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• Most Medicaid agencies cover services that can be used to treat pain in lieu of opioids, but less 
than half have taken steps to specifically encourage or require their use. 

• Medicaid agencies are faced with important policy considerations, including budget constraints 
that make covering additional services difficult and provider and beneficiary educational needs 
to raise awareness on when these services may be appropriate. 

• The evidence base for or against non-pharmacological alternatives will become more robust as 
more Medicaid agencies implement programs encouraging the use of these services.

Although most Medicaid agencies cover services that can be used as alternatives to opioids for pain 
management, significantly fewer states have policies or procedures in place to encourage their use. 
Between March and June 2016, the National Academy for State Health Policy (NASHP) conducted a 
survey of all 51 Medicaid agencies to determine the extent to which states have implemented specific 
programs or policies to encourage or require non-opioid therapies for acute or chronic non-cancer pain. 
We contacted each Medicaid Director via email. In cases of non-response, we followed up with Medicaid 
Medical Directors. Ultimately, we received responses from 41 states and the District of Columbia. 

Key Findings:

• Nearly 1-in-5 American adults suffer from chronic pain, and long-term opioid regimens have 
become increasingly more common as a treatment for non-cancer pain. 

• Medicaid populations are prescribed opioids at a disproportionately higher rate than non-Med-
icaid populations and are also more likely to experience an overdose.

• Opioids are clinically indicated for some types of pain, but there is a lack of evidence supporting 
their long-term use to treat non-cancer pain. However, the evidence base for alternative treat-
ments such as acupuncture and chiropractic manipulation is also mixed. 

Clinicians use a variety of pharmacological and non-pharmacological therapies to treat pain. Pharmacological 
treatments include opioid narcotics (e.g., oxycodone, codeine, morphine) as well as non-opioid pain relievers 
(e.g., nonsteroidal anti-inflammatory drug (NSAIDs) such as ibuprofen and naproxen or corticosteroids). 
Anticonvulsant and antidepressant medications are also effective in treating some pain.1 Non-pharmacological 
therapies commonly used to address pain include physical therapy, cognitive behavioral therapy, and 
exercise. Other services, commonly known as complementary, alternative, or integrative therapies, include 
massage, acupuncture, and chiropractic manipulation. 
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Pain in America
Pain significantly impacts the American health care system, with nearly 1 in 5, or 40 million, adults 
experiencing severe pain, and an estimated 25.3 million adults experiencing chronic pain.2 Individuals 
with severe pain are more likely to use additional health care services and experience worse health 
outcomes compared to individuals with no or low pain.3

Since 1999, use of opioid analgesics to treat pain in the United States has increased. Although the Unit-
ed States comprises just five percent of the world’s population, Americans consume 80 percent of the 
world’s opioid pain medications, including 99 percent of the world’s hydrocodone.4 Evidence supports 
the use of opioids for short-term pain therapy but has pointed to greater risk with long-term use, includ-
ing development of opioid use disorders.5 The rate of opioid related overdose deaths has increased in 
tandem with opioid sales,6 contributing to more than 165,000 deaths in the United States between 1999 
and 2014.7  

Types of Pain
Chronic pain is defined as non-
cancer, non-end of life pain lasting 
more than three months or longer 
than the duration of normal tissue 
healing. Acute pain is defined 
as expected, time-limited pain 
caused by a specific disease or 
injury.

Sources:
h t t p : / / w w w . c d c . g o v / m m w r /
volumes/65/rr/rr6501e1.htm;
h t t p : / / w w w. n c b i . n l m . n i h . g o v /
pubmed/1875958

Medicaid populations are prescribed opioid painkillers at twice the 
rate of non-Medicaid populations and are three-to-six times more 
likely to experience an overdose.8 In response to the rise of opioid 
use disorders and opioid related overdose deaths, a number of 
state and federal agencies have worked to reduce the health care 
system’s reliance on opioid narcotics to treat pain. Earlier this year, 
the Centers for Disease Control and Prevention (CDC) released 
guidelines for prescribing opioids to treat chronic non-cancer pain 
in adults.9 In its recommendations, the CDC urges clinicians to con-
sider non-pharmacologic and non-opioid therapies when treating 
chronic pain and recommend opioid therapy only when expected 
benefits outweigh risks to the patient.10  The Centers for Medicare 
& Medicaid Services (CMS) also addressed safe prescribing in an 
informational bulletin encouraging Medicaid agencies to promote 
the use of opioid alternatives.11 Lastly, the National Pain Strategy, 
developed by the Interagency Pain Research Coordinating Com-
mittee, called for an individualized, multi-modal, and interdisciplin-
ary approach to pain management.12

