
If you would like any of today’s materials emailed to you please contact msenator@sa15.org

Meeting Agenda – January 24, 2020-SHTF

1. Introductions:

2. Updates:

a. Statistics:

i. PBCFR Responses 2017-2019: (handout)
ii. 2019 PBC Preliminary OD death rate

b. Addiction Stabilization Unit: Dr. Belma Andric

c. SEBHN Update: Ann Berner

i. Medication Assisted Program Services (MAPS)

d. FARR update/trends: Steve Farnsworth (handout)

e. CARF/ASAM Pilot Program: Nikki Soda (handout)

f. Oxford House: Lori Holtzclaw

g. SHTF Report to the Legislature (handout)

3. DCF Update: Ute Gazioch (telephone)/Suzette Fleishmann

a. State Opioid Response Grant (SOR)
b. Component license trends
c. 65D-30 Rule implementation and compliance

4. Fire Marshall Issues: Paul Parisi, New Hampshire State Fire Marshall (telephone)

5. Legislation:

a. HB 649/ SB 1120 (handout)
b. Referral amendment (handout)

6. Facing the Crisis Forums: Dr. Scott Rice (PowerPoint/handout)

7. Public comments.

8. Closing remarks.
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Palm Beach County Fire Rescue 
Primary or Secondary Impression = Opioid

1/1/2017 to 12/31/2017

1/10/2019

January  162  166# of Calls: # of Patients:

February  135  138# of Calls: # of Patients:

March  332  346# of Calls: # of Patients:

April  239  252# of Calls: # of Patients:

May  414  430# of Calls: # of Patients:

June  340  374# of Calls: # of Patients:

July  180  183# of Calls: # of Patients:

August  209  215# of Calls: # of Patients:

September  177  181# of Calls: # of Patients:

October  185  195# of Calls: # of Patients:

November  135  136# of Calls: # of Patients:

December  172  180# of Calls: # of Patients:

GRAND TOTALS  2,796# of Calls: # of Patients: 2,680

H:\CRYSTAL\Safety Pad\MIH ODS Heroin Opioid\All OD topics\Calls-Primary OR Secondary Impression is Opioid.rpt
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Palm Beach County Fire Rescue 
Primary or Secondary Impression = Opioid

1/1/2018 to 12/31/2018

1/10/2019

January  144  148# of Calls: # of Patients:

February  128  130# of Calls: # of Patients:

March  116  120# of Calls: # of Patients:

April  129  133# of Calls: # of Patients:

May  124  126# of Calls: # of Patients:

June  180  182# of Calls: # of Patients:

July  149  151# of Calls: # of Patients:

August  124  129# of Calls: # of Patients:

September  113  114# of Calls: # of Patients:

October  127  129# of Calls: # of Patients:

November  99  99# of Calls: # of Patients:

December  76  80# of Calls: # of Patients:

GRAND TOTALS  1,541# of Calls: # of Patients: 1,509

H:\CRYSTAL\Safety Pad\MIH ODS Heroin Opioid\All OD topics\Calls-Primary OR Secondary Impression is Opioid.rpt
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Palm Beach County Fire Rescue 
Primary or Secondary Impression = Opioid

1/1/2019 to 12/31/2019

1/10/2020

January  100# of Calls: # of Patients:  102

February  105# of Calls: # of Patients:  107

March  97# of Calls: # of Patients:  100

April  103# of Calls: # of Patients:  104

May  137# of Calls: # of Patients:  139

June  113# of Calls: # of Patients:  115

July  127# of Calls: # of Patients:  132

August  127# of Calls: # of Patients:  128

September  125# of Calls: # of Patients:  128

October  156# of Calls: # of Patients:  159

November  131# of Calls: # of Patients:  133

December  162# of Calls: # of Patients:  163

GRAND TOTALS  1,510# of Calls: # of Patients: 1,483

H:\CRYSTAL\Safety Pad\MIH ODS Heroin Opioid\All OD topics\Calls-Primary OR Secondary Impression is Opioid.rpt

item 2a (i)
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Level of Care Certification

What is the ASAM Level of Care certification? Why is it
important?

ASAM Level of Care certification, delivered in partnership with CARF
International (CARF), will be the first program of its kind to independently
assess and verify treatment programs’ ability to deliver services consistent
with Levels of Care described in The ASAM Criteria®.

The ASAM Criteria is the nation’s most respected, comprehensive, and widely
used set of research-validated standards for providing outcome-oriented care
in the treatment of addiction. Used by clinicians and payers across all care
settings and serving as the foundation of treatment system reform efforts in
states across the country, The ASAM Criteria helps providers match patients
to the right Level of Care based on the severity of their disease.

The ASAM Criteria plays a critical role in national efforts to advance evidence-
based treatment for the disease of addiction. The common language and
universal standards set by The ASAM Criteria establish a framework to help
payers and healthcare systems ensure they are offering the full continuum of
care to meet patients’ needs. However, there has never been any
independent verification of treatment programs’ ability to deliver services with
fidelity to evidence-based standards found in The ASAM Criteria.

What does certification entail? How will the program work?

ASAM Level of Care certification will initially cover adult residential programs
at Levels 3.1, 3.5, and 3.7 of The ASAM Criteria. Certification covering
adolescent programs, co-occurring enhanced programs, and programs at
other Levels of Care—ranging from early intervention services (Level 0.5) to
intensive, medically-managed inpatient services with round-the-clock
physician staffing (Level 4)—may be developed in the future.
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Providers of residential substance use disorder services will submit
applications directly to CARF seeking certification for Level 3.1, 3.5 and/or
3.7. CARF will conduct onsite surveys to evaluate the providers’ satisfaction of
ratable elements applicable to the applied-for Level(s) of Care and issue an
independent certification decision. This independence ensures there will be no
conflict of interest when treatment programs operated by ASAM members
apply for certification.

To be issued certification, programs must demonstrate during survey the
presence of ratable elements sufficient to satisfy the proprietary scoring
methodology, including but not limited to the presence of all “defining
elements” – those certain ratable elements that are crucial to the operation of
all treatment programs or are a hallmark of a particular Level of Care. Once
certified, programs must promptly address any deficiencies in a plan of action
submitted to CARF and annually attest to continued satisfaction of the
applicable ratable elements. To maintain uninterrupted certification beyond
the three-year term of certification, programs must timely apply for and
successfully complete a recertification survey.
How is ASAM Level of Care certification different from accreditation?

ASAM Level of Care certification is different from, but complementary to
accreditation. Accreditation from organizations such as CARF and the Joint
Commission is a comprehensive quality review of a program and its service
delivery and related business practices.

ASAM Level of Care certification demonstrates a program’s capacity to deliver
a specific Level of Care, thereby differentiating between the many Levels of
Care available for addiction treatment. Certification does not address the
quality of service delivery or broader organizational policies and procedures.



What does this mean for:

Patients?

When patients and their loved ones see the ASAM Level of Care certificate, they
will feel secure in knowing that the treatment program is equipped to deliver the
evidence-based treatment needed.

Treatment programs?

Treatment programs already capable of delivering the evidence-based care
outlined in The ASAM Criteria will receive well-deserved recognition for their
commitment to helping patients. Treatment programs seeking to improve so that
they are capable of offering evidence-based care will be able to turn to ASAM for
assistance. ASAM will offer publications and trainings to help treatment programs
craft and implement policies and procedures that will help them achieve this goal.

Payers?

The ASAM Level of Care certification will help to differentiate between the various
levels of residential care that are often grouped together as one. As such, this
certification will provide an independent assessment of the services that treatment

programs are equipped to provide. Payers may use this information to reduce
prior authorization requirements, structure reimbursement models, or
create centers of excellence for addiction treatment. Above all,
certification will provide a method for ensuring that patients enter
treatment programs that are equipped to deliver evidence-based care.



Resources

• Frequently Asked Questions

• Webinar: What is ASAM Level of Care certification?

• Phase One Pilot Results

Find a Certified Program

Visit CARF's provider locator and search "ASAM." To find treatment
programs capable of delivering a specific level of care, search "ASAM Level of
Care" followed by the level of care (e.g., 3.5 or 3.7).

Get Certified

In anticipation of the full launch of ASAM Level of Care certification, ASAM
and CARF are piloting the program to ensure the effectiveness and efficiency
of the ratable elements and certification process. To be notified when the
certification launches and is available to all providers, sign up to receive
updates using the form below.

Receive Updates

Sign up to receive updates about ASAM Level of Care certification.

First name
Last name
Email address

May 2019

First programs certified as part of the pilot

Early 2020

ASAM Level of Care certification launches nationwide



About CARF

Founded in 1966 as the Commission on Accreditation of Rehabilitation
Facilities, CARF International is an independent, nonprofit accreditor of health
and human service providers in the areas of aging services; behavioral health;
child and youth services; durable medical equipment, prosthetics, orthotics,
and supplies; employment and community services; medical rehabilitation;
and opioid treatment programs. CARF accredits approximately 60,000
programs on five continents and more than 12 million persons of all ages are
served annually by CARF-accredited providers. For more information, please
visit the CARF International website.

About The ASAM Criteria

The ASAM Criteria is the nation’s most widely used and comprehensive set of
guidelines for placement, continued stay, and transfer/discharge of patients
with addiction and co-occurring conditions. Utilized by clinicians and payers
across all care settings, the use of the ASAM Criteria is required in more than
30 states. Addiction treatment programs use the criteria to conduct a multi-
dimensional patient assessment over five broad levels of treatment that are
based on the degree of direct medical management provided, the structure,
safety and security provided, and the intensity of treatment services provided.
The criteria focuses on six dimensions of patient care to create a holistic,
biopsychosocial assessment of an individual. This assessment is used for
service planning and treatment across all services and levels of care.
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First Addiction Treatment Programs  
Achieve ASAM Level of Care Certification 

 
Rockville, MD (May 29, 2019) - The American Society of Addiction Medicine (ASAM) today 
announced that seven addiction treatment programs are the first to achieve ASAM Level of Care 
certification following the successful completion of Phase One of the ASAM Level of Care 
certification pilot. 

The ASAM Level of Care certification, created in partnership with CARF International (CARF), 
provides an independent, comprehensive assessment of an addiction treatment program’s 
capacity to deliver services consistent with the Levels of Care described in The ASAM Criteria®.  
The certification will help patients and payers identify treatment programs that are capable of 
delivering evidence-based care.   

CARF awarded certification to seven addiction treatment programs. Geisinger Marworth in 
Waverly, Pennsylvania and Origins Behavioral HealthCare of Florida, LLC, in West Palm Beach, 
Florida received certification for ASAM Level of Care 3.7. Asana Recovery in Costa Mesa, 
California; Volunteers of America Mid-States’ Freedom House in Louisville, Kentucky; Pyramid 
Healthcare’s Hillside Inpatient in East Stroudsburg, Pennsylvania; Richard J. Caron Foundation 
(Caron Treatment Center) in Wernersville, Pennsylvania; and Volunteers of America Ohio & 
Indiana’s Theodora House in Indianapolis, Indiana received certification for ASAM Level of Care 
3.5. All certified treatment programs—including pilot programs—will be listed in a publicly 
available database by searching “ASAM” at http://carf.org/providerSearch.aspx. 

“Today marks an important milestone in ASAM’s efforts to standardize the delivery of addiction 
treatment care across the nation,” said Paul H. Earley, MD, DFASAM, and president of ASAM. 
“As we navigate the addiction epidemic, it has become clear that the current health system 
needs meaningful, relevant, and consistent national standards for the treatment of this chronic 
brain disease. The standards applied through the ASAM Level of Care Certification are a crucial 
component of ASAM’s mission to transform the addiction treatment landscape.”  

The ASAM Criteria, with over three decades of research, is the nation’s most respected, 
comprehensive, and widely used set of standards for providing outcome-oriented care in  
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addiction treatment. Used by clinicians and payers, The ASAM Criteria helps providers match 
patients’ needs to the correct Level of Care based on their disease severity and multidimensional 
needs. Initially, the ASAM Level of Care certification will be available for adult residential 
treatment programs, specifically ASAM Levels of Care 3.1., 3.5, and 3.7.  

The purpose of the first phase of the pilot was to test the ratable certification elements and 
certification process, including the proprietary scoring methodology.  Phase Two of the pilot, 
starting this summer, will test enhancements made to the ratable elements and certification 
process, based on the results of Phase One. Approximately 30 additional programs will be 
evaluated in Phase Two, promoting the accuracy and efficiency of the certification process in a 
wider variety of settings and situations, including diverse program locations, sizes, payer mix, 
regulatory environments, and accreditation status. In addition, it will evaluate the process for 
certifying a single program for multiple levels of care. 

CARF and ASAM anticipate announcing the national launch of the ASAM Level of Care 
certification by the end of the year. Upon launch, ASAM will offer trainings and publications to 
help treatment programs prepare for certification and strengthen their capacity to deliver 
evidence-based care in alignment with The ASAM Criteria standards.  

Visit www.ASAMcertification.org to learn more about the ASAM Level of Care certification and 
www.ASAM.org to learn more about The ASAM Criteria and addiction.  

### 

About ASAM  

The American Society of Addiction Medicine, founded in 1954, is a professional society 
representing over 6,000 physicians, clinicians, and associated professionals in the field of 
addiction medicine. ASAM is dedicated to increasing access and improving the quality of 
addiction treatment, educating physicians and the public, supporting research and prevention, 
and promoting the appropriate role of physicians in the care of patients with addiction. For more 
information, visit www.ASAM.org.  

