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· Support whole-person care. Develop a reimbursement structure that actively facilitates and encourages access to MOUD across all available settings. Payment, either by value-based care or fee-for-service, should cover reasonable and necessary costs, including the costs of nursing or comparable care and case managers who can oversee a group of patents. Consider alternative payment models for supportive, wrap-around care for patients with opioid use disorder
· If engaged in fee-for-service payment plans, include prospective payments to cover non-billable services including but not limited to care coordination, warm handoffs, and wrap-around services. 
· Reimburse for peer support specialists 
· Continue to move towards value-based purchasing based on patient outcomes such as overdose rates, retention in treatment, and patient satisfaction to drive quality improvement. 
· Evaluate programs for equitable access to MOUD for patients with diagnosed with OUD focusing on populations most impacted by overdose. 
· Do not contract with facilities or providers that refuse to offer buprenorphine and methadone treatment for patients with opioid use disorder or continue these medications once admitted. Do not contract with facilities that attempt to switch patient medications (e.g., methadone to buprenorphine) once admitted without consideration to the patient’s individualized treatment goals. Ensure continued access to buprenorphine and methadone is required in any contracting negotiations. 
· Encourage and incentivize long term care facilities to screen for and manage opioid use disorder. Members with opioid use disorder should not be denied admission on the grounds of taking MOUD. 
· Support use of MOUD as part of the treatment plan and remove barriers to access. 
· Remove all prior-authorization requirements for methadone, buprenorphine, and naloxone for all patients, including those pregnant/postpartum or under the age of 18, including dose-based (e.g., 32mg of buprenorphine) and quantity-based prior authorizations as higher doses have been shown to be more effective. 
· Remove co-pays for screening and assessment for substance use disorder 
· Incentivize providers or facilities in areas without access to MOUD to implement and maintain office-based opioid treatment services that include buprenorphine
· Cover buprenorphine initiation and continuation via telehealth (audio only and audio visual) in alignment with federal regulations
· Reduce barriers such as co-pays to support appropriately timed (e.g., more frequent) and personalized dosing.
· Support Opioid Treatment Program reimbursement structures that cover the costs of effective care including treatment plans including buprenorphine, naltrexone, and telehealth. Facilitate use of both buprenorphine and telehealth in OTPs. For OTPs that wish to provide services additional to those required by Federal statute, allow them to do so through contract amendments.
· Ensure that reimbursement programs do not prohibit patient initiation and ongoing access to medication treatment. 
· Support nontraditional models of care.
· Remove barriers to billing for services not provided in buildings. 
· Provide adequate reimbursement for street medicine or mobile services using prospective payments to cover non-billable items like outreach, referral and care coordination.
· Include nontraditional models in network adequacy standards and quality measures where appropriate for substance use disorder
· Facilitate data sharing and communication between nontraditional models and other providers through integrated mobile electronic health systems and information exchange services. 
· Reimburse provision of treatment for smoking cessation. Individuals with opioid use disorder have very high rates of tobacco use. Patients who continue to smoke tobacco have higher all- cause mortality as well as higher rates of recurrent opioid use.
· Educate members on services provided to them and evidence-based treatment options for opioid use disorder. Ensure education materials follow guidelines on destigmatizing language. 

Checklists for Health Plans
Overview: 
The checklist translates the Bree guidelines into action steps for that sector (i.e., clinician, health delivery site, public health, etc.). The action items have been arranged into levels 1, 2, and 3 to correspond to the difficulty level of implementing the action into the sectors’ setting. Bree staff co-created the checklists with report workgroup members and topic experts.

