient practitioners
providing SUD treatment more than doubled. Physician participation quadrupled. Patients
enrolled in Medicaid have increased their use of treatment services by 40 percent.18 These
reforms in Virginia demonstrate that aligning reimbursement rates with the private market and
the corresponding coverage expansion substantially increase access to evidence-based
treatment.
In addition to ensuring adequate payments, Wisconsin should ensure a robust evaluation to aid
in strategic implementation decisions, improve the effectiveness of the model, and inform
future decisions about the model that the state decides to adopt. Using an agreed upon set of
measures ensures that outcomes can be compared across participating providers. These
outcomes should help the state and providers continually improve the model. The evaluation
should consider questions on implementation, effectiveness, efficiency, and costeffectiveness.19
*Recommendation

2: The Department of Health Services, in collaboration with experts and key
state stakeholders, should develop an implementation plan for creating a provider referral tool
that can be integrated with health information technology.
The second executive order signed by Governor Walker on January 19, Executive Order 273,
tasked the Department of Health Services with developing a provider referral tool and uniform
statewide standards for data reporting on waitlists across SUD treatment care settings. These
recommendations were made to improve the ability of providers to make informed referrals
and increase the understanding of treatment gaps across the state to inform and target
resources. However, the language of the Executive Order is broad. To support the
implementation of these tasks, Pew has follow-up recommendations that provide more
specifics.
The Department of Health Services should collaborate with experts and key state stakeholders
to develop an implementation plan for the provider referral tool that can be integrated with
health information technology. The implementation plan should be reported to the Governor
no later than July 1, 2019. The tool should include, at a minimum, the following:
*

These recommendations are intended to inform implementation of recommendations made by Pew in January
2018.
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•

•
•
•
•

All SUD treatment providers, including information on the medications provided by
identifying buprenorphine-waivered prescribers, naltrexone prescribers, and outpatient
treatment providers (including whether these facilities provide methadone only or
methadone and other medications), and available behavioral health services.
Providers/sites, categorized by available levels of care and/or type of service as defined
by treatment guidelines available from ASAM, to ensure referrals that are consistent
with the full spectrum of quality treatment services.
Data on whether the provider has the capacity to accept new patients.
Information on insurance accepted by each provider, including private and public
payers.
Online appointment capability to ensure real-time referral functionality.

The tool would help the state to better understand treatment capacity, utilization, and unmet
need. For example, the state could use this information to make data-driven decisions on
incentives for private providers to increase capacity in levels of care with long wait lists or
where to open new state-owned or supported treatment centers, based on need. The state
could also use this information to track progress and make key summary statistics available to
the public.
*Recommendation

3: The Department of Health Services should create a uniform waitlist
reporting requirement across settings of care that can be used to improve provider referral
capability and strategic decision making for the state.
The Department of Health Services should collaborate with experts and key state stakeholders
to develop an implementation plan to create statewide uniform reporting requirement for
waitlists across care settings. The data reported should integrate with health information
technology to improve the ability of the state to target resources and improve provider referral
capability.
If you try to find out where there is [treatment], it’s like, “Good luck.” You’re calling all
over here and there and you can’t. I remember thinking to myself, well, it’s up to us, the
whole family. We would try to get information of what we’re supposed to do. You
couldn’t find anything.
- Family, Wausau, Male
The implementation plan should contain specific relevant information, such as the number of
individuals seeking but unable to receive care from each provider for all ASAM levels of care,
including patients who are awaiting access to specific medications such as methadone or
buprenorphine. This implementation plan should be provided to the Governor and the CoChairs of the Governor’s Task Force on Opioid Abuse no later than December 1, 2018. All
providers accepting Medicaid funds should be expected to provide this information. A uniform
*

These recommendations are intended to inform implementation of recommendations made by Pew in January
2018.
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set of elements for reporting requirements should be developed to ensure that waitlist data is
comparable across providers.

Additional Recommendations
To build on the HOPE Agenda and Pew’s recommendations to the Task Force in January, Pew
recommends six additional policy changes to improve care integration and transform systems
of care for substance use disorder treatment in Wisconsin.

Recommendation 4: Allow sites that deliver medical services to operate as Opioid Treatment
Programs to increase the availability of methadone in Wisconsin.
Problem
Wisconsin does not have enough methadone providers across the state to meet the need for
OUD treatment.
Background
Methadone is one of three FDA-approved medications to treat OUD. Under federal law,
methadone is available only through licensed opioid treatment programs (OTPs), which are
state and federally-regulated facilities. Wisconsin regulations prohibit the integration of
methadone maintenance therapy with physical and mental health care. These restrictions can
impose burdens on treatment access that limit the ability of the state to meet the OUD
treatment need.
Methadone is the most rigorously studied medication available for the treatment of OUD, with
a large body of research demonstrating its effectiveness.20 The safety of methadone
maintenance therapy as a treatment for OUD is also well established. Methadone-related
overdoses are primarily associated with its use for the treatment of pain, not for its use in
treatment of OUD.21
Like other chronic diseases, the right medication to use to treat OUD may vary for each patient.
For example, MAT with buprenorphine or methadone is considered the standard of care for
pregnant women with OUD because of improved maternal and neonatal outcomes when
combined with comprehensive prenatal care.22 Therefore, availability of methadone, as one of
three FDA-approved medications to treat OUD, is critical to a high-performing OUD treatment
system.
Due to state regulation that prohibit the integration of OTPs with physical and mental health
care service providers, methadone maintenance therapy is delivered in standalone settings.
This limits access to methadone and creates burdens for individuals with OUD to access
comprehensive health care. Furthermore, in Wisconsin these facilities are often not accessible
without substantial travel. The average travel distance to access methadone maintenance
therapy in the state is 26 miles, with rural areas of the state facing longer travel time.23
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Allowing for care integration could improve the availability of methadone maintenance therapy
by increasing the number of community-based providers offering those services. Care
integration could also reduce stigma against MAT, which was also identified by focus group
participants as a barrier to treatment access.
Integration of OTPs with other services and care coordination is common in other states. For
example, three states have recently used “opioid health homes” to improve coordination
between primary and specialty care, help members navigate the health system, and achieve
better access to OUD treatment.24 For example, Maryland used a State Plan Amendment to
deliver team-based care from designated OTPs for Medicaid recipients with an OUD diagnosis
at risk for an additional chronic illness. Evaluation of Maryland’s program indicates that as the
length of members’ enrollment increased, their likelihood of using the emergency department
declined by 27 percent and their likelihood of using inpatient services declined by 83 percent.25
Proposed Solution
To expand access to evidence-based methadone maintenance therapy and improve integration
with physical and mental health services, the Governor approved an emergency rule submitted
by the Department of Health Services that removes regulatory language that prevents facilities
that provide medical services from serving as an OTP.26 This emergency rules expires November
7, 2020. To ensure access remains available beyond 2020, the Legislature should enact
legislation that permanently removes this restriction.27 Removing this prohibition could result in
additional methadone providers in community-based clinics, hospitals, correctional facilities,
and other health care settings.
Additionally, as the Commission on Substance Abuse Treatment Delivery develops a new
comprehensive care model for the state, this change would allow providers that offer medical
services to also offer all three FDA-approved medications. Currently, providers offering medical
services—such as a hospital or a federally qualified health clinic—could not provide
methadone.
To ensure that additional providers offer methadone maintenance therapy, the Department of
Health Services should coordinate with community-based clinics, hospitals, correctional
facilities, and other health care settings to address any remaining policy concerns that would
prevent them from operating as an OTP. The Department of Health Services should also
coordinate with current methadone providers to address additional policy restrictions that
could prevent co-location or delivery of integrated care.