About The ASAM Criteria®   

The ASAM Criteria is the nation’s most widely used and comprehensive set of guidelines for 
placement, continued stay, and transfer/discharge of patients with addiction and co-occurring 
conditions. Utilized by clinicians and payers across all care settings, the use of The ASAM Criteria 
is required in more than 30 states. Addiction treatment programs use the criteria to conduct a 
multi-dimensional patient assessment over five broad levels of treatment that are based on the 
degree of direct medical management provided, the structure, safety and security provided, and 
the intensity of treatment services provided. The criteria focus on six dimensions of patient care 
to create a holistic, biopsychosocial assessment of an individual. This assessment is used for 
service planning and treatment across all services and levels of care. Learn more at 
https://www.asam.org/resources/the-asam-criteria. 
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Licensing Data by Components

# Licensed
Components
-Sept 2018

% of
Statewide
Total -
Sept 2018

# Licensed
Components
-Oct 2018

% of
Statewide
Total -
Oct 2018

# Licensed
Components
- Apr 2019

% of
Statewide
Total -
Apr 2019

# Licensed
Components
- Sept 2019

% of
Statewide
Total -
Sept 2019

#
Licen
sed
Com
pone
nts -
Nov
2019

% of
Statew
ide
Total -
Nov
2019

# Licensed
Components
-Jan 2020

% of
Statewide
Total -
Jan 2020

Southern 420 13.19% 405 12.65% 395 12.83% 384 12.56% 386
12.95

% 350 12.38%

Southeast 1275 40.04% 1247 38.96% 1085 35.25% 1041 34.04% 993
33.32

% 946 33.46%

Central 428 13.44% 450 14.06% 495 16.08% 548 17.92% 496
16.64

% 482 17.05%

Suncoast 496 15.58% 520 16.24% 521 16.93% 528 17.27% 513
17.21

% 497 17.58%

Northwest 205 6.44% 212 6.62% 226 7.34% 204 6.67% 199 6.68% 204 7.21%

Northeast 360 11.31% 367 11.47% 356 11.57% 353 11.54% 393
13.19

% 348 12.31%
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12.38%

33.46%

17.05%

17.58%

7.21% 12.31%

% of Statewide Total - Jan 2020

Southern Southeast Central Suncoast Northwest Northeast

13.19%

40.04%

13.44%

15.58%

6.44% 11.31%

% of Statewide Total - Sept 2018

Southern Southeast Central Suncoast Northwest Northeast



Statewide Total

Jan-19 2827 -11.12%

Nov-19 2980 -6.41%

Sep-19 3058 -3.96%

Apr-19 3078 -3.33%

Oct-18 3201 0.53%

Sep-18 3184 Baseline

Sep-18 Oct-18 Apr-19
Sept
2019

Nov
2019 Jan-20

%
change
within
each
region

Southern 420 405 395 384 386 350 16.67%

Southeast 1275 1247 1085 1041 993 946 -25.80%

Central 428 450 495 548 496 482 10.19%

-12.00%

-10.00%

-8.00%

-6.00%

-4.00%

-2.00%
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Suncoast 496 520 521 528 513 497 1.00%

Northwest 205 212 226 204 199 204 -0.49%

Northeast 360 367 356 353 393 348 -3.33%
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Southern Southeast Central Suncoast Northwest Northeast

Licensed Components by Region: Regional
Changes

Sep-18 Oct-18 Apr-19 Sept 2019 Nov 2019 Jan-20
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F L O R I D A  H O U S E  O F  R E P R E S E N T A T I V E S 

 

 

 

A bill to be entitled 1 

An act relating to substance abuse services; amending 2 

s. 397.4073, F.S.; specifying that certified recovery 3 

residence administrators and certain persons 4 

associated with certified recovery residences are 5 

subject to certain background checks; requiring, 6 

rather than authorizing, the exemption from 7 

disqualification from employment for certain substance 8 

abuse service provider personnel; amending s. 397.487, 9 

F.S.; deleting a provision relating to background 10 

screenings for certain persons associated with 11 

applicant recovery residences; amending s. 397.4872, 12 

F.S.; deleting provisions relating to exemptions from 13 

disqualification for certain persons associated with 14 

recovery residences; amending s. 817.505, F.S.; 15 

revising provisions relating to payment practices 16 

exempt from prohibitions on patient brokering; 17 

amending ss. 397.4871 and 435.07, F.S.; conforming 18 

provisions to changes made by the act; providing an 19 

effective date. 20 

 21 

Be It Enacted by the Legislature of the State of Florida: 22 

 23 

 Section 1.  Paragraph (a) of subsection (1) and paragraph 24 

(b) of subsection (4) of section 397.4073, Florida Statutes, are 25 

item 5a
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amended to read: 26 

 397.4073  Background checks of service provider personnel.— 27 

 (1)  PERSONNEL BACKGROUND CHECKS; REQUIREMENTS AND 28 

EXCEPTIONS.— 29 

 (a)  For all individuals screened on or after July 1, 2020 30 

2019, background checks shall apply as follows: 31 

 1.  All owners, directors, chief financial officers, and 32 

clinical supervisors of service providers are subject to level 2 33 

background screening as provided under s. 408.809 and chapter 34 

435. Inmate substance abuse programs operated directly or under 35 

contract with the Department of Corrections are exempt from this 36 

requirement. 37 

 2.  All service provider personnel who have direct contact 38 

with children receiving services or with adults who are 39 

developmentally disabled receiving services are subject to level 40 

2 background screening as provided under s. 408.809 and chapter 41 

435. 42 

 3.  All peer specialists who have direct contact with 43 

individuals receiving services are subject to level 2 background 44 

screening as provided under s. 408.809 and chapter 435. 45 

 4.  All certified recovery residence owners, directors, 46 

chief financial officers, and certified recovery residence 47 

administrators are subject to level 2 background screening as 48 

provided under s. 408.809 and chapter 435. 49 

 (4)  EXEMPTIONS FROM DISQUALIFICATION.— 50 

item 5a
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 (b)  Since rehabilitated substance abuse impaired persons 51 

are effective in the successful treatment and rehabilitation of 52 

individuals with substance use disorders, for service providers 53 

which treat adolescents 13 years of age and older, service 54 

provider personnel whose background checks indicate crimes under 55 

s. 796.07(2)(e), s. 810.02(4), s. 812.014(2)(c), s. 817.563, s. 56 

831.01, s. 831.02, s. 893.13, or s. 893.147, and any related 57 

criminal attempt, solicitation, or conspiracy under s. 777.04, 58 

shall may be exempted from disqualification from employment 59 

pursuant to this paragraph. 60 

 Section 2.  Subsection (6) of section 397.487, Florida 61 

Statutes, is amended to read: 62 

 397.487  Voluntary certification of recovery residences.— 63 

 (6)  All owners, directors, and chief financial officers of 64 

an applicant recovery residence are subject to level 2 65 

background screening as provided under s. 408.809 and chapter 66 

435. A recovery residence is ineligible for certification, and a 67 

credentialing entity shall deny a recovery residence's 68 

application, if any owner, director, or chief financial officer 69 

has been found guilty of, or has entered a plea of guilty or 70 

nolo contendere to, regardless of adjudication, any offense 71 

listed in s. 408.809(4) or s. 435.04(2) unless the department 72 

has issued an exemption under s. 397.4073 or s. 397.4872. In 73 

accordance with s. 435.04, the department shall notify the 74 

credentialing agency of an owner's, director's, or chief 75 
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financial officer's eligibility based on the results of his or 76 

her background screening. 77 

 Section 3.  Section 397.4872, Florida Statutes, is amended 78 

to read: 79 

 397.4872  Exemption from disqualification; Publication.— 80 

 (1)  Individual exemptions to staff disqualification or 81 

administrator ineligibility may be requested if a recovery 82 

residence deems the decision will benefit the program. Requests 83 

for exemptions must be submitted in writing to the department 84 

within 20 days after the denial by the credentialing entity and 85 

must include a justification for the exemption. 86 

 (2)  The department may exempt a person from ss. 397.487(6) 87 

and 397.4871(5) if it has been at least 3 years since the person 88 

has completed or been lawfully released from confinement, 89 

supervision, or sanction for the disqualifying offense. An 90 

exemption from the disqualifying offenses may not be given under 91 

any circumstances for any person who is a: 92 

 (a)  Sexual predator pursuant to s. 775.21; 93 

 (b)  Career offender pursuant to s. 775.261; or 94 

 (c)  Sexual offender pursuant to s. 943.0435, unless the 95 

requirement to register as a sexual offender has been removed 96 

pursuant to s. 943.04354. 97 

 (3)  By April 1, 2016, each credentialing entity shall 98 

submit a list to the department of all recovery residences and 99 

recovery residence administrators certified by the credentialing 100 
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entity that hold a valid certificate of compliance. Thereafter, 101 

the credentialing entity must notify the department within 3 102 

business days after a new recovery residence or recovery 103 

residence administrator is certified or a recovery residence or 104 

recovery residence administrator's certificate expires or is 105 

terminated. The department shall publish on its website a list 106 

of all recovery residences that hold a valid certificate of 107 

compliance. The department shall also publish on its website a 108 

list of all recovery residence administrators who hold a valid 109 

certificate of compliance. A recovery residence or recovery 110 

residence administrator shall be excluded from the list upon 111 

written request to the department by the listed individual or 112 

entity. 113 

 Section 4.  Paragraph (a) of subsection (3) of section 114 

817.505, Florida Statutes, is amended to read: 115 

 817.505  Patient brokering prohibited; exceptions; 116 

penalties.— 117 

 (3)  This section shall not apply to the following payment 118 

practices: 119 

 (a)  Any discount, payment, waiver of payment, or payment 120 

practice not prohibited expressly authorized by 42 U.S.C. s. 121 

1320a-7b(b) 42 U.S.C. s. 1320a-7b(b)(3) or regulations 122 

promulgated adopted thereunder regardless of whether such 123 

discount, payment, waiver of payment, or payment practice 124 

involves items or services for which payment may be made in 125 
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whole or in part under federal healthcare programs as defined in 126 

42 U.S.C. s. 1320a-7b(f), as that definition exists on July 1, 127 

2020. 128 

 Section 5.  Subsection (5) of section 397.4871, Florida 129 

Statutes, is amended to read: 130 

 397.4871  Recovery residence administrator certification.— 131 

 (5)  All applicants are subject to level 2 background 132 

screening as provided under chapter 435. An applicant is 133 

ineligible, and a credentialing entity shall deny the 134 

application, if the applicant has been found guilty of, or has 135 

entered a plea of guilty or nolo contendere to, regardless of 136 

adjudication, any offense listed in s. 408.809 or s. 435.04(2) 137 

unless the department has issued an exemption under s. 397.4073 138 

or s. 435.07 s. 397.4872. In accordance with s. 435.04, the 139 

department shall notify the credentialing agency of the 140 

applicant's eligibility based on the results of his or her 141 

background screening. 142 

 Section 6.  Subsection (2) of section 435.07, Florida 143 

Statutes, is amended to read: 144 

 435.07  Exemptions from disqualification.—Unless otherwise 145 

provided by law, the provisions of this section apply to 146 

exemptions from disqualification for disqualifying offenses 147 

revealed pursuant to background screenings required under this 148 

chapter, regardless of whether those disqualifying offenses are 149 

listed in this chapter or other laws. 150 

item 5a
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 (2)  Persons employed, or applicants for employment, by 151 

treatment providers who treat adolescents 13 years of age and 152 

older who are disqualified from employment solely because of 153 

crimes under s. 796.07(2)(e), s. 810.02(4), s. 812.014(2)(c), s. 154 

817.563, s. 831.01, s. 831.02, s. 893.13, or s. 893.147, or any 155 

related criminal attempt, solicitation, or conspiracy under s. 156 

777.04, shall may be exempted from disqualification from 157 

employment pursuant to this chapter without application of the 158 

waiting period in subparagraph (1)(a)1. 159 

 Section 7.  This act shall take effect July 1, 2020. 160 

item 5a
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Draft Legislation 2018 part 1

397.4873 Referrals to or from recovery1

residences; prohibitions; penalties.2

(1) A service provider licensed under this part3

may not make a referral of a prospective,4

current, or discharged patient to, or accept a5

referral of such a patient from, a recovery6

residence unless the recovery residence holds7

a valid certificate of compliance as provided8

in s. 397.487 and is actively managed by a9

certified recovery residence administrator as10

provided in s. 397.4871.11

(5) In addition to any other punishment authorized12

by law, any person who knowingly and willfully13

violates paragraph (1) commits a misdemeanor of the14

first degree, punishable as provided in s. 775.08215

or s. 775.083.16

(5)(6) Nothing in this section requires a licensed17

service provider to refer a patient to or to accept18

a referral of a patient from a recovery residence.19

20

21
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An Analysis of Community Responses from
Facing the Crisis 2018 & 2019 Forums and of

Café Conversations Notes from the South
Florida Recovery Action Forum 2019

SCOTT RICE, MD, PHD, MBA, MS

Item 6



Introduction

 Facing the Crisis (FTC) forums brought Recovery Leadership
together, providing an opportunity to gather feedback on
their views concerning areas of progress as well as areas still
needing improvement for mitigating the opioid epidemic
(and advancing Behavioral Health at FTC 2019)

 Both FTC forums collected answers by attendees to specific
questions to produce Community Responses

 FTC 2019 had break-out sessions as well to allow
conversations between community leaders and others

 Notes from Community Conversations at SFRAF 2019 were
also analyzed



Introduction (Cont.)

