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Abstract

Background Alternative payment models (APMs) are methods through which insurers reimburse health care provid-
ers and are widely used to improve the quality and value of health care. While there is a growing movement to uti-
lize APMs for substance use disorder (SUD) treatment services, they have rarely included SUD prevention strategies.
Challenges to using APMs for SUD prevention include underdeveloped program outcome measures, inadequate SUD
prevention funding, and lack of clarity regarding what prevention strategies might fit within the scope of APMs.

Methods In November 2023, the Substance Abuse and Mental Health Services Administration (SAMHSA),
through a contract with Westat, convened an expert panel to refine a preliminary conceptual framework developed
for utilizing APMs for SUD prevention and to identify strategies to encourage their adoption.

Results The conceptual framework agreed upon by the panel provides expert consensus on how APMs could
finance a variety of prevention programs across diverse populations and settings. Additional efforts are needed

to accelerate the support for and adoption of APMs for SUD prevention, and the principles of health equity and com-
munity engagement should underpin these efforts. Opportunities to increase the use of APMs for SUD prevention
include educating key groups, expanding and promoting the SUD prevention workforce, establishing funding

for pilot studies, identifying evidence-based core components of SUD prevention, analyzing the cost effectiveness

of APMs for SUD prevention, and aligning funding across federal agencies.

Conclusion Given that the use of APMs for SUD prevention is a new practice, additional research, education,
and resources are needed. The conceptual framework and strategies generated by the expert panel offer a path
for future research. SUD health care stakeholders should consider ways that SUD prevention can be effectively
and equitably implemented within APMs.
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Introduction

In 2022, an estimated 48.7 million Americans aged 12
and older had a substance use disorder (SUD) associ-
ated with the recurrent misuse of alcohol or other drugs
[1]. Approximately 178,000 individuals died from causes
associated with excessive alcohol use from 2020-2021,
and drug overdose deaths increased fivefold in the past
20 years, with nearly 108,000 deaths occurring in 2022
alone [2, 3]. The negative impacts of this ongoing national
public health crisis extend to family members, commu-
nities, and the health care system [4—6]. Economic costs
of substance misuse and related harms are also substan-
tial. Alcohol misuse costs the economy an estimated $249
billion per year, and in 2020 the annual costs associated
with opioid use disorder and overdose were estimated at
$1.5 trillion [7, 8]. A growing evidence base shows that
evidence-based SUD prevention efforts when delivered
effectively, reduce the risk and prevalence of SUD and
substance use-related harms as well as costs on the health
care system in a variety of settings [9-12].

Despite its demonstrated benefits, SUD prevention is
underfunded, and there is a critical need to develop more
effective methods or strategies to deliver and finance pre-
vention services [11, 13—15]. Identifying approaches that
will incentivize payment for SUD prevention is important
to expand future access. However, it can be challenging
to pay for SUD prevention via the traditional method of
reimbursing for health care, known as fee-for-service, in
which insurers pay providers for each service they pro-
vide [16, 17]. Fee-for-service reimbursement of SUD
prevention has typically been limited to activities in clini-
cal settings such as screening patients for SUD [18, 19].
Alternative payment models (APMs), in contrast, are
methods through which insurers reimburse health care
providers based on the quality and cost-effectiveness of
care and patient outcomes [17, 20]. APMs have become
increasingly popular in recent years as policy makers,
insurers, and providers have worked to reform health
care in the U.S [17, 21]. With their focus on quality and
outcomes, APMs can be leveraged to pay for services
that are not typically covered by fee-for-service billing.
While they do not inherently add prevention funds, they
can make existing funding more flexible, and thus offer a
potential means to improve the financing and delivery of
SUD prevention.

Although APMs have primarily been utilized in physi-
cal health care settings, there is growing use of APMs in
SUD treatment and recovery service settings [17, 22].
The three types of APMs commonly used for SUD ser-
vices are pay-for-performance, bundled payments, and
capitation [17]. In pay-for-performance, insurers reward
providers based on their performance in relation to spe-
cific outcome measures; bundled payment methods give
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providers a single payment for a set of services related to
a treatment or health condition; and for capitation, insur-
ers pay providers a fixed amount per enrollee over a spe-
cific period of time [16, 23]. Research on the impact of
APMs on SUD treatment and recovery services is prelim-
inary. While evidence on clinical outcomes is mixed or
lacking, early results indicate that some APMs improve
process-of-care outcomes and decrease health care
spending [22].

