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\Vermont

Clinical andl EiscapCreativity in a Tiny.
New: England State

Increases Access to Medication
Assisted Treatment!



Vermont's Service Expansion

" Needs in Vermont for medication
assisted treatment

Heroin and prescription opiate crisis

= Roll outs of methadone programs and
buprenorphing trainings

= Successes and continued challenges

Extra Christmases:
Vermont Legislative Response to two issues!

ADAP and Medicaid Make Magic!




Opieid Use in Vermont: At Crisis
Level

2} Increased demand for treatment through
publicly funded programs for opiate
dependence

Year — 2000 Requests -- 423
Year -- 2005 Reguests — 1,522

4 System of care for opioid-dependent pregnant
patients and thelr newnerns began 5 years ago.
Number oft deliveries and newhorns cared: by the
Service Increased by approximately: 50% each
year.




Opioid Use in Vermont: At CrisIs
Level

23 Prescription opiate use on a dramatic rise

& Heroin is inexpensive and potent and available



| ack of resources to meet needs

" Prior to late 2000, Vermont treatment
programs were only abstinence basead

5 \/ermonters In need of MAT had to travel
tor New Hampshire, New: York and
Massachusetts

= Vedicaid only covered “detox and out” for
Inpatient treatment



\ermoent's Eirst Methadoene Pregram
Opened October 28, 2002 with an initial
census of 40
Current Census: 207!

Burlington: The
Chittenden Center




Arrival of Buprenoerphine: for

OBOT

Drug Addiction: Treatment Act of 2000

5 ntenc
= Ejght

ed for a rather select population
A0Ur training reguired (expensive to

attene

, and reguiread time away. from

practice and billing heurs)



Arrival of Buprenoerphine: for
OBOT

= |nitially very limited numbers ofi patients
allowed ie 30 per practice

= On-line training rather Iselating/nen-
Interactive

= \/ermont Bup practice guidelines posted
2003



Ten Factor Office Based Criteria Check List

Inigeneral, 10 factors help determine if a patient is appropriate for office-based
buprenorphine treatment. Check off “yes” or “no” next to each factor.
Factor Yes No
Does the patient have a diagnosis of opioid dependence?
|s the patient interested in office-based buprenorphine
treatment?
|s the patient aware of the other treatment options?
Does the patient understand the risks and benefits of
buprenorphine treatment and that it will address some
aspects of the substance abuse, but not all aspects?
IS the patient expected to be reasonably compliant?
|s the patient expected to fellow: safety: procedures?
|s the patient psychiatrically stable?
Are the psychosocial circumstances of the patient stable
andisupportive?
Are resoeurces available inithe office to provide appropriate
treatment? Are there ether physicians in the group
practice? Are treatment programs, available that will accept
referral fer more intensive levels of service?
|s the patient taking ether medications that may. Interact
with buprenerphing, such as naltiexone, henzediazepines,
Or other sedative-hypnotics?



ADAP’s efforts to increase access to MAT
Hybrid Bup Trainings

= AAAP online training

= [Hard copy sent to participants ahead of
time

= Eacilitater “talks” participants through the

online course; \Vermont reseurces
provided



ADAP’s efforts to increase access to MAT
Hybrid Bup Trainings

= | ist serve ofi waivered MD’s hosted by
Vermont Medical Society

= >80 MDs have obtained waiver through
IHybrid Trainings with High satisfaction
[ESPONSES to questionnaires

= \/ermont has highest waivered MDSs per
capita in the US: 1401 Six have reguested
WalVvers to treat 100 patients



Demand Increases Even as
Resources Increase

= High number ofi calls to providers and ADAP
office requesting “A bup program’

= Six month waiting list at the methadone program
and many calls te providers and ADAP
requesting MAT including methadene

" Most walvered MDs:

= \Wary about doing Inductions

= \Wishing to treat only these patients identified 1 their
OWN practices



Walvered VD Prescribingl Patterns
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Number of MDs prescribing for 1 patient — 24

Number of Waivered MDs not prescribing for
Medicaid patients - 50



Medication Assisted Treatment
Induction Center: July 2004

= Response to the Community: Heroein Task
force and limited availability of methadone

= Evidence based screening and
assessment

= Evaluation fier appropriateness for

medication assisted therapy and
care |e methadone clinic or ©OBO

evel of

WIth

bup



Medication Assisted Treatment
Induction Center: July 2004

" |nduction, stabilization and transition; to
walvered MDs In the community.

