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I would like to thank Henry Bartlett for inviting me here today (and for that wonderful introduction). 

Good afternoon, everyone. I am pleased to have this opportunity to speak with you today about my vision for OASAS and opioid treatment, and also to hear from you about some of the areas of interest you may have. I have with me today Dr. Steven Kipnis, OASAS Medical Director and Belinda Greenfield, Director of Addiction Medicine & Self Sufficiency Services. Belinda is also the President of the national Opioid Treatment Network and the State Opioid Treatment Authority. 

Since I was confirmed as Commissioner of OASAS on March 1, I have spoken with many different groups and conveyed my commitment to maintain an honest, transparent and inclusionary approach to behavioral health system reform, with the needs and services of individual care always in the forefront. It bears repeating. Every initiative, priority and focus of OASAS will incorporate these important values.  

In that spirit, I would like to take this opportunity to go over some of the specific areas of interest as they relate to COMPA and its members. 

As you know, the Governor and the Legislature enacted an on-time budget this year that closes a $10 billion budget gap without raising taxes or borrowing.  As the Governor said, our state is clearly at a crossroads and we must work together to fix the financial situation that we are now facing. He has provided us with an intelligent blueprint that will rebuild our state’s economy. He has challenged all of us to redesign for efficiencies and measurable outcomes, recalibrate spending and rebuild our state through fiscal discipline.  

Though these are challenging times, together we must all do our part to support the rebuilding of New York and set our state on a new path toward prosperity. For OASAS, we will achieve savings based on three key principles:  

· First, reductions will be based on performance measures. We will not make across-the-board cuts. 

· Second, during these difficult fiscal times, we are not in a position to expand services, but at the same time we must preserve the prevention, treatment and recovery services which are the core of our system. 

· Finally, we will maintain access to care as our highest priority.

This year’s budget also reflects the importance of providing integrated care. Included in the Governor’s budget are provisions from the Medicaid Redesign Team (MRT). I served on the Medicaid Redesign Team which provided recommendations to the Governor to improve the overall quality of our Medicaid System and reduce costs and inefficiencies. 

The Medicaid Redesign proposals include behavioral health provisions which are so critical to our field. These provisions are very positive for the behavioral health population and will help ensure that first and foremost, we provide the highest level of care. 

Included in these provisions, is the authority for OASAS to deem hospital based programs with The Joint Commission accreditation as meeting OASAS standards and thereby removing the need for an OASAS inspection.  I can tell you that OASAS has begun to work closely with The Joint Commission to develop acceptable survey instruments.  We need to start somewhere and our plan is to start with inpatient services, which for OASAS is withdrawal and stabilization services (or detox) and inpatient rehabilitation.  We then move to Opioid programs, so stay tuned.  

However, I would like to add we are aware that opioid treatment programs require accreditation for federal standards by either JCAHO or CARF, and that will set the stage for a deeming conversation in the near future.    

I know there are some concerns about the impact of APGs. OASAS will implement regulatory support through the new Part 822 regulations for APGs in July of this year. It could not be a better time to support the goals of integrated care. As many of you are aware, MTAG recommended that New York State move away from the weekly threshold rate to a fee for service reimbursement. COMPA has been an active participant in both the APG Steering Committee and the Clinical Workgroup, and was a major contributor to the discussions of pricing and service categories. The changes from a weekly all-inclusive rate for opioid treatment to APG billing will certainly be a challenge for some. Many providers will have to think differently about the services they deliver.  It is a paradigm shift that offers opportunities for innovation and improvement to better meet patient needs. 

OASAS recognizes there are issues with the medication administration service code, in that the programs with higher average pick up schedules will see an increase in revenue while those with lower average schedules will see a decrease. OASAS is committed to working with COMPA and its members to identify a solution to this pricing issue. 

I would like to point out that these new APG service codes will allow programs to provide medication-supported recovery and better coordinate care between disabilities. Programs will be able to choose the right service for the patient and be reimbursed based on the intensity of the resource to deliver that service. 

