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EXECUTIVEBUMMARY

The Office of Substance Abuse (OSA) within the Maine Department of Health and
Human Services is one of twelve single state agencies to receiveyeawddvancing
Recovery grant funded by the Robert Wood Johnson Foundation. The purpose of the
Advancimg Recovery grant is to promote the use of evidebased practices in an effort
to improve outcomes of consumers of addiction treatment servicesth&five
evidencebased practicearticulated by the Robert Wood Johnson Foundafi@SA
selected medicton assisted treatment (MAT) as one of the practices to promote
among provider®f addiction treatment serviceshee is a substantial bodyf research
showingthat the combination oimedication assisted treatmeralongwith counseling
and other behaviaal therapies generatesiore positive treatmenbutcomesas well as
improved social, behavioral and economic outcomes for consumers and the general
public.

The Advancing Recovery grant enabled OSAipport key staff positions to help
providers makeeffective use of medication assistdteatment as well ago direct

funding for medication for uninsured consumers. OSA also procured the services of an
evaluator, Hornby Zeller Associates, to measure key results of its efforts. The overall
goal of the resexh is to determine whether the use of medication assidredtment
produces better outcomes for consumers of addictibreatment services han

behavioral health servicedone.Some of the research questions posed for the
evaluation are: how many more rssumers received medication assisted therapy as part
of treatment; how did the outcomes of consumers of MAT compare thitise who did

not receive MAT;@mpared to treatment as usualvhat are the differences in service
utilization and associated cost wiMAT, and what were the challenges in implementing
MAT?

The study examines data obtaindttoughinterviews with providers and consumers at
Advancing Recovery pilot agencies as well as information obtained from administrative
data sourcesnaintained bythe Office of MaineCare Services and the Office of
Substance Abuse. Results of the study provide Maineanithique opportunity to

explore the relationship between medication assisted treatment, behavioral health and
outcomes relating to retention in traenent and service utilization. They also provide

! The other categories are: screening and brief intervention; psychosocial therapies, continuing care/aftercare, and
case management/wrap around services.
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important feedback from providers in the community, illustrating strengths and
weakneses2 ¥ al AySQa UGNBIFIYSyid RStAOSNE aeadasSy
information onhow well this modality is worikg for consumerdgased on their direct

experience

Major findingsof this reportinclude wide variation in how medication assisted
treatment is implementedoth in policy and practicthroughout the stateimproved
outcomesas reported by consumers;dreasedreatment retention and reductions in
expensive hospitabased service utilization. The following highlights these and other
findings presentedn the report.

1. Variation intreatment philosophyamong providers Significant variation was also
obseved in philosophy among the Advancing Recovery pilot agencies that are
currently offering a MAT program, specifically whether MAT is strictly a harm
NBRdAzZOGA2Y LINI OGAOS 2NJ ¢KSI( K®nwalsstingnced K 2 dzf R
SELISOGI GA2y ®¢

2. Variation in policy and practiceamong providers Significant variation was
observedboth in policy and irpractice among the Advancing Recovery pilot
agencies offering a MAT program. These variations incjudgram design and
delivery oftreatment;inductionand maintenancelosage levels; and knowledge
baseand training surrounding evidendesedbest practices associated with MAT.

3. Growing acceptance of MAT among provideréZhile there has been growing
acceptance of the use of MAT over time, there stilsés in each agency a reluctance
among someo use this method of treatment. Most provideisowever, view MAT
Fa | abG22fté¢ GKFG SylrofSa OtASyda G2 | OGAC
to assist them in overcoming their addiction; it is geally not seen as the only
component needed.

4. Great acceptance among consumers seeking treatmeMiost clients present to
treatment specifically to receive MAT and consumer support of MAT was nearly
universal. Clients also highlighted that behavioedlth treatment in conjunction
with medicationassistance was critical in ordir achieve sobriety

5. Demand for Suboxoneutpaces availability oforescribersAmong the medication
options there is a high demand for Suboxone, to the point where many agenc
maintain waiting lists and clients struggle to find a provider. Both providers and

Hornby Zeller Associates, Inc. ii



consumers identified prescribing doctor availabilgthe most significant barrier to
receiving care, followed by transportation and MaineCare or other insurance.

6. Clients prefer Suboxone over methadondmong clients with experience with both
Suboxone and methadone, the overwhelming majority preferred Suboxone because
of the unpleasant side effectéack of treatment optionsand inconvenience of the
daily commitmet associated with methadone.

7. Formal training lackingDespite the overall popularity of MAT, especially Suboxone,
few providers acknowledgeekceivingany formal training irow to effectively
incorporate Suboxonail 2 | LBShisBoealyhexndih tretment.

8. Significant increase in users of MAGenerally, one of the goals of the Advancing
Recovery initiative was to increase access to medication assisted treatment among
the original pilot agencies. Comparing pilot agencies at the beginning of the AR
initiative to the end of fiscal year 2009, there was a significant increase in the
proportion of individuals receiving MAT, increasing from 8 percent to 21 percent.

9. Significant numbers of people with opioid dependence are not treat€doss
referencinghA Y T2 NXY I GA2Yy 200GFAYSR FNRY al AyS/ I NBCQ
aeaidsSY FyR h{!Qa dGNBIOGYSyd RFEGF a@daiaSy NEF
individuals throughout Maine who received a diagnosis of opioid dependence but
never received any form of behavioral healtbatment or MAT.

10.Consumers of MAT and behavioral health treatment have more difficult histories
than those with behavioral health onlyConsumers who received MAT in addition
to behavioral health treatment were significantly more likely than opioigetelent
individuals receiving behavioral health treatment alone to have-aauirring
mental health disorderto haveinjected drugs, antb haveengaged in prior
substance abuse treatment.

11.Individuals receiving behavioral health and MAT treatmemave ncreased service
use:Regardless of whether individuals were receiving MAT, both groups receiving
behavioral health treatmenMAT plus behavioral health vs behavioral health only)
were observed to have an increase in service utilizatamelybehavioralhealth
treatment, laboratory and testing services, and ancillary serveies) as
transportation. However, notable reductions were observed for both groups in
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more expensive hospitddased servicesuch asnpatient, emegency room and
critical care

12.MAT is associated with higher treatment retentioThe rate of retention in
behavioral health treatment among those receiving MAT was significantly higher
than those receivingnly behavioral health treatment, which is generally considered
a positive longerm outcome.

13.Increased service use is a function of greater retention and higher use of ancillary
services:Differences in overall service utilization between the two groups may be
explained by differences in retention and the increased likelihocatcoéssing
ancillary services such as drug testing.

As a result of these findings, HZA would recommend ttmaistateconsider the
following recommendations.

1. 5A3aSYAYlF (S ao S aTthe dtadishouldworsta develoybest | ¢ Y
practices for theraputic behavioral health agencies to establish greater consistency
in the delivery of MAT. Best practice should minimally cover the induction and
maintenance process, to include dosage and behavioral health treatment
expectations. A building block for tldevelopment of best practicemuld be
{lta{l! Qa/dAty ArOtX DdzZA RSt AySa FT2NJ 6KS | 48
Treatment of Opioid Addictio® €

2. Develop formal MAT training:The state should work to develop formal training
opportunitiesthat should berequired of individuals and agencies providing MAT
The Buprenorphine Blending Initiatives training developed by SAMHSA and NIDA is
an example of a potentidataining opportunity.

3. IncreaseMAT prescriber pool:To expand treatment availabilitjhe stae should
incentivize the waiver process to increase the number of available Maine doctors to
prescribe SuboxoneThe stateshould work to connect frestanding, existing
prescribers who do not maintain a full census with therapeutic agencies who could
work to alleviate some of the associated treatment burden. Fintilly stateshould
work with those agencies administratively housed with medical facility not
currently offeringMATto create moredelivery capacity
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4. Enhance ability to flag MAT useis state database:The state should work to
establish procedures for maintaining records that clearly identify consumers of all
forms of MAT.For example, one cannot identify people using addictions
medications such as Suboxone, in MECMS, the Maine@tababe, because the
claims are coded for outpatient behavioral health and medication management
without specifying particular medications or whether they are even addietion
related. Doing so will allow for better monitoring and tracking of client outcgnre

the future.

Hornby Zeller Associates, Inc.



INTRODUCTION

STUDYCONTEXT

The Office of Substance Abuse (OSA) within the Maine Department of Health and
Human Services is one of twelve single state agencies to receiveyeawddvancing
Recovery grant funded by the Robert Waodzhnson Foundation. The purpose of the
Advancing Recovery grant is to promote the use of eviddrased practices in an effort
to improve outcomes of consumers of addiction treatment services. Of the five
evidencebased practices articulated by the Rob#&/ood Johnson FoundaticnQSA
selected medication assisted treatment (MAT) as one of the practices to promote
among providers of addiction treatment services. There is a substantial body of research
showing that the combination of medication assisteddatment along with counseling
and other behavioral therapies generates positive treatment outcomes as well as
improved social, behavioral and economic outcomes for consumers and the general
public.

The Advancing Recovery grant enabled OSAipport keystaff positions to help
providers makeeffective use of medication assisted treatment as welicedirect

funding for medication for uninsured consume®SA also procured the services of an
evaluator, Hornby Zeller Associates, to measure key results efforts. The overall

goal of the research is to determine whether the use of medication assisted treatment
produces better outcomes for consumers of addiction treatment services than
behavioral health serviceone.Some of the research questions pdder the

evaluation are:

1 How many more consumers received medication assisted therapy as part of
treatment;

1 How did the outcomes of consumers of MAT compare with those who did not
receive MAT,

1 Compared to treatment as usual, what are the differencesivise utilization
and associated cost with MAT; and

1 What were the challenges in implementing MAT?

The other ategories are: screening and brief intervention; psychosocial therapies, continuing care/aftercare, and
case management/wrap around services.

Hornby Zeller Associates, Inc. 1



WHATISMEDICATIOMSSISTEDREATMENTMAT)?

Medication assisted treatment (MAT) for substance addictimolves the use of
medication to help individualstop harmfully using substances by alleviating withdrawal
symptoms. In addition, medications may assist in reducing cravings and preventing
euphoria when a patient relapses and uses illicit drugs. In the neduction model of
treatment, the patient maye able to stabilize his or her life by addressing housing,
employment, or relationship needs while receivingaicationassisted treatment
(Connock et al., 2007).

EARLYRESPONSES FOREATMENT OBPIOIDADDICTIONS
The frst widespread use of opioids the United States began after the Civil War when
they were prescribed widely to veterans and women for the pain and discomfort of war
injuries and menstrual symptom#\s a resultppioid addiction became burgeoning
problem (Brecher, 1972; Courtwright, @0, Courtwright et al., 1989).The first federal
responseto this epidemicwas he Pure Food and Drug Act of 198hichrequiredthat
medicines containig opioidsbe labeled as suc{Center for Substance Abuse
Treatment, 2005).

At the turn of the 28 century,opioids began to be used for their psychological effects
(i.e., not for the mitigation of pain)Given widespread availablitf opioids and, athe
same time, thanflux of European immigrants in inneities, a shift was created in the
demogaphic makeup of the opioid addicted populatiofhe face othe opioid

addicied populationbecame poor, young, male immigrants wbiben used illegal

means to obtain opioids from nemedical suppliers, rather than sympathetic veterans
and women sufferingrom pain (Center for Substance Abuse Treatment, 2005). With
this transition, public sentiment towardpioid addictionchangedyiewing addicts as
criminals, andi 2 OA S & Qa N@ ajacysos treatmeNgfttaRon law
enforcement. At this time several municipal detoxification and maintenance treatment
programs offering morphine, heroin, or cocaiemerged(Courtwright, et al., 1989),
while federal regulations began to restrittte manufacture, distribution, and
prescription of narcotics.

RESRICTINGNARCOTICBRESCRIPTION
The Harrison Narcotic Act of 19vasthe firstfederal regulatiorsurroundinglicensing,
records inspection, and fees paid to the U.S. Treagariaining to the production,
importation and distribution of narcoticswhilethe Harrison Act permitted medical
professionals to dispense or distribute opioids in the course of professional practice, the
Act was interpreted by Treasury to mean that prescription for the sole purpose of
addiction maintenance was outside the scopeguadctice. When the U.S. Supreme Court

Hornby Zeller Associates, Inc. 2



upheld this interpretation in 1919, MAT for addictions lost its legitimate role within the
medical establishment and all of the established municipal MAT programs weeidby
the 192G (Center for Substance AbuBeatment, 2005).

With the focus on law enforcement and new restrictions on the use of opioids, treatment
for addiction began to focus on psychosocial factors. Congress established funds for two
opioid detoxification facilities offering social, medigadychological, and psychiatric

sewices, which opened in the 1980 These programs were consideredffective, with
reported relapse rates between 93 and 97 percent (Center for Substance Abuse
Treatment, 2005). The naWAT treatment modetrend continued through the middle

of the 20" century (Center for Substance Abuse Treatment, 2005).

RESEARCHINEDICATION ABREATMENT
In the late 1958, groups such as the New York Academy of Medicine and the Advisory
Commission on Narcotic Drug Abuse began ngisupport for the concept of opioid
maintenance programs in the U.S. (Brecher, 1972). In 1958, a joint committee of the
American Bar Association and the American Medical Association recommended the
establishment of an outpatient addiction treatment fatyilprescribing opioids on a
controlled experimental basidResearchers discovered thahort-acting opioids (e.qg.,
heroin, codeine, oxycodone, meperidine and morphine) were not effective in managing
opioid maintenance because of thaiedating effectsshort half-life, and the necessity
to increase the dosage quickly as talece developed (Brecher, 1972Research
therefore turned to focus on longeacting methadone, and its alternative lexatpha
acetyl methadol (LAAM) (Center for Substance Abuse Miatt 2005) which are
synthetic drugs usethedically as an analgesic and therapeutically for those who are
opioid addicted

RECENMAT PUBLICHEALTHNITIATIVES
In the later part of the 28 century, heroin uséecame widespread, especiaiynong
middle-class young White Americansjme related to opioid use did continue to rise.
Psychosocial treatment for opioid addiction began to lose public support and
alternatives such as opiate treatment programs (OTPs) became popular opDonisg
this time, methadone maintenance transformed froaresearch initiative to a public
heath initiative (Center for Substance Abuse Treatment, 2005).

Increasingly,dderal regulations began to focus on regulatihg use of opioids in
treatment rather than prohibiting heir use. For example,lte Controlled Substances Act
of 1970 required all manufacturers, distributors, and prescribers of controlled
substances to register with the DEA. This Act was amended by the Narcotic Addict
Treatment Act in 1974, which recognizibe legitimate useof prescribed medications

Hornby Zeller Associates, Inc. 3



such as methadonfor the treatment of opioid addiction and defined maintenance
treatment. As a result,ie number of patients receiving methadone treatment
skyrocketed, from approximateB,000in 1971to 73,000 in 1973 (Center for Substance
Abuse Treatment, 2005).