APMs are rarely utilized for SUD prevention. SUD
prevention uses a range of interventions to reduce sub-
stance misuse and increase healthy behaviors [24, 25].
Following the Institute of Medicine (IOM; now known
as the National Academy of Medicine) classification of
prevention, modes of SUD prevention delivery include:
universal approaches to help limit SUD risk in the gen-
eral population; selective strategies that focus on sub-
populations at high risk for substance use; and indicated
interventions for individuals with early signs of substance
use challenges [26]. APMs are seldom used to fund SUD
prevention in part because they focus on measuring the
value of care provided for addressing a health condition,
while SUD prevention focuses on reducing initial occur-
rence and harms of a condition [27]. Identifying imme-
diate outcomes associated with SUD prevention can be
challenging, as these programs typically measure longer-
term outcomes, such as incidence rates in a targeted
community [28]. Additionally, SUD prevention services
in the U.S. are primarily funded through local, state, or
federal grants or philanthropic organizations. Medicaid
and Medicare fund SUD prevention through mechanisms
such as the Early Periodic Screening, Diagnostic, and
Treatment benefit for youth under age 21 and various
state plan authorities [27]. However, these mechanisms
are not always fully utilized. As such, identifying SUD
prevention financial structures that align with APMs may
be difficult [29].

Recently, policy makers and public health researchers
have encouraged innovative growth in the use of APMs
for SUD prevention. The Center for Medicare and Med-
icaid Innovation (CMS Innovation Center) Integrated
Care for Kids (InCK) model, initiated with seven partici-
pating sites in 2022, provides one important example of
a recent program that incorporates SUD prevention into
APMs [30-32]. The InCK model supports whole child
health through prevention, early identification, and treat-
ment of behavioral and physical health needs, including
SUD, with site-specific APMs and performance meas-
ures [30]. In one example, the APM developed for InCK
in New Jersey reimburses providers for interpreting the
results of beneficiaries’ needs assessments surveys, which
include questions about substance and alcohol use [33].
The performance of the InCK model will be monitored
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with an outcome assessing rates of placement in out-
of-home facilities, including hospitalizations for behav-
joral health, although these outcome data are not yet
available [34]. APM demonstrations have also started
assessing health-related social needs—such as access to
employment, housing, and personal safety—to prevent
the development of chronic conditions and reduce care
costs. For example, the CMS Innovation Center Enhanc-
ing Oncology Model requires participating oncology
practices to screen for the health-related social needs of
beneficiary cancer patients in order to receive bundled
payments [35].

Despite the potential for APMs to improve the qual-
ity and cost-effectiveness of SUD prevention services,
there are no conceptual frameworks to help spark the
implementation of APMs within prevention. The manu-
script presents the findings of an expert panel convened
to address the need for a conceptual framework for uti-
lizing APMs for SUD prevention and identify specific
strategies to assist with this objective. The overarching
goal was to establish a foundation for future research and
policy development to promote the use of APMs for SUD
prevention among academics, policy makers, providers,
insurers, and community-health organizations.

Study data and methods

The Substance Abuse and Mental Health Services
Administration (SAMHSA), through a contract with
Westat, an employee-owned research corporation, con-
vened a two-day in-person panel meeting at Westat
headquarters in Rockville, Maryland in November 2023.
The meeting focused on finalizing a conceptual frame-
work for utilizing APMs for SUD prevention and iden-
tifying short-term (one to two years in the future) and
long-term (three or more years in the future) strategies
to increase the use of APMs for SUD prevention. Expert
panel members were selected by the first five authors of
the manuscript and recruited to participate by authors
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ER and SP. Panelists were selected to represent a diversity
of relevant perspectives and knowledge.

A total of 20 experts participated, including federal
staff, SUD program organization leaders, policy mak-
ers, health economists, health services researchers, and
behavioral health clinicians. Table 1 provides an over-
view of the panelists’ areas of expertise. Federal pan-
elists included staff from SAMHSA, the CMS Innovation
Center, Office of Assistant Secretary for Planning and
Evaluation within the U.S. Department of Health and
Human Services, and the National Institute on Drug
Abuse. Travel costs and an honorarium for attendance at
the in-person meeting were provided for all non-federal
panelists.