With APGs as well as Medicaid Reform, there are several opportunities for opioid treatment programs. You should be working toward greater integration of addiction, mental health and physical health services. OTPs are well positioned to provide health home services to patients due to the integration of medical staff, attention to chronic illnesses including Hepatitis C and HIV, and the long-term relationship that patients have with the clinic. We have had several conversations already with a group of OTPs regarding implementing a health home services model. APG’s will also encourage providers to offer a full range of services and we expect to see a greater diversity of services being rendered to patients as reimbursement supports OTPs delivering these services. 

With changes in health care reform, outcomes management and increased accountability to provide quality care, OASAS sees the need for all treatment services, including opioid treatment programs, to better diversify care to patients and deliver patient-centered services. The treatment field, as a whole, needs to recognize the importance of integrating addiction medications and other evidence-based practices in treating chemical dependency. 

The field has been hearing a lot about the need to expand the use of buprenorphine in treating opioid dependency. OASAS is firmly committed to encourage all providers, including OTPs where applicable, to use buprenorphine. Right now, OTPs are not permitted to prescribe buprenorphine because the weekly Medicaid threshold rate for reimbursing OTP services under DOH paid for the cost of the dispensing of methadone, which includes the cost of the medication. This creates a barrier in being able to effectively use buprenorphine in an OTP setting. As patients stabilize and do well in treatment, the benefits of being able to prescribe, instead of dispensing at the window, would better meet their needs and support their recovery efforts. However, with APGs, this reimbursement issue becomes moot. As APGs are currently being phased in, this is one of the conversations OASAS intends to have with DOH in order to support the prescribing of buprenorphine in an OTP setting.

Another area under discussion is the joint proposal from COMPA, TCA (Therapeutic Community Association) and ASAP called “Funding Alternative for Investment in Recovery,” or FAIR. This proposal suggested we conduct a limited pilot in selected 822 and 828 programs with net deficit funding to support treatment for the “working poor” or those not eligible for Medicaid. In December 2010, OASAS submitted a Technical Assistance (TA) request to CSAT which was recently approved. In this request OASAS asked for assistance to conduct an analysis to identify states that have developed and implemented alternative funding approaches to New York’s current net deficit funding, and review the OASAS current system and recommend whether a fee for service model could be applicable across all services for select service modalities.  CSAT has consolidated all TA requests regarding financing care within the past 2 years and in response will draft a report on states’ approaches to financing care. The report will discuss the pros and cons of the various care financing mechanisms being used by the states. The report will also include a review of any state that has changed financing mechanisms, and lessons learned from the process. CSAT will then work with us to determine if there is a need for further assistance and to identify next steps to fulfill our request.  We have ruled out the FAIR proposal, but we are gathering more information and it will be part of our considerations as we move forward.

I would also like to discuss your concerns around the lack of integration of medication supported recovery among the drug courts and other criminal justice agencies. While we know that the research shows, beyond a doubt, for many patients with long-term opioid dependence, medication-supported treatment yields excellent results; still, there is a historic reluctance from the criminal justice agencies to embrace the use of addiction medicine. Without access to appropriate medicines as part of a comprehensive treatment program, the opioid dependent individual has a much higher likelihood of relapse which in turn is likely to increase criminal recidivism and re-incarceration. 

To better understand the various referral sources of patients coming into opioid treatment services as opposed to general 822 services, OASAS conducted a review of the 2010 admission data. Statewide, we saw that 40 percent of all admissions to general chemical dependency treatment services were from a criminal justice referral as compared to only three percent of all admissions to opioid treatment programs. This is a huge gap and we are just as concerned about this as you probably are. 

To address the stigma of our criminal justice partners regarding medication supported recovery and OTP services, OASAS has conducted numerous inservice trainings for criminal justice staff to ensure they understand and can effectively support and advocate for medicated assisted recovery, including methadone. When we say criminal justice, let me clarify; there is more than one criminal justice agency. We are working with Parole, Probation, Office of Court Administration, Department of Corrections, Department of Criminal Justice. Each has their own agenda and OASAS works with each of these criminal justice agencies separately. 