= Challenges: “log jam” due to limit of 30
patients per practice and limited number of
community: MID's acecepting patients

= Question to consider: might seme of: the
needs e met with expanded methadoene
Services?



Induction Center

Induction Center

Central Vermont Substance
Abuse Services: MAT

Chittende
Center \

As of August 1, 2007 399 patients have been evaluated

346 have been inducted onto bup



Challenges

<k pifferent approeaches by waivered MDs:
= Zero tolerance te more flexibility ie with THC
= Very liberal script writing — weeks or months
= Use of single agent medication
= |nconsistent use of tox screens
= \/aried experience in management of addictions

.il TThe 8 hour training dees not make an addiction
specialist



Challenges Cont

.ilReports ofi diversion — usually “lateral” reinforcing
need for more treatment

% Non-static nature of drug availability' and’population
reguesting treatment — Neighboring state drug
seizures

43 DOC reports that buprenorphine is one of the most
commonly discevered contrabands in the prisens



Challenges Con't

4 Reports of IV use of both preparations of
bup

4 Variable availability of counseling and other
treatment services

< Number of OBOT patients allowed:
Changed to 30 per MDiin a practice, then as
off 2007 MDs may: apply for a waiver te treat
100 patients.



Methadone Program: Expansion
Northeast Kingdom: - 2005

= Jhe law reguirng a methadone program te be afiiliated
with a medical center was alloewed to “sun; set”

= BAART awarnded the grant to previde MAT Senvices —
prierity being given te those traveling| out ofi state: fior
SEnVICes

= J\Wovans that goi te dosing sites

= Jetal Capacity: 150/ Medicaid patients and that still
deesn’t handle all the calls we get!



Methadone Program Expansion

= Eree standing program in \West [L.ebanon,
New Hampshire (considered a Vermont
Provider) 2004
Initiall ecensus of VI medicaid patients: 9
Current census of VI medicaid patients: 73



New' Tfreatment Programs

Chittende
Center

A

Mobile Methadone Programs

Newport and St Johnsbury

Central Vermont Substance
Abuse Services: MAT (BUP)

\West Lebanon

New Hampshire



Survelllance: Continued and New
concerns

4% Increased calls to peison contrel re:
pPrescription opiates and benzes



County

Count

B Opioids

B Benzodiazepines/Benzodiazepine-like

O Unknown Drug

B Non-Opioid Analgesics without sedatives (aspirin, Tylenol®)
O Antidepressants

B Cardiovascular (Heart)

O Skeletal Muscle Relaxants

O Stimulants and Street Drugs

B Antibiotics and Other Anti-infectives, Vaccines

O Other Drug (Chemotherapy, Radiopharmaceuticals, Diagnostic,
Hormones, Antidiabetic, Antithyroid)




County|VT =

Count
Sub Group Name

@ Opioids - Oxycodone (OxyContin®, Percocet®)

B Opioids - Hydrocodone (Lortab®, Tussionex®, Vicodin®)

O Opioids - Morphine (Avinza™, Kadian®, MS Contin®,
Oramorph®)

B Opioids - Tramadol (Ultram®)

O Opioids - Methadone (Dolophine®, Methadose®)

B Opioids - Propoxyphene (Darvocet®, Darvon®)

O Opioids - Hydromorphone (Dilaudid®, Palladone™)

O Opioids - Codeine(Tylenol®, Fiorinal® or Soma® with codeine)

B Opioids - Stomach Opioids (Loperamide, Diphenoxylate)

@ Opioids - Buprenorphine (Suboxone®)




Survelllance: Continued and New
concerns

n-\V/ermont Medical examiner: Drug related deaths in
| Vermont, half off 2007
48 Drug related deaths