Recommendation 5: Develop a definition for recovery housing that would bar discrimination
based on the use of evidence-based medications for treatment.
Problem
At many locations, substance use disorder patients on MAT are barred from accessing recovery
housing in Wisconsin.
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Background
The length of treatment for people with OUD varies based on severity of need, medication
used, and individual circumstance.28 For example, the National Institute on Drug Abuse states
that a minimum of 12 months of treatment is needed for patients on methadone
maintenance.29 It also states that least 90 days of residential or intensive outpatient treatment
is required for patients to maintain positive outcomes, noting that treatment lasting
significantly longer is recommended.30 During this time, patients may need to stay in recovery
housing; patients with SUD frequently report housing as one of their top concerns during their
recovery.31
Recovery houses are residential environments that provide individuals in recovery from SUD
with alcohol- and drug-free cohabitation spaces and often include peer support and other
services such as individual and group therapy, employment opportunities, and assistance with
social, personal, and living skills.32 Patients with SUD who reside in recovery housing have
reduced substance use, reduced risk of relapse, lowered incarceration rates, and increased
employment compared with those not in recovery homes.33,34 Further, recovery houses have
been shown to be cost-effective, with cost savings between $17,830 and $29,000 per person;
these savings factor in the cost of substance use, illegal activity, and incarceration that might
occur without the support that recovery housing offers.35 Despite the positive role of recovery
housing in an individual’s recovery, many of these residences prohibit or actively discourage the
use of MAT.36,37
Wisconsin currently lacks a legal definition for recovery housing, which leaves OUD patients
vulnerable to being excluded from or discriminated against in these facilities if they continue to
take medications as part of their treatment. Conversations with relevant stakeholders in
Wisconsin have confirmed the existence of this issue within the state. A representative of an instate homelessness and housing association with knowledge of the Wisconsin recovery
community commented that MAT was still not widely accepted in the recovery residences.
Moreover, during stakeholder conversations, a representative of a prominent Wisconsin
recovery housing group emphasized the importance of having an abstinence-based approach.
Wisconsin is not unique in experiencing this problem, as other states have had difficulties in
ensuring the adoption of MAT in their state-funded recovery residences.38
Proposed Solution
The Governor should propose and the legislature should pass legislation creating a legal
definition of recovery housing with an affirmative emphasis on ensuring that patients are able
to use MAT in these facilities. The National Council for Behavioral Health (NCBH) offers broad
parameters on what would be included in an adequate legal definition of recovery housing as
well as draft legislative language.39 While the NCBH offers a solid foundation to work with,
additional steps should be taken to dissuade discrimination against MAT. In New Jersey, for
example, the state legislature passed anti-discrimination legislation that explicitly “prohibits
residential substance use disorder treatment facilities…from denying admission to individuals
receiving medication-assisted treatment for substance use disorder.” In Ohio, legislators
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integrated similar anti-discriminatory language into recovery housing law, specifying that
patients are permitted to take their prescribed medication while residing in these facilities.40

Recommendation 6: Establish an interagency working group tasked with initiating formal crossagency data sharing on OUD to help drive state actions to expand access to MAT that are
informed by analysis of state data and identification of areas of need.
Problem
Although the opioid crisis affects multiple agencies, there is no mechanism for cross-agency
data sharing or coordination of policy reforms that could improve access to MAT.
Background
Although Wisconsin state agencies coordinate on the opioid epidemic as needed, the
cooperation is informal and without specific tasks and accountability. Without cross-agency
engagement, it is challenging for state policymakers and treatment providers to understand
and comprehensively respond to the various issues of the opioid crisis, which include such
cross-agency challenges as opioid-related foster care placements and commercial insurer
treatment claim denials. Given the reach of the crisis across agency responsibilities, structured
coordination is important to make significant headway.
In 2016, Governor Walker signed Executive Order 214 to create the Task Force on Opioid
Abuse. As part of that Executive Order, eight state agencies—the Department of Children and
Families, the Department of Corrections, the Department of Health Services, the Office of the
Commissioner of Insurance, the Department of Safety and Professional Services, the
Department of Veteran Affairs, the Wisconsin Economic Development Corporation, and the
Department of Workforce Development—are each required to establish their own steering
committee to develop a strategic plan for that agency to address the opioid crisis and
coordinate with the Task Force on that plan.41
Despite this mandate, these agency-specific steering committees face challenges in aligning
their priorities and coordinating with the Governor’s Task Force. Each agency is currently
conducting analyses of data they collect and developing a strategic plan to address the opioid
crisis, but there is no formal cross-agency group charged with aligning those priorities and
conducting analyses of data and policy that affect multiple agencies. Given the role of the
Governor’s Task Force in recommending policy changes to the Governor and Legislature,
agency steering committee integration could bolster its work.
Proposed Solution
To improve interagency coordination and responsiveness to the need for MAT, the Governor
should establish an interagency steering committee composed of, at a minimum, the eight
agencies identified by Executive Order 214. The steering committee should be tasked with
aligning their agency strategic plans to address the opioid crisis, analyzing state data, assessing
stakeholder policy barriers, and providing annual recommendations on action to improve
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access to and quality of evidence-based treatment for OUD to the Governor’s Task Force on
Opioid Abuse. This steering committee should, at a minimum, assess:
•
•
•
•
•
•
•
•
•

Prescription drug monitoring data;
Poison control call center data;
Toxicology data;
Hospital data;
State Medicaid and commercial claims data;
Health care provider reimbursement rates;
EMS incidents;
Death demographic data; and
Emergency rooms visits.

The steering committee should consist of staff-level representation that includes members of
each agency’s opioid steering committee. Each agency should be responsible for analyzing and
sharing data collected by their respective department that impacts OUD treatment. Areas for
exploration could include the impact of the opioid crisis on the child welfare system, and
opioid-related law enforcement encounters.

Recommendation 7: Improve the integration of co-occurring mental health and substance use
disorders by reviewing and eliminating unnecessary statutory and regulatory barriers.
Problem
The lack of integrated SUD and mental health services can impede access to MAT for those in
mental health treatment.
Background
Over 35 percent of people with an SUD also have a co-occurring mental health disorder.42
According to SAMHSA, only 7.4 percent of individuals in need of treatment for both disorders
receive it.43 The majority of focus group participants with OUD reported having mental health
issues as well. Although mental health services are often critical to successful treatment, many
focus group participants mentioned that their mental health issues were not addressed during
their treatment. A contributing factor may be the siloed health care system that hinders
treatment of SUD and mental health disorders.
Restricting the ability to integrate care for these individuals can negatively affect SUD
treatment outcomes. For instance, research shows that untreated co-occurring disorders are
associated with lower rates of treatment engagement and adherence.44 One woman in
recovery recounted the effects of her inability to obtain mental health care:
My relapse at 24 was mostly because of the difficulty [in finding] mental health providers
that accept BadgerCare and the year-long waiting lists to get in.
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Female in Recovery, Wisconsin

Individuals with co-occurring SUD and mental health disorders also have increased odds of
suffering from other chronic illnesses, suicide, and early death.45 Moreover, studies show that
integrated service systems—such as single-point entry or co-located assessment, treatment,
and case management services—may increase treatment access.46,47,48
Stakeholders expressed frustration with the difficulty of treating co-occurring disorders in
Wisconsin. In particular, providers were concerned with the lack of integration of training and
licensure for the behavioral health workforce and with limitations placed on integrating
services for mental health and SUDs. Studies indicate that some of these limitations, such as
diagnostic and billing restrictions, and limited support for co-occurring disorder training, are
common restrictions on integrated care in many states.49 The lack of service integration can
cause delays in treatment initiation and otherwise impede access to MAT for individuals with
co-occurring disorders in the mental health treatment system and access to mental health
services for those in the SUD treatment system.
The integration of treatment for co-occurring disorders is supported by many organizations,
such as the Institute of Medicine, the World Health Organization, the Agency for Healthcare
Research and Quality, the American College of Physicians, and the Substance Abuse and Mental
Health Services Administration.
Proposed Solution
The Secretary of the Department of Safety and Professional Services should direct the
Behavioral Health Review Committee, established by Section 8 of 2017 Wisconsin Act 262, with
assessing barriers to treatment for co-occurring substance use and mental health disorders. The
Committee should provide recommendations to the Secretary, Governor, and Legislature on
actions that would remove identified barriers while ensuring maintenance of quality care by
December 31, 2019. The Committee’s recommendations should ensure that MAT is available in
all integrated care settings. The Committee should engage membership from all agencies with
regulatory authority over SUD or mental health treatment, providers, and patients. There
should be active participation, at a minimum, from the following:
•
•
•
•
•
•
•
•

