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January 28, 2015

Angela Garner
Deputy Director
Division of State Demonstrations and Waivers
Center for Medicaid and CHIP Services, CMS
7500 Security Boulevard, Mail Stop S2-01-16
Baltimore, MD 21244-1850

Mehreen Hossain
Project Officer
Division of State Demonstrations and Waivers
Center for Medicaid and CHIP Services, CMS
7500 Security Boulevard, Mail Stop S2-02-26
Baltimore, MD 21244-1850

Hye Sun Lee
Acting Associate Regional Administrator
Division of Medicaid & Children’s Health Operations
Centers for Medicare and Medicaid Services, Region IX
90  7th Street, Ste 5-300 (5W) 
San Francisco, CA  94103-6707


Re: Proposed California Amendment to Bridge to Health Reform Demonstration (No. 11-W-00193/9), Drug Medi-Cal Organized Delivery System Waiver


Why County Control Will Reduce Access


Dear Ms. Garner, Ms Hossain, and Ms Lee:

I am the CEO of MedMark Treatment Centers, and have submitted a letter to you in opposition to the California Bridge to Health Reform Demonstration project already.  However, there are 3 additional points that I want to make and thought I would add them now.  

Point 1:  There are current problems with counties trying to restrict care-an example

I am experiencing a current county access issue that the state has said it would overrule.  We applied to the county in the fall of 2014 to increase slots at one of our California clinics and we were denied.  Despite our wait list between 35-50 patients, we were told that a clinic 5 miles away and also within the county had 200 open slots and those had to be filled first.  We appealed to the state (DCHS) and were told in the last few weeks that they would support our increase in slots as long as the new space we have earmarked will be built out to meet state requirements.  In our follow up meeting with the county to “smooth” things over and find out what their position will be going forward, we were told that the county already had the highest number of slots per capital in the state.  We were told that the county expected growth from the Medicaid Expansion early in 2014.  However, they did not expect it to continue each month at its current rate. They indicated that the county Board of Supervisors would not support Methadone expansion- and one official indicated that they did not know where they would get the money. We were told that the County Board of Supervisors did not seem to understand Methadone treatment, particularly why patients stay in treatment over longer periods of time. Even as I write these words, I worry about the awkward position this puts me in and the potential for retaliation. Will our contract to treat 750 patients now be selectively eliminated because of a complaint?  Will we be wasting the $100,000 it will take to build out the contiguous space because the county will block our ability to treat the patients on our waiting list?   I think you can see that by putting Narcotic Treatment Programs into an organized delivery system without safeguards, access will be problematic

2.  Point 2-Stigma and lack of knowledge is not limited to the general population and is found amongst county representatives, often elected to represent a constituency that has a lack of knowledge and is prejudiced.

I stated in my previous letter that I believe that approving this waiver will undo all of the positive effort that the Sobky v. Smoley ruling has had.  Previously numerous counties had restricted care and treatment for methadone and while this may be understandable, it is wrong.  Since so many have said this in their letters in a general way, I would like to give you some specifics and data and I am prepared to give you more should you want.