 Purpose of the analysis was to identify emerging Trends,
Objectives, and Consensuses that can help drive and
direct the Strategic Priorities.

 Accomplish purpose by distilling-down different sets of
information into actionable items the Steering
Committee and subcommittee members can consider
incorporating them into their strategic planning.

 The analyses are strategically empirical and qualitative.

 Top 5 Most frequent answers to questions are reported
here.



Facing the Crisis 2019 - Facilitator
Summary Information (Exhibit A)

 Eleven different facilitators submitted 17 completed
Community Response Forms.

 Assumption: Responses in Facilitator Community Response
Summaries likely reflect what resonates throughout the PBC
recovery advocates and leadership communities.

 Imbalance in number of summaries for a given Strategic
Priority (7 for Treatment & Recovery, 2-3 for the others)

 Responses were generally not specific to the Strategic
Priority, so bundled without respect to Strategic Priority
(“High-level view”) to facilitate identifying information
relevant to the mission of the Steering Committee and the
emerging subcommittees.



FTC Responses Analysis Methods

 A high-level view provides an opportunity to avoid gaps
and barriers between Strategic Priorities that can create
silos

 Responses bundled based on similarities in answer
language/wording which inherently enters an element of
subjectivity (upon subjectivity, upon subjectivity)

 The six Strategic Priorities must be fully integrated +
organizationally aligned = Coordination

 The six Strategic Priorities must be coordinated and operate
in concert to maximally mitigate the opioid epidemic



Question “A” with Responses

A) From your perspective, what do you view as the top 3-5
community successes in addressing the opioid epidemic?

 Increased accessibility to naloxone

 Peer Support Services/Rebel Recovery

 Sober Home Task Force/Legislation/Law Enforcement

 Improved community/parent awareness, education,
and involvement

 Harm reduction (including MAT & Needle-exchange
Program)



Question “B” with Responses

B) From your perspective, what do you view as the top 3-5
remaining challenges in addressing the opioid epidemic?

 Insufficient funding of initiatives and organizations

 Adequate safe recovery housing and facilities

 Increased Payer/Health insurance involvement

 Better collaboration, alignment, and partnering
between entities

 Medical community involvement and reform



Question “C” with Responses

C) From your perspective, what do you view as the top 3-5
remaining challenges in addressing the overall behavioral
health system?

 Addressing Social Determinants of Health such as housing,
transportation, education, and employment

 Community awareness/education

 Increased and improved mental health resources

 Integration of behavioral health and SUD services (i.e. dual
diagnoses)

 Parity/equity and disparity issues



Questions “D” & “E”

C) Please share any additional thoughts important to Palm
Beach County’s opioid response.

 Few responses; no change or additions to the above
responses necessary

D) Please share any additional thoughts important to Palm
Beach County’s behavioral health system.

 Few responses; no change or additions to the above
responses necessary



Analysis of Community Responses from
Facing the Crisis 2018 Attendees (Exhibit B)

 Information derived from 41 responses to questions
answered by attendees interested in becoming more
involved in the PBC recovery movement.

 No break-out conversations during th FTC 2018 forum

 Only 2 questions

 Summaries from the FTC 2019 forum provided by
Facilitators during specific Strategic Priority break-out
sessions are difficult to compare to the 2018 forum
individual responses.



Question “A” with Responses

A) From your perspective, what do you view as community
successes in addressing the opioid epidemic?

 Fewer opioid-related deaths

 Improved community/parent awareness, education, and
involvement

 Harm reduction (e.g. MAT)

 Sober Home Task Force/Legislation/ Fraud and Corruption
reduction

 Education of children, youth, and adults



Question “B” with Responses

B) From your perspective, what do you view as the
remaining challenges in addressing the opioid epidemic?

 Improved community/parent awareness, education,
and involvement

 Increased harm reduction (including MAT for OD
prevention)

 Health Insurance/payer involvement

 Collaboration/partnering of entities

 Medical community reform with increased participation



Positive Changes From 2018 to 2019

 Increased peer support services

 Implementation of more Harm Reduction, including, but
not limited to, MAT and the Needle Exchange Program.

 Greater Sober Home Task Force influence/Added
legislation/Reduced corruption

 Improved community education/awareness

 Better recognition of need for increased behavioral
health services and integration with SUDs



South Florida Recovery Action Forum July
20, 2019 Café Conversation Notes
(Attachment)

Café Conversations topics are like the answers to
questions asked at the FTC forums

The Café Conversations Notes based on questions
under the following topics:

 Advancing collaboration& Integration for
mental health and substance use conditions

 Peer support

 Increasing Family support and education

 Recovery supports for youth



South Florida Recovery Action Forum
July 20, 2019 Café Conversation Notes

(Cont.)

 Increasing the recovery-orientation of
Treatment

Addressing stigma

Housing

 Increasing support for people in the criminal
justice system

Harm reduction and MAT



Café Conversations Questions

 Questions under Café Conversations topics were
generally asking about available resources and current
conditions, solutions for how to accomplish topic, or
suggestions for improvement.



Café Conversations Similarities to the
FTC Forums

 The Café Conversations topics and answers to questions
contained language like that found in the Community
Responses. Multiple examples of these words and phrases
were extracted from the Café Conversations Notes as
follows:

 “Need for more collaboration”, “Better education about
mental illness”, “Programs in the schools”, “Training programs
for children”, “PEER SUPPORT””, “Parity, “Funding”,
“community support, services, and resources”, “More
education and discussions”, “HARM REDUCTION AND MAT”,
“MAT”, “NEPs are important”, “Discriminatory”, “ educating
communities”, “HOUSING” “Jobs, “community”, housing”,
“vocational training”



Conclusions

 There are common themes running throughout the Facing the Crisis
forums Community Responses and the Café Conversations Notes
(e.g. Social Determinants of Health) indicating Recovery Advocacy
Leadership is well aligned.

 Positive changes and possible solutions are being realized.

 Going forward, further elucidation of emerging trends, goals, and
consensuses from the analyzed information and other acquired
information will best be achieved by performing quantitative
analyses that employ an advanced analytics platform. Fortunately,
the quantitative process is underway.

 Findings of analyses (both qualitative & quantitative) of existing
information can help drive and direct the Strategic Priorities of the
PBC ORP Steering Committee and related subcommittees.
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Addicted seniors a serious problem: Opioid use among
the older population

Nov 12, 2019

The public is quickly learning that drug abuse goes beyond the illegal substances that

are purchased on the street. Abuse of drugs extends to the prescription medications

sitting in many medicine cabinets.

While teenagers and young adults may be the first to be stereotyped as prescription

drug abusers, seniors may have unwittingly become mixed up in one of the most

misused prescription classes: opioid pain relievers.

Addicted seniors a serious problem: Opioid use among the older population | | standard-jo...



The problem of opioid abuse has been a growing issue for years. The National

Institute on Drug Abuse estimates 2.1 million people in the United States suffer from

substance abuse of opioid pain relievers. Older patients are increasingly and

repeatedly prescribed opioids to address chronic pain from arthritis, cancer and other

problems that become more apparent as people age.

Data from U.S. Medicare recipients found that, in 2011, roughly 15% of seniors were

prescribed an opioid after being discharged from the hospital. When followed up on

three months later, 42% were still taking the medication. Fast forward to 2015, and

almost one-third of all Medicare patients were prescribed opioid painkillers by their

physicians, says AARP. The Canadian Institute for Health Information says adults

between the ages of 45 and 64 and seniors age 65 and older had the highest rates of

hospitalizations due to opioid poisoning over the past 10 years.

Addicted seniors a serious problem: Opioid use among the older population | | standard-jo...



AARP also indicates nearly three million Americans age 50 or older have started to

take painkillers for reasons beyond what their doctors prescribed. Experts from the

Physicians for Responsible Opioid Prescribing warn that dependence on opioids can

set in after just a few days. Discomfort and side effects can occur when the pills are

stopped. Opioids can decrease pain at first, but many people find they can be less

effective over time. As a result, patients need to take greater amounts. Although many

people can take opioids in small doses for short periods of time without problems,

many find themselves overcome by a troubling addiction. Some doctors prefer not to

use opioids as a first line of treatment for chronic pain.

Another possible risk of opioids among seniors is that the medication can cause

disorientation that may lead to falls and fractures. The senior care resource A Place

for Mom also says that prescription narcotics may increase risk of respiratory arrest.

What’s more, an older body may not absorb and filter medicines as effectively as

younger bodies can. This means that older adults might become addicted to or have

side effects from a prescription drug at a lower dose.

Seniors concerned about opioids can discuss other options with their doctors, such as

nonopioid medications and alternative therapies for pain management, like massage

or acupuncture. If opioids are prescribed, ask for the lowest dose and don’t exceed

the time frame for taking the medicine. Only take the pills when absolutely necessary,

and never mix opioids with alcohol or other substances.

Addicted seniors a serious problem: Opioid use among the older population | | standard-jo...
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Finalized Policy, Payment, and Quality Provisions Changes to the

Medicare Physician Fee Schedule for Calendar Year 2020

On November 1, 2019, the Centers for Medicare & Medicaid Services

(CMS) issued a final rule that includes updates to payment policies,

payment rates, and quality provisions for services furnished under the

Medicare Physician Fee Schedule (PFS) effective on or after January 1,

2020.

The calendar year (CY) 2020 PFS final rule is one of several rules that

reflect a broader Administration-wide strategy to create a healthcare

system that results in better accessibility, quality, affordability,

empowerment, and innovation.

Background on the Physician Fee Schedule

Payment is made under the PFS for services furnished by physicians

and other practitioners in all sites of service. These services include,

but are not limited to, office visits, surgical procedures, diagnostic

tests, therapy services, and specified preventive services.
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In addition to physicians, payment is made under the PFS to a variety

of practitioners and entities, including nurse practitioners, physician

assistants, and physical therapists, as well as radiation therapy

centers and independent diagnostic testing facilities.

Payments are based on the relative resources typically used to furnish

the service. Relative value units (RVUs) are applied to each service for

physician work, practice expense, and malpractice. These RVUs

become payment rates through the application of a conversion factor.

Payment rates are calculated to include an overall payment update

specified by statute.

PAYMENT PROVISIONS

CY 2020 PFS Ratesetting and Conversion Factor

We are finalizing a series of standard technical proposals involving

practice expense, including the implementation of the second year of

the market-based supply and equipment pricing update, and standard

rate setting refinements to update premium data involving malpractice

expense and geographic practice cost indices (GPCIs).

With the budget neutrality adjustment to account for changes in

RVUs, as required by law, the finalized CY 2020 PFS conversion factor

is $36.09, a slight increase of $0.05 above the CY 2019 PFS

conversion factor of $36.04.

Medicare Telehealth Services

For CY 2020, we are adding the following codes to the list of telehealth

services: HCPCS codes G2086, G2087, G2088, which describe a

bundled episode of care for treatment of opioid use disorders.

Evaluation and Management (E/M) Services

Consistent with our goal to reduce burden, we are aligning our E/M

coding with changes adopted by the American Medical Association

(AMA) Current Procedural Terminology (CPT) Editorial Panel for

office/outpatient E/M visits. The CPT coding changes retain 5 levels of

coding for established patients, reduce the number of levels to 4 for

office/outpatient E/M visits for new patients, and revise the code

definitions. The CPT code changes also revise the times and medical

decision making process for all of the codes, and requires performance

of history and exam only as medically appropriate. The CPT code
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changes also allow clinicians to choose the E/M visit level based on

either medical decision making or time.

We are adopting the AMA Specialty Society Relative Value Scale

Update Committee (RUC) recommended values for the

office/outpatient E/M visit codes for CY 2021 and the new add-on CPT

code for prolonged service time. The AMA RUC-recommended values

will increase payment for office/outpatient E/M visits. The RUC

recommendations reflect a robust survey approach by the AMA,

including surveying more than 50 specialty types, and demonstrating

that office/outpatient E/M visits are generally more complex and

require additional resources for most clinicians.

We are also strengthening the Medicare-specific payment for

office/outpatient E/M visits for primary care and non-procedural

specialty care that we finalized in the CY 2019 PFS final rule.  We have

simplified this payment by using a single add-on code describing the

work associated with visits that are part of ongoing, comprehensive

primary care and/or visits that are part of ongoing care related to a

patient’s single, serious, or complex chronic condition. This will be

implemented in CY 2021.

We are not adopting changes to the global surgery codes, as we

continue to evaluate data.          

Physician Supervision Requirements for Physician Assistants (PAs)

We are updating our regulation on physician supervision of PAs to

give PAs greater flexibility to practice more broadly in the current

health care system in accordance with state law and state scope of

practice. In the absence of any state rules, CMS is finalizing a revision

to the current supervision requirement to clarify that physician

supervision is a process in which a PA has a working relationship with

one or more physicians to supervise the delivery of their health care

services. Such physician supervision is evidenced by documenting the

PA’s scope of practice and indicating the working relationship(s) the

PA has with the supervising physician(s) when furnishing professional

services.

Review and Verification of Medical Record Documentation

To reduce burden, we are finalizing broad modifications to the

documentation policy so that physicians, physician assistants, and
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advanced practice registered nurses (APRNs – nurse practitioners,

clinical nurse specialists, certified nurse-midwives and certified

registered nurse anesthetists) can review and verify (sign and date),

rather than re-documenting, notes made in the medical record by

other physicians, residents, medical, physician assistant, and APRN

students, nurses, or other members of the medical team.

Care Management Services

For CY 2020, we are finalizing our proposal to increasing payment for

transitional care management (TCM) services which are care

management services provided to beneficiaries after discharge from

an inpatient stay or certain outpatient stays.