A Brief Review of the Evidence Base for Opioids and 
Alternative Non-Pharmacological Therapies for Pain
Over the past two decades, long-term opioid therapy has become increasingly more common as a treat-
ment for non-cancer pain.13 The current medical literature shows that while opioids are clinically appro-
priate in some cases, particularly as frontline therapies for cancer pain14 and on a short-term basis after 
invasive surgery,15 there are certain types of pain, such as from fibromyalgia, where evidence indicates 
opioids are not an effective treatment option.16

http://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm
http://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm
http://www.ncbi.nlm.nih.gov/pubmed/1875958
http://www.ncbi.nlm.nih.gov/pubmed/1875958
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A 2015 systematic review found no evidence support-
ing long-term opioid use as a treatment for chronic pain. 
While none of the studies identified examined pain, func-
tion, or quality of life for more than one year after starting 
opioid therapy, the authors did find evidence that long-
term use was associated with increased risks of harm, 
particularly at higher doses.17 It should be noted that 
long-term use of non-opioids also carries some risk for 
individuals. Long-term use or high-dosages of NSAIDs or 
acetaminophen may increase the risk of stomach, kidney, 
or liver problems.18, 19, 20

The current literature on non-pharmacological alterna-
tives is mixed, although there is a growing body of evi-
dence to support the use of alternative services to treat 
chronic pain.21 For example, a systematic review found 
that cognitive behavioral therapy had small to moder-
ate effects on pain, disability, and mood immediately 
post-treatment when compared with usual treatment.22 
Similarly, a systematic review found that acupuncture may benefit individuals with osteoarthritis.23 The 
systematic reviews also suggest lower costs for patients experiencing spine pain who received chiro-
practic care, although the included studies had many methodological limitations.24 

Conducting reliable studies of alternative pain management therapies for chronic pain can be particular-
ly challenging in both design and interpretation.25 To date, many studies have included small sample siz-
es, and the cost-effectiveness of alternative pain management services compared against conventional 
treatments has not been adequately studied.26 As more evidence becomes available, state Medicaid 
agencies can better evaluate which services should be included as a covered benefit.  These coverage 
decisions may ultimately vary based on the type and location of the pain. 

Non-Opioid Pain Management Strategies in Medicaid 
Medicaid Authorities to Cover Alternative Services
Medicaid agencies can use a range of authorities to cover alternative pain management treatment 
services. For example, the Social Security Act directly authorizes Medicaid agencies to cover physical 
therapy as an optional service.27 The Social Security Act also affords Medicaid agencies significant flex-
ibility in covering additional services allowable under state law, most notably through the Rehabilitation 
Services Option and Other Licensed Practitioner Services (see text box). Medicaid agencies can use 
this flexibility to cover alternative chronic pain management services, including acupuncture, massage 
therapy, and cognitive behavioral therapy. 

In addition to state plan authorities, states have covered alternative pain management services us-
ing various waiver and demonstration authorities. For example, California recently included a Chronic 
Non-Malignant Pain Management Project designed to “improve the use of multi-modal pain manage-

Flexibility to Cover Alternative Services in 
Medicaid Programs

The Rehabilitation Services Option
(Social Security Act §1905(13)(c))

“Other diagnostic, screening, preventive, and 
rehabilitative services, including… any medical or 
remedial services (provided in a facility, a home, 
or other setting) recommended by a physician or 
other licensed practitioner of the healing arts within 
the scope of their practice under State law, for the 
maximum reduction of physical or mental disability 
and restoration of an individual to the best possible 
functional level.”

Other Licensed Practitioner Services
(Social Security Act §1905(6))

“[M]edical care, or any other type of remedial care 
recognized under State law, furnished by licensed 
practitioners within the scope of their practice as 
defined by State law.”
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ment strategies” as part of the Public Hospital Redesign and Incentive in Medi-Cal program within the 
state’s Section 1115 Demonstration.28 States have also used Home and Community-Based Services 
(HCBS) Waivers for eligible populations, as seen in Colorado’s 1915(c) waiver for persons with Spinal 
Cord Injuries.29, 30

The Henry J. Kaiser Family Foundation (KFF) tracks Medicaid benefits across the country, including 
U.S. Territories.31 The most recent data available (from 2012) found that: 

• 39 Medicaid agencies reimbursed physical therapy services;32

• 38 Medicaid agencies reimbursed psychologist services;33

• 36 Medicaid agencies reimbursed occupational therapy services;34 and
• 27 Medicaid agencies reimbursed chiropractic services.35

In total, all but six states (Alabama, Connecticut, Georgia, Louisiana, Oklahoma, and Rhode Island) 
reimbursed providers for at least one of those categories of services. KFF found that the predominant 
reimbursement methodology for these services was fee-for-service, which may impact how these ser-
vices could be used to treat pain. For example, states that reimburse for psychologist services may not 
necessarily reimburse for cognitive behavioral therapy to treat pain.

Coverage and utilization management policies for these services may further vary in states with man-
aged care arrangements. It is important to note that federal regulations that went into effect in July 
2016 ensure that utilization management policies (e.g. treatment limits) in managed care arrangements 
cannot be more restrictive than policies covered under the state plan.36 Managed care waivers are also 
potential avenues for states to increase coverage for alternative pain management services.