37 Accidental related to either substance abuse or an accidental
overdose ofi prescribed pain meds

Oxycodone, Methadone, Antidepressants, Fentanyl, Benzes

7/ Deaths fromi cocaine: 4 cocaine alone 3 in combination with
other drugs

8 Included ETOH
7 Suicides: all included prescription and/or OTC medications




Surverlllance: Continued and New
concerns

“n Medicaid Data: Benzos and bup from different
providers; several bup providers

% Non-waivered MDs, PAs and APRNS prescribing
pbuprenerphine for “pain®

2% MDs identified as being “easy’” to get scripts for
bup frem

{ikAre the right patients getting OBOT withi bup?



MDD Concerns

4 OBOT is much harder than originally thought!
Need help!

= “|_ost scripts”
= \Waiting roem disruption
= Pain Management concerns

= \Very difficult te follow: up en compliance with other
treatment

= Many calls frem SAMHSA list
<4 NOT PAID ENOUGH!



Survelllance: A Positive Note

= Viedicaid: Reported a decrease in
utilization of other medical services for
patients being treated with MAT



Where there are little fires, are
there Dragons?

IRl our efferts te Impreve access are we:

1) Asking teo much frem; MiDs with limited addictions
neatment experience and from a system withra lack of
MAT experienced counseling?

2) Contributing to the prescription meds used on the
Street?

3) Revisit ofi the: guestion: Are the right people getting
pPUpPreEnerphIne?




VVermont Legislature Response”
to Continued Treatment Needs:
One-Time Funding to
ADAP

&

OVIHA

lncrease Teatment Avaiability: ter MAT:
(Specitically Bup)
anad
VID/Consumer Satisfaction

* Senator Bartlett




ADAP: Stippet and Coerdination: of
Treatment for Waivered MDs
$350.,000

Dispersement Plans:

= 25K to pay for MD. CMES and a one time
stipend to offset time away: from practice
4
<O

= 315K Granted to the Hoeward Center to ~
provide care coordination te waivered I\/IDgS
practices (Coordination of Office Based-
Medication Assisted lTherapies)

= 10K to EAMC fer evaluation component
off project



Office of Vermont Health Access

(OVHA): Capitated financial incentive
$500,000

Dispersement Plans:

= Calculated Percent increase above Vedicaid
reimbursement depending on acuity ofi patient

= 5% lump sum benus INcentive: for each
Increase in patient numbers: by five

= 10K match te: FAMC te match ADAP’s
contibution fer evaltiation cemponent



Coordination: of Office Based-
Medication Assisted There;/pies

(COB-MAT) =5
Care Coordination offered to all waivered

MDs. Mandatony Iff MD: plans te participate in
Increased remuneration pregram.

One state wide coerdinator

SiX regional coerdinators

MAT Treol Kit

Start up date: December 1, 2006




COB-MAT Regions

Mobile Methadone
Programs

Newport and St Johnsbury

Central Vermont Substance
Abuse Services: MAT

Chittend
Center e\

West Lebanon

New Hampshire



Coordination oft Office Based-
Medication Assisted Therapies

Development of MAT “Tool Kit” for offices

Provision of education te MD: office staff re: MAT,
contracts, tox screens, legal obligations (ie for
termination)

Eacilitation of transitien of patients frem; Induction
Center to community Based, waivered MIDs

Eoellow Up on treatment plan te) assess efficacy. (not
treatment “cops”)

Distribute MID satisfaction; guestionnaires
Provide data torstate wide coordinator,



Coordination oft Office Based-
Medication Assisted Therapies

State Wide Coordinator
Oversees regional coordinators

Collects data and works with research
team at EFletcher Allen Medical Center for
assessment portien of project



Eletcher Allen Medicall Center
Research Team

Participating physicians:
35 new MDs waivered since the one-time expenditure.