Two weeks before the meeting, panelists received an
issue brief drafted by four authors of this manuscript (ER,
SP, JC, NN). The brief provided an overview of the goals
of the expert panel, background about the use of APMs
for SUD prevention, and a review of the literature to help
ensure that all panelists had an adequate foundation for
all the topics being discussed. The issue brief provided
a preliminary conceptual framework for utilizing APMs
for SUD prevention, which was adapted from the Asso-
ciation of State and Territorial Health Officials (ASTHO)
Substance Misuse and Addictions Prevention Frame-
work [36]. This preliminary framework broadly outlined
possible SUD prevention strategies, APMs, and quality
measures associated with each of the three IOM modes
of prevention (universal, selective, and indicated).

During the meeting authors ER and SSG used a modi-
fied nominal group technique to achieve consensus. The
nominal group technique is a widely used method in
health care research that enables multidisciplinary groups
of experts to brainstorm and reach agreement on given
issues and policies [37-39]. This method involves ask-
ing experts to reflect on a question or problem, discuss
the possible solutions as a group, collectively rank their
answers, and vote to reach agreement on these rankings,

Table 1 Overview of expert panelist affiliations and areas of expertise (N=20)

Affiliation N Areas of Expertise
SUD prevention Alternative Health Behavioral health  Behavioral Health equity
payment models economics treatment health policy
Federal 8 X X X
Academic 6 X X X
Non-academic 4 X X X
research organiza-
tions
Professional 2 X X X X
membership

organizations
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if needed. The nominal group technique emphasizes
transparency in terms of the role of the experts and the
final products generated from the meeting [38]. Three
authors (ER, SSG and JC) moderated and ran the meeting
and took detailed notes.

Over two days the panel engaged in discussions regard-
ing the preliminary conceptual framework and to develop
lists of short-term and long-term strategies to help
achieve the goal of utilizing APMs for SUD prevention.
At times the group was divided into four smaller groups
that were asked to reach agreement on specific aspects
of the conceptual framework and strategies. The groups
then came together and a whole-group consensus pro-
cess was moderated by ER and SSG. The panel voted and
agreed upon a final version of the framework and their
top short and long-term strategies.

Following the meeting, ER, JC, and SSG drafted the
journal manuscript based on their meeting notes, includ-
ing the agreed-upon conceptual framework and pan-
elist-ranked lists of short and long-term strategies. All
panelists were sent the manuscript draft and asked to
confirm whether they wished to be listed as a coauthor,
included in the acknowledgements, or neither.

Study results

Panelists agreed that the most important aspect of the
framework was that it effectively convey that APMs can
apply to SUD prevention programs. The final model
retained much of the adapted ASTHO Framework [36]
that included two program examples at each IOM level of
prevention, APMs, and examples of quality measures but
also added foundational considerations, service providers
and settings, and reference to the Health Care Payment
Learning & Action Network (HCP-LAN) APM frame-
work (Fig. 1) [23].

The examples in the framework are not exhaustive
and are meant to help decision makers consider the
types of APMs and SUD prevention strategies that
might be relevant to diverse populations and settings.
They also do not cover all types of APMs, as there are
not many current examples of SUD prevention that
could be leveraged by HCP-LAN Category 3 APMs.
Category 3 (APMs with shared savings and shared sav-
ings and risk) does not align well with substance use
prevention as cost savings from prevention are long-
term and attributing savings directly to prevention
strategies is challenging. For an example of how to
read the model, it shows that selective SUD prevention
strategies, which aim to reduce the occurrence of SUD
within populations at-risk, may be a good fit for pub-
lic or private insurers using bundled payments or pay-
for-performance methods to reimburse providers. In
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another example, home visitation programs designed to
prevent SUD among child caregivers at-risk have been
shown to have protective effects for children and youth
may be implemented by community-based organiza-
tions, and the quality performance of these programs
could be captured by the number of enrolled caregivers
who receive recommended services for SUD.