State Strategies to Encourage or Require Alternative Non-Opioid Treatments 
As seen in Figure 1, of the 41 agencies that responded to NASHP’s survey, only 12 states (29.2 percent) 
responded that they have implemented specific programs or policies to encourage or require the use of 
non-opioid pain management therapies. When comparing these findings with the KFF data presented 
in the previous section, it is clear that while most states and the District of Columbia cover services that 
could be used as alternative pain treatments, fewer than half37 have taken formal actions to increase 
their use to treat chronic non-cancer pain. These results should not be construed to imply that Medic-
aid agencies have not made opioids and pain management a priority. In fact, many respondents who 
answered “No” in the survey discussed policies that their agencies have taken to increase appropriate 
opioid prescribing, most commonly though the development of clinical guidelines or through pharmacy 
benefit management strategies, including dosage restrictions, quantity limits, and prior authorization 
requirements. However, the survey was not designed to capture these types of policies, so any attempt 
to quantify the number of states pursuing these strategies would be incomplete.

Beyond Medicaid, state legislatures are becoming increasingly involved in setting state policies govern-
ing opioid prescribing. Between March and June 2016, six states (Connecticut. Massachusetts, Maine, 
New York, Rhode Island, and Vermont) passed laws either codifying limits on certain opioid prescrip-
tions or authorizing a state agency to promulgate regulations to impose such limits.38 In theory, Medicaid 
providers will increasingly look to non-opioid and non-pharmacological interventions for different types 
of pain as opioids become more restricted.  It will be important to assess the impact of these new laws, 
particularly for populations at greater risk of opioid use disorders or overdose. Research on the effec-
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tiveness of similar laws is mixed. A review of legislation passed between 2006 and 2012 found that laws 
designed to reduce opioid abuse, including requiring tamper-resistant prescription forms and requiring 
physicians or pharmacists to utilize prescription drug monitoring programs, were not associated with 
reductions in hazardous opioid use or overdose in disabled Medicare populations.39 Conversely, two 
studies published in June 2016 found that implementation of prescription drug programs were associ-
ated with reduced opioid prescribing and opioid-related deaths.40, 41

Figure 1 - Survey Results: “Has your Medicaid agency implemented specific policies or pro-
grams to encourage or require alternative pain management strategies in lieu of opioids for 
acute or chronic non-cancer pain?”

Yes (12 states) No (29 states + DC) No Response (9 states)

DC

State Case Studies
Florida
Florida was one of the earliest states to pilot complementary and alternative medicine (CAM) services 
for chronic pain. In 2002, the state Legislature authorized a three-year Integrative Therapies Program in 
two counties near Tampa Bay. The pilot, which operated as a disease management program within the 
state’s primary care case management authority, launched in 2004 and was expanded to a third county 
in 2005 to include Tampa Bay. Eligible individuals diagnosed with chronic fatigue syndrome, chronic 
back or neck pain, or fibromyalgia could receive enhanced services, including acupuncture, chiropractic 
services, and massage therapy.42 An evaluation conducted by researchers at the University of South 
Florida in 2006 found a nine percent reduction in per member per month costs, and consumer surveys 
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showed that participants were satisfied with the program and the care they received.43  The program 
was extended for another three years, but an evaluation conducted by researchers at the University of 
Florida in 2011 did not find cost savings during the program extension and recommended that Medicaid 
discontinue the program.44

Oregon 
In Oregon, Medicaid covers benefits based on whether a treatment for a given condition meets cost- 
and clinical-effectiveness criteria warranting inclusion on the state’s Prioritized List.45 Effective July 1, 
2016, the Oregon Health Authority (OHA) covers many alternative pain management treatments for 
patients with lower back pain assessed to have a medium to high risk of a poor functional prognosis, 
including acupuncture, chiropractic manipulation, cognitive behavioral therapy, osteopathic manipula-
tion, physical and occupational therapy, and, in limited cases, surgery.46, 47 Oregon Medicaid also rec-
ommends comprehensive pain treatment plans that may include yoga, rehabilitation, massage, and/or 
supervised exercise therapy, but availability of these services is determined by the state’s Coordinated 
Care Organizations (CCOs).48 

A more limited package of alternative pain management treatments are covered for those patients 
assessed to have a low risk of a poor functional prognosis.49  Oregon’s Prioritized List specifies that 
opioids should be a second line medication for these low-risk patients, following NSAIDs, acetamino-
phen, and/or muscle relaxants. Regardless of functional prognosis, opioid prescriptions during the first-
six weeks of pain are limited to seven-day supplies of short-acting opioids, additional therapies, such 
as spinal manipulation or physical therapy, must also be considered. After six weeks, individuals must 
have shown a 30 percent increase in function to continue receiving opioids (up to a maximum of 90 
days of opioid treatment). Prescriptions after six weeks are also limited to seven-day supplies of short 
acting opioids and must be prescribed in conjunction with alternative therapies.50

CCOs also have the discretion to pay for otherwise non-covered services using a portion of their global 
budgets set aside for flexible spending.51 For example, AllCare CCO uses flexible spending to cover 
disposable heat pads and personal trainers for individuals as an alternative to opioids for pain.52