We are creating a Medicare-specific code for additional time spent

beyond the initial 20 minutes allowed in the current coding for chronic

care management (CCM) services, which are services provided to

beneficiaries with multiple chronic conditions over a calendar month. 

Recognizing that clinicians across all specialties manage the care of

beneficiaries with chronic conditions, we are also creating new coding

for principal care management (PCM) services, for patients with only a

single serious and high-risk chronic condition. 

Medicare Coverage for Opioid Use Disorder Treatment Services

Furnished by Opioid Treatment Programs (OTPs)

Section 2005 of the Substance Use–Disorder Prevention that Promotes

Opioid Recovery and Treatment for Patients and Communities Act

(SUPPORT Act) established a new Medicare Part B benefit for opioid

use disorder (OUD) treatment services, including medications for

medication- assisted treatment (MAT), furnished by opioid treatment

programs (OTPs).

CMS is implementing this benefit beginning January 1, 2020, as

required by the SUPPORT Act.

• CMS is finalizing the definition of OUD treatment services which

includes:

◦ FDA-approved opioid agonist and antagonist treatment

medications,
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◦ The dispensing and administering of such medications (if

applicable),

◦ Substance use counseling,

◦ Individual and group therapy,

◦ Toxicology testing which includes both presumptive and definitive

testing,

◦ Intake activities, and

◦ Periodic assessments.

• As required by the SUPPORT Act, SAMHSA certification is required

as part of the enrollment policy and process for OTPs. Additionally,

CMS is finalizing that OTPs that have been fully and continuously

certified by SAMHSA since October 23, 2018 will be assigned to the

“moderate risk” level of categorical screening, OTPs that have not

been fully and continuously certified by SAMHSA since that date will

be assigned to the “high risk” screening level.

• CMS is finalizing bundled payment rates for OTPs based on the

medication administered for episodes of care for a period of one

week in duration. The bundled payment rate is based on a drug and

non-drug component, and is stratified into several codes to account

for differences in beneficiaries’ clinical needs. CMS also finalized an

increased payment rate for the non-drug component of the bundled

payment rate and add-on codes for intake activities, periodic

assessments and take-home doses of drugs.

• For the drug component of the OTP bundle, CMS finalized a payment

of average sales price (ASP) percent for a drug, when ASP data are

available. For methadone, CMS will use TRICARE pricing when ASP

is not available. For oral buprenorphine, CMS is finalizing using

National Average Drug Acquisition Cost pricing when ASP data are

not available.

• CMS is finalizing a policy to allow counseling and therapy services

described in the bundled payments, to be furnished via two-way

interactive audio-video communication technology as clinically

appropriate; and
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• CMS is also finalizing that there will be zero beneficiary copayment

for 2020.

OTP providers must enroll in Medicare to receive Medicare payment for

these services.

Additional information on how to enroll in Medicare is available at

https://www.cms.gov/Center/Provider-Type/Opioid-Treatment-

Program-Center.html

Bundled Payments under the PFS for Opioid Use Disorders

A bundled payment for the management and counseling for OUD, will

create an avenue for clinicians to bill for a group of services in the

office setting similar to the services being paid for under the new OTP

benefit for opioid treatment program clinics. CMS is finalizing the

creation of new coding and payment for a monthly bundle of services

for the treatment of OUD that includes overall management, care

coordination, individual and group psychotherapy, and substance use

counseling, as well as an add-on code for additional counseling. The

individual psychotherapy, group psychotherapy, and substance use

counseling included in these codes could be furnished as Medicare

telehealth services using communication technology as clinically

appropriate. CMS will consider coding and payment amounts that

recognize different levels of patient need and different types of

practice arrangements for future rulemaking, including use of MAT in

the emergency department setting. 

Therapy Services

In the CY 2019 PFS final rule, to implement the statutory requirements

regarding therapy assistants, CMS established modifiers to identify

therapy services that are furnished in whole or in part by physical

therapy (PT) and occupational therapy (OT) assistants, and set a de

minimis 10 percent standard for when these modifiers will apply to

specific services.

OTHER PROVISIONS

Ambulance Services

To reduce provider/supplier burden and in response to stakeholder

comments, CMS is clarifying that there is no CMS-prescribed form for

certification statements for ambulance transports. Ambulance
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suppliers and providers are free to choose the format by which the

required information is displayed. We made clear that forms, which

are required in fulfilling other legal requirements associated with

transports, may also satisfy the function of the certification statement.

CMS is also granting ambulance suppliers and providers greater

flexibility around who may sign a non-physician certification

statement in certain circumstances. CMS is adding licensed practical

nurses (LPNs), social workers and case managers to the list of staff

members who may sign the non-physician certification statement if

the provider/supplier is unable to obtain the attending physician’s

signature.

Ground Ambulance Data Collection System

The Bipartisan Budget Act (BBA) of 2018 requires the Secretary to

develop a data collection system to collect cost, revenue, utilization,

and other information determined appropriate with respect to ground

ambulance providers and suppliers. CMS is finalizing the data

collection format and elements with some modifications based on

comments received. CMS is also finalizing a sampling methodology

that CMS will use to identify ground ambulance organizations for

reporting each year through 2024 and not less than every 3 years

after 2024, as well as the data collection and reporting timeframes

that selected ground ambulance organizations will need to satisfy.

Ground ambulance organizations that are selected to report, but fail to

sufficiently submit the required data, will be applied a 10% reduction

to payments made under the Ambulance Fee Schedule unless they are

granted a hardship exemption by CMS.

Open Payments Program

CMS’s Open Payments program promotes a transparent and

accountable healthcare system by annually publishing the financial

relationships that physicians and teaching hospitals (known as

“covered recipients”) have with applicable manufacturers and group

purchasing organizations (GPOs). The program has been successful in

disclosing over 64 million records since August of 2013. CMS continues

to make adjustments to the program to reflect new statutory

requirements and stakeholder feedback. Therefore, CMS is proposing

several changes to Open Payments: 1) expanding the definition of

“covered recipient;” (as required by the SUPPORT Act) 2); modifying
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payment categories; and 3) standardizing data on reported medical

devices.

Medicare Shared Savings Program

CMS appreciates the comments received on how to potentially align

the Medicare Shared Savings Program quality performance scoring

methodology more closely with the Merit-based Incentive Payment

System (MIPS) quality performance scoring methodology And will

consider these for future rulemaking. We recognize that accountable

care organizations (ACOs) and their participating providers and

suppliers dedicate resources to performing well on quality metrics. We

believe that aligning quality metrics across programs will reduce

burden and will allow ACOs to more effectively target their resources

toward improving care. We are finalizing refinements to updating the

Shared Savings Program measure set by reverting two measures to

pay-for- reporting for a limited time due to substantive changes.

We finalized refinements to the Shared Savings Program measure set

by: 1) reverting ACO 43: Ambulatory Sensitive Condition Acute

Composite (AHRQ) Prevention Quality Indicator ((PQI) #91) (version

with additional risk adjustment)  measure to pay-for- reporting for

performance years 2020 and 2021 due to a substantive change made

by the measure owner,  2) maintain ACO-17: Preventive Care and

Screening: Tobacco Use: Screening and Cessation Intervention as pay-

for-reporting for performances year 2019 as the Quality Payment

Program is finalizing a substantive change update to the numerator

guidance to the measure, and 3) not finalizing to remove ACO-14;

Preventive Care and Screening: Influenza Immunization and replace it

with the Adult Immunization Status measure in the CMS Web

Interface as finalized under the Quality Payment program.
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Sign up to get the latest information about your choice of CMS

topics in your inbox. Also, you can decide how often you want to

get updates.

A federal government website managed and paid for by the U.S. Centers for Medicare & Medicaid Services.

7500 Security Boulevard, Baltimore, MD 21244
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About Us

About the AMA

The American Medical Association is the powerful ally and unifying voice for America’s 
physicians, the patients they serve, and the promise of a healthier nation. The AMA attacks 
the dysfunction in health care by removing obstacles and burdens that interfere with patient 
care. It reimagines medical education, training, and lifelong learning for the digital age to help 
physicians grow at every stage of their careers, and it improves the health of the nation by 
confronting the increasing chronic disease burden.

For more information, visit ama-assn.org.

About Manatt Health

Manatt Health combines legal excellence, firsthand experience in shaping public policy, 
sophisticated strategy insight, and deep analytic capabilities to provide uniquely valuable 
professional services to the full range of health industry players.

Our diverse team of more than 160 attorneys and consultants from Manatt, Phelps & Phillips, 
LLP, and its consulting subsidiary, Manatt Health Strategies, LLC, is passionate about helping 
our clients advance their business interests, fulfill their missions, and lead health care 
into the future.

For more information, visit https://www.manatt.com/Health.

https://www.ama-assn.org/
https://www.manatt.com/Health
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The American Medical Association (AMA) and Manatt Health recently undertook an in-depth 
analysis of the response to the opioid epidemic by 4 states: Colorado, Mississippi, North 
Carolina, and Pennsylvania. The analysis focuses on state efforts in 6 key areas to identify 
best practices and provide a roadmap for all states to follow in order to increase access to 
high-quality, evidence-based treatment for persons with a substance use disorder (SUD) or 
who need comprehensive, multidisciplinary, multimodal pain care, and to increase access to 
naloxone to save lives from overdose. The analysis also highlights the need to evaluate state-
level data and state policies in order to determine what is working while amending actions and 
policies that may be having unintended consequences.

Before turning to the 6 key areas where states can act, we highlight 4 key themes that emerged 
from our work:

 � States must be willing to use their oversight and enforcement authority. State 
regulators have differing degrees of authority to pursue policies and changes that can have 
a significant impact on reducing barriers and improving patient care, but the extent to 
which they use these tools to increase access to evidence-based treatment or hold payers 
and others accountable for impeded access varies considerably.

 � Medicaid is leading the way. Medicaid is on the front lines and often provides more 
comprehensive care for substance use disorders than the commercial insurance market 
does; there may be opportunities to extend Medicaid successes to commercial coverage. 
Expanding Medicaid would help even more patients.

 � Grants are helpful, but long-term implementation needs long-term, sustainable 
funding. Many best practices that are helping save lives are grant-funded and need long-
term, sustainable funding to continue benefiting patients. Without reliable funding streams, 
programs that help save lives will simply go away.

 � The process of evaluating what works is just starting. Some states have undertaken 
efforts to evaluate current policies and programs to determine what is actually working; 
most of these evaluations are just beginning. Comprehensive analysis is essential in order to 
focus resources on successful interventions—and to revise or rescind policies that are having 
unintended consequences.

I. Introduction
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The 4 state spotlights highlight lessons 
learned from Medicaid directors, insurance 
commissioners, and other state officials, 
but many of those lessons are relevant 
for governors, state regulators, attorneys 
general, federal policymakers, and other 
public- and private-sector leaders who 
drive states’ responses to the epidemic. We 
also should note that many of our findings 
are most relevant for patients with either 
Medicaid or state-regulated commercial 
insurance coverage. Individuals without 
affordable coverage are very unlikely to 
receive sustained treatment. This means 
that states that have expanded Medicaid 
coverage to low-income adults are, at 
baseline level, far ahead of those that have 
not expanded in terms of addressing this 
epidemic. We urge all states to expand 
their Medicaid programs as allowed 
under the Affordable Care Act (ACA) as 
a key step in addressing the epidemic.

“We are at a crossroads in our 
nation’s efforts to end the opioid 
epidemic. It is time to end delays 
and barriers to medication-assisted 
treatment (MAT)—evidence-based 
care proven to save lives; time for 
payers, PBMs and pharmacy chains 
to reevaluate and revise policies that 
restrict opioid therapy to patients 
based on arbitrary thresholds; 
and time to commit to helping all 
patients access evidence-based care 
for pain and substance use disorders. 
Physicians must continue to 
demonstrate leadership, but unless 
and until these actions occur, the 
progress we are making will not stop 
patients from dying.”

Patrice A. Harris, MD, MA, President, 
American Medical Association; Chair, 
AMA Opioid Task Force
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Exhibit 1. State Officials Recognize the Need to Increase Access to Treatment

“If even one person is delayed access to the treatment they need, it is one person 
too many.”

Pennsylvania Governor Tom Wolf

“Addressing this epidemic will require an ongoing, sustained effort comprised of multiple 
strategies and with coordination and partnership across a wide range of stakeholders 
including law enforcement, education, health care, policymakers, philanthropy, 
advocates, and the business community. While we have made progress in addressing this 
crisis, we have much more work to do.”

Mandy K Cohen, MD, MPH, and Susan M Kansagra, MD, MBA, North Carolina Department of Health and 
Human Services

“Far too many Mississippi families and communities have suffered the devastating effects 
of opioid and heroin use disorder. . . . We hope to inspire Mississippians to work together 
to build healthier communities by understanding the dangers of opioids, learning the 
signs and symptoms of addiction, and finding out about treatment for themselves or 
people they know who may be suffering.”

Diana Mikula, executive director, Mississippi Department of Mental Health

“Right now, we have a 90% treatment gap for patients with substance use disorders. 
Theoretically, this situation would be similar to a cancer patient going to a treatment 
center and being told, ‘Sorry, we can only give treatment to 1 out of 10 people.’”

Rob Valuck, director, the Colorado Consortium for Prescription Drug Abuse and Prevention
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This national roadmap highlights 6 key areas where regulators, policymakers, and other key 
stakeholders can take action.