Why is it understandable that counties would restrict care?  Why should we believe that the lack of knowledge about methadone treatment, the current “gold “standard for opiate addiction, or the stigmatization of our patients is limited to the general population?  I have experienced this lack of knowledge and stigmatization for the past 7 years which is the time I have worked specifically in methadone treatment.  I believe I have the expertise and experience to comment on this as I am a clinical psychologist with over 30 years of experience in operating inpatient and outpatient psychiatric and substance abuse services.  I can unequivocally say that the prejudice against those in opiate treatment is more significant and more disturbing than I have observed in my entire career.  And the stigma and prejudice for general mental health and substance abuse is huge.  I can also say that the gratitude of those in treatment who universally say that methadone has changed their life and that they finally have their family, their work, and their ability to be a normal part of society back  is far greater with this pharmaceutical and counseling intervention than almost any other intervention I have seen and used.   Needless to say, however, such prejudice against heroin and other opiate users is found within state government and county government officials as well.  Why do we see so few new methadone treatment centers opening around the country despite their success and the epidemic of pain medication abuse and heroin abuse currently observed?  Frankly, county and local government representatives throughout the country gain votes by trying to deny permits to operate such services-their constituents do not understand this form of treatment and it makes them uncomfortable to observe heroin and pain addicted patients, even if they are in treatment.  If it were not for the federal American Disabilities Act recently helping to fight governmental counties and cities trying to selectively stop the opening of methadone treatment centers, we would have no tools to fight this local stigma.  Are you aware that during the past 5 years, there have been at least 5 lawsuits won or settled by clinic owners over cities and counties throughout the US who have tried to wrongly deny clinic openings.  Settlement figures have generally been in the hundreds of thousands and we are aware of one settlement over one million dollars. MedMark just this month is settling a lawsuit with a Texas city that denied our opening out of prejudice.  That is why the injunction in California and state oversight was so important to correcting the problem that Sobky v Smoley identified.

Also, when funds get tight, the least understood treatment, the treatment that the public might not support, and the most stigmatized treatment often are put on the chopping block.  We have seen this time and time again and have no reason to believe that methadone treatment won’t be cut in favor of other less beneficial but more generally accepted treatment services- e.g. residential treatment.

3.  Point 3- When it comes to limiting access for opiate addicted patients, the threat that patients not in treatment die at a higher rate than other drug addicts or the general population is backed by the research

I think it is clear that my peers and I have made a strong argument that the Waiver will have an impact on access.  Why is access so important?  
Opiate addicts who want treatment but are denied continue to be a drain on society costing real dollars to public safety, the criminal justice system, the workforce, and to healthcare.  But in the case of methadone treatment in particular, let me add one more item that often is casually thrown around but is verified by the research. Patient’s who do not access or who do not continue in methadone treatment due to access issues literally die in greater percentages than the normal population.

Access to Methadone Treatment is key because unlike all other outpatient treatments, our patients attend clinics daily, sometimes for 1 to 2 years or more.  To disrupt their treatment or force them to switch providers is ill conceived. Unlike any other treatment for other types of substance abuse, methadone is a necessary medication for a chronic disruption of the endorphin system, a normal biological system in humans that has critical importance to normal every day function.  Many have compared this treatment to insulin for a diabetic- these medications treat a chronic disease of a normally necessary bodily system that for whatever reason has been disrupted.  When access is decreased, many patients will simply drop from treatment.  Here is the key factor to consider:  Numerous NIDA funded studies have been devoted to following the relapse of pre-treatment Opioid addiction as patients leave treatment prematurely.  The literature has demonstrated repeatedly over the past 50 years that over 75% of patients who are maintained in treatment will relapse when the treatment has ended either voluntarily or involuntarily.  Drs. Stephan Magura and Andrew Rosenblum summarized the studies on this topic in 2001, “Leaving Methadone Treatment:  Lessons Learned, Lessons Forgotten, Lessons Ignored.”  One of the key findings of this article is in the following statement.  “The detrimental consequences of leaving methadone treatment are dramatically indicated by greatly increased death rates following discharge.”  In fact, some citations suggest that in the 5 years following a patient terminating methadone treatment prematurely, over 75% will die.  I would be happy to share even more articles supporting this issue.  

.  

In summary, MedMark Services, a company with six clinics in California, currently treated over 2,400 patients, requests that Narcotic Treatment Programs be exempted from the “Organized Delivery System.”  We believe that patients will die when access is limited.  The waiver has failed to address critical concerns specified herein for Narcotic Treatment programs.  

If you would like more information, please feel free to call or email me.

dwhite@medmark.com
214.379.3301

					Sincerely,




					David K. White, Ph.D.
					President and CEO

T: 214.379.3301   F: 214.379.3322   401 E. Corporate Drive, Suite 220, Lewisville, Texas 75057  
www.medmark.com 
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