Department of Health Services
Division of Medicaid Services
Department of Safety and Professional Services
Medical Examining Board
Wisconsin Medical Society
Wisconsin Hospital Association
Wisconsin Society of Addiction Medicine
Wisconsin Psychiatric Association
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Recommendation 8: Improve the timeliness and accuracy of opioid-related death data to target
treatment resources in communities of highest need.
Problem
Opioid-related data are often not timely or accurate, which impedes the ability to strategically
target treatment resources to areas of the state with the highest need.
Background
Access to timely information is an important component of a coordinated and targeted
response to any public health epidemic, but is especially critical to address the opioid crisis. For
example, the substances used by people with OUD include prescription drugs, synthetic opioids
(such as fentanyl), and illicit opioids (heroin). Timely and accurate data can help public health
and public safety officials understand what substances are available in which communities and
the effect of these substances on overdoses and deaths. This information can improve the
ability to distribute harm reduction strategies, such as increasing the availability of naloxone,
and to target investigations into the sources of high-potency fentanyl that may be causing
overdoses. Availability of this data could support early intervention, strengthen treatment
initiation efforts, and reduce the threat of fatal overdoses.50,51,52
As of February 2017, only five board-certified forensic pathologists served as medical
examiners, covering just 10 out of 72 counties in Wisconsin—Brown, Dane, Door, Fond du Lac,
Milwaukee, Oconto, Rock, Walworth, Washington, and Waukesha.53 Coroners or medical
examiners with limited training in forensic pathology serve the remaining 62 counties. Coroners
are elected and are not required to have any qualifications. However, autopsies must be
conducted by a licensed physician with training in forensic pathology under state law.54,55
Without training in forensic pathology, adequate staffing, and equipment across counties,
comprehensive overdose data from complete autopsies and toxicology screens remain difficult
to produce for the 62 counties without direct access to forensic pathology. This decentralized
system forces counties to contract with out-of-state providers or one of the five board-certified
forensic pathologists to conduct autopsies or screenings. The resulting administrative and
logistical strains can lead to slower data reporting and increased county costs.
Fifteen states fund a unified statewide medical examiner system.56 These unified systems
ensure consistent and accurate death investigations, including autopsies, on all people who die
through injury, homicide or suicide, or deaths that are sudden, accidental, untimely, suspicious,
or not attended by a doctor—such as opioid-related overdoses. Statewide medical examiner
systems can improve the quality of death investigations and forensic pathology services,
compensate for differences in county budgets and population sizes, budget differences,
promote consistency of practice, and generate efficiencies from centralized administration.57
Maryland has 18 forensic pathologists and 21 autopsy labs in its Baltimore-based unified
system. Unlike offices in many other states with substantial case backlogs, Maryland’s medical
examiner’s office can complete an investigation of a drug-related death within a week,
including autopsies within 24 hours and toxicology tests within three to five days.58
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Wisconsin stakeholders noted that toxicology screens for individuals with fentanyl-related
overdoses can take six to seven weeks to process. These long delays are affected by staffing
shortages and inadequate equipment to screen for fentanyl analogues. These delays result in
challenges for public health and law enforcement agencies that must respond to overdose
outbreaks quickly to prevent additional overdoses and deaths. Increasing the capacity of
medical examiners fully trained in forensic pathology to conduct comprehensive autopsies and
toxicology screens could strengthen the state’s response to the opioid crisis, especially when
the speed of reporting also increases.
Proposed Solution
The Governor should direct the Department of Health Services and the Department of Justice
to consider a unified medical examiner or other alternative system to improve access to timely
and comprehensive overdose death data. The Departments should focus on strategies to
reduce costs for conducting autopsies and toxicology screens out-of-state while utilizing and
expanding the availability of forensic pathologists in Wisconsin.
Any system reforms must be mindful of the burden on forensic pathologists; the National
Association of Medicaid Examiners recommends no more than 325 autopsies per year for a
forensic pathologist.59 Accordingly, consideration should be given to recruiting additional
forensic pathologists to support any alternative system. Additionally, the state should examine
whether additional equipment is needed to conduct the appropriate toxicology screen to
detect fentanyl analogues.
The Departments should consult medical examiners across the state as they consider these
alternative approaches. The Governor should direct the Departments to issue a report within a
year. Examples from other states show that these approaches improve the ability of medical
examiners to quickly respond to overdose deaths with the tools required to share the data that
public health and law enforcement agencies need. The Departments should consider these
state examples in any plan for an enhanced medical examiner system.

Recommendation 9: Ensure patients entering MAT are placed in the right care setting through
use of a single standardized patient placement tool across state-licensed and Medicaid certified
providers.
Problem
Individuals seeking treatment are often not referred to the appropriate level of care, which can
lead to administrative waste and impose undue burdens on both people seeking treatment and
providers of care.
Background
Clinical assessment tools ensure evidence-based placement of patients based upon addiction
severity and patient treatment needs, and provide a baseline for clinical decision-making on
treatment across providers. Wisconsin statute permits providers to choose from among
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multiple patient placement criteria while treating patients within the care networks. The
Department of Health Services 75.01(1)(a) “provides that service recommendations for initial
placement, continued stay, level of care transfer and discharge of a patient be made through
the use of Wisconsin uniform placement criteria (WI-UPC), ASAM placement criteria or similar
placement criteria that may be approved by the department.”60 Although studies have support
the predictive validity of the ASAM patient placement criteria,61,62 other placement criteria may
not be validated or evidence-based.
Since patient placement criteria can vary significantly by both methodology and levels of care
designations, movement between providers who use different criteria can precipitate the need
for multiple assessments on the same patient. Conversations with providers across the state
confirmed that this does occur because they either did not share assessments or did not use
the same patient placement criteria. This duplicative work reduces time spent treating patients,
thereby lowering access to care and placing unnecessary burdens on both people seeking
treatment and providers.
The use of multiple assessment tools can also lead to inconsistencies in patient placement
based on how a patient is evaluated. Referring patients to an inappropriate level of care could
have negative consequences for the patient, such as lower retention rates and potential
relapse, and may generate more costs for public or private payers. Matching patients with the
appropriate levels of care, however, has been shown to reduce treatment no-shows to initial
care by 25 percent.63 Finally, using uniform placement criteria can help providers consult each
other about patients by ensuring the use of a common vocabulary.64
The Centers for Medicare & Medicaid Services (CMS) recognize the importance of using patient
placement criteria based on a multi-dimensional assessment tool that reflects evidence-based
clinical treatment guidelines, such as those published by ASAM. Incorporating this type of tool
statewide is required for states seeking an 1115 waiver to expand SUD services, as detailed in a
letter to state Medicaid directors in November 2017.65 Widespread use of evidence-based SUDspecific patient placement criteria is one of six milestones measured during these five-year
demonstrations. For example, Vermont requires use of the ASAM patient placement criteria by
all licensed providers and ensures compliance with that requirement by conducting periodic
chart reviews.66 Virginia also requires the use of the ASAM patient placement criteria for all
providers accepting Medicaid. Virginia Medicaid uses the outcomes of each ASAM assessment
to determine medical necessity, except for OTPs, OBOTs, and other outpatient services.67 Using
a uniform assessment helps to ensure that patients are placed in the appropriate level of care.
Finally, patient placement assessment tools are typically not integrated in health information
technology, such as electronic health records or health information exchanges. Conducting
these assessments by hand can cause delays in treatment access due to challenges in sharing
that information with other providers. Integrating these assessments with electronic health
records could improve care coordination among providers and support easier transitions
between levels of care for patients. Use of an assessment tool that can be integrated within
provider workflows could improve standardization and lessen administrative burden.
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Proposed Solution
The Governor should direct the Department of Health Services to establish requirements for
the use of a single standardized patient placement tool across state-licensed and Medicaidcertified providers, assess the cost of licensing a standardized patient placement tool to
participating providers statewide, and support participating providers with technical assistance
to integrate the tool with available health information technology. To avoid undue
administrative burdens for providers, any established requirements should allow providers
sufficient time and technical assistance before they are expected to complete implementation.
The Department should consider using availability of this tool as an incentive to providers who
deliver evidence-based treatment or participate in statewide treatment models, such as the
result of the Commission on Substance Abuse Treatment Delivery. If resources are necessary to
mitigate undue burden for providers, the Legislature should provide necessary funds to make
this patient placement tool available to participating providers statewide.