 � Access to evidence-based treatment for opioid use disorder. Remove prior 
authorization and other barriers to medication-assisted treatment (MAT) for opioid use 
disorder—and ensure MAT is affordable.

 � Parity enforcement. Increase oversight and enforcement of mental health and substance 
use disorder parity laws.

 � Network adequacy/workforce enhancement. Ensure adequate networks that allow 
for timely access to addiction medicine physicians and other health care professionals; 
this includes payment reforms, collaborative care models, and other efforts to bolster and 
support the nation’s opioid use disorder treatment workforce.

 � Pain management. Enhance access to comprehensive, multidisciplinary, multimodal pain 
care, including non-opioid and non-pharmacologic pain care options.

 � Access to naloxone. Reduce harm by expanding access to naloxone and coordinating care 
for patients in crisis.

 � Evaluation. Evaluate policies and outcomes to identify what is working, so as to build on 
the most successful efforts, and also to identify policies and programs that may need to be 
revised or rescinded.
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Health care experts and researchers agree that medication-assisted treatment (MAT) is proven 
to help maintain recovery and prevent death in patients with opioid use disorder (OUD). The 
surgeon general’s “Spotlight on Opioids” report calls MAT the “gold standard” of treatment 
for OUD.1 Patients who use MAT to treat their opioid use disorder remain in therapy longer 
than people who do not, and they are also less likely to use illicit opioids. MAT helps decrease 
overdose deaths and reduce the transmission of infectious diseases, including HIV and hepatitis 
C. FDA-approved MAT for OUD includes buprenorphine, buprenorphine-naloxone combination 
products, naltrexone, and methadone.

Despite strong evidence that MAT is the most effective treatment option for many individuals 
with OUD, barriers to MAT persist, including inadequate provider networks, stigma that 
keeps some patients and providers from utilizing MAT, high cost-sharing for MAT, and prior 
authorization requirements.

When a patient is ready to begin MAT, barriers such as prior authorization should not delay 
or prevent care. Such administrative delays could make the difference between recovery and 
continuation of opioid-related harm or even death by overdose. There is no medical or policy 
need that justifies delaying or denying access to MAT—particularly during an epidemic.

II. Expand Access to MAT by Removing Barriers 
to MAT and Enhancing Affordability

Exhibit 2. Facing Addiction in America

“We all ask the same question: How can I contribute to ending the opioid crisis and 
helping those suffering with addiction? The first step is understanding that opioid use 
disorder is a chronic but treatable brain disease, and not a moral failing or character flaw. 
Like many other chronic medical conditions, opioid use disorder is both treatable and, in 
many cases, preventable. It is also a disease that must be addressed with compassion.”2

Jerome M Adams, MD, MPH, vice admiral, US Public Health Service surgeon general
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Reducing MAT barriers in Medicaid. All states should take notice of the growing practice 
among Medicaid agencies of reducing prior authorization requirements for MAT. Three of 
the four spotlight states have reduced prior authorization requirements. For example, North 
Carolina and Pennsylvania Medicaid have eliminated prior authorization for leading forms 
of MAT and used federal grants to provide training and support to providers who offer MAT 
services to patients.

Reducing MAT barriers in commercial insurance. State insurance commissioners and other 
state leaders have been working directly with payers to remove administrative barriers to 
MAT in some states, notably Pennsylvania. While many payers in other states maintain that 
they have removed prior authorization for MAT, questions of accountability remain. We urge 
insurance regulators not only to secure public commitments from payers in their state, but 
to work with the medical community and patient advocates to evaluate whether the payers’ 
promises are reflected in daily practice.

 � Forging voluntary agreements. On October 12, 2018, Pennsylvania announced3 that 
all major commercial insurers in the Commonwealth would eliminate prior authorization 
requirements for most forms of MAT and cover it on the lowest patient cost-sharing tier 
of the pharmacy benefit, building on a practice that had previously been adopted in the 
Commonwealth’s Medicaid program. This agreement between the governor and the 
7 largest payers serves as a national model for other states, illustrating that payers can 
voluntarily agree to end a practice that only serves to prolong the epidemic. At the same 
time, evaluating payer compliance is essential.

 � Committing to specific policies. In 
November 2018, Blue Cross Blue Shield of 
North Carolina (BCBSNC) announced4 that 
it was eliminating prior authorization for all 
of its preferred buprenorphine products, 
representing 96% of all buprenorphine-based 
MAT products. The announcement stemmed 
from BCBSNC’s involvement in a state-based 
payers’ organization, which has reported 
more broadly that “most insurers in North 
Carolina” are “streamlining or eliminating 
prior authorization,” though other insurers 
have not been as specific about their policies.
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Expanding the role of attorneys general and state legislatures in reducing MAT barriers. 
Attorneys general can play an important role in using their offices to remove barriers to care. 
For example, the New York attorney general reached settlement agreements in New York with 
Anthem, Cigna, and Empire Blue Cross Blue Shield to end prior authorization for MAT.5 And the 
California attorney general is urging all California payers to eliminate prior authorization for 
MAT.6 It likely will take the ongoing engagement of insurance regulators to ensure compliance.

Legislative initiatives to remove barriers to MAT. A few leading states also have taken steps 
to remove prior authorization for MAT in the commercial market through legislative initiatives, 
including by Maryland in 2017; Arizona and Illinois in 2018; and Arkansas, Colorado, and 
Washington in 2019. Other states have taken an initial step but could go further. For example, in 
May 2018, Colorado adopted a package of laws to address the epidemic, including beginning 
to reduce prior authorization barriers to MAT; allocating funds to expand the workforce of 
physicians and other health care professionals in rural and underserved areas; and planning to 
open up Medicaid coverage of substance use disorder (SUD) treatment in residential settings. 
In 2019, multiple state legislative efforts are underway to remove prior authorization for MAT, 
and at least 10 states have successfully done so. Some states have enacted comprehensive 
legislation that removes prior authorization for MAT and also ensures that MAT options are 
on the lowest cost-sharing tier.7 Other states have limited efforts to Medicaid.8 In all, more 
than a dozen states have pursued legislation and other policy initiatives to remove barriers 
to treatment for OUD.9 Yet, 2019 also saw multiple efforts fail as a result of opposition by 
insurers.10
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III. Enforce Mental Health and Substance 
Use Disorder Parity Laws

Meaningful oversight and enforcement of mental health and substance use disorder parity 
are critical to reversing the opioid epidemic. SUD treatment is an essential health benefit (EHB) 
under the Affordable Care Act (ACA) for individual and small-group coverage. Moreover, the 
Mental Health Parity and Addiction Equity Act (MHPAEA) requires that when mental health or 
SUD benefits are covered, they be covered equally with physical health services. Unfortunately, 
mental health and SUD parity compliance is clearly still a work in progress across all public 
coverage programs as well as commercial insurance—despite the MHPAEA having been 
enacted in 2008.

Enforcing parity through active oversight and market conduct examinations. Many 
state insurance regulators are undertaking market conduct examinations to supplement 
other regulatory tools used to assess parity compliance in the commercial market. Market 
conduct examinations typically involve review of policies, procedures, and claims-handling to 
determine if insurers are meeting their obligations in all 3 areas. Market conduct exams can 
support enforcement of parity laws and protect consumers—and regulators can take such 
action using their current oversight authority. In those states where regulators are using market 
conduct exams to evaluate parity compliance, the results so far suggest that parity violations 
are common. Steps that states are taking to oversee and enforce parity requirements include:

 � Developing new tools to examine insurer conduct. The Pennsylvania Insurance 
Department (PID) is developing new templates and tools to make parity standards as 
transparent as possible and to identify cases where appropriate standards are not being 
applied in a compliant manner.

 � Publishing the exam findings. PID recently published a market conduct examination that 
detailed one insurer’s multiple parity violations with respect to SUD medical and pharmacy 
claims. This included findings that the health insurer imposed treatment limitations not 
in parity with medical/surgical benefits, including “limiting the scope and duration of 
treatment” of mental health and SUD claims “more stringently than medical/surgical 
benefits.”

 � Requiring corrective action. The PID exam report required the company to “review 
and revise internal control procedures to ensure compliance with the mental health and 
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substance use disorder parity compliance requirements of [federal and state law].” The next 
step in the typical market conduct exam process is for the company to agree on a corrective 
action plan and, in some cases, pay a civil penalty.

 � Continuing to monitor compliance. Reexaminations are also a common tool to ensure 
corrective action has been taken. As the PID and other state DOIs move forward to complete 
market conduct examinations of a state’s leading insurers, it is essential to refine DOI 
analytical tools and examination procedures to provide examples for other states exploring 
strong evaluation and enforcement actions.

 � Ensuring thorough examinations. The Colorado Division of Insurance (DOI) was not 
satisfied with the proposed findings on parity in market conduct examinations submitted 
by its contracted examiners. The Colorado insurance commissioner rejected the proposed 
findings and has indicated that further examinations and other follow-up will be necessary 
to ensure that the DOI is asking all the right questions in assessing parity compliance.

 � Enhancing the public’s ability to report violations. Colorado enacted a 2018 law 
establishing an office of the ombudsman to assist state residents in accessing behavioral 
health care and requiring the DOI to report on compliance with mental health and 
substance use disorder parity laws. Colorado is providing an excellent example of doing 
what is necessary to thoroughly evaluate and enforce mental health and SUD parity.

Exhibit 3. Center on Addiction Finds Compliance With the MHPAEA Is Lacking11

 � Over half the states offered ACA plans in 2017 that did not comply with the ACA’s 
requirements for coverage of SUD benefits. This is a slight improvement from the 2017 
EHB Benchmark Plans, over two-thirds of which were determined to be noncompliant.

 � Twenty percent of the states offered ACA plans in 2017 that violated parity 
requirements. Compliance with parity was virtually unchanged, as 18% of the 2017 EHB 
Benchmark Plans contain parity violations.

 � Plan documents continue to lack transparency and specificity about covered SUD 
benefits. Ninety percent of the 2017 EHB Benchmark Plans were identified as lacking 
sufficient information about SUD benefit coverage; 92% of states also offered ACA 
plans in 2017 that were lacking in this information.
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Strengthening review procedures. In several of 
the states that have not initiated market conduct 
examinations, state insurance departments have 
obtained federal grants to conduct a thorough 
review of their rate and form review processes with 
respect to mental health parity. The Mississippi 
Insurance Department (MID) is conducting a 
comprehensive review of its procedures for 
reviewing health insurance issuer policy forms, 
summary plan descriptions, certificates of 
coverage, and other plan documents to assess 
their compliance with the MHPAEA. While the 
MID’s efforts are not complete, its work offers a 
roadmap for comprehensive analysis and review 
to measure parity compliance. It also illustrates 
how federal grants can provide the foundation for 
further regulatory work, which typically requires 
a combination of state resources and insurer 
reimbursements for examination costs.

The North Carolina Department of Insurance is engaged in a similar process, while other 
states, including Washington,12 have issued comprehensive data calls to carriers on their 
parity practices. Finally, the National Association of Insurance Commissioners’ Market 
Conduct Handbook is being updated to provide better guidance to states on assessing 
parity compliance.

Enforcing parity under Medicaid. Some Medicaid agencies also are ramping up enforcement 
of parity requirements. New Hampshire, for example, has adopted a multipronged strategy 
to assess, monitor, and strengthen parity, including by requiring plans to submit information 
about limitations imposed for each behavioral health, substance use disorder, and medical/
surgical service, as well as narrative responses to questions designed to ensure procedures are 
in place to achieve parity. The state reviewed the responses and actively worked with plans 
to address any gaps, requiring and recommending subsequent clarifications and changes to 
policy. To ensure that patients and providers could provide input into the review, the state held 
public meetings on the topic of parity and established a dedicated email account to which 
people could send parity concerns. Notably, New Hampshire views its parity work as “far from 
over” and has a specific plan for ongoing compliance and review activities.
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In addition to enforcing mental health and SUD parity requirements, Medicaid officials and 
insurance regulators can support efforts to increase capacity and to establish and enforce 
measurable network adequacy requirements to ensure that patients in need of OUD treatment 
have timely access to addiction medicine physicians and other health care professionals who 
treat OUD and mental disorders.

Measuring network capacity. A critical first step in ensuring timely access to qualified 
providers is to determine the current capacity of provider networks to treat enrollees with 
OUD. To help determine the total number of potential OUD patients who could be cared for 
in a network, insurance regulators could require insurers to identify how many physicians are 
currently able to provide buprenorphine (a common form of MAT) in-office for the treatment of 
OUD, how many patients those physicians can treat, and how many patients they currently are 
treating. That is, a network may appear adequate on the surface, but if the providers are not 
accepting new patients, then additional work is needed to ensure patients have access to an 
addiction medicine professional.

Exhibit 4. SAMHSA National Data on Waivered Health Care Professionals13

The federal waivers physicians must obtain to prescribe buprenorphine in-office for the 
treatment of OUD specify whether the physician (or physician assistant or nurse practitioner, 
in some cases) can treat 30, 100, or 275 patients, making it easier to assess the total number of 
patients who potentially could be served by the waivered physicians in a network. Regulators 
then can work with insurers to learn precisely how many of those MAT providers are actively 
seeing patients with OUD, and at what level. Furthermore, it is important to know how many 
providers can treat patients with methadone for opioid use disorder. Methadone treatment for 
OUD is available only in federally certified Opioid Treatment Programs.