Rhode Island
Rhode Island’s Section 1115 Demonstration authorizes certain individuals enrolled in Medicaid man-
aged care delivery systems to receive CAM services for chronic pain.53 Rhode Island Medicaid has 
implemented this benefit through its Communities of Care program, a state initiative designed to re-
duce unnecessary emergency room utilization. Medicaid managed care enrollees with four or more 
emergency room visits within a 12-month period are eligible to receive acupuncture, chiropractic, or 
massage therapy services. The state’s two managed care plans, Neighborhood Health Plan of Rhode 
Island (NHPRI) and United HealthCare of New England, were responsible for developing participation 
criteria for their enrollees. For example, NPRHI published clinical practice guidelines for its Ease the 
Pain program, which specified when CAM services referrals were appropriate. Under NHPRI’s guide-
lines, qualifying individuals diagnosed with back pain, neck pain, and fibromyalgia can be referred for 
acupuncture, massage, or chiropractic services; for qualifying individuals diagnosed with migraines, 
acupuncture is the only covered service because “evidence-based recommendations regarding the use 
of chiropractic or massage therapy could not be made.”54
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Barriers, Challenges, and Considerations for State 
Medicaid Agencies
Evidence-Based Policymaking 
Without clearer evidence for quality outcomes and cost-effectiveness, some policymakers may be un-
derstandably hesitant to support some alternative non-pharmacological pain management therapies. 
Even when alternative services are explicitly covered in practice guidelines, insurers have acknowl-
edged the need for more research. For example, in NHPRI’s Clinical Practice Guidelines, the plan 
authorized referrals for acupuncture and massage for neck pain, but the guidelines note that there was 
“insufficient evidence to support or refute [acupuncture],” and that inconclusive evidence for massage 
“does not exclude the possibility that massage may provide an immediate or short-term benefit.”56

 
Several states are weighing the lack of evidence for effective alternative pain management therapies 
against the known risks associated with long-term opioid use and are experimenting with interventions 
that bear watching. For example, the newly authorized Vermont pilot (see Case Study) will certainly add 
to the evidence on the effectiveness of acupuncture as an alternative to opioids for Medicaid-eligible 
individuals with a diagnosis of chronic pain. As appropriate and feasible, Medicaid agencies may also 
wish to consider partnering with sister agencies or commercial insurers to align program offerings with 
broader work underway in their state to study the impact of alternative pain management services on 
Medicaid populations.

Provider and Beneficiary Education
As coverage for alternative pain management therapies grows, Medicaid agencies may need to work 
with providers and beneficiaries to ensure alternative treatments are considered when appropriate. 
Provider education is a key strategy for states in implementing effective pharmacy benefit manage-
ment to prevent opioid-related harms.57 This holds true as states expand coverage for alternative pain 
management therapies in Medicaid. The Oregon Health Authority, for example, is actively working with 
key stakeholders to develop educational materials to help providers make referrals for newly covered 
services. The platform and curriculum for Oregon’s provider education activities are still in development, 
but they are intended to raise providers’ awareness and understanding of newly covered services.58 

Likewise, the aforementioned Vermont law mandates two hours of continuing education on opioid pre-
scribing for all licensed health professionals with prescribing authority, including information on alterna-
tive pain management therapies.59  

Vermont
In June 2016, Governor Peter Shumlin signed omnibus legislation to combat opioid abuse in Vermont. 
The law authorized $200,000 to fund a pilot program that will offer acupuncture services to Medicaid 
enrollees diagnosed with chronic pain.55 The legislation requires the pilot to develop evidence-based 
eligibility requirements built on the cause and location of an individual’s pain to ensure that acupuncture 
is appropriate. The law also requires the Medicaid agency to consult with an advisory group of pain 
management specialists and acupuncture providers to ensure the program reflects the current best 
practices.
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CMS also encourages state Medicaid agencies to leverage provider education activities to ensure 
best practices in opioid prescribing and dispensing when clinically appropriate. For example, the CDC 
concluded that methadone should not be considered a first-line medication for chronic non-cancer 
pain, because it accounts for a disproportionate share of overdose deaths compared to other opioid 
analgesics when used for pain relief.60 Referencing the CDC findings, CMS has recommended that 
state Medicaid agencies remove methadone from preferred drug lists for pain management.61 Medicaid 
agencies can also work with providers to increase screening and assessment for opioid use disorders 
as well as increase utilization of state prescription drug monitoring programs which are currently active 
in every state but Missouri.62

The extent to which beneficiary education may be necessary will likely vary across states. A 2014 study 
published by the CDC found significant regional variation in the use of complementary health care ser-
vices. In particular, the percentage of adults in the “West North Central “and “Mountain” regions were 
much more likely to receive massage therapy, chiropractic manipulation, or osteopathic manipulation 
than individuals living in the “East South Central” and “South Atlantic” regions of the country.63 These 
findings support the argument that economic, environmental, and cultural factors can impact provision 
of certain health care services.64