Recommendation 10: Improve initiation of MAT and transition to treatment in emergency
departments.
Problem
Opportunities to initiate MAT for people with OUD—such as when they arrive in the emergency
room with an opioid-related overdose—are often missed.
Background
Emergency departments, where opioid-related visits increased more than 99 percent between
2005 and 2014,68 represent a critical opportunity for to initiate treatment and connect people
with OUD to care. This is particularly relevant in Wisconsin, where the state’s increase in opioidrelated emergency department visits between July 2016 and September 2017 (108 percent) was
the largest of any state included in a recent CDC study.69
Recognizing the potential to initiate care in emergency rooms, federal regulations do allow the
administration of methadone and buprenorphine in emergency situations to treat withdrawal
symptoms and arrange for treatment.70 For example, physicians do not need the waiver usually
required to prescribe buprenorphine and methadone can be administered outside of an OTP, but
treatment can last no longer than three days. A clinical trial shows that patients were more
successful in sustaining treatment engagement when buprenorphine was initiated in the
emergency department and coupled with a referral, compared to interventions that did not
include buprenorphine.71
Care coordination is an important component of ensuring overdose patients receive continued
treatment following emergency care. There are multiple types of providers that can provide
these services; some local programs have used peer recovery coaches, which are individuals in
recovery from substance use or co-occurring mental health disorders, to fill this role. For
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example, Rhode Island’s AnchorED program connects patients with a certified peer recovery
specialist prior to discharge from the ED. Peer recovery specialists are on call 24 hours, 7 days a
week at each of the state’s 12 hospital EDs. This person maintains follow-up with the patient for
10 days following release from the ED to aid in navigating the treatment system and support their
recovery. More than 1,400 individuals met with a peer recovery coach in the emergency
department through AnchorED during the first 29 months of the program. Eighty percent of those
individuals engaged in recovery support services upon discharge.72
New Jersey offers another example of care coordination offered for those that experience an
opioid-related overdose. In 2015, the state implemented the Opioid Overdose Recovery Program
(OORP), a program modeled after AnchorED, to facilitate the entry of individuals who receive
naloxone into substance use disorder treatment.73 OORP utilizes recovery specialists who provide
non-clinical assistance to individuals to help them gain skills and resources needed to initiate and
maintain recovery and patient navigators who refer patients to treatment.74 Recovery specialists
are on call from Thursday evening through Monday morning. Of the 293 overdose patients
admitted to EDs in five counties from January 2016 to June 2016, roughly 37 percent (109
patients) entered treatment.
A pilot program in Wisconsin uses peer recovery coaches to support treatment initiation from
emergency departments—ED2Recovery. However, the pilot lacks a robust evaluation, which is
necessary to further the evidence of effectiveness needed to continue scaling up the program.
Proposed Solution
The Governor should direct the Department of Health Services to partner with emergency
departments in hospitals and other health clinics to support induction on MAT in that setting.
The Department should provide guidance based upon federal and state regulations on
protocols emergency departments can employ to include this care in their practice for
individuals admitted for an opioid-related overdose. The Department should work with the
Wisconsin Hospital Association, the Wisconsin Medical Society, and others to disseminate these
best practices and provide technical assistance to emergency department staff. The
Department should work with providers to assess the current resources available for care
coordination services in emergency departments and address any gaps that might impede the
availability of these services in this setting statewide.
Additionally, the Legislature should provide sufficient resources to evaluate the current pilot
that incorporates peer recovery coaches in transitioning individuals from emergency
departments to treatment—ED2Recovery. These funds should be allocated to a comprehensive
evaluation that measures the impact of peer services in this setting.
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Substance Use Disorder Workforce
Background
An effective treatment system must have enough providers to meet the need for services
across the state. Recognizing the need for additional providers, the HOPE Agenda included
multiple measures to help expand the workforce. 2017 Wisconsin Act 26 allocated funds to
support additional addiction medicine fellowships and create addiction medicine specialty
training programs at hospitals across the state.75 2017 Wisconsin Act 28 established the
Addiction Medicine Consultation program to support community-based physicians interested in
providing evidence-based SUD treatment services with clinical guidance and training from
addiction medicine specialists.76 Both measures strengthen the workforce by either training
new physicians or supporting practicing physicians beginning to provide substance use disorder
treatment services.
In January, Pew provided multiple recommendations to the Governor’s Task Force on Opioid
Abuse aimed at removing barriers that limit the workforce needed to meet the need for
effective substance use disorder treatment in Wisconsin. These recommendations included:
•
•
•
•
•
•

Removing barriers that restrict licensed mental health therapists from providing
counseling services for substance use disorders.
Improving reciprocity for certified counselors from other states with similar criteria.
Aligning certification standards for Substance Abuse Counselors with national best
practices.
Removing prior authorization in Medicaid for buprenorphine combination products.
Clarifying state law that nurse practitioners and physician assistants can obtain a waiver
to prescribe buprenorphine without their collaborating/supervising physician also
obtaining the waiver.
Engaging residency programs for physicians, nurse practitioners, and physician
assistants to ensure buprenorphine waiver is included in their training.

On April 9th, the Governor signed 2017 Wisconsin Act 262.77 The law enacted the
recommendations from Pew, which were endorsed by the Task Force in January. Among other
changes such as supporting graduate training of psychiatric nurses, the law expands access to
buprenorphine and could increase the number of qualified substance abuse counselors, or
SACs. The law also created a Behavioral Health Review Committee tasked with recommending
changes to the certification and licensure criteria semiannually.
*Recommendation

11: Provide funds to expand buprenorphine training for providers during
residency programs for physicians, nurse practitioners, and physician assistants.
*

These recommendations are intended to inform implementation of recommendations made by Pew in January
2018.
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Interviews with stakeholders across Wisconsin highlighted the limited interest from primary
care physicians and other community-based providers in obtaining a federal waiver to prescribe
buprenorphine and subsequently treat individuals with OUD in their practices. Research shows
that over 60 percent of non-prescribers chose not to seek the federal waiver due to a lack of
mental health and psychosocial support, 41 percent due to lack of confidence in treating the
patient population, and nearly half (45 percent) due to lack of specialty back-up.78 Many of
these barriers would be addressed through the implementation of a “hub and spoke”
treatment delivery system (Executive Order #274, Recommendation 1), but more needs to be
done to increase the number of providers who can prescribe buprenorphine. Additional training
is needed for physicians, nurse practitioners, and physician assistants to improve understanding
of, and comfort with, the provision of effective OUD treatment.
Following up on a recommendation provided to the Task Force in January, the state should
allocate the necessary funds to support buprenorphine training in residency programs for
physicians, nurse practitioners, and physician assistants. Training should be limited to relevant
specialties. In conjunction with the increased specialty back-up and psychosocial support
provided by the implementation of a “hub and spoke” treatment delivery system and other
reforms the state is pursuing to incentive provider engagement, supporting these trainings
could help increase the number of providers available in the state to treat OUD with
buprenorphine at minimal cost.
Qualified behavioral health counselors are an important part of effective MAT. Throughout our
stakeholder conversations, Pew heard from providers and patients that there are not enough
counselors to provide care to those that need it. Providers in various care settings, such as
OTPs, Office-Based Opioid Treatment (OBOT), and FQHCs, experienced challenges filling
vacancies with qualified counselors, which in some cases resulted in fewer patients served.
Many of these challenges could be addressed by 2017 Wisconsin Act 262.
To further address provider shortages and increase access to evidence-based treatment, late
last year Governor Walker directed the Department of Health Services to increase Medicaid
reimbursement rates for mental health and SUD outpatient treatment. Effective January 1,
2018,79 these changes simplify the rate structure and increase reimbursement rates for each
outpatient covered service provided by physicians, psychiatrists, advanced practice nurse
prescribers, psychotherapists, and SACs. These changes invest $17 million to raise these rates,
including $7 million in state funds. The new rates are competitive with surrounding state
Medicaid and Medicare programs.
To build from the HOPE Agenda and Pew’s recommendations to the Task Force in January, Pew
recommends four additional policy changes to enhance the quantity and quality of the
substance use disorder workforce in Wisconsin.