Foundational considerations and service providers

and settings

Panelists agreed that the framework should highlight
the significance of two foundational considerations in
developing APMs for SUD prevention: health equity
and community engagement. Since the primary goals
of APMs are to enhance care quality and lower costs,
their focus does not inherently address health dispari-
ties [40, 41]. Evidence shows that these payment mod-
els have sometimes disadvantaged racial and ethnic
minorities [42]. Historically disadvantaged populations
face disproportionately high rates of illnesses and fre-
quently engage care late due to issues such as cost, lack
of access, and stigma, often resulting in poorer health
outcomes and increased medical expenses [40]. For
instance, pay-for-performance linked to quality metrics
disincentivizes treating patients with higher-than-aver-
age medical needs and poor prognoses. Thus, APMs
may inadvertently penalize providers serving under-
served populations or lead to a reluctance to provide
services to vulnerable groups. The panelists asserted
that health equity should be included as a foundational
consideration to help ensure the adoption of strategies
for preventing inequality in the utilization of APMs for
SUD prevention.

Panelists also noted that because prevention does not
have its own service delivery system, most prevention
work is done in conjunction with community partners
and often takes place outside of the traditional health
care system. Universal, selective, and indicated pre-
vention strategies are typically implemented in youth-
serving organizations, schools, communities, or other
non-healthcare-related settings and often involve col-
laboration with social service providers and other
groups [11, 24]. As such, community engagement was
deemed essential [43]. Collaboration with those who
have lived experience with SUD will be vital to help
scaffold both foundational considerations into methods
for funding SUD prevention through APMs. In addi-
tion, given that prevention interventions often take
place outside health care settings or with other service
providers, the panelists recommended adding a column
to the framework to indicate example service providers
and settings where the programs may occur.



Rosenfeld et al. Substance Abuse Treatment, Prevention, and Policy (2025) 20:4
SUD Service
Quality Prevention Providers
APMs Measures Strategies and Settings
INDICATED
Pay for Reporting Self-reported measures Teen Peer Community-Based
@ CATEGORY 2B of substance use and Mentoring Organizations
academic achievement Programs Sl
Pay-for-Performance Percent of individuals Screening Youth-Serving
@ CATEGORY 2C screened for SUDs and Justice-Involved |  Organizations
referred for services Teens for SUDS | | venile Justice
Settings
SELECTIVE
Bundled Payments Number of individuals who Home Community-Based
() CATEGORY 4A received recommended Visiting Organizations
services for SUDs Programs
Pay-for-Performance Measures of child | School SUD Schools
@ CATEGORY 2C developmental progress E::l:c::ét::: Ve aSemine
9 Organizations
Population-Based UNIVERSAL
Payment Screen for social drivers of health Universal Community-Based Organizations
(@ CATEGORY 4B gh"dh‘?Od Schools
creenings Clinical Settings
Pay-for-
Performance Percent of patients screened Screening Clinical Settings
and referred to services for SUDs in

@ CATEGORY 2C

FOUNDATIONAL CONSIDERATIONS:

Primary Care

COMMUNITY ENGAGEMENT o

HEALTH EQUITY

Page 5 of 9

HEALTH CARE PAYMENT LEARNING & ACTION NETWORK (HCP-LAN) APM FRAMEWORK
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B Pay for Reporting

C Pay-for-Performance
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& Delivery System
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Population-Based
Payment

Fig. 1 Conceptual framework for utilizing Alternative Payment Models (APMs) for Substance Use Disorder (SUD) prevention with example

strategies
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Health Care Payment Learning & Action Network
(HCP-LAN) APM categories

The panel asserted that the conceptual framework
should incorporate the HCP-LAN APM framework cat-
egories in the APM column [23]. The CMS Innovation
Center tasked the HCP-LAN, a public-private partner-
ship of health care thought leaders dedicated to acceler-
ating APM use, with developing this multidimensional
framework to categorize the continuum of APM models
and help drive alignment in payment approaches across
health care [23]. The HCP-LAN framework is widely
used in the field to simplify the process of comparing
and categorizing APMs, and the panel felt it would serve
that purpose for the conceptual framework for SUD
prevention.