QURRENTRENDS
While treatment for opioid addiction has traditionally been offered in spea OTPs,
arecentmovementhas emergedo offer outpatient treatment in less restrictive
settings. TB / KA f RNBYy Qa WdzaphysiGabs whemeet2eftairi nnn | £ £ 2
gualifications to treat opioid addiction with Schedule IlI, IV, and V narcotic medications
that have been specifically approved by the Food and Drug Administration for such
treatment, in reatment settings outside of the traditional OTP. Those qualifications
include(Center for Substance Abuse Treatment, 2005):

1 Boardecertified in addiction psychiatry from the American Board of Medical
Specialties;

1 Boardecertified in addiction from the Amé&ran Society of Addiction Medicine;

Boardcertified in addiction medicine form the American Osteopathic Association;

1 Completed at least eight hours of training in treatment and management of epioid
addicted patients provided by the American Society of &litalh Medicine,
American Academy of Addiction Psychiatry, American Medical Association, American
Osteopathic Association, American Psychiatric Association, or other organization
DHHS determines appropriate;

1 Participated as an investigator in at least offiaical trial leading to the approval of
a narcotic drug in schedule Ill, IV, or V for maintenance or detoxification treatment;

1 Has such other training or experience as the medical licensing board in the state in
which the physician practices considergitemonstrate the ability of the physician
to treat and manage opiotdddicted patients; or

1 Has such other training or experience as DHHS considers to demonstrate the ability
of the physician to treat and manage opieaddicted patients, as established by
regulation.

=

OVERVIEW OF CURRHWEDICATIONSORADDICTIONSREATMENT

There are a number of ntcations available to treaa number of addictions, including
alcohol and other drug dependencies such as cocaine and nicotine. While this report is
primarily conerned with the most recently available medication for opioid treatment
(Suboxone), it discusses other forms of medication assisted treatment where
appropriate.

Hornby Zeller Associates, Inc. 4



OPIOIDTREATMENT

METHADONE Methadone was the first medication studied and approved for treatine

of opioid addictions. It is a loracting full opioid agonist, which binds to the mu opiate
receptors on the surface of brain cells, mediating the effects of opioids (Center for
Substance Abuse Treatment, 2005). Appropriate doses suppress withdyamatbsns

and opioid craving as sheacting opioids such as morphine and heroin are eliminated
from the body in detoxification treatment. They also block the euphoric effects of other
opioids when used in maintenance treatment. The agonist dose needaatluce this
crosstolerance depends on the level of tolerance for shacting opioids.Methadone

is primarily given orally, which has the distinct advantageenfig less subject to

diversion and offering increased dosing flexibility.

Patients on methdone areusually inducted at 40 mg and increased by 22D mg per

week until no signs of withdrawal are present, usually ail@0 mg daily (Connock et

al., 2007).When an appropriate dosef methadoneis determined, whdrawal and

drug cravingare typcally alleviatedor 24 to 36 hours (Center for Substance Abuse
Treatment, 2005). Methadone is appropridte use as a maintenance drbgcauset

appears to have no serious lotgrm side effects and when used in conjunction with
psychosocial servicegroduceseven more positivéongterm outcomesd h Q/ 2 yy 2 NJ 3
Fiellin, 2000).

BUPRENORPHINE he most recent addition to the pool of opioid addiction medications

is buprenorphine, which was approved by the FDA for use in opioid addiction treatment
in 2002 Unlike methadone, buprenorphine can be received through a primary care
physician who has gone through the certification process established under the Drug
Addiction Treatment Act of 200Buprenorphine is a partial agonist at the mu opiate
receptor andan antagonist at the kappa receptor. Because buprenorphine does not
fully activate mu receptors, larger doses do not have greater agonist effects, resulting in
greater safety irhigherdoses when compared to full agonists such as methadone
(Center for Shistance Abuse Treatment, 2003j.provides a milder, less euphoric, and
less sedating effect than full opioid agonists like heroin or methadone (Connock et al.,
2007).

Buprenorphine is available in two forms: buprenorphimdy monotherapy (Subutex)

and4 mg to 1 mg buprenorphinrealoxone combination therapy (Suboxone) (Center for
Substance Abuse Treatment, 2005). Both are available in sublingual tablets. The initial
recommended daily doseis-8 Y3 | OO2NRAyYy 3 (G2 DNBFG . NRGIA
guidelines, though a starting dose over 4 mg is often used and some researchers and
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practitioners suggest that this dose is too low. The maximum daily dose is 32 mg
(Connock et al., 2007).

Buprenorphine is also an appropriate candidate for maintenancesjnebecausef its
ease of use and accessibility as well as a lack ofteongside effects, lower risk of
diversion and improved treatment outcomes when used in conjunction with
psychosocial therapy.

OTHEROPIOIDTREATMENMEDICATIONSLAAM andhaltrexone are two other
medicatiorsthat been used in the treatment of opioid addictionSimilar to
methadone LAAMact asfull opioid agonistandwas FDAapproved for opioid
treatment in 1993. Due to potential cardiac complicatigm®duction was discontimed
in 2004 (Center for Substance Abuse Treatment, 2005).

The FDA approvedaitrexone for use in the treatment of opioid addiction in 1984.

Naltrexone is an opioid antagonist that binds to mu opiate receptors, displacing heroin,
morphine, methadone, an@in higher doses) buprenorphine and blocking their effects

(Center for Substance Abuse Treatment, 2005). This can lead to withdrawal symptoms

in patients who have not e abstinent from opioids for seventotéhl @ & 0 h Q/ 2y y 2 |
Fiellin, 2000). Howevethere are no withdrawal symptoms when a patient stops using
naltrexone, and there is no potential for abuse (Center for Substance Abuse Treatment,

2005). It has been shown to be highly effective in preventing relapse when used as

directed, but has showngor patient compliancelue to its inability to eliminate

cravingd h Q/ 2y y2NJ 9 CASEttAYS wnnnoo ¢t KSNEF2NEB>
opioid addiction in the U.S.

CoOMMONMEDICATIOMSSISTEDREATMENTS FERHERDEPENDENCIES
Today, there ar@ wide number of medications available for the treatment of addiction
not related to opiate useOne of the earliest medications available for the treatment of
alcohol addiction was Antabuse, first marketed in 1951. It is infrequently in use today
primarily due to its inabily to eliminate withdrawal or crdng symptoms coupled with
an acute sensitivity to alcohol; patients on Antabuse who consume alcohol experience
acute, unpleasant side effects.

While naltrexone has shown unfulfilled promise in tiegtopioid addiction, it has had
better results inreducing cravings falcoholand received FDA approval 1995. Itis
available as both a tablet and an extendedease intramuscular injection. The Sfig
tablet must be taken daily, while the injeoti (under the brand name Vivitrol) lasts for
up to 30 days (Sinclair, 2001).

Hornby Zeller Associates, Inc. 6



Another medication used to treat alcohol addiction is acamprosate, marketed under the
name Campral and approved by the FDA in 2004. The FDA (2004) states that the
mechanism of aen is not fully understood, but researchers suggest the drug reduces
surges of glutamate and may protect neurons from damage and death during alcohol
withdrawal (DeWitte et al., 2005). Campral is available as a delajease tablet
containing 300 mgfoacamprosate. Two tablets are taken three times per day.

There have also been a number of medications developed to treat nicotine and cocaine
dependence that are not as readily prescribed; their lbeign effectiveness is still
under investigation.

OUTCWIES

Studies have evaluated thedficacy in treating substance addiction with MAThe
literature identifiespositive outcomes foMAT in conjunction with psychosocial
interventionsto include reduced and/or eliminated substance use, longer durations of
program retention, and higher rates of program completion.

SUBSTANCEISE
Substance use following treatment intervention has been measured in different ways.
One measure of substance use is the number or proportion of patients screening
positive for subsinces while in treatment. Positive screening rates vary widely, ranging
from seven percent to 100 percent across multiple studesewedfor this report.
Different programs screen for different substances, with some focusahgon illicit
opioid usewhile others includell illicit substances and/or alcohol. Another measure is
selfreported usefollowing treatment, or the number or proportion of clients who
report substance use following treatment completion. Studies used for a-areddysis
of the effectiveness of MAT in the United Kingdom showedisgibrted relapse rates
for patients in OTPs ranging from 23 percent to 81 percent overall (Connock, et al.,
2007).

METHADONE VBUPRENORPHE! Both methadone and buprenorphireave been

shown to beeffective in reducing illicit opioid use. The greatest number of studies
examining substance ugellowing MAT intervention hashown that both methadone

and buprenorphine improve substance use outcomes over other types of therapy
regardless of how subaice abuse is measured, and there is no statistical significance
between the two medications (e.g., Maremmani, Pani, Pacini & Perugi, 2007; Marsch,
Stephens, Mudric, Strain, Bigelow & Johnson, 2005).

Hornby Zeller Associates, Inc. 7



However, there are a number of contextual factorstthave been shown to mediate
substance use outcomes. For examplegaaluation ofa program protocol involving an
11-week disposition period faopioid relatedtreatment showed individual factors
significantlypredicted opioidpositivescreening test radts (Marsch, Stephens, Mudric,
Strain, Bigelow & Johnson, 2005). Being married and employed significantly predicted
better treatment outcomes.Female patients and patients withpaior treatment

historyin the past 30 days at intake each had signifiapborer opiate use outcomes.

No significant predictors of treatment outcome were medicatgpecific.

TREATMENRETENTION ANGOMPLETION
Higher retention rates during specific tim#ervals in treatment higherprogram
completion rates, and longewaragelengths of stay in treatmerdre considered
positive outcomesnd predictive of longerm successIn many casesreéatment
retention and completion are often discussed in tandem because sufficient retention in
fixed-length treatment programs resuin program completion. Treatment retentios
often measured in multiple wayand variesvidely among studies reviewed for this
report. One way to measure treatment retention is the number or proportion of
patients who remain actively enrolled in trement at a specific point in time (e.g., at 12
weeks) or for a specific duration of timede for at least six monthsCompletion is
measured by the number or proportion of patients who are retained for the entire
length of a fixedength program, or wb are retained long enough to successfully
complete program goals in variddngth programs.Generally, studies cited the
literature focus on retention and completion with respect to a single treatment
program However in reality, treatment continue®r as long as the patient is in need
and engagedand often does not account for circumstances in which a patient changes
providers, moves, or ceases and then resumes treatment over the course of numerous
years Data made available in this report attengpto correct for these circumstances
providing the best possible estimate of treatment retention outcomes.

In addition to effectively reducing substance us®st studies demonstrate that
methadone and buprenorphine expand retention in maintenance treatnpeograms

over the use of other medications and no medications in treatment (e.g., Amato, Davoli,
Ferri, Gowing, & Perucci, 2004; Connock, et al., 2007). Again, some studies show that
methadone is better for retention than buprenorphine, but many showdiféerence in
treatment retention between the two medications.

One inrdepth review of multiple randomized controlled trials concluded that fixed doses
of methadone treatment resulted in better treatment retention than comparable fixed
doses of buprenorplime treatment (Connock, et al., 2007). Comparative analyses of

Hornby Zeller Associates, Inc. 8



flexible dose studies have not yet been conducted, but a single study comparing flexible
dose methadone treatment to flexible dose buprenorphine treatment found similar
results (Connock, et a007).

On the other hand, multiple studies have found no difference in retention rates
between methadone and buprenorphine. Fittyo percent of patients receiving either
buprenorphine or methadone maintenance treatment were retained throughout-a six
month study overall, with 55 percent of the methadone group and 48 percent of the
buprenorphine group retained at six months (Soyka, Zingg, Koller & Kuefner, 2008). A
separate study found 78 percent of patients receiving buprenorphine treatment and 75
percert of 107 patients receiving methadone treatment who survived the first three
months in treatment were retained in treatment at 1 year (Maremmani, Pani, Pacini &
Perugi, 2007).

These conflicting findings may be due to differences in the length of treatment
programs or medication dosages utilized. One comparison of efficacy of buprenorphine
and methadone in a Xeek treatment program, methadone patients had a higher
retention rate at 4 weeks, but this effect diminished by 12 weeks (Gerra, et al., 2004).
The above finding by Maremanni and colleagues (2007) in which patients who survived
early attrition had high retention rates (6to 78%) at one year indicates that most
patients who leave treatment do so early in the program.

In terms of treatment lengthdr Suboxone consumers, much of the current knowledge

base is subjective in nature; there are few studieattaddress longerm outcomes

associated with Suboxone use. Rather, many studies examine the immediate two to

three months after induction, often®®)Y SR G KS &Gl 0At AT FGA2Yy LKL 3
AYRAOIF 0S&a GKI G0 SN SO REAABYY 2 FRSIIYEARE Ay LI |
LISNE2Y It OGNBFGYSyd 321fta yR Ay LI NIL 2y 20
the length of Suboxone treatment shiolbe determined by both caumer sentiment

and prescriber oclinician opinion. Anecdotal findings have demonstrated that of the

two medications, methadone is seen as the mhmeg-lastingtreatment regimen

compared to Suboxone, which is used as a nstv@t-term intervention.

OTHERFACTOR#FFECTIN®ETENTION ANGOMPLETION While the type of medication does

not appear to predict retention in treatment directly, dosing may predict retention and
completion. A metanalysis of maintenance programs shemhhigher fixed doses were
generally more effective for increasing retention than lower fixed doses of either
medication (Connock, et al., 2007). Also, the intensity of withdrawal symptoms was the
strongest predictor of program dreput in one study (SogkZingg, Koller & Kuefner,

2008)

Hornby Zeller Associates, Inc. 9



Some characteristics have been shown to be associatedtregtment retention and
completionas well albeit with individual studiesPredictors of retention in treatment
were better social functioning scoreggmunger @rticipants and being married or
cohabitating (Pinto, Rumball & Holland, 2008). In a separate study, agseitofand
length of continuous use were found to predict program completion in a buprenorphine
group, whereasco-occurring conditions wergredictive of significantly better retention

of those within a methadone groufSoyka, Zingg, Koller & Kuefner, 808erra, et al.,
2004).