State Budget Constraints
In our survey, multiple states indicated that budget constraints have limited their ability to expand cov-
erage for new alternative pain management services. For example, although the Washington State 
Interagency Guideline on Prescribing Opioids for Pain includes recommendations to treat pain using a 
multimodal approach that includes both physical and behavioral health interventions, the state’s Med-
icaid agency does not currently cover many of the encouraged alternative treatments.65 Similarly, the 
Alabama Medicaid Agency indicated that adding or expanding coverage for additional non-opioid ther-
apies would require additional funding, which so far has not been made available in the FY17 budget.66

Medicaid Managed Care Organizations
Nationally, over 60 percent of Medicaid enrollees are enrolled in a comprehensive managed care plan.67  
With this in mind, states have a significant opportunity to address chronic pain by supporting or requir-
ing alternative pain management therapies through Medicaid managed care contracts. In our survey, 
Indiana reported that although opioids can be used as a first-line therapy, case managers employed by 
the managed care organizations work closely with beneficiaries and providers to connect individuals 
with covered alternative services as appropriate.68  

Opioid Dependence Significantly Increases the Risk of Heroin Abuse
Alternative pain management therapies have the potential to reduce dependence on opioids to treat 
acute and chronic pain, which may ultimately address the nation’s opioid crisis. However, state policies 
restricting opioids may have unintended consequences, particularly for individuals already receiving 
high-dose or long-term opioid therapies for pain. Between 2010 and 2012, Florida implemented laws 
and enforcement actions to reverse an upward trend of opioid overdose deaths in the state. As a result, 
opioid-prescribing rates fell and rates of overdose deaths associated with opioid analgesics declined 
27 percent in that period; however, rates of heroin overdose deaths doubled during that same time 
period.69
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According to the CDC, individuals who abuse or are dependent on prescription opioids are 40 times 
more likely to abuse or be dependent on heroin (for context, individuals who abuse or are dependent 
on alcohol or marijuana are two-times and three-times more likely to abuse heroin, respectively).70 En-
suring adequate treatment for individuals on an opioid regimen, including safe tapering to lower doses 
as necessary and appropriate, and finding effective non-opioid treatments for individuals who have yet 
to begin an opioid regimen may be the most critical policy considerations in reducing rates of opioid 
overdose injury and death.

Conclusion
Pain is a complex, multifaceted condition that affects millions of Americans. The current evidence has 
found significant risks associated with long-term opioid therapy with little evidence on the effectiveness 
for long-term chronic pain treatment, which has spurred state Medicaid agencies to increasingly explore 
the appropriateness, efficacy, and cost-effectiveness of alternative pain management therapies. 
As articulated in the National Pain Strategy, the burden of pain cannot be reduced without greater 
and sustained investment in clinical research that identifies safe and effective pain treatments.71 
Policymakers and clinicians will undoubtedly benefit from Medicaid’s contributions to the evidence base 
as CMS and state Medicaid agencies continue to test alternative strategies, disseminate findings, and 
align Medicaid program offerings with evidence-based clinical recommendations.

Endnotes
1. Mark D. Sullivan and James P. Robinson, “Antidepressant and Anticonvulsant Medication for Chronic Pain,” Physical Medicine and Rehabilitation 

Clinics of North America 17, no. 2 (May 2006): 381-400.
2. Richard L. Nahin, “Estimates of Pain Prevalence and Severity in Adults: United States, 2012,” The Journal of Pain 16, no. 8 (August 2015): 769-

80.
3. Ibid.  
4. L. Manchikanti, and A Singh, “Therapeutic Opioids: a ten-year perspective on the complexities and complications of the escalating use, abuse, 

and nonmedical use of opioids,” Pain Physician 11, no. 2 (March 2008): S63-88.
5. Chou, Roger, et. al., “The Effectiveness and Risks of Long-Term Opioid Therapy for Chronic Pain: A Systematic Review for a National Institutes 

of Health Pathways to Prevention Workshop,” Annals of Internal Medicine Ann Intern Med 162, no. 4 (February 17, 2015): 276.
6. Leonard Paulozzi, Christopher M. Jones, Karin A. Mack, and Rose A. Rudd, Vital Signs: Overdoses of Prescription Opioid Pain Relievers—

United States, 1999-2008 (Atlanta, GA: Centers for Disease Control and Prevention, National Center for Injury Prevention and Control, 2011).
7. “Prescription Opioid Overdose Data.” Centers for Disease Control and Prevention. June 21, 2016.  Retrieved August 23, 2016. http://www.cdc.

gov/drugoverdose/data/overdose.html
8. U.S. Department of Health and Human Services, CMCS Informational Bulletin from Vikki Wachino, Director for the Center for Medicaid and CHIP 

Services: Best Practices for Addressing Prescription Opioid Overdoses, Misuse and Addiction, January 28, 2016.
9. Deborah Dowell, Tamara M. Haegerich, and Roger Chou, CDC Guideline for Prescribing Opioids for Chronic Pain—United States, 2016 (Atlanta, 