Strategies to utilize APMs for SUD prevention

Panelists recognized that effectively using APMs to
finance and incentivize SUD prevention would take sig-
nificant time and financial investment and that not all
SUD prevention strategies are likely to fit within an APM.
Implementing and sustaining APMs is a complicated
process that requires time, buy-in from public and pri-
vate health care insurers and health care providers, and
investment in information technology infrastructure
and administrative processes to ultimately improve care
and reduce costs [44, 45]. Based on lessons learned from
previous APM demonstrations, the panelists asserted
that there must be a “glide path,” or phased and struc-
tured approach, to APM implementation. Panelists
reached consensus on three specific short-term and
five long-term strategies to help increase use of APMs
to finance SUD prevention and emphasized the impor-
tance of adopting an equity mindset when pursuing these
strategies.

Short-term strategies

1. Educate key groups on APMs for SUD prevention
An important initial step toward utilizing APMs for
SUD prevention is to educate key groups about the
potential benefits of this effort, including state-level
leaders from Medicaid, insurers, drug and alcohol
agencies, community-based organizations, medical
associations, and SUD prevention advocacy groups
such as prevention coalitions [46]. Conveying to
these groups that SUD prevention is a cost-effective
means to improve health and save lives, and high-
lighting its fit with APMs as a financing mechanism,
is necessary to gain buy-in for future adoption and
implementation of these initiatives [45, 47].

2. Develop requests for pilot proposals
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Another important short-term strategy is invest-
ing in funding opportunities to support the devel-
opment and testing of APMs for SUD prevention
strategies. Grant funding can provide upfront capital
needed to develop sustainable infrastructure, design
care models, and build partnerships with the com-
munity. Funding opportunities should consider that
SUD prevention interventions take place in multiple
settings and encourage partnership agreements to
enable collaboration between community partners
and health systems (i.e., promote a condition-specific
bundled payment split between community organi-
zations and clinicians). Pilot programs could also
provide opportunities to gather data on effectiveness,
costs, and economic benefits to assess APM feasibil-
ity within the context of SUD prevention.

3. Expand professional standards for the substance use
prevention workforce
There is also a need to expand professional stand-
ards for the SUD prevention workforce to improve
the capacity of APMs for SUD prevention. Recently,
SAMHSA published a set of core competencies and
professional standards for SUD prevention and men-
tal health promotion professionals, which provides a
pathway to certification and funding to support train-
ing [48]. Development of an official U.S. Department
of Labor occupation code for “prevention specialist”
will also help to further advance the SUD prevention
workforce.

Long-term strategies

1. Identify core components of SUD prevention to use
with APMs
Identifying core components, or core functions, of
SUD prevention initiatives and establishing a set of
evidence-based practices to be utilized within APMs
is an important long-term strategy that could com-
plement existing prevention program approaches.
This could be accomplished by undertaking a com-
prehensive review of the available literature, assess-
ing evidence from pilot studies, and convening an
expert panel to discuss the evidence base and make
recommendations for best practices. Best practices
might differ across target populations, and thus the
evidence base might entail stratification by audience
or by risk of developing SUD in a particular popula-
tion.

2. Conduct analyses to measure potential costbenefits
Using APMs for SUD prevention has the potential
to reduce costs associated with health care utiliza-
tion (e.g., emergency room visits, inpatient stays)
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and impact other social and economic outcomes
(criminal legal system involvement, employment).
The value of these programs may be assessed in a
variety of ways, such as by testing the outcomes of
a specific prevention strategy in comparison to a
similar community cohort in which the prevention
strategy has not been implemented. While it will take
time to observe the short-term outcomes of early
pilot efforts, evidence that APMs are a cost-effective
means to support SUD prevention will increase pay-
ers’ and providers’ willingness to adopt them.

3. Grow the prevention workforce
There is currently a behavioral health workforce
shortage, and this shortage is expected to worsen
[49]. Not only is there a need to increase the certified
prevention workforce, the SUD prevention workforce
must also be expanded in order to support the imple-
mentation of APMs, which can add complexity and
increase workloads. Growing this workforce could
involve raising awareness about the importance of
the field and its career opportunities through tar-
geted outreach in educational institutions, confer-
ences, and job fairs. Additionally, promoting the
workforce could require actions such as competi-
tive salaries, loan repayment programs, and career
advancement opportunities. Training and support-
ing primary care providers to implement prevention
strategies is another important means to improve
access to SUD prevention.