Recommendations
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*Recommendation 12: Use the Behavioral Health Review Committee established through 2017
Wisconsin Act 262 to ensure Wisconsin’s Substance Abuse Counselor certification and licensure
process aligns with national best practices and that the number of counselors meets the need
for counseling across the state.
Problem
People with OUD are unable to access sufficient behavioral therapists as part of MAT.
Background
SACs are certified and licensed to deliver behavioral health services, such as cognitive
behavioral therapy, and are a key component of MAT, the most effective therapy for OUD and
other SUDs. According to the 2017 Wisconsin Needs Assessment, Wisconsin has only 1.7 SUD
counselors per 10,000 persons in comparison to the national average of 2.5 per 10,000
persons.80 However, in speaking with behavioral health professionals and provider groups
around Wisconsin, even an increase to meet the national average—which would require an
additional 275 counselors—would still be insufficient to meet state needs.
We heard about this problem during many of our conversations with providers in Wisconsin,
with reports of significant difficulties in filling vacancies, expanding services, and expanding
workforce.81 During the focus groups, providers also reported that strict certification
requirements for counselors and treatment providers hinder increased access to treatment in
Wisconsin. These requirements make it difficult to staff treatment centers and lead to fewer
opportunities for individuals to receive treatment.
I had more than enough of the education, experience, and qualifications then, more than
Wisconsin requires, and they would not license me here because it did not come from the
state of Wisconsin, did not come from a school that they recognized. I was like, "It's
Wichita State University. It's a huge university. People know that school."
- Provider, Green Bay, Female
What [Wisconsin] will do is they will honor the fact that you took the international test,
but they don't honor it unless your education meets the state requirements, and we have
the same exact credentials as the state you came from.
-Clinical Director, MAT center, Wisconsin
In January, Pew recommended the state address this shortage by assessing certification and
licensure criteria that unnecessarily restrict qualified providers. In response, the state passed
2017 Wisconsin Act 262. This law focused on addressing this problem by aligning state
certification and licensure criteria for counselors with surrounding state standards. Statutory
changes included decreasing the supervisory hour burden to attain certification, improving
reciprocity with certified counselors from other states, and removing barriers for licensed
mental health therapists to deliver services to individuals with SUD.

31

Section 8 of the bill directed the Secretary of the Department of Safety and Professional
Services (DSPS) to appoint an advisory board to provide a semiannual review and
recommendations on behavioral health. This Behavioral Health Review Committee is tasked
with reviewing state requirements for SACs and mental health therapists to obtaining a
credential in the state. The Committee, however, is not explicitly given authority to provide
analysis on the need for counselors. The scope of the Committee is also limited to certification
and licensure.
Proposed Solution
The Behavioral Health Review Committee’s recommendations for changes should be informed
by national best practices, such as guidelines from the University of Michigan’s Behavioral
Health Workforce Research Center82 and SAMHSA83. The Secretary of the Department of Safety
and Professional Services (DSPS) should also task the Committee with evaluating the need for
counselors across the state and propose changes to ensure there are enough providers without
negatively impacting quality of care.
The adequacy of the counselor workforce could be evaluated based on: patient and provider
surveys that assess whether patients accessing MAT are able to obtain counseling services; or
an analysis of the number of patients receiving MAT per month across providers and the
number of patients receiving counseling services per month across providers; or another
method identified by the state. The Committee’s proposed changes should not be limited to
certification and licensure, but could include other areas like scope of practice, continuing
education, and regulatory barriers that limit access to evidence-based practice.
To ensure that the Committee is responsive to the needs of each certified profession, the
Secretary of DSPS should appoint at least one member from each of these professions (e.g.
Substance Abuse Counselors, Clinical Substance Abuse Counselors, Licensed Professional
Counselors, Marriage and Family Therapists, Clinical Social Workers, Psychiatrists, and
Psychologists) to the Committee. Any findings or recommendations reached by the Committee
should be available to the Legislature and the public to ensure accountability. The Committee
should issue its first report no later than one year after the adoption of this recommendation by
the Task Force.

Recommendation 13: Align the Professional Assistance Procedure with national best practices
for physician health programs.
Problem
Wisconsin's physician health program, known as the Professional Assistance Procedure or
PAP,84 does not effectively provide access to SUD treatment for providers that aligns with
national best practices.
Background
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Providers, including nurses, counselors, physicians, and others, suffer from SUD at a similar rate
to the general population of about 10 to 12 percent.85,86 Wisconsin has a program that is
designed to meet the needs of these providers, called the Professional Assistance Procedure
(PAP). However, this program does not effectively engage participants with SUD in evidencebased treatment, such as MAT.
Key stakeholders in the state have expressed concern that the program has limited reach and
barriers that prevent practitioners with SUD from taking advantage of the program and
receiving treatment for their SUD. In particular, participants in the program have also expressed
concerns over the excessive costs, inaccessibility, and lack of support seeking supervised
employment during the program process. These aspects of the program could limit the number
of providers willing to self-report their SUD and access treatment.
The Federation of State Physician Health Programs (FSPHP), a national organization focused on
strengthening physician health programs across the country, recently released guidelines on
physician health programs that summarize national best practices. According to FSPHP
guidelines87, the design and structure of the PAP misses many of these best practices. For
instance, PAP participants are not given full confidentiality while seeking treatment through the
program and88 the program does not advocate to the state medical boards to avoid
discrimination against participants. Additionally, the program has such a limited reach that
many providers in need are not able to enter the program.
The AMA released model legislation in 2016 to support states interested in establishing or
strengthening their physician health program.89 The act protects the confidentiality of selfreporting providers that want to participate in the program without disclosing participation as a
condition of employment or credentialing. It also protects the confidentiality of providers
referred to the program by their peers. The protection of confidentiality by the program, argues
AMA, encourages providers with SUD to come forward and reduces the likelihood of their
disorder from progressing to negatively impact the safety of the provider or their patients.
According to seven findings by the AMA, an effective PHP:
•
•
•
•
•
•
•

Provides availability to evidence-based care
Reduces stigma associated with substance use disorders
Maintains confidential referral, evaluation, and treatment protocols to ensure access to
treatment without professional sanction while in compliance with the program
Supports the integrity of the health care workforce by enhancing patient safety and
providing a cost-effective method for licensing boards to balance the needs of the state
and its individual health care professionals
Relies upon clinical guidelines and treatment protocols from organizations with
expertise in substance use disorder treatment
Protects the privacy of program participants
Contains a stable funding stream to sustain and expand the scope of services to meet
the need for treatment from the health care workforce
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Proposed Solution
The Governor should direct the Department of Safety and Professional Services to coordinate
with experts and key stakeholders to reform the Professional Assistance Procedure to
incorporate national best practices to improve access to treatment for providers. A
representative from these key stakeholders, at a minimum, should be consulted by the
Department:
•
•
•
•
•

Wisconsin Medical Society
Wisconsin Hospital Association
Medical Examining Board
Wisconsin Society of Addiction Medicine
Department of Health Services