GA: Centers for Disease Control and Prevention, 2016).
10. Ibid.  
11. U.S. Department of Health and Human Services, CMCS Informational Bulletin from Vikki Wachino, Director for the Center for Medicaid and CHIP 

Services: Best Practices for Addressing Prescription Opioid Overdoses, Misuse and Addiction.
12. Office of the Assistant Secretary for Health, National Pain Strategy (Washington, DC: U.S. Department of Health and Human Services, 2016).
13. R.K. Portenoy, and E. Ahmed, “Principles of Opioid Use in Cancer Pain,” Journal of Clinical Oncology 32, no. 16 (May 05, 2014): 1662-670.
14. Garimella Veerabhadram and Christina Cellini, “Postoperative Pain Control,” Clinics in Colon and Rectal Surgery 26, no. 3 (September 2013): 

191-196.
15. JT Painter and LJ Crofford, “Chronic opioid use in fibromyalgia syndrome: a clinical review,” Journal of Clinical Rheumatology 19, no. 2 (March 

2013): 72-7.
16. D. Boudreau, et al., “Trends in long-term opioid therapy for chronic non-cancer pain.” Pharmacoepidemiology & Drug Safety 18, no. 12 

http://www.cdc.gov/drugoverdose/data/overdose.html
http://www.cdc.gov/drugoverdose/data/overdose.html


Chronic Pain Management Therapies in Medicaid: Policy Considerations for Non-Pharmacological Alternatives to Opioids 10

NATIONAL ACADEMY FOR STATE HEALTH POLICY   |   Download this publication at www.nashp.org

(December 2009): 1166-75.
17. Roger Chou, et. al., “The Effectiveness and Risks of Long-Term Opioid Therapy for Chronic Pain: A Systematic Review for a National Institutes of 

Health Pathways to Prevention Workshop.” 
18. Edward S. Huang, et al.; “Long Term Use of Aspirin and the Risk of Gastrointestinal Bleeding,” American Journal of Medicine 125, no. 5 (May 

2011): 426-433.
19. A. Whelton, “Nephrotoxicity of nonsteroidal anti-inflammatory drugs: physiologic foundations and clinical implications,” American Journal of 

Medicine 31, no. 106 (5B) (May 1999): 13S-24S.
20. JA Hinson, DW Roberts, and LP James, “Mechanisms of acetaminophen-induced liver necrosis,” Handbook of Experimental Pharmacology, no. 

196 (2010): 369-405. 
21. Dawn Philibert, Nonpharmacological Approaches to Treatment of Chronic Pain (Burlington, VT: Agency of Human Services Department of 

Health, 2014).
22. AC Williams, C. Eccleston, and S. Morley, “Psychological therapies for the management of chronic pain (excluding headache) in adults,” 

Cochrane database of systematic reviews 14, no. 11 (November 2012): CD007407.
23. E. Manheimer, et al., “Acupuncture for peripheral joint osteoarthritis,” Cochrane database of systematic reviews 20, no. 1 (January 2010): 

CD001977.
24. Simon Dagenais, O’Dane Brady, Scott Haldeman, and Pran Manda, “A systematic review comparing the costs of chiropractic care to other 

interventions for spine pain in the United States,” BMC Health Services Research 15 (February 2015): 474.
25. International Association for the Study of Pain, “Methodological Issues in Nonpharmacological Trials for Chronic Pain,” Pain Clinical Updates 18, 

no. 2 (May 2010).
26. Lynn Webster and Arthur Lipman, “The Economic Impact of Opioid Use in the Management of Chronic Nonmalignant Pain,” Journal of Managed 

Care & Specialty Pharmacy 21, no. 10 (October 2015): 891-9. 
27. §1905(a)(11) of the Social Security Act
28. Centers for Medicare & Medicaid Services, 1115 demonstration waiver approval: California Medi-Cal 2020 Demonstration, Attachment Q – 

PRIME Projects and Metrics Protocol, December 30, 2015.
29. Centers for Medicare & Medicaid Services. “CO Waiver Fact Sheet.” Retrieved August 24, 2016.https://www.medicaid.gov/Medicaid-CHIP-

Program-Information/By-State/Waiver-Descript-Factsheet/CO-Waiver-Factsheet.html#CO0961
30. Colorado Application for 1915(c) HCBS Waiver: CO.0961.R01.00-Jul 01, 2015.
31. It is important to note that the KFF data tracks which states allow direct reimbursement to the specific provider type (e.g., directly reimbursing a 

physical therapist for physical therapy services); states that do not directly reimburse these providers may actually cover the service if billed by 
another provider (e.g., an institutional setting). For more information, please see the notes in the following references. 