PERSPECTIVES

The literature isfairly clear thatthere is no single best treatment for opioid addictions.
As such, mch of the decision on which medication to choose for treatment relies on
the discretionof the treatment providers andonsumer preference

PROVIDERERSPECTIVES DM\T
While the literature is clear that treatment outcomes are bettesing medication
asssted treatment than without it many treatment providers still subscribe to the
notion that treatment for opioid addiction Bould be strictly psychosocial in nature.
What is known is that there is a direct correlation between providers with more
exposureto the use of MAT and their acceptance of its use in treatmé&udunselors
FFFAEAFGSR 6AGK GKS Dbl OA2yrf LyadAaddziS 2y
significantly greater acceptability of buprenorphine than radfiliated counselors
(Krudsen Ducharme & Roman, 2007) wherea®ther study revealed neartyne-half
of communitybasedprovidershad no knowledge abouhe effectiveness of
pharmacological treatments (Herbeck, Hser & Teruya, 2008).

A recent study assessing professional attitutiesard the use of medication assisted
treatment showed attitudes wershaped lesby organizational variabldhan by

individual characteristics (Fitzgerald & McCarty, 2069pgrams with a strongocial

model influence andhosewith a higher proportiorof staff in recovery were less
supportive of medication in substance abuse treatment. The ability to prescribe
medication, more advanced education, and general support for psychiatric medications
were individual characteristics related to more positivafsattitudes toward MAT.

There isittle available in thditerature i 2 | & & S & JprefexddnBe FoivaRdSoN& Q
opioid medication over another

Hornby Zeller Associates, Inc. 10



CONSUMERS
In generalconsumers demonstrate knowledgé medications available for the
treatment of opioidaddiction,strongly preferone medication over another, and attest
to its effectiveness in their recowe(Fiellin, et al., 2008). One study of 42 opiate
RSLISYRSY G LI GASyGa aSS1TAy3a GNBFGwWwRkhG Af f dza
processes wheseeking medicatioassisted treatment for opiate addiction (Pinto,
Rumball, Maskrey & Holland, 2008). Patients were asked to choose methadone or
buprenorphine and why they chose the specific medication. Results showed beliefs
about the medications werbased primarily on their own past experiences and
experiences of other users, rather than on the information given by agencies. Patients
who chose methadone seemed to base their decision on familiarity, while patients who
chose buprenorphine did so becauthey felt it would block heroin more effectively,
reduce craving, give less intoxication, and be easier to stop taking.

MEDICATIOMSSISTEDREATMENTN MAINE

Over the past decade, abuse of prescription narcotics such as OxyContin has increased
substantally in the state of Maine. According to the Maine Office of Substance Abuse
Treatment Data System (TDS), prescription narcotics are the second most frequently
listed primary drug of choice, following alcohol. In addition, the number of treatment
admissons for the abuse of prescription narcotics excluding heroin and morphine has
grown by 63 percent since the first half of 2005, and the number of treatment
admissions for abuse of heroin has jumped sharply in the past year (CESN, April 2009).

Methadone ha been available for treatment of opioid addiction in Maine since 1995.
Use of this medication in treatment hascreased over the past decada: 1996, there
were 200 people receiving methadone in the statiile today there are approximately
1500 Curently, three methadone detoxification programs and 10 methadone
maintenance programs operate in the state (OSA, 2009).

Buprenorphine was approved by the FDA for treatment of opioid addiction in October,
HANHD al AySQa t NBaONR Las beenyfrackimgliza numiges/ok G 2 NA Y
prescriptions for both Suboxone and Subutex since 2005. The number of patients

prescribed buprenorphine in Maine has increased frbsd40in 2005to 5662in 2008 a

268 percent increaseCurrently, there are 85 individual yicians and 37 treatment

programs in the state of Maine authorized to prescribe or dispense buprenorphine for

the treatment of opioid addictions.

Maine is among the more progressive stai@she nationfor reimbursing for
medication assisted treatmerfior a range of chemical dependencies. As shown in Table

Hornby Zeller Associates, Inc. 11



1, there arevast differences acrostates regarding Medicaid coverage for matlone,

Suboxone, andaltrexone their delivery and treatment settings well as whether

Suboxone and naltrexoneare B i SR Ay GKS aidl G6S5Qa ¥F2NX)dz I NB
Medicaid.

MaineCare offers Medicaid payment for methadone in OTPs, Suboxone in both OTPs

YR LKEeaAOALIyaQ 2FFAO0SaAaZ yR yIfGUNBE2YS Ay
New HampshireVermont, and Massachusetts offer the same level of coverage for

opioid addiction treatment medications in their Medicaid programs. The only thing

MaineCare does not allow for is the coverageaaltrexonein OTPs.Generally, Maine

ranks among the toptates in the nation in terms of its Medicaid coverage for all types

of medication assisted treatment.

While MaineCare providgprescription coverage for both methadone and Suboxone,
the manner in which it provides reimbursement to provideignificantlydiffers
betweenthe two. For methadone treatment, billers utilize a single billing code to
indicate the patient is enrolled in a methadone treatment programvering the cost of
behavioral health treatment, medication management and the cost of the oatidin
itself. In contrastSuboxone providemust bill for each component of treatment (e.g.,
behavioral health, medication management) separately, despite the existence of a
single billing code for Suboxone treatmentMedicaid Another difference ishat
MaineCare requires prior authorization for behavioral health treatment services
associated wittSuboxone treatment through its Administrative Serviegdbization but
does not require prior authorization for methadone treatment. These differences in
administrative policy and practice hamemerousunintended consequences for the
services available to and received by consunseeking Suboxone treatment

While the system of methadone maintenance treatment has been previously evaluated
by the state (C&T, 2003), the system for the use of buprenorphine treatment has not
been fully evaluated, hence, factor addressed hiis report.

Hornby Zeller Associates, Inc. 12



Table 1Medicaid Coverage for MAT by Stdte

Offers Offers Medicaid Medicaid
Offers Medicaid fo r Offers Medicaid for Offers Drug Drug

Medicaid for | Suboxone in  Medicaid for | Naltrexone in  Medicaid for  Formulary Formulary

Methadone Physician's ~ Suboxone in Physician's Naltrexone Status of Status of

in OTPs Offices OTPs Offices in OTPs Suboxone Naltrexone
Alabama Yes No No No No No No
Alaska Yes Yes Yes Yes Yes Yes No
Arizona Yes Yes Yes Yes Yes Yes Yes
Arkansas No No No No No No No
California Yes Yes Yes Dk No Yes Dk
Colorado Yes Yes No Yes Yes Dk Dk
Connecticut Yes Yes Yes No No Yes N/A
Delaware Yes Yes Dk Yes Dk Yes Yes

D.C. No Response | No Response | No Response | No Response | No Response | No Response| No Response
Florida Yes Yes Yes Yes Yes Yes Yes
Georgia Yes Yes Yes No Yes Yes No
Hawaii Yes Yes Yes No No Yes No
Idaho No No No No No N/A N/A
lllinois Yes Yes Yes Yes Yes Yes Yes
Indiana Partial Yes Yes No No Yes Yes
lowa Yes Yes Yes Yes Yes Yes Yes
Kansas Partial Yes Yes No No Yes No
Kentucky No No No No No No No
Louisiana No No No No No No No
Maine Yes Yes Yes Yes No Yes Yes
Maryland Yes Yes Yes Yes No Yes Yes
Massachusetts Yes Yes Yes Yes No Yes Yes
Michigan Yes Yes Yes No No Yes No
Minnesota Yes No Yes No Yes Dk Dk
Mississippi No Response | No Response | No Response | No Response | No Response | No Response| No Response

Missouri Yes Yes Yes Yes Yes Yes Yes
Montana No Yes No Yes No No Dk
Nebraska Yes Yes Yes Yes Yes Yes Yes
Nevada Yes Yes No Dk Dk No No
New Hampshire Yes Yes Yes Yes No Yes Yes
New Jersey Yes Yes Yes Yes Yes Yes Yes

® National Conference of State Legislatutetsp: //www.ncsl.org/default.aspx?tabid=14144#71

Hornby Zeller Associates, Inc.
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Offe edicald 1o Offe edicald fo Offe Drug Drug
edicald 10 poXxone ediCald 10 a exone ediCald 10 O a O a
ethadone P a poxone P a altrexone a 0 a 0
ate OTP O e OTP O e OTP poxone altrexone
New Mexico No Yes Yes Yes Dk Yes Yes
New York Yes Yes No Yes Yes Yes Yes

North Carolina

No Response

No Response

No Response

No Response

No Response

No Response

No Response

North Dakota N/A Yes N/A Yes N/A Yes Yes
Ohio Yes Yes Dk Yes No Yes Yes
Oklahoma Yes Yes Yes Yes Yes Yes Yes
Oregon Yes Yes Yes Yes Yes Yes Yes
Pennsylvania Yes Yes Yes Yes Yes Yes Yes

Rhode Island No Response | No Response | No Response | No Response | No Response | No Response| No Response
South Carolina No Dk Dk Yes Yes Dk Dk
South Dakota Yes Yes Yes Yes Yes No No
Tennessee Yes Yes Yes Yes Yes No Yes
Texas Dk Yes No Yes No Yes Yes
Utah Yes No No No No No No
Vermont Yes Yes Yes Yes No Yes No
Virginia Yes Yes Yes Yes Yes No No
Washington Yes Yes Yes Yes No Yes Yes
West Virginia No No No No No Yes Yes
Wisconsin Yes Yes Yes Yes No Yes Yes
Wyoming No Yes No Yes No No No

ADVANCINGRECOVERGRANT
As indicated above, the Advancing Recovery Grant is part of a national initiative to
improve the results of addictions treatment bolly promoting the use of evidenee
based practices within states across the country and by developing innovative
partnerships between state agencies and local providers to improve outcomes of
consumers of addiction treatment services.

Maine has chosen tfocus on advancing the use of medication assisted therapies (MAT)

among providers responsible for developing comprehensive treatment plans for

consumers of addiction services. The Advancing Recovery grant awarded to the Office

of Substance Abuse enabldtk state of Maindn partto provide direct fundingdo pilot

Hornby Zeller Associates, Inc.
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agenciedor medication for uninsured consumers. Theggnciesnclude:Acadia

Hospital, Aroostook Mental Health Center, Addiction Resource Center at Mid Coast
Hospital, Catholic Charities M@ Counseling, Day One, MaineGeneral Heddid;

Coast MentaHealth at PerBay HealthcareRortland Public Health Healthcare for the
HomelessRegionah SRA Ol f / SYGSNJ [dzo SO IyR {{id al NEQ&

After two years of implementing the Adwaing Recovery grant, policyakers and key
stakeholders are now interested in knowing the outcomes of this new initiative. This
evaluation describes the current seabf MAT in the State of Main&pecifically it
examines how participating agencies implented MAT, how consumers perceive MAT
including the differences between methadone and Suboxone, the types of outcomes
MAT produced compared to conventional behavioral health treatment, and the costs
and utilization of services between and among peoplieg$/AT plus behavioral health,
behavioral health only and no treatment at all.

Hornby Zeller Associates, Inc. 15



RESEARCRUESTIONS

This study set out to amger research questions relating toe experience of the
treatment agencies in implementing MAT, the experience of consumeeseiving
MAT and the outcomes actually achieved for consum&esy.researchquestions are
outlined as follows:

AGENCYEXPERIENCE

1 Howdo agencies differ in terms of MAT medications used, dosing, and required behavioral
health participation?

 WhatwereLINE A RSNEQ @OASga Ay NBIFNR G2 GKS dzasS 27

1 What werethe challenges in implementing MAT?

CONSUMEHMEXPERIENCE
T Whatwerel KS O2y adzySNBEQ 2@3SNIff @OASéa lo2dzi GKS ¢

1 How didconsumers compare their experiences with methadone versus Sub@xon

CONSUMERODUTCOMES

1 What was the impact of the Advancing Recovery grant on increasing the number of
consumers receiving medication assisted therapies? How do targeted MAT providers
compare with other providers in the state in terms of the number of M@&dsamers they
serve?

1 Is there a difference in retention between consumers receiving MAT with behavioral health
treatmentand behavioral healttreatmentonly?

1 Is there variation in service use, and associated costs, both before and after treatment, of
those who used MAT plus behavioral hedtdatment, those who used behavioral health
treatmentonly, and those who did not receive treatment?

Hornby Zeller Associates, Inc. 16



METHODOLOGY

To answerthe researchquestionsposed aboveHZA used variety ofboth qualitative

and quantitatve methods.The qualitative component of the evaluation consisted of a

series of interviews and focus groups wiibth providers and consumers of medication

assisted treatmenaind a consumer surveliZA visited each agency with an Advancing

Recovery grantThe quantitative methodgrincipally surroundd the analysis of

administrative data sets, specifically thef T A OS 2 T { dIceatdntyD&& ! 6 dza S C
Systemandi KS hFTFF¥AOS 2F al Ay S/ I NB Medchi®ddan®SQa al y
information provded bythe Advancing Recovery pilog@ncies

QUALITATIVIDATASOURCES

ADVANCINGRECOVERKILOTAGENCIES
The ten pilot sites who participated in ADVANCINAGRECOVERWILOTAGENCIES
this project were chosen based on their:
affiliation with the Advancing Recovery oY e Nl Es T
grant. The five original pildtites, listed
in the box to the right, have participated
in Advancing Recovery activities since
grant inception in October of 2006.
Some agencies, most notably Acadia
Hospital, had offered MAT prior this
project, but other agencies did not until
after grantstart-up, nearthe fring of
2007. Among the original pilot sites, Oncoming Pilot Sites
Portland Public Health is the exception EENeE e el L R e Ty e
in that itdid not becomenvolved in the SN
projectuntil early summer of 2008.
Thesefive agencieprovided
information about the population
receiving medication assisted treatmen{RRSUCINERIN O SR RC Y SOl I SRVAR-
that informedthe quantitative amlysis
component of this reporas well as the
population for the consumer focus groups and survey.

9 Acadia Hosial

9 Addiction Resource Center, Mid Coast
Hospital

9 Aroostook Mental Health Center
9 MaineGeneral Health

9 Portland Public Health, Healthcare for the
Homeless

9 Mid Coast Mental Health Choice Skward

9 Regional Medical Center Lubec

Hornby Zeller Associates, Inc. 17



The five oncoming pilot sites, also listed in the box to the right, jothedAdvancing

Recoverynitiative in the gring of 2009 and are divergent in theespective histories

with MAT;Catholic Charities and Day One are on the early end of the implementation

spectrum while the remaining sites have been offering MAT for varying eabtime.
Based on the varying levels of implementation, antgrviews with staffvere

conducted at these agencies.

PROVIDERNTERVIEWS

Interviews with providers were
designed to identify iformation about
the types of clinical interventions
provided their attitudes, beliefs and
opinions abotitreatment services in
generaj the role of MAT in the
delivery of treatmentconsumer
eligibility criteria for MATas well as
service needs, gaps ambdrriers in the
treatment delivery systemSome
guestions were based on a study
conductedwith the pilot agencies at
the beginning of the Advancing
Recovery grant process; this was do

Table 2 ProviderInterviews

Provider
Interviews

AcadiaHospital

8

Addiction Resource Center

Aroostook Mentd Health Center

Catholic Charities

Day One

MaineGeneral Health

Mid-Coast Mental Health

Portland Public Health

Regional Medical Center Lubec

{ G & avledicBl Qenter

QW O O |N|FPINMO|OI

[
N

_TOTAL
C

to determine whether provider attitudes and beliefs changed durimg grant period.