If statutory changes are needed to enact reforms to the Professional Assistance Procedure, the
Legislature should take necessary action.
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Underserved Populations
Background
Many populations in Wisconsin face specific barriers in accessing evidence-based treatment;
two groups stood out from conversations with patients and providers across the state. First,
pregnant women are deterred from seeking effective prenatal and SUD treatment for fear of
punitive action taken against them. According to these conversations, there is also a lack of
treatment providers that can deliver comprehensive treatment—in particular, MAT—for
pregnant women with SUDs.
Second, justice-involved individuals are largely unable to access any MAT while incarcerated
regardless of whether they were maintained on medications upon entry into prison or jail. This
disruption in access to effective treatment can put individuals reentering the community at a
high risk for relapse, overdose, or death. In fact, within two weeks of release overdose deaths
are responsible for more than twice as many deaths as any other cause.90 A comprehensive
system addresses population-specific needs and coordinates care for at-risk individuals.
As part of the HOPE Agenda, Wisconsin has taken steps to improve access to treatment for the
justice-involved population with substance use disorders. 2015 Wisconsin Act 338 provided $2
million annually to support alternatives to prosecution and incarceration known as Treatment
and Diversion, or TAD, programs.91 The Legislature provided additional funding to these
programs through 2017 Wisconsin Act 32.92 Finally, 2017 Wisconsin Act 261 provides grants to
counties to administer naltrexone for individuals that are reentering the community and
additional funds to scale up family drug treatment courts.93
To expand on those steps to support access for justice-involved individuals, Governor Walker
signed Executive Order #273 on January 19 based on a recommendation from Pew.94 The
Executive Order in part directed the Department of Health Services to collaborate with the
Department of Corrections to improve continuity of care for individuals reentering the
community by developing care coordination programs with Medicaid managed care
organizations across the state.
Pew recommends four additional policy changes to improve access to evidence-based
substance use disorder treatment for underserved populations.

Recommendations
Recommendation 14: Study the availability of MAT in state prisons and county jails and create
a pilot in one setting.
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Problem
Medications approved by the FDA for the treatment of OUD are not available to those in
Wisconsin prisons and jails. In most cases, individuals in need of treatment have no access to
any of these medications during incarceration.
Background
The criminal justice system provides an opportunity to connect patients with OUD to needed
treatment in a controlled space; however, support for MAT—the most effective therapy for
OUD—is inadequate in these settings. Historically, more emphasis has been placed on drug-free
treatment although evidence demonstrating the effectiveness of that approach is limited.95 In
Wisconsin, 69 percent of people who are incarcerated have a SUD.96 Funding for one of the
three medications, naltrexone, has been made available in Wisconsin to a limited number of
prisons and jails through state grants.97,98 As of September 2017, only 24 offenders completed
the program, which does not offer99 access to buprenorphine or methadone. Individuals
entering jail or prison that are receiving either medication are weaned off.
Providing adequate clinically-appropriate treatment in criminal justice settings, as well as
ensuring continuity of care for patients moving from these settings to community-based
treatment, is critical to addressing a public health crisis resulting in more than 42,000 opioid
overdose deaths each year. For example, a 2010 study found that less than one percent of
justice-involved individuals received MAT while in the criminal justice system.100 Access to MAT
in prison is also associated with reduced recidivism rates. In fact, individuals released from
prison after receiving methadone for an OUD are 33 percent more likely to stay out of prison
and reenter the community successfully than individuals receiving no methadone101 Though
evidence-based behavioral therapies—such as cognitive behavioral therapy—have become
more commonplace, most therapeutic alternatives do not incorporate medications, including
buprenorphine, methadone, and naltrexone.
The good news is, [we have] obviously, a captive, literally, captive audience for
intervention. There is an opportunity as part of the reentry process to, first of all,
educate people about overdose risk and equip them with naloxone, the antidote. And to
put people on maintenance therapy [MAT], which has shown to reduce overdose risks
substantially. Estimates are that your overdose risk goes down anywhere from 50-80%
when you are on maintenance.
- IDI 1001, National Expert, Professor, MA
No, I feel like there is not enough information. Specially jails, and police officers. I feel
treatment should be an option instead of just throwing somebody in jail. I tried all of
them out: inpatient, outpatient, neither works. So I tried [medication-assisted] treatment
and that worked.
- In Recovery, Wisconsin, QualBoard, Female
There is limited data on availability of MAT in correctional facilities. According to a Pew report
published in 2017, few states facilitate access to MAT upon re-entry and even fewer provide
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medication directly. Only 13 states, which includes Wisconsin, make available a supply of
naltrexone and only three a supply of buprenorphine.102 Although a 2011 survey of prison
medical directors found that 55 percent of prisons offered methadone, over half of those
prisons surveyed only offered treatment to pregnant women. The same study found that only
14 percent of prisons offered buprenorphine, and estimated that only 2,000 prisoners (0.1
percent of all prisoners) received any kind of MAT as an ongoing treatment. Prisons also
overwhelmingly failed to refer individuals to community-based methadone and buprenorphine
providers as they transition out of prisons, with only 45 and 29 percent respectively doing so in
2011.
Jails are typically operated at the county-level, usually housing nonviolent offenders and
individuals awaiting trial but unable to post bail. Individuals held in jail serve, on average, short
terms. Over 10.9 million individuals cycled through the nation’s jails in 2015 with a 57 percent
weekly turnover rate.103 Despite the large number of individuals cycling in and out of jails each
year, there is limited exposure to medically appropriate treatment for OUD.
In 2016 the Rhode Island Department of Corrections launched a treatment program that
provided all FDA-approved medications for those that screened positive for OUD. Initial
outcome evaluations of the program showed a 61 percent decrease in post-incarceration
deaths and an overall 12 percent reduction in overdose deaths in the state’s general
population.104 A partnership with Rhode Island’s treatment hubs, known as Centers of
Excellence, has established a warm handoff that has helped inmates released transition into
community treatment.
Proposed Solution
The Governor should direct the Department of Health Services to develop a plan with the
Department of Corrections or identified county leaders to pilot the availability of all three
medications in at least one prison or jail. If necessary, the Legislature should enact legislation to
authorize and fund this pilot. As part of this plan, the Departments should conduct a systematic
review of prisons and jails to document the current availability of treatment.
This review should identify whether the following services are available in each prison and jail:
• Availability of behavioral health counseling on premises as measured by the number of
SACs on staff
• Facilities for inpatient detoxification, including the number of rooms available
• Availability of FDA-approved medications for the treatment of OUD—what forms of
medication are available and how many individuals receive each medication per month.
The Departments should report this plan to the Governor’s Task Force on Opioid Abuse within a
year of the enactment of this recommendation.

*Recommendation 15: Ensure Medicaid benefits are suspended (rather than terminated) for all
eligible justice-involved individuals across the state.
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Problem
Medicaid-eligible individuals with an SUD face delays in treatment initiation as they transition
to the community from prisons and jails.
Background
The prevalence of SUD among people who are incarcerated is extremely high nationwide. In
Wisconsin, 69 percent of people who are incarcerated have a SUD.105 There are heightened
risks after discharge from prison or jail for people with SUD; justice-involved individuals
reentering the community with SUD are at over 10 times the risk for overdose compared to the
general population with SUD.106 Because people in prison or jail have not typically been using
opioids during their incarceration, they have a reduced physiologic tolerance for opioids at the
time of release. If they then take an opioid at the same dose they had been taking previously,
they are at much higher risk for overdose and death. Given the disease prevalence in this
population and potential risk of overdose death, it is important that individuals moving out of
the Wisconsin Department of Corrections (DOC) system and Wisconsin county jails are
connected without delay to community-based treatment upon release, including initiation or
continuation on MAT.
Medicaid is a critical program for connecting justice-involved individuals with MAT. A
Government Accountability Office (GAO) report in 2014 estimated that between 80 to 90
percent of state prisoners in Colorado and New York were eligible for Medicaid.107 Eligibility in
Wisconsin may be similar, as the state provides Medicaid benefits to individuals up to 100
percent of the federal poverty level.108 Maintaining continuous care before, during, and
immediately after release contributes to improved health outcomes, including reduced criminal
activity and incarceration for individuals with SUDs.109 This includes initiation or maintenance of
MAT after release.
Although the Department of Health Services has made efforts to support suspension policies in
prisons and many county jails, Wisconsin still terminates Medicaid enrollment upon entry into
correctional facilities for many individuals. Termination policies require that eligible individuals
reentering the community reenroll, which typically takes 45 to 90 days. These policies create
administrative burdens for the state, county, and eligible individuals. Federal law does not
require termination of Medicaid benefits for persons who are incarcerated and the U.S.
Department of Health and Human Services encourages states to suspend rather than terminate
Medicaid benefits upon incarceration so that individuals do not have to reapply for benefits
upon release.110
Proposed Solution
To improve the continuity of care, increase treatment initiation, and expand the availability and
coordination of mental and physical health care for incarcerated individuals with SUD, the
Governor should direct the Department of Health Services and the Department of Corrections
to suspend rather than terminate Medicaid benefits during incarceration in prisons and jails
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statewide. Given the administrative burden of making this change, the departments should be
tasked with developing an implementation timeline and providing any necessary funding
requests to the Legislature.