IV. Enforce Network Adequacy Requirements 
to Ensure Timely Access to Care
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A Formula to Begin the Analysis of a Network’s Capacity 
to Treat Patients With OUD

For example: Health Insurance Company A has 30 addiction medicine physicians in its network. 
Only 25 provide MAT, including buprenorphine. Of those 25 providers, 15 are certified to 
provide care for up to 30 patients, 5 are certified to treat up to 100 patients, and 5 are certified 
to treat up to 275 patients. The network capacity of Health Insurance Company A, therefore, 
theoretically would be to treat up to 2,325 patients with MAT.

The analysis of the network is not complete, however, because the regulator could ask Health 
Insurance Company A to specify how many patients those providers are actually seeing—
and how many new patients they are willing to treat. These numbers may or may not add up 
to 2,325.

Supporting collaborative efforts to increase network capacity. The analysis above will 
provide regulators—and insurers—with a breakdown of how many patients can be seen in 
each insurance company product. If the analysis shows that a network does not have sufficient 
capacity, the regulator can work with the insurer on a corrective action and access plan. If 
the analysis shows that the network is sufficient, but that physicians are not accepting new 
patients, regulators and insurers can and should work with physician organizations to identify 
the specific reasons why physicians are not treating up to the top of their waiver—and how 
those barriers can be overcome.

Combine front-end rate and form reviews with back-end market conduct examinations. 
A robust network adequacy program starts with “front end” network reviews as part of 
approving insurer product filings, to ensure that consumers are being offered plans that 
have adequate numbers of accessible addiction medicine physicians, psychiatrists, and other 
mental and behavioral health care 
professionals accepting new patients. 
A full network adequacy program also 
includes “back end” compliance audits 
or market conduct exams to regularly 
review adequacy and access. While 
many states use some combination 
of front- and back-end network 
adequacy reviews, all states have an 
opportunity to do more in this area.
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Building infrastructure to support MAT providers. At the same time, a common problem 
that states may face with regard to capacity and workforce is a lack of adequate infrastructure 
to support physicians and other MAT providers as they attempt to shift elements of their 
practices in order to be able to care for patients with an SUD. To support physicians and other 
providers who offer MAT and encourage them to treat to the top of their capacity, many states 
have adopted systematic statewide approaches to ensuring that frontline providers have the 
resources they need through the “hub and spoke” model or similar models. The hub-and-
spoke model was first developed in Vermont to help address the need for patients to have 
access to a wide range of medical and social and other behavioral care services. Several other 
states now have adopted or modified the model. For example:

 � Centers of Excellence in Pennsylvania. Pennsylvania used state behavioral health and 
Medicaid funding in 2015 to launch 45 Centers of Excellence (COEs) on OUD treatment. 
They are used to reduce gaps in services and better support frontline providers in treating 
patients—regardless of the patients’ source of coverage or whether they are insured—
with OUD. The COEs provide integrated behavioral and primary care services, including 
MAT, emphasizing a whole-person approach to care. Using a hub-and-spoke model, each 
COE includes a designated health center (the hub) charged with providing MAT and care 
coordination via a team of health care providers, certified recovery peer specialists, and 
navigators. The hub also offers support to primary care physicians and other community-
based providers (the “spokes”) treating people with OUD.

Exhibit 5. Pennsylvania Centers of 
Excellence Improve Treatment Results

In 2017, the 45 COEs in Pennsylvania were 
able to engage 71% of the beneficiaries 
whom they saw in treatment, and 62% 
remained in treatment for at least 30 
days. Comparatively, in 2014, Medicaid 
data indicate that only 48% of individuals 
with SUDs received treatment, and only 
33% of them were engaged in care 
beyond 30 days.14
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 � Project OBOT in North Carolina. 
The North Carolina Medical Society 
has developed a collaborative 
community-based model that is 
similar to the hub-and-spoke model. 
Project OBOT brought together a 
coalition of organizations including 
the Governor’s Institute, the North 
Carolina Association of Local Health 
Directors, LabCorp, The Recovery 
Platform, the UNC Gillings School 
of Global Public Health, Project 
Echo, Appriss, and Mountain Area Health Education Center. They promote collaborative 
care coordination by working with physicians and other providers to ensure treatment 
plans include information from all providers, as well as by leveraging technology to increase 
access to care.15 Project OBOT also is working with recovery courts to include them in the 
collaborative care model. Project OBOT is one of the first state medical society efforts to 
directly coordinate collaborative community-based care with local physicians serving as the 
hub, and the medical society helping build partnerships to develop the “spokes.”

Exhibit 6. Government & Public Policy Determines Access and Funding for OUD
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Expanding access to treatment in Medicaid. To expand access to treatment under Medicaid, 
21 states have obtained federal Medicaid waivers of an otherwise applicable federal ban 
on using Medicaid funds to cover mental health and SUD residential treatment services in 
facilities with more than 16 beds.16 For example, under a recently approved 1115 SUD waiver, 
North Carolina can now use Medicaid funds to finance stays delivered in institutions of 
mental disease (IMDs) for more than 15 days in a month, which expands access to residential 
treatment services for Medicaid beneficiaries. The federal waivers also include requirements 
to expand other services to cover the full continuum of needed services. From October 2019 
to September 2023, states also will be able to cover SUD treatment services provided in an 
IMD for up to 30 days a year using a more streamlined federal approval process under the 
Substance Use-Disorder Prevention that Promotes Opioid Recovery and Treatment for Patients 
and Communities Act. Notably, both the waiver and the streamlined “State Plan” options 
require residential facilities to provide or offer access to MAT.
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As physicians and patients work to reduce opioid-
related misuse, millions of Americans still have 
chronic pain and require help. In 2016, the latest 
year for which data are available, the Centers for 
Disease Control and Prevention (CDC) estimates 
that 20.4% (50.0 million) of US adults had chronic 
pain and 8.0% of US adults (19.6 million) had 
high-impact chronic pain.17 As policymakers and 
prescribers continue to decrease access to opioid 
analgesics to treat pain, it is vital to expand access 
to non-opioid pain management strategies, including non-opioid prescription medications 
and behavioral, cognitive, restorative, and interventional therapies.

Tailoring pain treatment to patients’ needs. Even prior to the nation’s extensive 
policymaking to restrict the prescription of opioid analgesics, physicians and other health care 
professionals were making more judicious prescribing decisions, leading to a 33% decrease in 
the prescription of opioid analgesics between 2013 and 2018.

Exhibit 7. Nation’s Opioid Supply Began to Decrease Prior to Policy Interventions

V. Improve Access to Comprehensive 
Pain Care
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State laws and national guidelines, in combination with payer, pharmacy, and pharmacy 
benefit manager (PBM) restriction policies, have contributed to further reductions. For 
example, in 2016 the CDC issued guidelines on opioid prescribing that suggested dosage and 
duration thresholds, as well as limits on and tapering of drug dosage.18 While the guidelines 
were meant to be voluntary and advisory, many policymakers and insurers incorporated 
them into laws, regulations, and policies.19 Unfortunately, however, there is growing evidence 
that the abrupt termination of a patient’s prescription opioid medication, or nonconsensual 
tapering, can have unintended consequences, including increased pain, use of illicit opioids, or 
even in some instances patient suicide.

As a result of both growing reports of patient harms and ongoing physician advocacy, on 
April 9, 2019, the FDA issued a special safety announcement emphasizing the potential harm 
to patients who are receiving opioid therapy for pain and forced to taper or discontinue that 
therapy.20 The CDC followed the next day with a letter clarifying that “[t]he Guideline does not 
endorse mandated or abrupt dose reduction or discontinuation, as these actions can result in 
patient harm.”21 Shortly thereafter, the CDC published a much more formal clarification in the 
New England Journal of Medicine.22

The guidelines have been misapplied so widely, however, that it will be a challenge to undo 
the damage, which has also included nonconsensual tapering and patients being denied 
their prescriptions. There is a pressing need for regulators and policymakers to reevaluate 
current policies’ effects on patients and ensure that formularies and benefit designs support 
comprehensive, multimodal, multidisciplinary pain care. The AMA is urging a detailed 
regulatory review of formulary and benefit design by payers and PBMs to ensure that patients 
have affordable, timely access to medically appropriate treatment—pharmacologic and non-
pharmacologic.
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Exhibit 8. CDC Calls Out Misapplications of Its Guidelines That Could Put 
Patients at Risk23

 � Misapplication of recommendations to populations outside the Guideline’s 
scope. The Guideline is intended for primary care clinicians treating chronic pain in 
patients 18 and older. Examples of misapplication include applying the Guideline to 
patients in active cancer treatment, patients experiencing acute sickle cell crises, or 
patients experiencing postsurgical pain.

 � Misapplication of the Guideline’s dosage recommendation that results in hard 
limits or “cutting off” opioids. The Guideline states, “When opioids are started, 
clinicians should prescribe the lowest effective dosage. Clinicians should . . . avoid 
increasing dosage to ≥90 MME/day or carefully justify a decision to titrate dosage to 
≥90 MME/day.” The recommendation statement does not suggest discontinuation of 
opioids already prescribed at higher dosages.

 � Misapplication of the Guideline to support abrupt tapering or sudden 
discontinuation of opioids. These practices can result in severe opioid withdrawal 
symptoms including pain and psychological distress, and some patients might seek 
other sources of opioids. In addition, policies that mandate hard limits conflict with the 
Guideline’s emphasis on individualized assessment of the benefits and risks of opioids 
given the specific circumstances and unique needs of each patient.

 � Misapplication of the Guideline’s dosage recommendation to patients receiving 
or starting MAT for opioid use disorder. The Guideline’s recommendation about 
dosage applies to use of opioids in the management of chronic pain, not to the use of 
MAT for OUD. The Guideline strongly recommends offering MAT for patients with OUD.
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Expanding access to non-opioid pain management under Medicaid. In several states, 
Medicaid programs are improving access to non-opioid pain management options in 
their benefit designs and preferred drugs lists. By doing so they offer potential models for 
departments of insurance and other regulators to consider how commercial payers should 
structure their formularies and benefits. For example:

 � Colorado’s expansion of treatment options. Under 
Colorado’s Medicaid program, non-opioid options include 
local anesthetics, such as steroidal lidocaine patches or 
injections; physical therapy (PT), occupational therapy, and 
cognitive behavioral therapy; and other medical, physical, 
and mental health services. Colorado Medicaid covers non-
opioid pain relievers, such as anti-epileptics (e.g., Lyrica and 
Neurontin), without prior authorization, and the antidepressant duloxetine (e.g., Cymbalta) 
without prior authorization when it is used for fibromyalgia, neuropathic pain, or chronic 
musculoskeletal pain. Colorado Medicaid also increased payment rates for PT. The increase 
led to a larger number of PT providers participating in Medicaid, and to the provision of 
more PT services.

 � Pennsylvania’s clinical oversight. Pennsylvania’s 
Medicaid program uses in-house clinical staff to review the 
Medicaid coverage policies of each Medicaid managed care 
organization (MCO) in the state, including whether it covers 
non-opioid pain treatments. Notably, Pennsylvania Medicaid 
evaluates whether an MCO’s utilization management 
strategies are inhibiting access to non-opioid pain 
management strategies. In addition, all Medicaid MCOs in the state, as well as the state’s 
fee-for-service program, cover physical therapy, occupational therapy, cognitive behavioral 
therapy, and a number of other services.

Improving access in commercial insurance. Insurance regulators could make similar 
progress by using their authority to review both insurer formularies and benefit designs to 
ensure that non-opioid alternatives, including non-pharmacological treatment options, are 
available and affordable. It is critical to review not just whether such alternative treatment 
options are included as covered benefits but also whether there are barriers to accessing 
that care, such as higher cost-sharing, prior authorization, step therapy requirements or 
treatment limits.
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For example, the Colorado DOI recently promulgated a regulation stating that it will consider 
placement of 50% or more of all drugs to treat a specific condition on the highest-cost tiers 
of a formulary to be a benefit design discrimination against individuals who have chronic 
conditions requiring treatment with those drugs.

Insurance regulators can also enhance transparency by working with insurers to ensure that 
formularies are posted online and regularly updated so that patients can clearly see whether 
their benefit plan covers non-opioid options and what the cost-sharing requirements are.

Expanding pilot projects and private sector initiatives. More broadly, states can look at 
successful pilot projects and private sector initiatives and assess their potential to be expanded 
statewide. For example, the Colorado Opioid Safety Pilot, run by the Colorado Hospital 
Association, was a 6-month pilot in 8 Colorado hospital emergency departments (EDs) and 
2 freestanding EDs to reduce the administration of opioids by ED clinicians. The initiative 
used guidelines developed by the Colorado chapter of the American College of Emergency 
Physicians that recommend the use of alternatives to opioids (ALTOs) as a first-line treatment 
for pain. The EDs achieved a 36% reduction in opioid administrations during the pilot period, 
compared to the prior year. The initiative introduced new procedures, such as using non-
opioid patches for pain and using ultrasound to “look into the body” and help guide targeted 
injections of non-opioid pain medicines. Doctors also used non-opioid interventions including 
ketamine and lidocaine, an anesthetic commonly used by dentists. Lidocaine’s use in the 
project’s EDs rose 451%. Ketamine use was up 144%. Based on the success of the pilot, the 
Colorado Hospital Association is working to implement the program in EDs statewide, and the 
AMA urges other states to consider whether ALTOs might be pursued in additional hospitals, 
clinics and hospital systems.
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Naloxone, the opioid-reversal agent, has likely saved hundreds of thousands of lives in the 
past decade. All 50 states and the District of Columbia have enacted laws to support broad, 
unrestricted access to naloxone. This includes provisions to enable people to obtain naloxone 
directly from a pharmacist without a patient-specific prescription—referred to as a standing 
order authorization. Moving forward, there are additional areas in which states can take action 
to ensure the continued success of naloxone in saving lives from overdose, and some states are 
showing leadership in these areas.