Lead staff at each agency were asked to identify a broad spectrum of participants to

include,at least andvhere present, a medical provider, administrator, clinician and
other staff associated with the MAT program.

Interviews were coducted with providers at all ten pilot sites; most interviews were

done individually but group interviews were conductaedsomeinstancesased on staff
availability. A separate, slightly different interview was developed for medical staff to
determine elevant program information such as induction and maintenance dose. In
all, 52 individuals participated in the interview process; clinicians and administrators

constituted the majority of those interviewed

Ly

{ dzZLISNIDA a2 NRA 2V

al NDK 2F HAnTZ
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t oy
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Abuse Programs that detailed the results of focus groups held at each of the AR Original Pilot Sites.
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CONSUMEROCUSGROUPS: SURVEY
Focus groups with consumers of MAT

were designedo obtain information Table 3 Client Focus Groups & Interview:
and opinions about their history of C“grnotu':ofus
participation in treatment, opinions |ntervigws
and satisfaction with providers Acadia Hospital 8
services offered and received, self | AddictionResource Center 3
reported outcomes relating to Aroostook Mental HealtiCenter 4
behavioral health outcomes as well as MaineGeneral Health 8
recommendations for sysm Portland Public Health 7
improvement. Participation in the TOTAL 30

focus graps was voluntary; participants received a $10 gift card in appreciation of their
cooperation. At the end of the group, participants were also given the option to
complete a voluntary survey that focused their individual experience with substance
use and treatment. In this manner, some demographic information was captured on
the client population.Focus groups were conducted only at the originaltsites since
these agencies all had established MA@gramsand consumer basesome of the
oncoming pilot sitesid not have a population base.

In all, thirty individuals participatenh either a focus group or individual intervieuf,
which twentysix completed the survey. Four focus groups involved coessi of
Suboxone, one group involved consumersnathadone, and two consumers of Vivitrol
participated in a on@ne-one interview. Table Jrovides the number of participants
volunteering feedback from each agency.

ADMINISTRATIVBATASOURCES

The quantiative analysis is based upon an analysis of administrative data obtained from
three primary data sources including: 1) Maine Office of Substance Abuse Treatment
Data System (TDS); 2) Office of MaineCare Services, Management Information System
(MECMS); and) Advancing Recovery provider record$e purpose in reviewing

provider records was to obtain identifyingformation about MAT consumers so that

®> Another consumer of Suboxone expressed the desire participate in a focus group but was unable due to a
scheduling conflict. This individual was yided the opportunity to share his/her experience with medication
assisted treatment through a one on one interview lasting approximately 15 minutes.
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comparative analyses of outcomes could be performed both at the agency and
consumer level.

Information dotained from each sourcerascrossmatched using identifiers common to

each system (e.g., DOB, MaineCare ID, Social Security Number) and analyzed together to
assemble three groups of individuals all of whom received a diagnosis of opioid
dependency. Thestiree groups include: 1) individuals receiving medication assisted
treatment in addition to behavioral health services (MAT; n=604); 2) individuals

receiving behavioral health counseling only (BH Only; n=844); and, 3) individuals who
received neither MAT ar behavioral health services (No Treatment; n=795).

retrospective, observational design was performed to assess differences in outcomes
among eligible groups as it pertains to retention in treatment and service utilization.

STUDYLIMITATIONS

Severalimitations should be considered when interpreting data presented in this

report. First, estimating the number of recipients of Suboxone was limited to

information provided by the Advancing Recovpipt sitesand information gleaned

from the Office of Slistance Abuse Treatment Data SysteBuboxone recipients could

not be identified through MaineCare claims&sboxoneservices billed under

MaineCare areoded separately in terms of medication management and outpatient
behavioral health rather than a canmon or bundled procedural code such as what

exists for methadone. Second, the Treatment Data System captures service information
from only OSA contracted service providers and excludes many agencies and physicians
that are able to provide MAT. Thirthere is a general tendency f@uboxone
recipients,compared to those not on Suboxorte have their benefits extended for
outpatient substance abuse treatment serviakse to the behavioral health treatment
requirement expected by the prescribing physicidinat is, in order for someone to

receive Suboxonever an extended periqgche or shemust continue to be in behavioral
health treatment,beyond thatwhich is typically capped at 30 units in 40 werka

given yearThe practice affects service utilizati data.Lastly qualitative findings were
limited to interviews with consumers and providers from the Advancing Recovery sites
and hence damot capture perspecties from OTP clinics, communligised prescribing
physicians and individuals not on MAT.
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RESULTS

This section addresses thiesearch questioneelating to Agency Experience and
Consumer Experience in participating in MAT.

AGENCYNDPROGRAMXHARACTERISTICS
AGENCYHARACTERISTICS

This section provides a brief summary of each of the agenciég ioriginal pilot sites

and then the oncoming pilot sites. It then provides the answers to the three research
guestions posed about provider agencies

@

Original Pilot Sites Aroostook Mental

Health Center

@

Oncoming Pilot

Regional Medical
Center Lubec

Acadia Hospital

MaineGeneral
. Health
{i®d al NE ¥ y
Center .
Mid Coast Mental Health
Addiction Resource Cente
3 Portland Riblic Health- Healthcare for the Homeless

Catholic Charities Main@ounseling

Day One
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ORIGINALPILOTSTES

PORTLANOPUBLICHEALTH; HEALTHCARE FOR THEBMELESSPORTLANDCUMBERLANKCOUNTY
Portland Public Health Healthcare for the Homeless (PPH) is a medical clinic located in
downtown Portland that provides physical and behavioral healthcare services to the
homeless population. The clinic includes dental care and provides outpataiwidual
and graup counseling. There are four nursegtitioners who prescribealtrexone or
Vivitrol, and one contracteghysiciarwho prescribesSuboxone

I Ot ASyidQa GNBFGYSYy(d LI GK Heérshe®asSNXYAY SR
prescribed. Inddition to individual counseling, clients who are prescril&doxone

are required to participate in a newly forme&liboxonegroup session on a weekly basis
and, upon graduation from the group, are required to participate in another group
session (differetiated by gender) open to all clinic clients. Clients who are prescribed
naltrexone or Vivitrol are not required to attend such a group but are still required to
attend individual counseling.

(@]]
mf

ADDICTIONRESOURCEENTERMID COASTHOSPITALBRUNSWICI& DAMARISCOTTA

CUMBERLAN& LINCOLNCOUNTIES
Addiction Resource Center (ARC) is the substance abuse treatment facility
administratively located within Mid Coast Hospital. Outpatient amensive atpatient
services, including individual, family and group sess are provided through ARC.
There are two psychiatrists who prescriBaboxoneor naltrexone through the center;
they are both doctors with Mid Coast Hospital whose time is partially dedicated to the
center. A satellite office in Damariscotta hasamity begun providingguboxone

Clients do not have a fixed behavioral health treatment path in that the care provided to

them is individualized based on need and treatment wishes. That is, not all clients are

NBIj dzA NER G2 LJ NI A Orbgedm iviten they arél fiksBenr@li8dyinitie N & L h
program, though many of them do. After clisatre inducted, however, they are

required to attend a medication management group on a pHaased system that

determines visit frequency. This group represents mlgimation of both physical and

behavioral healthcare ctacilitated by one of the prescribing physicians and a

behavioral health clinician.

MAINEGENERAHEALTH WATERVILLEKENNEBECOUNTY
Addiction services provided through MaineGeneral Health (MGH)féee=d through
its Seton campus in Waterville. A full spectrum of behavioral and physical healthcare
services are provided; on the behavioral health side, services range from inpatient,
including detoXicationand inpatient psychiatric units, to outpatit services and
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include addiction and mental health services. There areMameGeneral Health
physicians partially dedicated to tf&uboxoneclinic.

Clients have a fixed behavioral path in that all clients who rec®iNmxonehrough

MGH are requiredi 2 LJ- NIi A OA LJ {infensivg/outjakiedt pio@aml(d®dR) | £ Q &
upon entrance into the program. Ideally, both forms of care (inductioBwooxone

and initiation of the IOP) are provided concurrently. However, if there is a waiting list

for the Subxoneclinic, clients are still eligible to participate in IOP. After graduation

from IOP, clients remain engaged in outpatient behavioral healthcare as determined by
their treatment team and wishes, and in ti&iboxoneclinic as required.

ACADIAHOSPITALEASTERNMMAINEHEALTHCAREYSTEMSBANGOR PENOBSCO@COUNTY
Acadia Hospital is one of the most extensive behavioral health providers in the range
and depth of behavioral health services offered, and is the onlyprofit methadone
clinic in Maine. Acadiaffers inpatient services ranging from acute hospitalization to
shelter services and outpatient services including intensive outpatient, group and
individual treatment. There are multiple dedicatephysicians located within the
addictions portion of Acdd who prescribeSuboxoneand methadoneto incoming
clients.

Clients do not have a fixed behavioral health treatment path in that the care provided to
them is individualized based on need and treatment wishes. Prior to the induction
process, clients whwill be placed orBuboxoneare requred to participate in a group

that educates abouSuboxoneand readies clients to begin the medication. All clients
who receive MAT are required to participate in weekly group sessions in addition to
their individualizd treatment; Acadiaffers a wide variety of groups based on target
population and topic covered.

AROOSTOOMKENTALHEALTHOEENTERCARIBOU& HOULTONAROOSTOOKOUNTY
Aroostook Mental Health Center (AMHC) is the largest provider of behavioral health
carein Aroostook County that has recently expanded to include service provision in
Washington and Hancock Counties; it provides a range of outpatient addiction and
mental health services and also operates The Farm, a residential treatment facility for
individuals and their families suffering from addiction andamurring disorders.
AMHC contracts with approximately five physicians to provide MAT services. The
agency operates an Opiate Replacement Therapy clinic (ORT) from its Caribou Office and
there is aso one prescribing physician who provides MAT through the Houlton office.

Clients do not have a fixed behavioral health treatment path in that the care provided to
them is individualized based on need and treatment wishes. Many clients who enter
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into the ORT begin treatment at either the 10P or residential level and progress to less
intensive care as treatment continues.

ONCOMINGPILOTSTES

CATHOLICHARITIEMAINECOUNSELINGPORTLANDQUMBERLANICOUNTY
Catholic Charities Maine Counseling (CCMCERitatigest outpatient addictions and <o
occurring provider in the greater Portland arelaprovidesa range of outpatient
services including group, individual and family based treatment. CCMC is in the early
implementation stages of providing MAT to diis; approximately 35 clients are seen at
CCMC who are prescrib&liboxonghrough an outof-agency doctor. The agency is
currently focusing efforts on developing and implementing a treatment protocol for
MAT clients as well as formalizing its relatiopshith prescribing doctors through
GLINSFSNNBR LINPOJARSNE |AINBSYSyiGao

DAY ONE PORTLANDQUMBERLANIECOUNTY
Day One provides outpatient and residential addictions services to adolescents and their
families, and operates screening, assessment and treatm®nid @A 0 A Sa Ay al Ay
Youth Development Centers. Day One is in the early planning stages of MAT provision in
that it currently does not carry a caseload of clients receiving MAT, but is looking to
partner with local doctors interested in prescribing Mo the adolescent population.

ST. MARYX® MEDICAICENTERLEWISTONANDROSCOGGIROUNTY
{Gd al NBEQa aSRAOIf [/ SybassdNapdtiénaaad ontpatiNtE A RS a
addictions and mental health services. SMMC has been actively prescribing
buprenorphne for opioid dependent clients faevenyears. Theraretwo dedicated
prescribing physician

Clients do not have a fixed behavioral health treatment path in that the care provided to
them is individualized based on need.

MID-COASTMENTALHEALTHCENTER& CHOICESKYWARD PENNBAY HEALTHCARHROCKLAND

& BELFASTKNOX& WALDOCOUNTIES
Mid-Coast Mental Health Center & Choice Skyward (M@ provides inpatient and
outpatient addictions and mental health treatment in addition to a residential mental
heath facility. MCMHCS utilizes different methods to provide MAT services based on
the physical location at which the client is engaged in services. The Rockland office
providesSuboxonégo clients through a Penn Bay Healthcare physician whose time is
partially dedicated to the clinic. The Belfast satellite office provisidsoxonehrough a
collaborative partnership with Seaport Family Practice, also located in Belfast. The
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go through the MCMHKCSAccess Center for a substance abuse assessment to establish
eligibility before they are inducted ont8uboxoneat Seaport Family Practice. Further,
clients must remain engaged in outpatient treatment through the Belfastetio
continue to receiveSuboxoneghrough the practice.

At the Belfast office, clients do not have a fixed behavioral health treatment path in that
the care provided to them is individualized based on need and treatment wishes,
though Seaport Family &etice strongly encourages participation in the IOP. At the
Rockland office, clients must participate in the IOP program upon induction onto
Suboxone

REGIONAIMEDICAICENTERLUBEG LUBEG WASHINGTONCOUNTY
Regional Medical Center Lubec (RMCL) is a eonityabased health clinic providing
outpatient physical and behavioral healthcare in Eastern Maine, including mental health
and addictions treatment. RMCL has been providngoxondreatment to clients for
approximately seven years and currently serskghtly over 40 individuals, many who
also receive their physical healthcare at the clinic. The Medical Director for the clinic
dedicates part of his time to the managementRifboxoneclients. As the clinic
maintains a wait list, clients can also béereed to a doctor in the Jonesboro area but
still receive behavioral healthcare at the clinic.

Clients do not have a fixed behavioral health treatment path in that the care provided to
them is individualized based on need and treatment wishes. Howeli@miare
encouraged to participate in one of the group modalities offered at the clinic.

PROGRAMOHARACTERISTICANALYSIS ORGENCYDIFFERENCES
There issignificantvariation inpolicy and practiceamong Advancing Recovery pilot sites
implementing MA servicesillustrated in Table 4 Findings from a series of provider
interviews suggesthat MAT program implementation has been largely an organic
process shaped by agency setting, staff attitudes, past experience and findings on what
constitutes bestpractice for this population. The similarities and differences are
summarized below.

SETTING Portland Public HealttPPHRaNnd Regional Medical Center LufgMCLare

federally qualified health centershich provideboth physical and behavioral

healthare; PPH exclusively serves the homeless population while RMCL serves residents
of Washington CountyAroostook Mental Health Center s¢rictly a behavioral health
treatment center Addiction Resource CentévlaineGeneral Healthnd MidCoast

Mental Hedth are behavioral health treatment provideaslministratively locateavithin
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Hospital focused on providing psychiatric and behavioral health services.