Level 1
· Reimburse provision of treatment for smoking cessation. Individuals with opioid use disorder have very high rates of tobacco use. Patients who continue to smoke tobacco have higher all- cause mortality as well as higher rates of recurrent opioid use.
· Educate members on services provided to them and evidence-based treatment options for opioid use disorder. Ensure education materials follow guidelines on destigmatizing language. 
· Support use of MOUD as part of the treatment plan and remove barriers to access. 	Comment by Emily Nudelman: May need to review each sub bullet to determine placing 
· Remove all prior-authorization requirements for methadone, buprenorphine, and naloxone for all patients, including those pregnant/postpartum or under the age of 18, including dose-based (e.g., 32mg of buprenorphine) and quantity-based prior authorizations as higher doses have been shown to be more effective. 	Comment by Emily Nudelman: May need to ask Charissa if this already done
· Remove co-pays for screening and assessment for substance use disorder 
· Cover buprenorphine initiation and continuation via telehealth (audio only and audio visual) in alignment with federal regulations
· 
· 


Level 2
· Support use of MOUD as part of the treatment plan and remove barriers to access. 	Comment by Emily Nudelman: May need to review each sub bullet to determine placing 
· Remove all prior-authorization requirements for methadone, buprenorphine, and naloxone for all patients, including those pregnant/postpartum or under the age of 18, including dose-based (e.g., 32mg of buprenorphine) and quantity-based prior authorizations as higher doses have been shown to be more effective. 	Comment by Emily Nudelman: May need to ask Charissa if this already done
· Incentivize providers or facilities in areas without access to MOUD to implement and maintain office-based opioid treatment services that include buprenorphine
· Reduce barriers such as co-pays to support appropriately timed (e.g., more frequent) and personalized dosing.	Comment by Emily Nudelman: Visits or prescription of medications?
· Ensure that reimbursement programs do not prohibit patient initiation and ongoing access to medication treatment. 
· Support nontraditional models of care.	Comment by Emily Nudelman: May need to review each sub bullet to determine placing 
· Remove barriers to billing for services not provided in buildings. 
· Provide adequate reimbursement for street medicine or mobile services using prospective payments to cover non-billable items like outreach, referral and care coordination.
· Include nontraditional models in network adequacy standards and quality measures where appropriate for substance use disorder
· Facilitate data sharing and communication between nontraditional models and other providers through integrated mobile electronic health systems and information exchange services. 


Level 3
· Do not contract with facilities or providers that refuse to offer buprenorphine and methadone treatment for patients with opioid use disorder or continue these medications once admitted. Do not contract with facilities that attempt to switch patient medications (e.g., methadone to buprenorphine) once admitted without consideration to the patient’s individualized treatment goals. Ensure continued access to buprenorphine and methadone is required in any contracting negotiations. 	Comment by Emily Nudelman: Very unsure on which level this fits in
· Encourage and incentivize long term care facilities to screen for and manage opioid use disorder. Members with opioid use disorder should not be denied admission on the grounds of taking MOUD. 
· Support whole-person care. Develop a reimbursement structure that actively facilitates and encourages access to MOUD across all available settings. Payment, either by value-based care or fee-for-service, should cover reasonable and necessary costs, including the costs of nursing or comparable care and case managers who can oversee a group of patents. Consider alternative payment models for supportive, wrap-around care for patients with opioid use disorder
· If engaged in fee-for-service payment plans, include prospective payments to cover non-billable services including but not limited to care coordination, warm handoffs, and wrap-around services. 
· Reimburse for peer support specialists 
· Continue to move towards value-based purchasing based on patient outcomes such as overdose rates, retention in treatment, and patient satisfaction to drive quality improvement. 
· Evaluate programs for equitable access to MOUD for patients with diagnosed with OUD focusing on populations most impacted by overdose. 
· Support use of MOUD as part of the treatment plan and remove barriers to access. 	Comment by Emily Nudelman: May need to review each sub bullet to determine placing 

· Support Opioid Treatment Program reimbursement structures that cover the costs of effective care including treatment plans including buprenorphine, naltrexone, and telehealth. Facilitate use of both buprenorphine and telehealth in OTPs. For OTPs that wish to provide services additional to those required by Federal statute, allow them to do so through contract amendments.
· 