Promoting and encouraging health care professionals to co-prescribe naloxone to 
patients at risk of overdose. The uptake of naloxone has been a public health success, 
but there is more that can be done. Through co-prescribing and standing orders, naloxone 
prescriptions have increased from 136,395 to nearly 600,000 between 2016 and 2018.24 The 
AMA Opioid Task Force recommends co-prescribing naloxone to patients at risk of overdose 
and has developed a handout for physicians and other health care professionals that provides 
guidance to co-prescribe naloxone when clinically appropriate—a decision to be made 
between the patient and physician. Regulators and others could use this information as the 
basis of public education efforts.25 Colorado’s “Stop the Clock” campaign has developed an 
interactive map to help people identify pharmacies that carry naloxone.26 This type of public 
awareness effort could be broadened to include the entire state so that when a person needs 
to fill a prescription or wants to obtain naloxone through a standing order, he or she can 
quickly identify a pharmacy that stocks the medication.

Exhibit 9. Stop the Clock Colorado: Pharmacies Carrying Naloxone in the Denver Metro Area

VI. Access to Naloxone Can Help Save 
Lives From Overdose
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Evaluating whether current programs have been successful and broadening those that 
have. States and communities are creating innovative programs and policies to promote 
access to naloxone, and policymakers cannot afford to overlook the scalable innovations that 
are resulting in measurable success. For example, North Carolina purchased nearly 40,000 units 
of nasal naloxone to make the overdose reversal drug more widely available and distributed 
the medication to partners across the state, including opioid treatment providers (OTPs), EMS 
agencies, and Oxford House, and other community partners.27 Additionally, the NC Harm 
Reduction Coalition has distributed over 60,000 naloxone rescue kits across the state since 
August 2013, and the coalition tracks the number of opioid reversals done by community 
members using those kits (not including reversals by first responders, presented separately 
below). There were more than 2,000 community naloxone reversals in the first 6 months of 
2018 alone.

Linking those who experience an opioid-related 
overdose to treatment. When a patient arrives in a 
University of Colorado Health System emergency department 
and is identified as having OUD, a social worker intervenes 
to conduct an in-depth screening. When a patient is willing, 
providers prescribe buprenorphine. A grant from the 
Colorado Office of Behavioral Health has increased resources 
to provide “warm handoffs” to community providers. “Early findings have been that of 40 
patients identified for needing treatment for a substance use disorder, all but one showed up 
for their first appointment, and more than half were still in treatment at 30 days,” said Denver 
emergency medicine physician Jason Hoppe, DO. “It’s hard work, but we’re making progress.”

Identify and remove remaining barriers that may impede greater access to naloxone. 
Several of the nation’s pharmacies, including CVS and Walgreens, have broadly supported 
access to naloxone, but there still are reports of pharmacies that do not carry naloxone, and 
the mistaken belief that naloxone encourages risky behavior still exists.28 While this is not an 
area where state regulators and other policymakers typically engage, there is an opportunity 
for regulators and others to work with the medical and public health community to provide 
accurate information to consumers. One area where regulators do have jurisdiction is in 
ensuring that naloxone is not placed on prohibitively high cost-sharing tiers of health insurance 
company pharmacy benefits. Furthermore, regulators can help identify whether naloxone is 
subject to prior authorization requirements that would delay or deny access to the medication. 
Colorado Medicaid provides access to naloxone without prior authorization, which is another 
practice that could be extended to commercial insurers.
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As states implement policies aimed at savings lives, improving patients’ pain outcomes, and 
reducing opioid-related harm, it is imperative that states conduct timely, practical evaluations 
to ensure that resources are being used efficiently. Evaluation should determine what is 
working to improve patient care and reduce opioid-related harms, and should help the state 
understand relationships between current policies and clinical outcomes so it can further 
successful efforts and amend those that may be having unintended consequences.

While it appears that few states have initiated the kind of comprehensive policy evaluation 
warranted by this epidemic, some states are taking initial steps that help lay the groundwork 
for broader evaluation.

 � The North Carolina Division of Public Health regularly tracks and monitors opioid 
overdose data and issues monthly surveillance reports of ED visits, deaths, and naloxone 
distribution. In addition, the division manages an opioid data dashboard, created in 2017, to 
track the multiple data metrics developed to measure the state’s progress against its Opioid 
Action Plan. Metrics are divided into 5 strategy areas and are updated on a quarterly basis.

 � Pennsylvania has established a state-level dashboard that provides information at the 
state and county levels on newborns who are on Medicaid and are born with neonatal 
abstinence syndrome; the number of successful naloxone reversals; individuals covered by 
Medicaid expansion who have OUD; individuals covered by Medicaid who receive MAT; and 
individuals covered by Medicaid who have OUD.

 � Colorado has made several efforts to gather and report data on the size and scope of 
the epidemic, some driven by provider organizations or private/public partnerships. For 
example, the Colorado Consortium for Prescription Drug Abuse Prevention has developed 
one of the nation’s most comprehensive dashboards, which provides data on mortality, 
ED visits, hospital discharges, opioid prescriptions, treatment admissions, and nonmedical 
use of pain relievers.29 The Consortium reports that these data can be used to help direct 
state and local resources to areas of greatest need. At the same time, Colorado, like nearly 
all states, has not developed a statewide, systematic way to track the effectiveness of its 
interventions, whether legislative and regulatory or implemented on a pilot project basis. 
This is clearly an area of tremendous opportunity.

VII. Improve Evaluation
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Policymakers and regulators across the country and in Washington, DC, have made ending the 
epidemic their highest priority. This epidemic has led to the passage of hundreds of new laws, 
regulations, clinical guidelines, and national recommendations. Some are evidence-based, such 
as increasing access to MAT, removing barriers to comprehensive pain care, and enhancing 
availability of naloxone to help prevent overdose deaths. Other policies, such as arbitrary 
prescribing limits and prior authorization for MAT continue to hurt efforts to improve patient 
outcomes. There must be a thorough evaluation and commitment by states to further policies 
that work and revise or rescind policies that are demonstrating harm to patients.

The AMA–Manatt analyses also revealed multiple areas in which there have been positive 
outcomes and promising results. This includes the development of hub-and-spoke models 
of care, community-based naloxone access efforts, and reforms in state Medicaid agencies to 
improve access to non-opioid pain care. These efforts represent areas where all states can learn 
from and potentially adopt. This also will require state regulators to commit to meaningful 
oversight and enforcement of mental health and substance use disorder parity laws and take 
bold steps to identify and help resolve gaps in treatment networks. 

The analyses also identified several areas in which additional work can be done to further 
increase access to evidence-based care. This includes work being done by emergency 
departments to assess and refer patients to treatment for OUD, but many successful pilot 
programs are dependent on grant 
funding. Further success of these pilots 
will require states to commit considerable 
resources to ensure long-term benefits.

This national roadmap provides 
recommendations that may not be easy 
to implement, but they are necessary to 
help end the epidemic. The AMA stands 
ready to work with all stakeholders to 
implement the recommendations in this 
national roadmap.

VIII. Conclusion
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SEEKING DRUG ABUSE TREATMENT: 
KNOW WHAT TO ASK



The goal of  drug abuse treatment is to stop drug use and allow people to 
lead active lives in the family, workplace, and community. One continual 
challenge, however, is keeping patients in treatment long enough for them 
to achieve this goal. 

That is why finding the right treatment for a person’s specific needs 
is critical. Drug abuse treatment is not “one size fits all.” Treatment 
outcomes depend on the:

• extent and nature of  the person’s problems;

• appropriateness of  treatment;

• availability of  additional services; and

• quality of  interaction between the person and his or her  
 treatment providers.

Family and friends can play important roles in motivating people with 
drug problems to enter and remain in treatment. However, trying to 
identify the right treatment programs for a loved one can be a difficult 
process. 

To help, the National Institute on Drug Abuse (NIDA) created this brief  
guide containing five questions to ask when searching for a treatment 
program:

1. Does the program use treatments backed by scientific    
 evidence?

 Effective drug abuse treatments can include behavioral   
 therapy, medications, or, ideally, their combination. 

Behavioral therapies vary in focus and may involve:

• addressing a patient’s motivation to change;

• providing incentives to stop taking drugs;

• building skills to resist drug use;

• replacing drug-using activities with constructive and  
 rewarding activities;

• improving problem-solving skills; and

• building better personal relationships. 

SEEKING DRUG ABUSE TREATMENT: 
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Medications are an important part of  treatment for many patients, 
especially when combined with counseling and other behavioral therapies. 
Different types of  medications may be useful at different stages of  
treatment: to stop drug abuse, to stay in treatment, and to avoid relapse.

Examples of Behavioral Therapies

•	 Cognitive	Behavioral	Therapy.	Seeks to help patients 
recognize, avoid, and cope with the situations in which they 
are most likely to abuse drugs.

•	 Motivational	Incentives. Uses positive reinforcement such 
as providing rewards or privileges for remaining drug free, for 
participating in counseling sessions, or for taking treatment 
medications as prescribed.

•	 Motivational	Interviewing. Uses strategies to encourage 
rapid and self-driven behavior change to stop drug use and 
help a patient enter treatment.

•	 Group	Therapy. Helps patients face their drug abuse 
realistically, come to terms with its harmful consequences, 
and boost their motivation to stay drug free. Patients learn 
how to resolve their emotional and personal problems without 
abusing drugs.
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2.  Does the program tailor treatment 
to the needs of each patient?

No single treatment is right for 
everyone. The best treatment 
addresses a person’s various 
needs, not just his or her drug 
abuse.

Matching treatment settings, programs, and 
services to a person’s unique problems and level 
of  need is key to his or her ultimate success in 
returning to a productive life. It is important for 
the treatment approach to be broad in scope, 
taking into account a person’s age, gender, 
ethnicity, and culture. The severity of  addiction 
and previous efforts to stop using drugs can also 
influence a treatment approach. 

The best programs provide a combination of  
therapies and other services to meet a patient’s 
needs. In addition to drug abuse treatment, 
a patient may require other medical services, 
family therapy, parenting support, job training, 
and social and legal services. 

Finally, because addictive disorders and other 
mental disorders often occur together, a person 
with one of  these conditions should be assessed 
for the other. And when these problems co-
occur, treatment should address both (or all 
conditions), including use of  medications, as 
appropriate. 

Medical detoxification is a necessary first step in the 
treatment of certain addictions, but by itself does 

little to change long-term drug use.

Medications  
Available To Treat 
Drug Addiction

Currently, medications are 
available to treat opioid, 
tobacco, and alcohol 
addictions: 

•	 Methadone, 
buprenorphine, and 
naltrexone are used to 
treat people addicted 
to opiates (e.g., heroin, 
prescription pain 
relievers); 

•	 Nicotine patches, gum, 
lozenges, nasal spray, 
and the medications 
varenicline (Chantix) and 
bupropion (Wellbutrin) 
are used to treat tobacco 
addiction; and 

•	 Disulfiram, acamprosate 
(Campral), naltrexone, 
and topiramate 
(Topamax) are used 
for treating alcohol 
dependence. 
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3. Does the program adapt treatment as the patient’s needs 
 change?

 Individual treatment and service plans must be    
	 assessed	and	modified	as	needed	to	meet	changing	needs. 

A person in treatment may require varying combinations of  services 
during its course, including ongoing assessment. For instance, the program 
should build in drug monitoring so the treatment plan can be adjusted if  
relapse occurs. For most people, a continuing care approach provides the 
best results, with treatment level adapted to a person’s changing needs. 

A patient’s needs for support services, such as day care or transportation, 
should also be met during treatment. 

Family Services

Child Care Services

Vocational Services

Mental Health 
Services

Medical 
Services

Educational 
Services

HIV/AIDS Services

Legal Services

Financial 
Services

Housing/
Transportation 

Services

Assessment

Behavioral Therapy

Pharmacotherapy

Substance Use Monitoring

Clinical and Case Management

Self-Help

Continuing Care

Components of Comprehensive Drug Abuse Treatment

The best programs provide a combination of   
therapies and other services to meet a patient’s needs.
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4. Is the duration of treatment sufficient?

 Remaining in treatment for the right period of time  
 is critical. 

Appropriate time in treatment depends on the type and degree of  
a person’s problems and needs. Research tells us that most addicted 
people need at least three months in treatment to really reduce or 
stop their drug use and that longer treatment times result in better 
outcomes. The best programs will measure progress and suggest plans 
for maintaining recovery. Recovery from drug addiction is a long-term 
process that often requires several episodes of  treatment and ongoing 
support from family or community. 

Relapse Does Not Mean Treatment Failure
The chronic nature of addiction means that relapsing to drug abuse  
is not only possible, but likely, similar to what happens with other 
chronic medical illnesses—such as diabetes, hypertension, and 
asthma—that have both physical and behavioral components.  
And like these illnesses, addiction also requires continual evaluation 
and treatment modification if necessary.

A relapse to drug use indicates a need  
to re-instate or adjust treatment strategy;  

it does not mean treatment has failed. 
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5.  How do 12-step or similar recovery programs fit into drug  
 addiction treatment?

 Self-help groups can complement and extend the effects of   
 professional treatment.

The most well-known programs are Alcoholics Anonymous (AA), Narcotics 
Anonymous (NA), and Cocaine Anonymous (CA), all of  which are based on the 
12-step model. This group therapy model draws on the social support offered by 
peer discussion to help promote and sustain drug-free lifestyles.