*Recommendation 16: Increase access to evidence-based substance use disorder treatment for
pregnant women by addressing any statutory deterrents and expanding provider capacity to
deliver to MAT.
Problem
Wisconsin’s policies regarding substance use and misuse in pregnant women have the potential
to deter women from obtaining evidence-based care for substance use disorder and increase
the risk of harm to the mother and child.111
Background
To avert unintended opioid exposure during pregnancy, the Wisconsin legislature in 1997
amended Wisconsin Act 292 to allow the Department of Children and Families to require adult
pregnant women to receive treatment for a known or suspected opioid or other substance use
disorder (SUD).112 The law has since been used to compel pregnant women to receive
treatment, with incarceration as a potential consequence of refusing treatment. The intent of
this law was to protect the health of children. However, while there are no systematic data,
clinicians in Wisconsin who provide obstetric, perinatal and SUD treatment, as well as focus
groups of patients, report that this policy serves as a barrier to SUD treatment for pregnant
women by potentially discouraging individuals from seeking SUD treatment for fear of
repercussions. This barrier potentially puts pregnant women and their child at greater risk of
harm than they would be if this policy did not exist.
Among focus group participants, pregnancy compelled some women to seek treatment. But for
many others, they either hid their pregnancy to receive treatment or avoided treatment
altogether out of fear of losing their baby or other children.
There's no treatment for pregnant women, no one want is to take them. What are you
supposed to do?
- Provider, Green Bay, Female
I think that there ... needs to be very clear that people [working at treatment centers]
are there to help them, not to take their children away or anything like that.
- In Recovery, Sheboygan, Male
Well, my last time using was pretty much was I got pregnant, and I went to the doctor
because I just didn't want to stop. First of all, withdrawal could kill the baby ... So, I went
to the doctor and I got prescribed Subutex and now I stayed clean...Then I got arrested
actually because I was on probation, it was my third time going to prison because no
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treatment wanted me either because I was on Subutex or because I was pregnant. So, I
had to go to prison.
- In Recovery, Green Bay, Female
While Wisconsin Act 262 does not explicitly require clinicians to report substance use in
pregnant women to the Department of Children and Families, practitioners commonly interpret
the law as mandated reporting.113 This misinterpretation was confirmed through conversations
with clinicians practicing in the state who described confusion on their role and concerns that
the law may discourage early screening and identification of women in need of treatment.
Providers discussed how pregnant women with OUD may have difficulty accessing FDAapproved medications for the treatment of OUD, since they may not seek care because of the
law.
Additionally, stakeholders also described inconsistences in the quality of SUD treatment
available to all pregnant women with SUDs. Providing evidence-based treatment for pregnant
women improves health outcomes for the mother and baby. From a clinical perspective, the
American College of Obstetricians and Gynecologists (ACOG) recommends the use of
methadone or buprenorphine in pregnant women, noting that this clinician-monitored
treatment results in improved health outcomes for the mother and baby as compared to no
treatment at all or withdrawal management therapy, which is associated with substantial risks,
including miscarriage.114
Proposed Solution
First, the Legislature should issue legislation that revises existing policies for the treatment of
pregnant women with SUD to make it easier for them to seek and receive evidence-based
treatment. Additionally, the Governor should direct the Department of Justice, Department of
Health Services, and other relevant agencies to address misunderstandings of current law while
the Legislature revises existing policies.
Second, the Governor should direct the Department of Health Services to promote best
practices for the care of pregnant women with OUD by requiring that programs receiving
Medicaid reimbursement and other public funding follow guidelines available from ACOG,
SAMHSA,115 and ASAM that recommend education and screening of women of childbearing age
and access to MAT.116 These requirements should apply to any Medicaid certified or statecertified treatment facility serving women with SUDs.

Recommendation 17: Incentivize the use of evidence-based post-partum care programs for
women with substance use disorders across the state.
Problem
Women with substance use disorders in the state face barriers in accessing comprehensive care
after childbirth.
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Background
Women with SUDs experience heightened vulnerability in the postpartum period. Many factors
contribute to this risk, such as increased stress associated with motherhood, limited social
support and resources, and pain and physical recovery. These factors increase the risk of
relapse and reduce treatment retention. Research indicates that only 30 to 44 percent of
women with OUD attend their postpartum visit four to six weeks after delivery, compared to at
least 60 percent of women without OUD.117,118,119 These low retention rates from traditional
postpartum care have led many experts to advocate for alternative strategies tailored towards
women with OUD. Better treatment modalities would focus on more comprehensive, intensive,
and coordinated care after delivery.120
These experts point to several alternative strategies to improve care, including the following:
• Delivering services earlier than the standard postpartum visit, such as during the
immediate postpartum period (prior to discharge after delivery) and two to three weeks
post-delivery;
• Integrating postpartum care into treatment programs, such as co-locating family
planning, breastfeeding, psychiatric services, and home visiting programs.121 Home
visiting programs have shown evidence of improving maternal life course outcomes,
child cognitive outcomes, and parent behaviors and skills.122
Despite the evidence of effectiveness for general postpartum populations, many
comprehensive, intensive postpartum care programs are not tailored to women with SUDs.
GunderKids (located within the Gundersen Health System in La Crosse) is one example of an
intensive post-partum care program that delivers supportive services and parenting education.
This program developed from and was patterned after the work of a high-risk obstetrics team
at Gundersen. GunderKids participants are referred through the team and closely coordinate
with pediatric hospitalists and addiction medicine specialists in the system. Using a team led by
two pediatricians and supported by three pediatric nurses, a nurse practitioner, a social worker,
and a child psychologist, the program provides 17 care visits within the first year after birth.
Because the program was started in 2015, there is limited data regarding short or long-term
outcomes. However, promising signs indicate that care coordination and intensive support yield
improved treatment retention and better long-term outcomes for the mother and baby.123
Proposed Solution
The Governor should direct the Department of Health Services to provide incentives, such as
alternative payments, increased access to care coordination services, and improved training, to
obstetricians and gynecologists, pediatricians, and other appropriate providers to either directly
provide or partner with organizations delivering comprehensive evidence-based post-partum
care programs. If additional resources are necessary to help expand these programs across the
state, the Legislature should make adequate funding available to the Department for this
purpose.
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Recommendation 18: Improve treatment outcomes for babies with neonatal abstinence
syndrome (NAS) by integrating best practices into state treatment guidelines and clinical
curricula.
Problem
The treatment of NAS is not uniform across the state, which can result in some babies receiving
treatment that is out of line with best practice guidelines.
Background
Neonatal abstinence syndrome (NAS) is the occurrence of withdrawal symptoms that results
from exposure to opioids in the womb. Infants with NAS can suffer symptoms ranging from
mild tremors and irritability to fever, excessive weight loss, and seizures. Each year, an
estimated 10 to 11 percent of births in the United States are affected by maternal use of
alcohol, tobacco or illicit drugs.124 The incidence of opioid misuse during pregnancy is unknown,
but it is an area of heightened concern considering the increasing incidence of NAS.
In Wisconsin, the rate of babies diagnosed with NAS more than doubled as the rate of maternal
opioid use more than tripled between 2009 and 2014.125 In conversations with providers, there
are concerns that effective care is not uniformly available across the state for babies born with
NAS. The state needs to support providers with implementing evidence-based guidelines to
properly address the growing number of NAS cases that is a result of the ongoing opioid crisis.
Use of a stringent protocol to treat NAS has been shown to reduce the duration of opioid
exposure by nearly 50 percent and the length of hospital stays for babies by as much as ten
days.126 Furthermore, health system engagement in multicenter, multistate quality
improvement collaboratives that focus on infants that require pharmacologic treatment for
NAS has been shown to be associated with increases in more standardized hospital patient care
policies and reductions in health care utilization.127
Proposed Solution
To improve outcomes for babies with NAS, the Legislature should direct the Medical Examining
Board to establish and disseminate guidelines for the treatment of NAS. The Medical Examining
Board should consult with obstetricians and gynecologists, pediatricians, and relevant state
associations, such as the Wisconsin Association for Perinatal Care, across the state to ensure
the guidelines are appropriate and reflective of evidence-based best practices for the treatment
of NAS. Dissemination of state guidelines for the treatment of NAS could encourage hospitals
and other providers to establish protocols. Protocols can help identify babies at risk for NAS,
ensure treatment consistency, and reduce the length of stay for babies that receive
pharmacologic treatment.128
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Findings
Qualitative Research into the Barriers and Facilitators to Accessing OUD
Treatment
Quantitative data on opioid-related indicators, such as overdose deaths, types of opioids
misused, and the number of people with an OUD diagnosis, help measure the opioid crisis.
However, it is harder to ascertain from quantitative data why there is a crisis and
recommendations to alleviate barriers to treatment. The lived experiences of those with OUD,
the reasons why some individuals eventually seek and successfully engage in treatment and
others do not, and the incentives and barriers to access treatment, are best learned through
qualitative data collection.
The qualitative research included three data collection methods, (1) in-depth interviews, (2) inperson focus groups, and (3) QualBoards, online focus groups. Institutional review board (IRB)
approval was obtained from IntegReview. Participants discussed the barriers and facilitators to
accessing treatment for OUD. NVivo 11 was used to assist with coding and data analysis. The
qualitative findings, which were presented earlier in this document, informed Pew’s
understanding of the gaps in the SUD treatment system and the 18 recommendations
highlighted in this report.
In-depth Interviews
Pew conducted eight in-depth interviews (IDIs) by telephone with experts in OUD policy and
programs, one IDI with an individual currently misusing opioids and one IDI with an individual in
recovery from OUD. The in-depth interviews were intended to give a national and Wisconsinspecific perspective on barriers and facilitators to accessing treatment of OUD. Ten interviews
were conducted between December 29, 2017 and February 15, 2018. Each interview lasted 3060 minutes and was audio-recorded and transcribed verbatim. See Table 2 for demographic
characteristics of the IDI participants.