MEDICAIPRESRIBER The relationship between prescribing doctors and behavioral
health providers varies from agency to agenégency setting often correlates to the
type of relationship agencies maintain with the medical prescrit#dr of the hospital

and medicatlinicbased programs employ their own prescribers for their programs.
Mid-Coast Mental Health Centés unique in that iemploys prescriberat its Rockland
office, butthe Belfast office ishe preferred provider for a local health clinid\roostook
Mental Health Centerthe only AR pilot siterithout an affiliation with a medical entity
solely contracts with outside prescribers and does not employ any prescribers directly.

MEDICATIONSAIl of the AR piit agencies prescribe Suboxoeadia Hospitak the

only one thatprescribesmethadone All of the agencies prescribe medications that are
given to the alcohol dependent populati such as naltrexone, Vivitr@ampraknd
Antabuse However, he percentage of clients who receive these medicatisrsten
much smaller than that of Suboxone, or methadone, respectively.

SUBOXONHDOSING There isvide variation among agencies in regard to Suboxone
dosing level at induction and maintenanc&Vith the exception of MaineGeneral
Health,who inducts ata fixed dose of 16 milligramall pilot agencies utilize a flexible
induction dose falhgwithin a small milligram rangeéypically betweerd to 8

milligrams. When a client presents at induction smch agencies, he or shepiescribed
two 4 milligramtablets; the first of the tablets is ingested and the client is monitored for
GKS LINBaSyOS 2F gAUKRNIglf aevLiizvyao . as
presence of withdrawal symptoms, the doctor may then advise to patient to take the
remainng 4 milligram tablet.In the days following induction, the client is monitored to
determine the appropriatenaintenancedosage.All agencies maintain a maximum
allowable dose, although again there is interagency variability in this regard.

BEHAVIORAHEALTHPROGRAMPARTICIPATIONIN addition to receiving medication

assistance, all Advancing Recovery agencies require all clients to engage in some level of
behavioral health treatment. However, treatment requirements vary widely from

agency to agencyt-or exampleMaineGeneral Health and MiGoast Mental Health

(Rockland location) have fixed treatment paths in that they require that all clients who

are prescribed Suboxorte participate in the intensive outpatient prograntikewise

Suboxore clients reeiving care at PPéte required to participate in a group specifically
designed forsuchclients.The remaining agencies develop treatment plans tailored to
individual need and client desire, bstiaff at many of these agencies identified that the
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majority of clients seeking Suboxone are first placed within an intensive outpatient
program.

Many of the AR agencies utilize a phdssed system that dictates how frequently a
client receives behavioral health treatment and meets with a medical provider. ®hase
usually includeevaluation / induction; stabilization; and maintenance. While there are
timeframes given to eacbf these phases, staff indicatkat transitionthrough the

phases is not a fixed procelsst rather isbased on his or hdevel of engagement and
treatment needs

Table 4 shows the differences in setting, MAT prescriber, MAT medications used, dosing levels
for Suboxone and behavioral health treatment requirements for the AR agencies that have such
protocols established.
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Table 4 Advanang Recovery Pilot Site MAT Implementation and Protoc

MAT MAT Behavioral Health Program
Program Name Setting Prescriber Medications Suboxone Dosing Participation
Fixed
Treatment
Starting Dose Max Dose Phase Based
Employed by
PPHc Healthcare Agency AND
e Medical Clinic gency Suboxone 4-8 mg 24 mg Yes No
for the Honeless Contracted by
Agency
Behavioral
Addiction . Employed b
et Health Center in ploy y Suboxone 8-12 mg 16 mg No Yes
Resource Center . Agency
Hospital
Behavioral
MaineGeneral . Employed b
! Health Center in ploy y Suboxone 16 mg 32 mg Yes No
Health . Agency
Hospital
. . . Employed by Methadone
Acadia Hospital Hospital 4-8 m 24 m No No
P P Agency Suboxone g g
Aroostook Mental Behavioral Contracted by
Suboxone 8-24 m 24 m No Ye
Health Center Health Center Agency Hbox g g S
St MNE Q& a Employed b
Hospital ploy y Suboxone 4-8 mg 24 mg No No
Center Agency
Employed by
. Behavioral Agency AND Yes& No
Mid-Coast Mental .
Health Health Center in Preferred Suboxone 12-16 mg 32 mg (Dependent on Yes
Hospital Provider Site)
Relationship
Regonal Medical Employed b
9 Medical Clinic ploy y Suboxone 4-8 mg 32 mg No No
Center Lubec Agency
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AGENCY ANSTAFAPERCEPTION OBAT

Overall, the use of MAT has a high lev~'

. L Table 5 Provider Support of MAT
of support among AR pilot sitesjth

How Supportive of MAT 2007 2009

90 percent of staff reporting aehst Not at all 12 10
partial support of MAT (Tabl§5And  [gomewhat 31 3
most staff members also feel that the | \/gry 57 67
use of MAT is generally effective in thetoTaL 100 100

treatment of substance abuse, with 95

percent of staff reporting that MAT is Table 6 Provider Perceivedffectivenesof MAT

at least somewhat effective (Tablg.6  [FESFTEP Ry ‘ 2007 2009

Moreover, moststaff also report that | Nt at all 30 6
their beliefs are shared and supported| somewhat 42 35
by their parent agencyStaff opinions | very 27 60
were compared to thosaentified in TOTAL 100 100

the 2007 Pan Atlantic report, which

conducted focus groups at eaohthe original AR pilot sitesComparing the tw time intervals,
data showdhat staff support of andbelief in MAT effectiveness hasreased over the past
two years.

When describing their support of and beliefs pertaining

Staff Opinions about MAT to the effectiveness of MATearly allindividuals
4{do2E2yS AayQd | 38y identified that MAT is tool that is most effective
woy Qi Y1 1S SOSNBGKAY3 when used in conjunction with behavioral health

KSt LA LIS2LX S G2 adl NI treatmentand not as a freestanding intervention The
G{d2E2yS Aa | use of MAT alleviates symptoms of craving and
OKFy3I8as o dz 3 withdrawal, and in doing so enables a client to fully
engage in treatment This finding waseinforced
among the medical staff, marof whom questioned
whether free-standing prescribers.é., those not
affiliated with a behavioral health treatment center)
can provide as effective care.

62 KSy {do2E2Yy
NBiGSyiGAz2y

Nonethelesssignificant resistance tde use of MATvas observedy someindividualsat most
agencies These individuals were spread thrbwogt the state andvere not representative of a
single interview site. That is, most sitesd both strong supporters of MAT and at least one
staff membe unsupportive of its userespective of discipline Among those who did not
support MAT, theyjuestioredits longterm effectivenessexpressed concern abodiversion

®2007 Pan Atlantic SMS Group report of focus groups conducted at each of the AR Original Pilot Sites
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within the communityand believed use of medications was simplybstitutingone diug with
another.

There were also varying levels of support and belief in effectivenfabe different
medications available for treating addiction. Some staff members supported MAT for the

alcoholaddicted populationbut not for theopioid-addicted pgulation because the medications
used to treat alcohol addiction cannot be abused in the same manner as those used to treat opioid
addiction. Other staff members supported the use of Suboxone for opioid addiction, but did not
support the use of methadongue to its side effectand method of delivery

No pilot agencyembraces the philosophy aftilizing MAT as a means of crisis stabilizatio its
outpatient practice. Mst agencies report thahey receivea substantial number of indques
aboutsameday availability oBuboxone omegularbasis However, all agenciesquire that
individuals go througlanintake process which includes both a behavioral and physical health
assessment. Depending on whether an agency maintains a wait list and holy quaodient

can meet all assessment requirements, this process can take upwards of two to three months
to complete. Some agencies reporhis as a good thing, in that clients who are seeking
{do2E2yS & | aljdzi O1 TFAE¢ HegutihiidjventionsS Rthai 2 Sy
agencies reported this as a barrier to providing prompt care to individuals who sometimes are
motivated to change for only brigferiods by the time such a client may be ready to receive
Suboxone, the window of opportunifgr engagingn

Additional Staff Opinions about MAT

G{dzo2E2yS Aa |y SasedC
practice; to not offer such a practice to eligible
Ot ASyiida Aa ANNBaLRyaAa

G!'a Ot AYyAOAlLyaz ¢S yS<
therapeutic intervention for an individual. If
this is the first treatment experience for an
AYRADGARIZ £ 5 L dzadz ff @
a person can achieve recovery without meds,
gKe Llzi GKSY 2y GKI G

a2 S

I NB y2i
reduction model; we are trying to get people

A Yinga dardiJ2 N

Ayiz2 NBO2JFSNE dE

628 KSEfLI LS2LIXS G2 N
yS3l GABS 0SKIGBA2NE 06
Ft ol &ad NBFtAAGAODE

treatment may have already passed.

Along these lines, opinions differ as to whether MAT
should be offered to all opioid dependent individuals,
as a humandreatmentto alleviate withdrawal
symptoms, or only those with a chronic history of
addiction and failed treatment episodes. Some staff
guestioned whether medication should be the first
response for a younger opioid addict who has never
attempted treatment or sobriety; in these cases, the
agency should first assist the individual in attag
recovery without medication as an interventipthey
believe

There were also conflicting opinions as to whether

providing MAT constituted a harm reduction practice.

Some agencies maintained that they were not
operating a harm reduction model agatment

expectations, such as abstinence, were the same for all clients regardless of whether they
received MAT or not.Other agencies acknowledged that MAT did constitute a harm reduction
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practice since an opioid was still being utilized, but higltdighthat many of the negative
consequences associated with substance abuse, such as criminal involvement, were decreased
due to appropriate treatment.

Existing literature supports the finding that both Suboxone and methadone are effective in the
treatment of opioid dependence. Interviews elicited the finding that some providers feel quite
stronglyaboutthese two medications, however. While it was not clear that providers objected
to methadone as a medication, it was clear that many providers ofjct the manner in

which methadone is dispersed throughout Maine. The most frequent concerns iaioséng
levels, lack of appropriate treatment (in terms of frequency), and chronicity of use, usually
manifested byconsumerdifficulty in terminating use.

In Maine, Acadia Hospital is the only agency at which a client may be prescribed either
{dzo2E2yS 2N YS(iKI R2ySo ¢Kdzax Ay Fff 20KSNJI I
methadone is determined byhere he or sheseelstreatment: an opiate tretment program

that provides methadone; or a physician or behavioral health agency that provides Suboxone.

Ly GKFEG YFEYYSNE AU A& LINGsYrhéhhetliéatioh us€) thdughythisQa C
may also be mitigated by other factors suchnagst lists, client insurance or lack thereof, and
treatment availability in theparticularresidential area. For example, a methadone program is

not available in Aroostook County; clients who reside in this county must travel to Penobscot or
Washington Conty to receive such a service.

In light of this treatment parameter, it is difficult to determine that one drug is more

appropriate for a certain client than the other. At Acadia, the sentiment was that methadone
was more appropriate for those clientgho had a longer history of use, were heroin users, or

IV users, while Suboxone was more appropriate for clients who may be younger, have a shorter
history of dependence, and may not have been IV users.

Many providers discussed expectations surroundipgropriate treatment length for Suboxone
consumers. While there was general acknowledgement that the previous sentiment was
usually for one year, many individuals openly questioned whether Suboxone will eventually
become akin to methadone. That is, skterm use may be realistic for those individuals able

to readily meet treatment goals, but lortgrm use may be indicated for individuals where risk
2T NBfFLAS Ad KAIKOD 2 A0K GKAA 0dzZNHES2yAy3d NEF
experience providig Suboxone treatment, some individuals have questioned whether chronic
or longterm use is in the spirit of Suboxone treatment. Some providers, including prescribers,
acknowledged this as a simple fact of working with the opioid dependent population, but
others questioned the appropriateness of this and acknowledged that they work to eventually
taper clients off Suboxone, usually at about the one year mark.
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CHALLENGES INIPLEMENTINMAT
There is an extremely high demand for
Suboxone treatment, confired by staff Additional Staff Ophions about MAT
perception as well as the waiting lists . o 5 5
maintained by some agencietn recent alb KEZE BE8Y ORREFAC]
of my peers with Suboxone, but my efforts are
years, the demand for Suboxone has :
X . . generally met with apathy. A lot of doctors
increased to the point whersmany agencies R2yQid styG G2 RSEE &A
report that amajority2 ¥ & A Y |j dzA NI EVAERE I RUEn R R W Vo N
pertain to the availability of Suboxona concernse
majority of clients sefidentify their desire for Gabye 2F Ye LISSNBE | NE
Suboxoneand Suboxone clients constitute a e e RNt R e At R e eI s Yo )
majority of their program censusStaff, 0dzi y20d {dz2E2ySo® ¢
including medical staff, report thamne of the burd(?ned 0)Y the responsi,bilities that go along
key barriers to allowing more clients to pAUK Au® LuQa y24 ed
. . . _ 0KS (NI AyAy3Ioé
receive this treatment is presiber
availability. Simply put, there are not enough
doctors available throughout the state that are, first, allowed to prescBhboxoneand
second, willing to maintain an acti8uboxonecaseload.For those agencies with an affiliated
hospital or melical provider, many doctors are not willing to undergo the certification process.
And nedical staff identified that there are some doctors in the community who underwent the
certification process but prescritmnlyto a few individuals who may have betweir regular
patients for some timeVery rarely did staff members note that the certification process,
including the time and money involved, was a barrier to increasing prescriber census. Rather,
intervieweeshighlightedthat the most frequent reasoa doctor would either not want to be
certified or carry an active caseload is a lack of desire to treat addicted individuals.

' y2(0KSNJ 0l NNR S NMaideCare LJ2 G
or other fundingstream; many individuals
without MaineCare are unable foay the out
of-pocket expenses for the medicatias well
have MaineCae o private insurance and are as the associa_te_d behavioral health treatment
unable to privately pay for the medication and The original pilot sites (those who had
treatment. Even transportation can be very received a stipend to pay for those clients
difficulttoobtain ¥ 2 NJ Yl y& Ay RA QD otherwise eligible for caraylentified that the
grant funding wa a tremendous benefit in
helping individuals to promptly access carethird barrier dentified, especiallamong
agencies in rural settirmgwas difficulty arranging for transportation.

Additional Staff Opinions about MAT

G2S INB YA&aaiay3a | WYA
LJ2 Lddzt | GA2y StAIA6ES F:
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Most staff members working in addictions programs do not hHaveal MAFspecific training.
Only 27 percent of those interviewed indicated that they had received such training, though
many more indicated that they had received-thre-job training or had access to information
about MAT. Despite a lack of formatdining, most staff members reported a medium to high
level of knowledge and comfort with the science behind MAT.