32. Kaiser Family Foundation. “Medicaid Benefits: Physical Therapy Services.” Retrieved August 24, 2016. http://kff.org/medicaid/state-indicator/
physical-therapy-services/

33. Kaiser Family Foundation. “Medicaid Benefits: Psychologist Services.” Retrieved August 24, 2016.http://kff.org/medicaid/state-indicator/
psychologist-services/

34. Kaiser Family Foundation. “Medicaid Benefits: Occupational Therapy Services.” Retrieved August 24, 2016.http://kff.org/medicaid/state-indicator/
occupational-therapy-services/

35. Kaiser Family Foundation. “Medicaid Benefits: Chiropractor Services.” Retrieved August 24, 2016. http://kff.org/medicaid/state-indicator/
chiropractor-services/

36. U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services, Federal Register 81, no. 88 (May 6, 2016).
37. Accounting for the states that didn’t respond to the survey, the maximum number of states that could have answered “Yes” is 21.
38. National Academy for State Health Policy. “Growing Number of States Enacting Laws to Combat Heroin and Opioid Crisis.” July 11, 2016. 

Retrieved August 24, 2016. http://nashp.org/growing-number-of-states-enacting-laws-to-combat-the-heroin-and-opioid-crisis/
39. Ellen Meara, et al., “State Legal Restrictions and Prescription-Opioid Use Among Disabled Adults,” The New England Journal of Medicine 375 

(July 7, 2016): 44-53.
40. Y Bao, et al., “Prescription Drug Monitoring Programs Are Associated With Sustained Reductions In Opioid Prescribing By Physicians,” Health 

Affairs 35, no. 6 (June 1, 2016): 1045-51.
41. SW Patrick, CE Fry, TF Jones, MB Buntin, “Implementation Of Prescription Drug Monitoring Programs Associated With Reductions in Opioid-

Related Death Rates,” Health Affairs 35, no. 7 (July 1, 2016): 1324-32.
42. University of Florida, Integrative Therapies Waiver Pilot Project Evaluation (Gainesville, FL: Florida Center for Medicaid and the Uninsured, 

2011).
43. Health Management Associates, Inc, Integrative Therapies Pilot Project: A Holistic Approach to Chronic Pain Management in Medicaid The 

Florida Experience (Lansing, MI: HMA, n.d.) , http://www.aomsm.org/Resources/Documents/Florida%20Study-CAM%20and%20Chronic%20
Pain.pdf. University of Florida, Integrative Therapies Waiver Pilot Project Evaluation 

44. For more information on Oregon’s Prioritized List, please see: http://www.oregon.gov/oha/herc/Documents/Brief-History-Health-Services-
Prioritization-Oregon.pdf

45. Oregon Health Authority Prioritized List of Health Services, Guideline Note 56. July 1, 2016. 
46. Oregon Health Authority Coverage Guidance, Lower back pain: Non-pharmacological/non-invasive interventions. November 13, 2014.
47. Oregon Health Authority, fact sheet: Back Policy Changes Fact Sheet, May 20, 2016.
48. Oregon Health Authority Prioritized List of Health Services, Guideline Note 56.

https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-State/Waiver-Descript-Factsheet/CO-Waiver-Factsheet.html#CO0961
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-State/Waiver-Descript-Factsheet/CO-Waiver-Factsheet.html#CO0961
http://kff.org/medicaid/state-indicator/physical-therapy-services/
http://kff.org/medicaid/state-indicator/physical-therapy-services/
http://kff.org/medicaid/state-indicator/psychologist-services/
http://kff.org/medicaid/state-indicator/psychologist-services/
http://kff.org/medicaid/state-indicator/occupational-therapy-services/
http://kff.org/medicaid/state-indicator/occupational-therapy-services/
http://kff.org/medicaid/state-indicator/chiropractor-services/
http://kff.org/medicaid/state-indicator/chiropractor-services/
http://nashp.org/growing-number-of-states-enacting-laws-to-combat-the-heroin-and-opioid-crisis/ 
http://www.aomsm.org/Resources/Documents/Florida%20Study-CAM%20and%20Chronic%20Pain.pdf
http://www.aomsm.org/Resources/Documents/Florida%20Study-CAM%20and%20Chronic%20Pain.pdf
http://www.oregon.gov/oha/herc/Documents/Brief-History-Health-Services-Prioritization-Oregon.pdf
http://www.oregon.gov/oha/herc/Documents/Brief-History-Health-Services-Prioritization-Oregon.pdf


Chronic Pain Management Therapies in Medicaid: Policy Considerations for Non-Pharmacological Alternatives to Opioids 11

About the National Academy for 
State Health Policy:
The National Academy for State Health 
Policy (NASHP) is an independent 
academy of state health policymakers 
working together to identify emerging 
issues, develop policy solutions, and 
improve state health policy and practice. 
As a non-profit, nonpartisan organization 
dedicated to helping states achieve 
excellence in health policy and practice, 
NASHP provides a forum on critical health 
issues across branches and agencies of 
state government. NASHP resources are 
available at: www.nashp.org.