As of June 30, 2007

79 MDs were participating in the project

Regioni 1 (Nertheast Kingdom): 48 clients

Region 2 (Chittenden County, and Nerthwestern Vermont): 61 clients
Region 3 (Rutland and Central VVermont): 43 clients

Region 4 (Southern: Vermont): 10 clients



Eletcher Allen Medical Center
Research Team

(Dr. TThomas Simpatico)
Establishment of data bases and collection

formats

Will' be providing| feedback regarding
INcreases In access to treatment and
satisfaction

Comparison of Increasing access, use of
capitated program and overall medical
Service use ofi patients treatead



Phase | Results

Program Participants Show:

\ery low rate of arrest and incarceration:

Anecdotal reports indicate this may
lepresent a reduction wWhen compared to
pre-program arrest and incarceration
rates.

\/ariability In  retention®:
Ifhe tendency to drop eut efi the pregram
may. coielate with identifiable anad

addressable Issues including treatment
moedality, assignment



Phase | Results

\ariability in terms of:

lllicit sulbstance abuse and honesty
about It*

= Potentially predictive: concerns ie: matehing
treatment to patient neeads



Phase | Results

There may be a relationship between attitude of

physician, RCC, and program: councilors with
positive treatment

OULCOMES



Phase | Continued

“Positive relationships with their
Siblings”

Greater probability ofi remaining active
throughout the sample period of the evaluation

IHelpiul Inrdevising strategies anad protocols that
would best match candidates for treatment With
particular treatment modalities (e.g. methadene
VS. DUpPrenerpRine).



Phase |l Continued

|OP Surprise

IOP may be less effective for Bup patients

This result may be a proxy. for various factors, Ie:

A selection bias whichi places the most
challenging clients In the more Intensive
programming), thereby: selecting a group
Which may: have a naturallinclination te fail
pProgramming.



And still'the needs are not yet met!

One size fits all for substance abuse,
especially for patient with co-ocecurring
disorders does not work

IHow! caniwe expand options, not JUSH]
ACCEess?
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—a— Meth Patients
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Methadone Treatment Avallanpility

Distributien and location ofi programs in
addition to available “slots” still' problematic

Our Supply Sergeant to the rescue!



ADAP and Medicaid Magic

Background:

ADAP pays for methadone treatment

through Block Grant and General
(State) Funds

Medicaid provides funding for travel to
treatment



Irransportation to' out ofi state
methadone programs

Transportation of 11
patients to out of state
clinics:

1) Huge travel
expense Manchester NH
Methadone

2) Tremendous time Program

commitment for
patients

Greenfield, MA Methadone
Program



IDEA!




1)

2)

3)

A program in Brattleboro for the
same 11 patients would.:

Save the state ~$150,000 in
travel expense!

Save patients travel time
allowing them to begin to
establish healthier patterns
in their lives

Medicaid agreed to use
this savings to off set
ADAP’s cost of $98 per
patient for treatment ($56K)
and still have a net
savings!

4) Allow Medicaid funding for

a new program starting
with 25 patients!

Brattleboro Methadone
Program (Opened Fall,
2006)



Lack of capacity at existing methadone
program means in and out of state travel

Newport, VT

Burlington,VT

Manchester, NH



IDEA!




Ilncrease Capacity: save on travel

The estimated
travel savings for
5 patients
traveling from
Burlington to
Newport, VT or
Manchester, NH is
~$151,000!

Newport, VT

Burlingto

Result? Funding Vas

for an additional
20 patients at the
Chittenden

Manchester, NH
Center!



Medication Assisted Treatment In
Vermont by 2008

Mobile Methadone
Programs

ewport and St

Chittenden

Center (M) Central Vermont

Substance Abuse
Services: MAT (B)

West Lebanon

New Hampshire (M)
Central Vermont (
This program will be a
collaborative venture
between BBART and
(GAVASTARS

Brattleboro (M)

COB-MAT Regions



Dreams

Enough treatment options for the treatment of opiate dependence
Buprenorphine and COB-MAT vs Methadone Programs

Decrease in high prescribing of narcotics and other substances that may be

abused
Improved education to MDs and public
Surveillance through Poison Control and Prescription Monitoring
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