Another challenge that many staff members reported was the variation of practice within an
agency. While all agencies maintain policies airatedures in regard to expectation$

clients,such protocot arevariably enforced by different cliniciamsd doctors Many staff

reported that in providing MAT to clients, especially in light of diversion featablished

protocols needto be folloved consistentlyfor the program to operateffectively. This

challenge can at times be compounded in agencies where clients do not routinely see the same
prescriber or where different prescribers have different treatment philosophies

A key aspect of MARimplementation is the effective collaboration between the medical and
behavioral health providers, which often hinges upon frequent and open communication.

While 35 percent of interviewees reported such communication is good, or acceptable, and 40
percent reported the communication is very good or excellent, approximatelyaunagter of
interviewees reported communication between medical and behavioral health staff is fair to
poor, suggesting there is room for improvement of communications betweenrsefiibers in

at least some MAT areas. Many agencies that acknowledged that communication is a problem
also reported that they are taking steps to address this isg@\tdeast one agency has instituted

& SRAOI A2y Hfdugslthat ry &lgcilitdatedby a prescriber and behavioral health
clinician to ensure a greater coordination of care.
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CONSUMEHMEXPERIENCE

An important element of determining the full impact of medication assisted treatment is to

obtain firsthand experiences from every day consumarsecovery from addiction.

Qualitative feedback from consumers receiving medication assisted treatment was obtained
through a series of focus groups and interviews held at each of the five original pilot agencies as
well as the voluntary survey distrited after the group process.

MAT ANDRECOVERY

Of those clients who

- . Table 7 Consumer Histor
participated in the focus group y

and Interview process, First experience in treatment 15.4
approximately 31 percenwere "o oo borience with medication 19.2
currently taking methadone,  "go v out this agency specifically 65.4
while nearly 58 percent were [, o MATIlegallyprior to currert treatment 84.6

currently taking Suboxone and
nearly 11percent were currently takingivitrol. The overwhelming majority of focus group
participants reported chronic substance use, multiple treatment experiences as well as use of
varying types of medications utilized as part of their recovéilyese findings are clearly
evidenced by survey seailts wherein only5 percent of respondents reported this was their

first treatment experience ané0 percent reported this was their first experience with
medication assisted treatmentMoreover, the majority (65%) of clients presented to this
current treatment episode specifically seeking some form of MAT and almost all clients (85%)
had previously used either methadone or Suboxone illicitly.

Perhaps the most dominant theme of the

focus group and interview experience was Consumer Opinions about MAT

the overwhelming support of MT, , . P
. .. aL F2dzy R A0 | 20 Sl ¢

regardless of respective medication, that ettt (el el el el

nearly all participants expressed. Clients 58SF2NB &

characterized the use of medication to assis

Ay GKSAN NS@Eng SNE | 3

interventioné without which sobriety would

GLFT L RARYQl KI@S { dzm
NBO2 BSNE d¢

be difficult if not impossible to obtain. G!yeo2R& OFy (k1S 0KE
Considering that most of theopulation had ddzLJLZ NI G2 € SkNY O2LA
significant past experience in attempting 4. 2dz NBrHfte ySSR (2 ¢
sobriety, evilenced through multiple KIFI @S G2 OKIy3S &2dzNJ ¢
treatment attempts,this endorsement about takingamedO | G A 2 y ®¢

carries particular weight.
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While participants acknowledged the essential need for medicadssistance, they also placed
equal weight on behavioral health counseling, family and supp®stervices as additional
requisites for recovery. Many participardppreciatedthe additional therapeutic services
provided ratherthan resised the commitmentmany agencies requireParticipants at every
pilot siteexpressedsincere gratitude for the services available to them, the openness with
which the agency welcomed theand the support that staff provided.

Additional Consumer Opinions about MAT

GLQY y2G O2YYAlGGAy3a O
better, | feel healthier. | have sanity back in my
fATS 1y26Ay3a GKIG LQY
AT L gl yld (2 od¢

G{do2E2yS R2S&4 KSf Lo
not on the street hunting cause when you are
GKFiQa ¢KSYy akKAld KI LLJ
gK2 | NB Ay LI

FNASYyRaA

FSt0 GUKS dz
G2N]l ® LGQ& |
(K2dzZaAK P

G99dSy AT L
g2dA Ry Qi
GSada Ad

GLG A& AYLBRon Subdxée. lft
GSNBY QG F2NJAGI L ¢2dz
LG oNBlF{1a GKS OeofS:

Many clients recognized that their receipt of
effective treatment coupled with their
newfound sobriety enhancenhultiple

domains of their life. The majority of
participants reported engagement in other
types of criminal activity, having prior criminal
justice involvement antbr periods of
incarceraton as a consequence of their opiate
use. There was widespread agreement among
participants that these behaviors would be
ongoing if it were not for the medication
assistance (regardless of drug type). Indeed,
this was one of the more poignant topics
raised across groups. In short, participants
wanted to express, and make the public
aware, that medication assistance significantly
reduces crime both from their own experience
as well as what they knew about others with
opiate dependence.

In addition to preventing criminal activity, the most significhenefit of medication assistance

espoused by participants was
their ability to abstain from
illicit substance use, at least

Table 8 Hfectiveness of MAT in Alleviating Withdrawa

How well does medication help with Withdrawalﬁ Percent

partially facilitated by the Very well 76.9
alleviation of craving and Somewhat Well 115
withdrawal symptoms The Not Very Well 7.7
o C Not Well at All 3.8

vastmajority of individuals
Total 100

(88.4%Yeported that their

respective medication at least partially helped with their withdrawal symptohable § and
84.6 percent with theicraving symptomsTable 9.
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Table 9 Effectiveness of MAT in Alleviating Cravir

How well does medication help cravings? Percent

Despite almost universal support
of MAT, clients also identified

Very Well 615 many barriers to treatmentin
Somewhat Well 23.1 .
Not Verv Wl T1c focus groups, individuals

ot Ve e . o cere .

y highlighted the difficulty in
Not Well at All 3.8 ) . .
accessing gatment in a timely

Total 100

manner based on agency waiting

lists; many participants cited the delay in accessing treatment as one of the primary motivators
for their illicit use of methadone or Suboxone. That is, focus group participants who admitted

to illicit use of MAT acknowledged they
often took these substances to alleviate
withdrawal symptoms while waiting to
gain entry into treatment rather than for
their addictive qualitiesClients
recognized that there are too fedoctors
willing to prescribe the medation, which
results in lengthy waiting lists in some
communities. Difficulty with funding
sources, including the goay if an

Additional Consumer Opinions about MAT

Sy 2 dz3 Ktrebt2
KFE@S 32008

G¢KSNB | NBy Qi
LQY fdz01& (2

G¢KSNBQa Fftaglea | gl AGA
todo? Wait3n Y2y i KaKk LQY |y
very few providers to give you Suboxone which is wt
GKS YSUKIR2yS OftAyAO Aa

individual isa MaineCare recipientvas also cited as a barrier to accessing care.

Clientsalso focused on how the use BFfATcan be stigmatizing. For example, individuals
recognized that the general public is not educated about substance abusecavits on the

use of methadone or Suboxone as effectirgatment practices; such individuadse then
hesitant toopenlyacknowgdge their use of MATThese sentiments are sometimes shared by
the recovery communityTraditionally, 12 ®fp peer support groups, such Bsircotics

Additional Consumer Opinions about MAT

G9OSNE2YyS 1y26a | oz2dzi
pushed me to come here but the stigma kept me frol
R2Ay3 AlGo h deli2adk RISy e22ddy!
@2dz 02YS (2 GNBFGYSyild:
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R2y Qi
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Anonymous l{A), have been resistant to
accepting individuals who utilize medication;
the philosophy habeen that doing so
replaces one addiction with another. While
focus grops at some agencies did confirm
this finding,individuals at some agencies
reported a positive and supportive
relationship with their local AA and / or NA
chapter, perhaps indicatinghat sentiments
are slowly changingDespite acknowledging

that the use of MAT can be stigmatizing, many individuals reported that the benefits of their
sobriety were also liberatingndividualsno longer needed to hide their addictiand were

able to esume a healthier lifestyle.

Hornby Zeller Associes,Inc.

36



There was some discussion Table 10 Perceived Difficulty Terminating MA”

aboutwhetherindividuals How hard will it be to stop using medication Percent

viewed MAT as a loRgr Very Easy 7.7
short-term option in their Somewhat Easy 26.9
recovery While some clients | Not Very Easy 30.8
openly discussed their plans to| Very Hard 34.6
taper off the respective Total 100

medicationsin the near future other clients indicated their current preference to maintain

their presciption for the foreseeable futureMany of these sentiments were based on what
individuals felt was right for their own recovery. The majority ofplpulationanticipates at

least some difficulty in terminating use of the medication; over-hinds responded that it

g2dZ R 0S SAGKSNI ay2i @SNE $iespective raedizaio@dFawle K N
10).

DIFFERENVIEDICATIONS
Participants strongly advocated the use of medications (regardless of type) asserting that
sobriety would not havéeen possible without medication assistance. With the exception of
the methadone group, consumers showed remarkable preference towards Suboxone given
their experience with both medication€onsumergited the physical side effects of
methadone as wellsbeing tied to a clinias their main reasons for preferring Suboxone; some
clients also noted the difficulty in reeng
2l fii[ela 1N @lo]y S [STHOl i [ISEUIVAVENE appropriate care at a clinic compared to their
4{do2E2yS A& INBIGZ o6 experiences with behavioral care while on
especially methadone. It helps with withdrawal Suboxone.However, participants in the
YA =S S oF-TRRVA-N BN N - P W IIDN~ M methadone group were equally satisfiadith
BRSNS NI R A NARE only one participant indicating a preference
for methadone over Suboxone. Overall,
consumer feedback suggests both drugs can
be a significant benefit in treatmentThe few individuals who were on an ahab relaied
medication generally reported positive results associated with those medications, though there
were some complaints about the physical side effects
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There were notable differences,
though, in rates of illicit usbetween
those individuals omethadone
compared to Suboxonés shown in
Talle 11, of those cliens receiving

Table 11 lllicit Use of Other Substances

Used Otheitllicit Substances N Percent
Currently onMethadone 8 75.0
Currently onSuboxone 18 33.3
Total 26 47.8

methadone three-quarters(n=8)had used an illicit substance during their current treatment
episode, compared to only orthird of clients receiving Suboxone=18) Slightly under half
(n=26) of all consumers reported illicit us€his infemation was collected on the anonymous

survey completed after the focus

groups; the topic was not discussed in

great detail during the focus groups,
but some clients noted that it was
harder to experience the pleasurable
effects of illicit use while on Sokone.

There were also differences in
withdrawal and craving
symptomatobgy betweenmethadone
and SuboxoneWhile the majority of
the population felt that both
YSGKIR2YS | yR
g St ithéwithdrawal symptoms

Table 12 Effectiveness of MAT in Alleviating Withdrawa

Methadone vs. Suboxone

ara e adone PDOX0Ne
Percent Percent
Very Well 62.5 86.7
Smewhat Well 12.5 6.7
Not Very Well 12.5 6.7
Not Well at All 12.5 0.0
Total 100 100
{do2E2yS KSf L&A aOdSNE

(Table 12, only25 percent of respondents on methadone responded similarly for the

alleviation of craving symptoms.

In contrast, nearly all respondents on

Suboxone responded that the
medicdil A 2y KSf LISR «a

Table 13 Effectiveness of MAT in Alleviating Cravin

Methadone vs. Suboxone

elp a O e adone PDOX0Ne
13). Percent Percent

Very Well 25.0 86.7
Somewhat Well 50.0 6.7
Not Very Well 25.0 0.0
Not Well at All 0.0 6.7
Total 100 100
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Noticeable diffeences between Table . Percaved Difficulty Termnating MAT:

methadone and Suboxone were also Methadone vs. Suboxone

present when difficulty in How hard do you think it will

terminating medication was be to stop using medication? Methadone Suboxone

examined. Of the participants Percent Percent

currently taking methadone, nearly | Very Easy 0.0 0.0

63 percent reported it would be Somewhat Easy 250 26.7

difficult to stop taking the Not Very Easy 12.5 46.7

medication.In contrast, oty 27 Very Hard 625 26.7
Total 100 100

percent of the participants taking
Suboxoneeported it would be very hard to stop taking the medication, while 47 percent
reported it would not be very easy and 27 percent reported it would be somewhat easy to stop
takingSuboxone No participantgurrently taking either methadone @uboxondelt it would

be very easy to stop using timeedication.
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CONSUMEROUTCOMES

In the field of addictions research outcomes are generally described in terms of how long
people last in treatment; what proportiooomplete treatment; how many treatment episodes
people have; and how their service patterns change before and after treatment. People are
particularly interested in whether the use of n@mergency hospitabased services gsdown
and whether there areaductions in overall cost even after factoring in the potential for more
outpatient treatment. This section answers the following outcome questions:

1 What was the impact of the Advancing Recovery grant on increasing the number of
consumers receiving meditan assisted therapies? How do targeted MAT providers
compare with other providers in the state in terms of the number of MAT
consumers they serve?

M1 Are there differences in the characteristics of consumers who receive MAT
compared to those who only rese behavioral health counseling?

1 Is there a difference in retention between consumers receiving MAT with behavioral
health and behavioral health only?

1 Is there variation in service usand associated costbpth before and after
treatment, of those who sed MAT plus behavioral health, those who used
behavioral health only, and those who did not receive treatment?

ACCESS TR EDICATIOMSSISTEDREATMENT

The Advancing Recovery grant enabled OSAipport key staff positions to help providers
makeeffectiveuse of medication assisted treatment as welt@aprovidefunding for

medication for uninsured consumer€ne of the key objectives of the Advancing Recovery
grant was to increase access for consumers who wish to receive medication assisted treatment
in the five original pilot agencies. Using information from the Treatment Data System
supported by OSA, HZA compared differences in the proportion of individuals receiving MAT
over time for both the pilot agencies participating in the AR grant as welleae8i of the state

as a whole.Information presented in Table dhows a substantial increase in the use of
medication assisted treatment. Overall between 2007 and 2009, the use of MAT increased
from 9 percent to 16 statewiddrom 8 percent to 21 peragt among pilot agenciesand

between 9 percent and 15 percent among Rpifot agencies.In total the numbers nearly
doubled.These figures represent the percent of all people receiving treatment in the
Treatment Data System who specifically received naitin assisted treatment.
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Table 15People Receiving Medication Assisted Treatment over Three Yt

AR Pilot Agencies Non-pilot Agencies
N Percent N Percent N Percent
FY 2007 213 7.9% 921 9.2% 1134 8.9%
FY 2008 563 20.0% 1798 17.5% 2361 18.1%
FY 2009 540 20.5% 1471 15.1% 2111 16.2%

MAT CONSUMERHARACTERISTICS

HZA used information from the TDS to assess whether there are important differences between
the population ofMedicaideligible consumers dIATwho also receivéehavioral health

counseling (N=604and the population oMedicaideligibleconsumerswith opioid dependence
receiving behavioral health counseliatpne (n=844) As shown in Table 1@nsumers who
received MAT in addition to behavioral health treatment wsignificantlymore likely than

their counterparts receivingehavioral health treatmenaloneto have a ceoccurring mental

health disorderfo haveinjected drugs, antb havebeen engaged in grior substance abuse
treatment episode. No significant differences betweehe two groups were found with

respect to agémean = 30.0 yearsyjender, educational leveinganhighest grade completed

11™), or history of criminal justice involvement.