Acknowledgments:
The authors wish to thank all of 
the Medicaid officials and staff that 
responded to our survey and follow-up 
correspondence. We also wish to thank 
the following individuals who generously 
gave their time to further inform and/or 
review this issue brief: Darren Coffman, 
Jerry Fingerut, Deb Florio, Robert Glass, 
MaryAnne Lindeblad, Melinda Rowe, 
Denise Taray, Kathy Witgert. The authors 
also wish to thank Katie Dunn and Trish 
Riley from the National Academy for 
State Health Policy for their guidance and 
contributions to this paper.Finally, we thank 
our project officer, Lynnette Araki, and her 
colleagues at the Health Resources and 

Services Administration (HRSA), as well 
as Anne Herron and her colleagues at 
the Substance Abuse and Mental Health 
Serivces Administration (SAMHSA), for 
their invaluable review and support.
 
This project was supported by HRSA, 
an agency of the U.S. Department of 
Health and Human Services (HHS), under 
grant number UD3OA22891, National 
Organizations of State and Local Officials 
(NOSLO) Cooperative Agreement. This 
information or content and conclusions 
are those of the authors and should not 
be construed as the official position or 
policy of, nor should any endorsements be 
inferred by HRSA, SAMHSA, HHS, or the 
U.S. Government.

49. Oregon Health Authority Prioritized List of Health Services, Guideline Note 60. July 1, 2016.
50. K. John McConnell, et al., “Oregon’s Medicaid Transformation: An Innovative Approach to Holding a Health System Accountable For Spending 

Growth,” Healthcare (Amsterdam, Netherland) 2, no. 3 (September 2014): 163-7.
51. AllCare CCO. “Alternatives to Opioid Medications.” Retrieved August 24, 2016. http://www.allcarehealthplan.com/index.php/prescription-drug-

information/alternatives-to-opioid-medications/
52. Rhode Island, Comprehensive Section 1115 Demonstration: Special Terms and Conditions, Number 11-W-00242/1, Attachment A – Managed 

Care Demonstration Only Benefits.
53. Neighborhood Health Plan of Rhode Island Clinical Practice Guideline, Complementary Alternative Medicine (CAM). December 18, 2014.
54. An act relating to combating opioid abuse in Vermont. 2016 Acts and Resolves No. 173.
55. Neighborhood Health Plan of Rhode Island Clinical Practice Guideline, Complementary Alternative Medicine (CAM).
56. U.S. Department of Health and Human Services, CMCS Informational Bulletin from Vikki Wachino, Director for the Center for Medicaid and CHIP 

Services: Best Practices for Addressing Prescription Opioid Overdoses, Misuse and Addiction.
57. Taray, Denise, Coordinator, Oregon Pain Management Commission. Interview by authors. Electronic recording. April 13, 2016.
58. Vermont Senate Bill 243, enacted June 8, 2016 (Act no. 173).
59. Leonard Paulozzi, Karin A. Mack, and Christopher M. Jones, Vital Signs: Overdose from Methane Used for Pain Relief—United States, 1999-

2010 (Atlanta, GA: Centers for Disease Control and Prevention, National Center for Injury Prevention and Control, 2012).
60. U.S. Department of Health and Human Services, CMCS Informational Bulletin from Vikki Wachino, Director for the Center for Medicaid and CHIP 

Services: Best Practices for Addressing Prescription Opioid Overdoses, Misuse and Addiction.
61. Ibid.
62. Jennifer A. Peregoy, et al., Regional Variation in Use of Complementary Health Approaches by U.S. Adults (Atlanta, GA: National Center for 

Health Statistics, 2014).
63. David Hartley, “Rural Disparities, Population Health, and Rural Culture,” American Journal of Public Health 94, no. 10 (October 2004): 1675-8.
64. Washington Health Care Authority. Interview by authors. 50 State Survey. March-June 2016.
65. Alabama Medicaid Agency. Survey Interview by authors. 50 State Survey. March-June 2016.
66. Division of Managed Care Programs, Medicaid Managed Care Enrollment and Program Characteristics, 2014 (Baltimore, MD: Center for 

Medicaid and CHIP Services, Centers for Medicare & Medicaid Services, 2016).
67. Indiana Family and Social Services Administration. Survey Interview by authors. 50 State Survey. March-June 2016.
68. Hal Johnson, et al., Decline in Drug Overdose Deaths After State Policy Changes—Florida,  2010-2012 (Atlanta, GA: Centers for Disease 

Control and Prevention, National Center for Injury Prevention and Control, 2014).
69. Centers for Disease Control and Prevention, “New research reveals the trends and risk factors behind America’s growing heroin epidemic,” press 

release, July 7, 2015, http://www.cdc.gov/media/releases/2015/p0707-heroin-epidemic.html
70. Office of the Assistant Secretary for Health, National Pain Strategy.

http://www.allcarehealthplan.com/index.php/prescription-drug-information/alternatives-to-opioid-medications/
http://www.allcarehealthplan.com/index.php/prescription-drug-information/alternatives-to-opioid-medications/
http://www.cdc.gov/media/releases/2015/p0707-heroin-epidemic.html