4. Fund programs focused on APMs and SUD preven-
tion
Although pilot programs are a short-term strategy,
supporting these efforts in the long term will require
significant and sustained investment from federal
agencies and other funding sources. Funding oppor-
tunities that integrate prevention into primary care,
like InCK and other national demonstration pro-
grams, will be necessary. It will be important that
payers explore how to incentivize providers in diverse
settings to transition from traditional payment meth-
odologies for SUD prevention to APMs.

5. Promote federal alignment in funding of SUD pre-
vention
Coordinating funding for SUD prevention across fed-
eral agencies will help avoid potential duplication of
efforts and maximize available resources, enabling
implementation of more comprehensive SUD preven-
tion strategies, including the use of APMs for preven-
tion. Given the various strategies and settings where
substance use prevention interventions are imple-
mented, there is also a need to increase prevention
funding for approaches that fall outside the scope of
APMs or other health care financing strategies.
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Discussion

In the last several decades, growth in the prevalence
and severity of SUDs and related harms such as nonfa-
tal and fatal overdoses have taken an enormous toll on
lives and the health care system. SUD prevention, which
a growing evidence base shows reduces the incidence and
prevalence of SUD and its economic costs, is an essen-
tial component in the continuum of services that protect
the nation’s health [9-12]. With their focus on quality of
care and patient outcomes, there is significant potential
for APMs to increase financing available to support and
sustain SUD prevention strategies. The expert panel rec-
ommendations presented in this paper may serve as a
starting point to promote the use of APMs in the SUD
prevention space.

The conceptual framework refined through the two-
day expert panel meeting highlights opportunities to
use APMs for SUD prevention strategies at all levels of
prevention and in diverse populations and settings. The
panel was clear that health equity and the engagement
of community partners are integral to these efforts. The
panelists also highlighted short-term and long-term
strategies that policy makers, providers, and health care
payers can take to help set up a “glide path” for broader
and sustained use of APMs for SUD prevention. These
strategies carry promise for helping prevent SUD and
improving public health.

Understanding persistent challenges to using APMs
for SUD prevention will aid in the development of
strategies to increasing their use. For example, because
APMs do not fit all possible prevention strategies, it
will be important to identify which types of APMs are
most feasible to utilize for prevention. Building sustain-
able partnerships with community-based organizations,
which are often underfunded, to help incentivize them
to provide SUD prevention services will be essential.
It will also be necessary to develop measures to assess
the effectiveness of SUD prevention programs and the
value of care, which are important to payers and deci-
sion makers. Additionally, successful implementation of
APMs within SUD prevention will hinge on the avail-
ability of sustainable and reliable funding. Identifying
specific, real-world strategies to encourage both public
and private insurers to use APMs to reimburse for SUD
prevention through in-depth explorations of current and
potential future funding mechanisms is an essential next
task for work building on the conceptual framework.

There are limitations to this work. The conceptual
framework and strategies developed by the expert panel
are limited by the experience, expertise, and group
dynamics of the panelists and may be strengthened by
further external review and testing of the concepts in
real-world settings. In addition, the expert panel began
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with a draft conceptual model, which may have limited
discussion of other viable options. Another limitation of
this study is the absence of private insurers on the expert
panel, whose perspectives on implementing and financ-
ing various APMs could provide valuable insights into
structuring sustainable payment approaches for SUD
prevention. The impact of these limitations were partially
mitigated by the selection of a diverse expert panel and
the use of facilitators with expertise in consensus meth-
ods. As highlighted by the panel, further foundational
research is necessary to understand the potential benefits
of APMs for the costs and outcomes of SUD prevention
services as well as identify APM financing strategies most
compatible with prevention efforts. Additionally, further
research is needed on how community engagement and
health equity can be meaningfully embedded in APMs
for SUD prevention.

Despite these limitations, the findings of the expert
panel highlight the significant potential of APMs to
incentivize and improve financing of SUD prevention.
As the social and economic costs of SUD continue to
grow and policy makers, insurers, and providers push for
larger-scale transitions to innovative payment structures,
finding ways to integrate SUD prevention into these types
of payments is of increasing importance. However, signif-
icant additional research, education, and investments are
needed to achieve this task. Building on the work of the
expert panel and the specific short and long-term strat-
egies they identified, stakeholders motivated to improve
outcomes and reduce costs associated with SUD should
consider pathways whereby prevention can effectively
and equitably be implemented within APMs.
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