Tablel6. Demographic Characteristics of Consumers on MATBehavioral Helth Treatment

BH Only MAT + BH
(n=844) (n=604)
Number Percent Number Percent
Female 450 52.0 343 56.6
C_ooccurrlng mental health 480 555 435 718
disorder
Ever Injected Drugs 357 41.3 377 62.2
Prior Substance Abuse 549 63.5 476 785
Treatment
Criminal Justice 375 43.4 266 43.9
Involvement

ADDICTIONSREATMENRETENTION

As described above, treatment retention and completion are often discussed in tandem
because sufficient retention in fixdéngth treatment programs results in program comjet
Treatment retention may be measured in multiple ways. One waydalculatethe proportion
of patients who remain actively enrolled in treatment at a specific point in time (e.g., at 12
weeks) or for a specific duration of time (e.g., for at lesastmonths)from service initiation
Similar to this measure of retentioanother is to measureompletion by the number or
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proportion of patients who are retained for the entire length of a fixedgth treatment
program, or who are retained long endutp successfully complete program goals in varied
length treatment programs. Another way to measure treatment retentiand the one
selected hereis the mearand mediariength of time a group of individuals remains in
treatment. Higher retention ratefor specific time period, higher completion rates, and longer
average durations of retention are considered positive retention and completion outcomes.

Using information obtained from the Treatment Data Systerd provider recordsan analysis

of time in treatment, or retention, was conducted for two groups of individyahch of which
received a substance use diagnosis of opioid dependeDce. to the constraints of the data
source, it was not possible to measure patients who remain actively enmatlagarticular

point in time such as 12 weekSince agency practices vary so much, it was not feasible to use
measures of a fixetength programTherefore the mean and medians measures were selected.
The two groups include individuadse MAT in additio to behavioral health treatment (N=604)
and individualsvith opioid diagnoseseceiving behavioral health counseling o(M=844).
Informationpresentedin Table 17&andthe figure belowshowdifferencesin retentionbetween

both groups.

Overall, substace abuse treatment retention for consumers with opioid addictions averaged
119 days, with consumers who incorporated MAT into their treatment program remaining in
treatment twice as long as consumers who did not use MAT. This difference is statistically
significant € (1448 = 10.30p < .01)and is considered a positive result.

Table 17 Number of Days Retained in Substance Abuse Treatment Services for Consumers Ret
Behavioral Health Services Only and Consumers Receiving MAT and Behavioral Sealites

Minimum Maximum
Number of  Number of Days Number of Days Mean Number of Median Number
Consumers REIEE Retained Days Retained  of Days Retainec
BH Only 844 1 994 84 48
BH + MAT 604 1 1134 169 98
Total 1448 1 1134 119 87

The median number adays retained is shown in the figure belovgain, those incorporating
MAT into their treatment regimen were retained twice as long.

Hornby Zeller Associes,Inc. 42



Median Number of Days Retained in Substance Abuse
Treatment for Consumers Receiving Behavioral Health
Services Only and MAT in Addition to Behavioral Health
Services

100

50 [ | -
0+ , I.-"
BH Only B H+ MAT

SERVICHKJTILIZATION

Another outcome measure is to compare differeageservice utilizatio and associated costs.

An analysis of MaineCare claims was conducted for three distinct groups of individuals with an
associated opioid dependency diagnosis. The three groups include individuals on MAT in
addition to behavioral health treatment, indiwidls receiving behavioral health counseling

only, and individuals who received neither MAT nor behavioral health treatment. A
retrospective one year pre post observational design was conducted to determine differences
in service utilization both within ahacross each of the thregroups. Information in Table 18
presented as a ratio representing the number of paid service claims per person for each of the
two time intervals.

As showrthere as well agn Table 19there is significant variation withisnd across each group
both in terms of the quantity and types of services utilized over ti@eae yeaiprior to service

the group receiving MAT had a higher average costs per person, $10,779, than the group
receiving behavioral health only, $8,069. Tigher costs were associated particularly with in
patient hospitalization and laboratodyased hospital work which themselves accounted for
$1570 of the $2710 differenceéAs expected, service utilization increased for both groups of
consumers receiving b@vioral health treatment. However, the increased use of services
primarily surround those for behavioral health treatment, laboratory and testing services, and
ancillary services whereas notable reductions were observed for both groups in more expensive
hospitatbased care such as inpatient, emergency room and critical care ser@doesumers

with opioid dependency with no behavioral health intervention had substantially higher service
utilization of hospitabased services at a substantially higheeral average costThat is, one

year after services the highest cost group was those with no substance abuse treaéitieet
behavioral health or MAT Their care, largely hospital based, cost $16 fidr2person on

average
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The average costs of thoseceiving both MAT and behavioral health were higher after one
year than the behavioral health only groupifferences in overall service utilization between
the two groups may be explained by differences in retention and the increased likelihood of
accessing ancillary services such as drug testig. example, laboratory work for the

behavioral health only group amounted to $835 on average whereas the same costs category
for those on MAT equaled $2080. Similarly, pharmacy costs for the first groupAgas
compared to $770 for the latterThe costs associated with administering MAT itself as well as
the sustained amount of time in treatment accounted for much of the differeiite. higher

level of treatment engagement is not surprising considering sugh engagement is needed to
receive the desired prescription coupled with the fact that individuals on MaineCare are more
likely to have their benefits for outpatient service utilization extended while on Suboxone.
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Service Category

MAT and Behavioral Health

Behavioral Health Only

Table 18 Claim Ratios by Serviceg/pe

No Treatment

(N=604) (N=844) (N=795)

1 Year 1 Year Percent 1 Year 1 Year Percent Difference Difference Difference

Prior Post Difference Prior Post Difference (MAT) 1 Year Post| (BH Only) (MAT)
Hospital Based
Inpatient 1.93 1.80 -6.4 1.34 1.08 -19.3 -0.40 3.96 2.66 1.20
Emergency Room 2.18 1.61 -26.2 2.10 1.47 -29.9 -0.09 2.89 0.96 0.79
Critical Care (e.g., ICU) 0.04 0.02 -36.4 0.01 0.01 -41.7 -0.64 0.13 14.92 4.70
Outpatient 5.56 5.57 0.2 3.52 3.45 -2.2 -0.38 12.75 2.70 1.29
Dental 0.53 0.79 50.2 0.39 0.45 17.5 -0.43 1.04 1.30 0.32
Laboratory 8.15 14.95 83.5 5.37 5.54 3.2 -0.63 12.29 1.22 -0.18
Imaging/Testing 2.72 1.88 -30.7 1.86 1.65 -11.3 -0.12 5.97 2.62 2.17
PharmacyDME 2.01 2.07 34 1.50 1.32 -12.0 -0.36 4.69 2.54 1.26
Ambulance 0.31 0.31 -1.1 0.26 0.17 -36.9 -0.46 0.44 1.64 0.43
Other Medical 0.23 0.28 20.1 0.24 0.33 35.0 0.19 0.92 1.79 2.33
Mental Health
Crisis Intervention 0.25 0.28 154 0.21 0.15 -32.0 -0.49
Inpatient 0.06 0.10 57.9 0.04 0.04 -8.8 -0.63
Med Management 0.72 0.84 16.6 0.28 0.32 15.7 -0.61
PNMI Residential 0.22 0.11 -49.6 0.20 0.18 -10.8 0.56
Group 0.62 2.54 307.4 0.21 0.27 33.3 -0.89
Individual 1.67 3.27 95.9 1.14 1.18 3.7 -0.64
Other 0.23 0.42 84.6 0.02 0.09 322.2 -0.78
Substance Related
Residential 0.32 0.67 109.8 0.28 0.61 120.1 -0.09
Detox 0.04 0.04 -18.5 0.04 0.04 0.0 0.07
Clinic 0.83 1.15 38.3 0.00 0.00
I0P 0.11 0.86 649.3 0.23 0.44 88.7 -0.49
Group 0.07 0.37 4650 0.06 0.19 194.4 -0.50
Individual 0.41 2.58 527.8 0.38 1.61 325.3 -0.37
Other 0.05 0.02 -55.2 0.00 0.02 950.0 0.16
Ancillary
Community Support Services 1.56 1.78 13.8 0.65 1.15 76.4 -0.35 0.24 -0.79 -0.86
Rehabilitative 0.40 0.32 -20.7 0.36 0.31 -15.4 -0.03 0.98 2.21 2.11
Transportation 13.29 30.78 131.6 4.31 10.69 148.0 -0.65 5.49 -0.49 -0.82
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Case Management

0.16

0.26

63.9

0.15

0.12

-19.5

-0.55

0.35

1.98

0.33

Total Claims

44.66

75.68

69.5

25.18

32.88

+30.6

-0.57

53.74

0.63

-0.29

Hornby Zeller Associes,Inc.

46



Service Category

MAT and Behavioral Health

Behavioral Health Only

Table 19: Average Per Person Cost for Servic
No Treatment

(N=604) (N=844) (N=795)

1 Year 1 Year Percent 1 Year 1 Year Percent | Difference 1 YearPost Difference| Difference

Prior Post Difference Prior Post Difference| (MAT) (BH Only) (MAT)
Hospital Based
Inpatient $4,286.15| $4,252.21 -0.8%| $3,134.60| $2,768.03 -11.7% 34.9% $7,438.08 168.7% 74.9%
Emergency Room $1,240.54| $917.51 -26.0%] $1,206.11| $844.26 -30.0% 8.0% $1,642.62 94.6% 79.0%
CriticalCare (e.g., ICU) $137.72 $123.84 -10.1% $74.39 $35.78 -51.9% 71.1% $322.03 800.1% 160.0%
Outpatient $317.18 $293.98 -7.3% $208.01| $203.81 -2.0% 30.7% $821.64 303.1% 179.5%
Dental $30.08 $48.77 62.1% $25.13 $28.57 13.7% 41.4% $65.42 128.9% 34.1%
Laborabry $1,330.49| $2,079.87 56.3%| $911.12| $834.52 -8.4% 59.9% $1,970.57 136.1% -5.3%
Imaging/Testing $990.30| $629.63 -36.4%] $720.86| $637.71 -11.5% -1.3% $1,972.01 209.2% 213.2%
Pharmacy/DME $731.64| $770.25 5.3% $601.99| $462.48 -23.2% 40.0% $1,444.93 212.4% 87.6%
Ambulance $33.85 $30.43 -10.1% $27.01 $19.26 -28.7% 36.7% $36.91 91.7% 21.3%
Other Medical $7.48 $8.66 15.7% $17.64 $34.57 96.0%| -299.3% $29.88 -13.6% 245.1%
Mental Health
Crisis Intervention $90.04| $108.51 20.5% $88.17 $46.32 -47 5% 57.3%
Inpatient $248.64| $377.21 51.7%] $159.62| $143.88 -9.9% 61.9%
Med Management $79.71 $73.60 -7.7% $28.14 $38.29 36.1% 48.0%
PNMI Residential $113.48 $87.38 -23.0%] $135.53 $53.04 -60.9% 39.3%
Group $20.54 $85.77 317.7% $6.76 $9.31 37.7% 89.1%
Individual $223.36 $510.07 128.4%| $150.91| $162.23 7.5% 68.2%
Other $113.20 $66.86 -40.9% $5.95 $10.77 81.0% 83.9%
Substance Related
Residential $196.95 $502.56 155.2%| $189.17| $476.75 152.0% 5.1%
Detox $17.78 $14.48 -18.5% $15.55 $15.55 0.0% -7.3%
Clinic $65.9 $90.23 36.9% 100.0%
IOP $13.65 $82.38 503.7% $24.00 $44.85 86.9% 45.6%
Group $3.37 $17.53 419.4% $3.72 $11.84 218.3% 32.5%
Individual $36.72 $132.51 260.9% $33.35 $133.68 300.8% -0.9%
Other $5.72 $7.49 30.9% $0.05 $2.86| 5930.0% 61.8%
Ancillary
Community Support Services | $148.08] $132.19] -10.7%| $96.17] $110.03]  14.4% 16.8%| $23.10 ]| -79.0%|  -82.5%
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Rehabilitative $153.06| $159.86 4.4%] $120.49 $87.42 -27.4% 45.3% $516.73 491.1% 223.2%
Transportation $108.22 $371.95 243.7% $52.33 $127.74 144.1% 65.7% $70.67 -44.7% -81.0%
Case Management $35.50 $46.68 31.5% $32.46 $17.31 -46.7% 62.9% $43.84 153.3% -6.1%
Total Claims $10,779.4| $12,022.4 11.5%] $8,069.22| $7,360.86 -8.8% 38.8% $16,612.44 125.7% 38.2%
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KEYHNDINGS

The use of medication to assist peopleattaining recovery has been in practice since the
beginning of the twentieth century and is proven to be effective in helping individuals remain in
treatment and abstain from illicit substance use. While methadone has traditionally been the
primary medcation prescribed to individuals seeking medication assisted treatment for opioid
dependence, the recent emergence of $xbne has provided another medication option.

The award of a Robert Wood Johnson Advancing Recovery grant permitted the MaineDffice
Substance Abuse to provide a stipend to five agencies to increase the number of people
receiving Suboxone treatment as well as prostif support fortraining and technical

assistance to a total of ten agencies. The grant also permitted OSA twor@itbe services of an
independent evaluator to determine provider and consumer perspectives about MAT as well
consumer outcomes associated with MAT. The following are highlights presented throughout
the report.

1. Variation in treatment philosophy among mviders: Significant variation was also
observed in philosophy among the Advancing Recovery pilot agencies that are currently
offering a MAT program. Agencies differ in their belief as to whether MAT is strictly a harm
reduction practice or whether MATKs2 dzf R FA (i Y 2-tedh adsthénge G KS Gf 2
SELISOGI A2y D¢ | RRAGAZ2Y I ffeX AYRAGARdzZ f LK
some clinicians feel that it is inhumane not to offer medication to assist clients from opiate
withdrawal. Otherclinicians believe that MAT should be offered only to those clients who
have an extensive history of use, attempted periods of sobriety and an inability to terminate
use without further medical intervention.