Most drug addiction treatment programs encourage patients to participate 
in group therapy during and after formal treatment. These groups offer an 
added layer of  community-level social support to help people in recovery with 
abstinence and other healthy lifestyle goals.

Additional Treatment Resources 
• For science-based principles of  treatment see NIDA’s  

Principles of  Drug Addiction Treatment: A Research Based Guide at  
http://www.drugabuse.gov/PODAT/PODATIndex.html.

• Substance Abuse and Mental Health Services Administration (SAMHSA)
Treatment Locator: www.findtreatment.samhsa.gov; 1-800-662-HELP.

• The “Find a Physician” feature on the American Society of   
Addiction Medicine (ASAM) Web site:  
http://www.asam.org/for-the-public/treatment.

• The Patient Referral Program on the American Academy of   
Addiction Psychiatry Web site: 
http://www.aaap.org/patient-referral-program.

• The Child and Adolescent Psychiatrist Finder on the American Academy 
of  Child & Adolescent Psychiatry Web site:  
http://www.aacap.org/cs/root/child_and_adolescent_psychiatrist_
finder/child_and_adolescent_psychiatrist_finder.

• For clinical trials information, go to www.clinicaltrials.gov.

Other Useful Links
• National Suicide Prevention Lifeline: 1-800-273-TALK.
• National Institute on Drug Abuse (NIDA): www.drugabuse.gov.
• NIDA for Teens: www.teens.drugabuse.gov.
• NIDA’s Easy-to-Read Drug Facts: www.easyread.drugabuse.gov.
• National Institute on Alcohol Abuse and Alcoholism: www.niaaa.nih.gov.
• National Institute of  Mental Health: www.nimh.nih.gov.
• Faces and Voices of  Recovery: www.facesandvoicesofrecovery.org.
• The Partnership at DrugFree.org: www.drugfree.org.

To order NIDA materials, please go to: http://drugpubs.drugabuse.gov.
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U.S. Attorneys » Western District of Pennsylvania » News

Department of Justice

U.S. Attorney’s Office

Western District of Pennsylvania

Former Suboxone Clinic Doctor Sentenced for Illegal
Prescribing and Health Care Fraud

PITTSBURGH - A former resident of Sewickley, Pennsylvania, has been sentenced in federal

court to 180 days of home confinement; three years’ probation; fined a total of $20,000.00; and

ordered to pay $156,902.89 in restitution on his conviction of unlawfully prescribing

buprenorphine and committing health care fraud, United States Attorney Scott W. Brady

announced today.

United States District Judge Arthur J. Schwab imposed the sentence on Michael Anthony

Bummer, age 40.

According to information presented to the court, Bummer, a physician, was employed at

Redirections Treatment Advocates (Redirections), a buprenorphine clinic with offices in

Pennsylvania and West Virginia. Under federal law, a prescription for a controlled substance is

required to be signed and dated the day it is issued. Bummer and other doctors at Redirections

would routinely pre-sign blank prescriptions for buprenorphine, which is a scheduled controlled

substance under federal law. The pre-signed prescriptions were then given to other medically-

unlicensed employees at Redirections who completed the prescription and provided it to the

patients in exchange for cash. On numerous occaisons, the doctors were not physically present

at Redirections and did not exam their patients when prescriptions bearing their names were

issued. For example, on August 17, 2016, one of Bummer’s patients received a prescription for

buprenorphine although Bummer was not in the office and did not see the patient. Because the

prescriptions were illegally issued, Medicare and Medicaid were defrauded when Redirections’

patients used their insurance to fill the prescriptions. When confronted by an investigator,

Bummer surrendered his license to prescribe controlled substances.

Prior to imposing sentence, Judge Schwab stated that the sentence was intended to achieve the

goals of punishment and the other sentencing factors set forth in the United States Code.

Page 1 of 2Former Suboxone Clinic Doctor Sentenced for Illegal Prescribing and Health Care Fraud |...
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Assistant United States Attorneys Robert Cessar and Michael Leo Ivory prosecuted this case on

behalf of the government.

United States Attorney Brady added the investigation leading to the filing of charges in these

cases was conducted by the Western Pennsylvania Opioid Fraud and Abuse Detection Unit

(OFADU). The Western Pennsylvania OFADU, led by federal prosecutors in the U.S. Attorney’s

Office, combines the expertise and resources of federal and state law enforcement to address the

role played by unethical medical professionals in the opioid epidemic.

The agencies which comprise the Western Pennsylvania OFADU include: Federal Bureau of

Investigation, U.S. Health and Human Services – Office of Inspector General, Drug Enforcement

Administration, Internal Revenue Service-Criminal Investigations, Pennsylvania Office of Attorney

General - Medicaid Fraud Control Unit, Pennsylvania Office of Attorney General – Bureau of

Narcotic Investigations, United States Postal Inspection Service, U.S. Attorney’s Office – Criminal

Division, Civil Division and Asset Forfeiture Unit, Department of Veterans Affairs-Office of

Inspector General, Food and Drug Administration-Office of Criminal Investigations, U.S. Office of

Personnel Management – Office of Inspector General and the Pennsylvania Bureau of Licensing.

Topic(s):

Prescription Drugs

Health Care Fraud

Component(s):

USAO - Pennsylvania, Western

Updated October 16, 2019
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Participation in a Hospital Incentive Program for Follow-up Treatment
for Opioid Use Disorder
Austin S. Kilaru, MD; Jeanmarie Perrone, MD; David Kelley, MD; Sari Siegel, PhD; Su Fen Lubitz, MPH; Nandita Mitra, PhD; Zachary F. Meisel, MD

Introduction

Pennsylvania experienced an 80% increase in emergency department (ED) visits for opioid overdose
from 2016 to 2017.1 The engagement of patients with opioid use disorder (OUD) in treatment after
hospital discharge is a key strategy in preventing subsequent opioid overdose.2,3 The Pennsylvania
Department of Human Services established an incentive program to improve the rate of OUD
follow-up treatment among Medicaid recipients.4 In the Opioid Hospital Quality Improvement
Program, hospitals earned payment for designing and attesting to 4 distinct clinical pathways: (1) ED
initiation of buprenorphine treatment, (2) warm handoff to community resources, (3) referral and
treatment for pregnant patients, and (4) inpatient initiation of medication treatment. Payment of the
full incentive ($193 000) was contingent on participation and attestation of all 4 pathways, with
smaller incentives for partial participation. We evaluated participation in this program among
hospitals.

Methods

This study was deemed to be exempt from review by the institutional review board at the University
of Pennsylvania. Because this study was done with publicly reported data, no informed consent was
required by the institutional review board. We conducted a cross-sectional analysis of all hospitals
with an ED in Pennsylvania. We excluded pediatric, federal, and specialty hospitals. Participation in
the program was publicly reported in January 2019.4 We obtained publicly reported data on hospital
characteristics from the Pennsylvania Department of Health and county-level data from the
Pennsylvania Open Data Portal.5,6 We used a multivariable logistic regression model with robust SEs
to compare differences in characteristics of hospitals that fully participated with those that declined
or partially participated. We report adjusted risk differences (ARDs) and corresponding 95% CIs. A
2-sided P < .05 was deemed to be statistically significant. Analyses were conducted using Stata,
version 14 (StataCorp LLC). This study followed the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) reporting guideline.

Results

Of 155 hospitals that met the inclusion criteria, 79 (51%) attested to all 4 pathways, 45 (29%)
attested to fewer than 4 pathways, and 31 (20%) declined to attest to any pathway (Table 1). A total
of 93 hospitals (60%) attested to the first pathway, 124 (80%) to the second pathway, 118 (76%) to
the third pathway, and 93 (60%) to the fourth pathway. Fully participating hospitals had a mean (SD)
bed size of 250 (242), and partial or nonparticipating hospitals had a mean (SD) bed size of 163 (125).
In the adjusted model, larger hospitals were full participants more often than smaller hospitals (ARD,
5 percentage points; 95% CI, 0.2-10 percentage points; P = .04) (Table 2). Hospitals affiliated with
health systems were full participants more often than independent hospitals (ARD, 22 percentage
points; 95% CI, 4-42 percentage points; P = .02). Compared with hospitals in the southeast region of
the state, hospitals in the northeast region were full participants less often (ARD, −34 percentage
points; 95% CI, −56 to −12 percentage points; P = .01), and hospitals in the central and western
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regions were full participants more often (central: ARD, 27 percentage points; 95% CI, 12-43
percentage points; P = .004; western: ARD, 38 percentage points; 95% CI, 22-53 percentage points;
P < .001). Hospitals in counties with higher overdose rates were more often full participants (ARD, 5
percentage points; 95% CI, 2-8 percentage points; P = .006).

Table 1. Characteristics of Pennsylvania Hospitals by Level of Participation in Opioid Hospital Quality
Improvement Program

Characteristic

Hospitalsa

All
(N = 155)

Fully
Participating
(n = 79)

Partially
Participating
(n = 45)

Nonparticipating
(n = 31)

Bed size, mean (SD), No. 208 (198) 250 (242) 187 (142) 129 (86)

Location, No. (%)

Urban 114 (74) 59 (75) 36 (80) 19 (61)

Rural 41 (26) 20 (25) 9 (20) 12 (39)

Teaching status, No. (%)

Teaching 86 (55) 49 (62) 23 (51) 14 (45)

Nonteaching 69 (45) 30 (38) 22 (49) 17 (55)

Tax status

Not for profit 145 (94) 74 (94) 45 (100) 26 (84)

For profit 10 (6) 5 (6) 0 5 (16)

Health system affiliation, No. (%)

Independent 28 (18) 9 (11) 9 (20) 10 (32)

≥2 Hospitals 127 (82) 70 (89) 36 (80) 21 (68)

State region, No. (%)

Southeastern 47 (30) 21 (26) 18 (40) 8 (26)

Northeastern 22 (14) 3 (4) 9 (20) 10 (32)

Central 33 (21) 19 (24) 11 (24) 3 (10)

Western 53 (34) 36 (46) 7 (16) 10 (32)

State-designated Opioid Center of Excellence
located within county, No. (%)b

105 (68) 58 (73) 29 (64) 18 (58)

Licensed OUD treatment facilities in county,
mean (SD), No.

32 (36) 42 (42) 24 (24) 19 (25)

Rate of overdose ED visits in 2018,
mean (SD), No./10 000 county residents

9.6 (3.9) 10.3 (4.4) 9.0 (3.3) 8.4 (3.3)

Dispensed prescriptions of buprenorphine in
2018, mean (SD), No./1000 county residents

25.3 (15.4) 26.5 (14.3) 23.1 (16.1) 25.5 (17.4)

County residents living in poverty in 2018,
mean (SD), %

12.8 (5.1) 14.3 (5.3) 10.8 (4.6) 12.2 (3.9)

Abbreviations: ED, emergency department; OUD,
opioid use disorder.
a Fully participating hospitals attested to all 4

treatment pathways, partially participating hospitals
attested to fewer than 4 pathways, and
nonparticipating hospitals did not attest to any
treatment pathways.

b Pennsylvania Centers of Excellence for Opioid Use
Disorder are state-designated specialized treatment
centers that provide comprehensive care for patients
with OUD.

Table 2. Differences in Characteristics Between 79 Fully Participating Hospitals and 76 Partially
and Nonparticipating Hospitals

Characteristic
Adjusted Risk Difference, %
(95% CI)a

Odds Ratio
(95% CI) P Value

Bed size, actual No. b 5 (0.2 to 10) 1.4 (1.0 to 1.9) .04

Urban location −2 (−17 to 20) 0.9 (0.3 to 2.7) .87

Teaching hospital −3 (−20 to 13) 0.8 (0.3 to 2.2) .71

Independent hospital −22 (−42 to −4) 0.3 (0.09 to 0.9) .02

State region

Southeastern 1 [Reference] NA NA

Northeastern −34 (−56 to −12) 0.1 (0.03 to 0.7) .01

Central 27 (12 to 43) 5.7 (1.8 to 18.0) .004

Western 38 (22 to 53) 9.4 (3.1 to 28.8) <.001

Rate of overdose ED visits in Q3 2018,
No./10 000 county residentsb

5 (2 to 8) 1.2 (1.1 to 1.4) .006

Opioid Center of Excellence located
within county

5 (−12 to 21) 1.3 (0.5 to 3.5) .59

Abbreviations: ED, emergency department; NA, not
applicable; Q3, third quarter.
a Differences in outcomes were estimated using a

multivariable logistic regression model with robust
SEs. A multivariable logistic regression model that
accounted for correlated data by health system using
generalized estimating equations with an
independent correlation structure with robust SEs
demonstrated identical odds ratios and equivalent
statistical significance.

b For continuous covariates, the adjusted risk
difference shown in this table is the difference
between the predicted probability of the outcome at
the mean value of the covariate for fully participating
hospitals and the predicted probability at the mean
value for partial and nonparticipating hospitals.
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Discussion

Pennsylvania introduced the first statewide financial incentive to engage patients with OUD in
treatment after hospital discharge. Although most hospitals participated in the program, more were
willing to arrange warm handoffs to community treatment facilities rather than initiate medication
treatment for OUD. Study limitations include the focus on pathway adoption rather than patient
outcomes and not accounting for partnerships between hospitals and community treatment
resources. In future years of the program, hospitals can earn payments for annual improvement in
the rate of OUD follow-up treatment. Policies seeking to facilitate this transition among all hospitals
and communities should consider local barriers to treatment initiation and follow-up.
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