Table 2. Demographic Characteristics of In-depth Interview Participants
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Respondent
ID
1001
1002
1010
1013
1024
1025
1026
1027
1030
1031

Demographic information for ten of the in-depth interview respondents
Expert-National. Professor, Massachusetts, Male
Expert-National. Professor, Washington, Male
Expert-National. National journalist, who is also in OUD recovery, Male
Expert-National. Neuroscience journalist, Female
Expert-Wisconsin. Recovery coach, Male
Expert-National. Director of methadone clinic, New Jersey, Male
Expert-Wisconsin. Clinical Director, medication-assisted treatment center, Male
Expert-Indiana. Executive Director, women’s recovery center, Female
Individual currently in OUD treatment, Wisconsin, Male
Individual currently using opioids, Wisconsin, Female

In-person Focus Groups
Pew conducted twelve focus groups (FGs) in Milwaukee, Green Bay, Sheboygan, and Wausau
from January 9 to January 18, 2018. Two FGs were with individuals currently misusing opioids
(n=12); six were with individuals in treatment for and/or recovery from OUD (n=34); two were
with family, friends, and/or caregivers of individuals living with or in recovery from OUD (n=16);
and two were with health care and other professionals providing treatment or care for
individuals with OUD (n=18).
All participants were screened for eligibility. The screening questionnaire was designed to
achieve geographic, racial, ethnic, sex, age, and socioeconomic diversity in the FGs. The
screening questionnaire for the health care and other professionals group was designed to
ensure representation from individuals in social work, law enforcement, SUD treatment
counselors, and staff from medication-assisted treatment* (MAT) programs and other OUD
treatment clinics/centers. Each FG lasted 120 minutes and were audio-recorded and
transcribed verbatim. See Table 3 for demographic characteristics of the FG participants.

Table 3. Demographic Characteristics of Focus Group Participants
Date

City

Group

Recruited

Participated

1/9/2018

Green Bay,
WI

Health Care &
Other
Professionals

10

10

*

Demographics
Male (4)
Female (6)
African
American (1)
White (8)
Multi-racial (1)
Age Range (3165)

FDA-approved medications for the treatment of OUD in combination with behavioral health therapy like
counseling.
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Date

City

Group

Recruited

Participated

1/9/2018

Green Bay,
WI

Family/Friends 10

9

1/10/2018

Green Bay,
WI

Currently
misusing

10

8

1/10/2018

Green Bay,
WI

In recovery

10

9

1/11/2018

Wausau, WI

In recovery

6

5

1/11/2018

Wausau, WI

Family/Friends 10

7

1/16/2018

Milwaukee,
WI

Currently
Misusing

4

5
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Demographics
Male (3)
Female (6)
African
American (1)
White (5)
Multi-racial (2)
Native
American (1)
Age Range (2554)
Male (4)
Female (4)
African
American (1)
White (3)
Hispanic (1)
Multi-racial (2)
Native
American (1)
Age Range (3256)
Male (3)
Female (6)
White (9)
Age Range (2464)
Female (5)
White (5)
Age Range (2341)
Male (2)
Female (5)
White (7)
Age Range (2265)
Male (2)
Female (2)
African
American (2)
White (2)
Age Range (3354)

Date

City

Group

Recruited

Participated

1/16/2018

Milwaukee,
WI

In recovery

7

6

1/17/2018

Milwaukee,
WI

In recovery

10

8

1/17/2018

Milwaukee,
WI

Health Care &
Other
Professionals

8

8

1/18/2018

Sheboygan,
WI

In recovery

5

3

1/18/2018

Sheboygan,
WI

In recovery

5

3

Demographics
Male (3)
Female (3)
African
American (1)
White (4)
Hispanic (1)
Age Range (3261)
Male (5)
Female (3)
African
American (1)
White (6)
Multi-racial (1)
Age Range (2961)
Male (4)
Female (4)
African
American (1)
White (7)
Age Range (2973)
Female (3)
White (3)
Age Range (2839)
Male (1)
Female (2)
White (3)
Age Range (2446)

QualBoard, Online Focus-Groups
Pew conducted two QualBoards (QBs; asynchronous, anonymous, moderated, online
discussions) over a three-day period between February 27 and March 1, 2018 with participants
in Wisconsin (n=13) and Indiana (n=26). QBs offer more opportunities for inclusion of
individuals with OUD who might have been uncomfortable with an in-person discussion of their
opioid use, those whose schedule did not allow them to participate in-person, and/or those
who resided in areas outside of the in-person focus group locations. The QB recruitment used
the same screening protocol that was used to recruit for the in-person focus groups. The two
QBs were divided by experience – those currently misusing opioids and those in treatment for
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and/or in recovery from OUD to minimize the risk of triggering relapse/set-backs among those
in recovery. Participants were asked to spend 30 minutes per day for a total of 90 minutes over
a three-day period. Participants responded to a series of moderator-initiated questions each
day and commented on posts by other participants. See Table 4 for demographic characteristics
of the QB participants.

Table 4. Demographic Characteristics of QualBoard Participants Group
Recruited

Participated

Currently Misusing
Opioids

20

15

In Recovery
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24

1

Demographics
Male (7)
Female (8)
African American (1)
White (13)
Multi-racial (1)
Rural Location (4)
Age Range (26-62)
Indiana (12)
Wisconsin (3)
Male (11)
Female (13)
African American (2)
White (20)
Hispanic (1)
Multi-racial (1)
Rural Location (4)
Age Range (24-67)
Indiana (14)
Wisconsin (10)
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