2. Variation in policy and practice among prowds: Significant variation was observed in
practice among the Advancing Recovery pilot agencies that are currently offering a MAT
program. These variations in practice include: expected treatment regimen in conjunction
with the use of MAT; appropriate dage levels; and knowledge base of best practices
associated with MATEven vithin agenciesthere isvariationamong stafin treatment
expectations as well d®ow theseexpectations are enforcedDespite significant variation
in practice, magencyufi AT $a8 (KS LINBAONRLIIAZ2Y 2F { dz 2 E?2
its outpatient practice. That is, a client who presents at an agency desiring Suboxone needs
to undergo a usually lengthy assessment process before he or she reaches the induction
point; this can take one to two months depending on how quickly a client is able to meet
the assessment requirements.
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3. Growing acceptance of MAT among provideréZhile there has been growing acceptance
of the use of MAT over time, there still exists inleagency a reluctanamong someo
use this method of treatmentMost providers, individually and as agencies, supporiube
of MAT: RSaAaONAROAY3 AlG & F aGz22té¢ GKIFIG SylrofsS
interventions to assist them iavercoming their addiction; it is generally not seen as the
only component neededAmong the medical providers interviewed, the overwhelming
majority questioned the effectiveness of delivering MAT from a-B&ading physician not
connected with a behagral health agency¢ K2 4S ¢gK2 R2y Qi 2F0Sy | dz
effectiveness of the medication, are suspicious of diversion, and believe that the use of a
medication is replacing one addiction with another.

4. Great acceptance of MAT among consumers seekingttrent: Most clients present to
treatment specifically to receive MAT; most have had at least some illicit experience with
methadone or Suboxone prior to entering treatment and many have had a previous MAT
treatment experience. Consumer support of MAT waarly universal; clients voiced that
GKS dzaS 27F a! ¢ -OKlay JoAS/ S | oSt BHEMATEISS
highlighted that the behavioral health treatment in conjunction with the medication is what
has enabled them to achieve sobriety

5. Demand for Suboxone outpaces availability of prescribefBhere is a igh demand for
Suboxoneto the point where many agencies maintain waiting lastsl clients struggle to
find a provider Both providers and consumers identified thaepcribing doctor
availability is the most significant barrier to receiving care, followed by transportation and
MaineCareor other insurancestatus.Due to the inability to access MAT services in a timely
manner, consumers reported that their prior illicit substance use wfen motivated by
the alleviation of withdrawal and craving symptoms rather than to achieve a euphoric
sensation.

6. Clients prefer Suboxone over methadonktany clients and providers prefer Suboxone
over methadone due to the unpleasant side effectsasated with methadone as well as
implementation concerns, including dosing, treatment availability and inconvenience of the
daily commitment.

7. Formal training for providers is lackingDespite the overall popularity of MAT, especially
Suboxone, as @afm of treatment, few providesacknowledged any form of formalized
training in the use of Suboxone in conjunction with behavioral health treatm&rdining is
generally available to individuals throughsgarvice and online modes, but there are few
conference based opportunities that are readily accessible.
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8. Significant increase in userdf MAT. Generally, one of the goals of the Advancing Recovery
initiative was to increase access to medication assisted treatment among the original pilot
agencies.Comparing pilot agencies at the beginning of the AR initiative to the end of fiscal
year 2009, there was a significant increase in the proportion of individuals receiving MAT,
increasing from 8 percent to 21 percent.

9. Significant numbers of people with apid dependence are not treatedCrossreferencing
AYTF2NXIEGA2Y 2001 AYSR TNRBY alsystghd /IRND QA Qul y I
TreatmentData System revealed a significant number of individuals throughout Maine who
received a diagnosis of opioid depemae but never received any forni behavioral health
treatment.

10.Consumers of MAT and behavioral health treatment have more difficult histories than
those with behavioral health only:Consumers who received MAT in addition to behavioral
health treatmentwere significantly more likely than opioid dependent individuals receiving
behavioral health treatment alone to have a-coarring mental health disorder, to have
injected drugs, antb haveengaged in prior substance abuse treatment.

11.People receiving beavioral health and MAT treatments have increased service use:
Regardless of whether individuals were receiving MABehavioral health treatment
without medications increased service utilization terms of the number of MaineCare
claimswas observeddr both groupsone year post service initiation. There were more
claims in categories such as individual and group treatmahtratory and testing services,
and ancillary services, namely transportation. However, notable reductions were observed
for both groups in more expensive hospilésed services, including inpatient, emergency
room and critical care. Consumers with opioid dependency with no behavioral health
intervention had substantially higher service utilizatmirhospitatbased services at
substantially higher overall average cegien all services are taken into account

12.MAT is associated with higher treatment retentionf he rate of retention in behavioral
health treatment among those receiving MAT was significantly higher than theseviieg
only behavioral health treatmentwhich is generally considered a positive long term
outcome

13.Increased service use is a function of greater retention and higher use of ancillary services:
Differences in overall service utilization between theotgroupsmay beexplained by
differences in retention and the increased likelihood of accessing ancillary services such as
drug testing The higher level of treatment engagement is not surprising considering that
such engagement is needed to receive tesired prescription coupled with the fact that
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individuals orMaineCare are more likely to have their benefits for outpatient service
utilization extended while on Suboxone.
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RECOMMENDATIONS

As a result of the major findings presentedhis repat, HZA would like to encourage the

Office of Substance Abus@d key stakeholders within the StateMaineto consider the
following recommendations so as to improtreatment delivery of MATvhich will likely

generate improved outcomes faddicted indviduals seeking treatment as well as the agencies
providing such services

1. 5A3aSYAYlI (S a6 S adivehidde Guiiaticd $ Haw MRATis delivereie t
state should work to develop best practices for therapeutic behavioral health agdncies

establish greater consistency in the delivery of MAT. Best prasticeldminimallycover
the inductionand maintenancerocess}o include dosageand behavioral healttreatment

expectations A building block for the development of best practicegstef R 0SS { ! a{ |
¢Lt nnX &/ ftAYAOFIfT DAdzZARStEAYSa F2N) GKS ! as 2
| RRAOQOUAZ2Y ®¢ tp2 1Se O2YLRyYySyida | RRNSaaSR

as induction and maintenance dosing. The TIP recommendsetibred phase system

based upon the stages of Suboxone use: induction, which includes a starting dose of 4 to 8
milligrams of Suboxone; stabilizatbn s KSNBE I 02y adzySNRa R2aS A
withdrawal symptomatology but does not exceed 32 milligraarsed maintenance.

Agencies that are in the planning process, or even considering implementing a MAT

program, should engage in a collaborative planning process to gather input from relative
stakeholdersandestablish program policies and expectationsdzhenthesebestpractice
guidelines

2. Develop formal MAT training:Interviews with providers at Advancing Recovery agencies
revealed a lack of formalized training in the implementation and eviddrased practices
in the utilization of medication assedd treatment in conjunction with behavioral health
treatment. As suchhee state should work to develop formal training opportunities for
individuals seeking to learn more about MAT as well as agencies who may be contemplating
providing this serviceTheBuprenorphine Blending Initiatives training developed by
SAMHSA and NIDA is one training opportuttiit can be offered to individual staff
interestedin learning more about Suboxone

3. IncreaseMAT prescribepool: Both providers and consumers acknodged that one of the
most significant barriers to accessing MAT is a lack of prescribing physicians within the
state. To expand treatment availability, OSA should incentivize the waiver prgoedtsps
with grant funding to startto increase the numbeof available Maine doctors to prescribe
Suboxone. A number of existing prescribers are reluctant to take on a full census of clients
given the demands this population typically presents. Given this, OSA should work to
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connect these freestanding, existig prescribers with therapeutic agencies who could work
to alleviate some of this burderFinally, there are a number ekistingagencies with an
administrative medical facility that currently do not offer MAT. OSA should work with these
agencies to crea more opportunities for delivering MAT.

4. Enhance ability to flag MAT users in state databas&ven the limitations referenced in
this report and evidenced by the lack of information sharing across systems, the state
should work to establish procedurésr maintaining records that clearly identify consumers
of all forms of MAT For example, OSA does not capture the full census of clients receiving
MAT in the statepnly those served by contracted provideasid systems like the Office of
MaineCare Serges(MECMspnly captures information relating to claims for outpatient
behavioral health and medication management, but not Suboxom@dhofitself. Doing so
will allow for better monitoring and tracking ofient outcomes in the future.

Hornby Zeller Associatebc. 54



REFERENCES

Ahmadi, J. (2003). Methadone versus buprenorphinaintenancefor the treatment of heroirdependent
outpatients.Journal of Substance Abuse Treatment,2Z4-220.

Amato, L., Davoli, M., Ferri, M., Gowing, L., Perucci, C.A. (2004). Effectiveness oftintesven opiate
withdrawal treatment: an overview of systematic reviewsug and Alcohol Dependence, 239226.

Center for Substance Abuse Treatment (2003). Maine Office of Substance Abuse Technical Review Report Phase
I: Assessment of State Managememtd Oversight of Opioid Treatment and Phase Il: Assessment of the Opioid
Treatment Provider System.

Center for Substance Abuse Treatment (20@inical guidelines for the use of buprenorphine in the treatment
of opioid addiction Treatment Improvement Btocol (TIP) Series 40. DHHS Publication No. (SMA»3B1
Rockville, MD: Substance Abuse and Mental Health Services Administration.

Center for Substance Abuse Treatment (2008gdicationassisted treatment for opioid addition in opioid
treatment prograns. Treatment Improvement Protocol (TIP) Series 43. DHHS Publication No. (SKO¥B05
Rockville, MD: Substance Abuse and Mental Health Services Administration.

Connock, M., JuareZarcia, A., Jowett, S., Frew, E., Liu, Z., Taylor, RSmEkhny A., D@ E., Linteris, N., Roberts,
T., Burls, A. & Taylor, R.S. (2007). Methadone and buprenorphine for the management of opioid dependence: a
systematic review and economic evaluatietealth Technology Assessment, 11

Fiellin, D.A., Moore, B.A., Sulivan® X . SO1 SNE 2 @/ o3 t I yilf2ys ad+rds /[ KL
& Schottenfeld, R.S. (2008). Letegm treatment with buprenorphine/naloxone in primary care: Results & 2
years.The American Journal on Addictions, 1¥76120.

Fitzgerald, J& McCarty, D. (2009). Understanding attitudes toward use of medication in substance abuse
treatment: a multilevel approaciPsychological Services,%+84.

Gerra, G., Borella, F., Zaimovic, A., Moi, G., Bussandri, M., Bubici, C., Bertacca, SuedsypBine versus
methadone for opioid dependence: predictor variables for treatment outcobrelg and Alcohol Dependence,
75, 37-45.

Herbeck, D.M., Hser, Y., Teruya, C. (2008). Empirically supported substancdrehtumsent approaches: a
surveyoftreall YSyY i LIN2 GA RSNA Q LIQAdHEtMESBRiaWarES3BI9VIZ.R LINTF OO A OSa o

Knudsen, H.K., Ducharme, L.J., Roman, P.M. (2007). Research network involvement and addiction treatment
center staff: Counselor attitudes toward buprenorphiffdhe American Jonal on Addictions, 16865371.

Kovas, A.E., McFarland, B.H., McCarty, D.J., Boverman, J.F., Thayer, J.A. (2007). Buprenorphine for acute heroi
detoxification: Diffusion of research into practideurnal of Substance Abuse Treatment,138206.

Maine Jfice of Substance Abuse (2009). Opioid Treatment In Maine: He@ipContin Methadone, and
Buprenorphine (Suboxone). Availableal

Hornby Zeller Associatebc. 55


http://www.maine.gov/dhhs/osa/treatment/opioid.htm

Maine Office of Substance Abuse Community Epidemiology Surveillance Network (April 2@3%nce Abuse
Trends in Maine

Maremmani, 1., Pani, P.P., Pacini, M., Perugi, G. (2007). Substance use and quality of life over 12 months among
buprenorphine maintenace-treated and methadone maintenandecated heroiraddicted patientsJournal of
Substance Abuse Treatment, 33-98.

Mark, T.L.KassedC.A., Vandivoiarren, R., Levit, K.R., Kranzler, H.R. (2009). Alcohol and opioid dependence
medications: Prescrifn treatds, overall and by physician specialtyug and Alcohol Dependence, 345349.

Marsch, L.A., Stephens, M.A.C., Mudric, T., Strain, E.C., Bigelow, G.E., Johnson, R.E. (2005). Predictors c
outcome in LAAM, buprenorphine, and methadone treatmfamtopioid dependenceExperimental and Clinical
Psychopharmacology, 1393302.

Pinto, H., Rumball, D. & Holland, R. (2008). Attitudes and knowledge of substance misusers regarding
buprenorphine and methadone maintenance therapgurnal of Substance U8 143153.

Pinto, H., Rumball, D., Maskrey, V. & Holland, R. (2008). A pilot study for a randomized controlled and patient
preference trial of buprenorphine versus methadone maintenance treatment in the management of opiate
dependent patientsJournabf Substance Use, 13382.

Soyka, M., Zingg, C., Koller, G. & Kuefner, H. (2008). Retention rate and substance use in methadone and
buprenorphine maintenance therapy and predictors of outcome: results from a randomized bitetpational
Journal of Nexopsychopharmacology, 1641653.

Whitley, S.D., Kunins, H.V., Arnsten, J.H., Gourevitch, M.N. (2007). Colocating buprenorphine with methadone
maintenance and outpatient chemical dependency servidesrnal of Substance Abuse Treatment,&00.

Ziedornis, D.M., Amass, L., Steinberg, M., Woody, G., Krejci, J., Annon, J.J., Cohen, AW.QWaN& Sy~ b dX
S.M., McCarty, D., Reid, M.S., Brown Jr., L.S., Maslansky, R., Winhusen, T., Babcock, D., Brigham, G., Muir, J., O
D., Buchan, B.J., Horton, Ting, W. (2009). Predictors of outcome for skertn medically supervised opioid
withdrawal during a randomized, multicenter trial of buprenorphim&oxone and clonidine in the NIDA clinical

trials network drug and alcohol dependen@ug and Alcohdbependence, 928-36.

Hornby Zeller Associatebc. 56



Department of Health
and Human Services

Maovne Peogie Living
Safe, Heoly ond Productive lives

John E. Baldocei, Govarnar Brendo M. Horvey, Commissioner

Caring..Responsive..Welllanaged
We are DHHS.