In regards to the drug courts, it is important to realize that drug court judges are elected by the people to make these types of determinations. Each drug court operates separately and this has made it more difficult to initiate policy for all drug courts to comply with. In reality, OCA has limited authority to tell the judges what they can or cannot do. 

While we are on the subject of the negative stigma associated with OTP, there are further considerations. Most drug courts rely on treatment providers to determine level of care for their clients. Many of the treatment providers are not indicating that OTP is the appropriate treatment in the majority of instances. This raises the question, is there potential bias within our own provider system? 

Another way in which OASAS is working to combat stigma is through a technical assistance request with SAMHSA to launch a campaign aimed at helping people understand the terminology, “Medication Supported Recovery,” and deliver the message that you can be in recovery and be on medication. Components of the campaign include a poster; a public service announcement; a phone app for addiction medication; and a downloadable, informative e-card. 

As referenced before, another important effort that will help reduce the stigma associated with OTPs is the new APG regulations that were just published in the State Register on April 13. These regulations will merge common components between the previous Part 822 and Part 828 regulations, thereby removing the fragmentation of our current outpatient system. By no longer separating outpatient modalities based on whether or not they use medications in treating individuals, we can begin to break down the isolation and stigma associated with medication supported recovery. 

Harm reduction has always been and remains a continued topic of conversation for OASAS. This is an area that OASAS needs to explore as we move ahead. What is the demarcation line between harm reduction and treatment, how should harm reduction practices be integrated, and which harm reduction practices should be included? These are just some of the questions OASAS needs to address. It is interesting because depending on what side of the fence you are on, medication supported recovery is either considered treatment intervention or a harm reduction. This confusion certainly doesn’t help in the efforts to support, advocate and integrate medication supported recovery. Like I said, this will certainly be an area that OASAS continues to explore as we move ahead while taking into consideration the needs and perceptions of the field, our stakeholders and other federal, state and local partners. 

Another area that has been brought to my attention is the recent change in New York City that moves providers from having direct contracts with OASAS to allocating funding to through the New York City Department of Health and Mental Hygiene, and for the contracting to occur at the local level. 

I have learned that many of you have concerns because you were not included in the decision-making process, but were informed of this change after the fact. I understand some of you are not happy with the way this was handled, and perhaps rightly so. However, the change is in place and we are moving forward.  I cannot speak to what occurred prior to my administration, but moving forward I can assure you we will develop a partnership that is transparent and inclusive just as I stated in the beginning of my presentation. From your perspective, this should not change the way you do business and services should not be impacted. This is only a contractual change. 

OASAS works in partnership with county governments across the state and is seeking to bring New York City closer in line with the rest of the state through developing stronger partnerships between the City and OASAS. Part of that partnership has been to move more of our direct contracts to allocation through the city. Statutorily, we should allocate funding and allow the LGU to be more involved and more responsible. OASAS is working with the City to simplify the contracting process and to also work through any duplications efforts with regard to program oversight and monitoring so that both agencies make the best use of their resources. This will be a multi-year process to ensure there are no undue burdens, and at the same time achieve greater consistency in how OASAS does business throughout the state.
Next, I would like to address the geographic gaps to opioid treatment services, specifically in upstate New York. I know that COMPA has recommended that OASAS remove capacity restrictions in upstate New York. OASAS is definitely willing to have this discussion and explore our options for treatment models and pilots for expanding the use of methadone and buprenorphine.  While OASAS supports full access to care, siting, space and community pressure traditionally have interfered with these efforts. Trying to find innovative models to bring OTP services to underserved regions of the state is one of the efforts underway. We are currently exploring several models in upstate regions to increase existing OTP services by providers. Another problem is space limitations and the number of patients an opioid treatment program is allowed to admit. OASAS will continue to explore our options and work with COMPA to address these issues. 

Lastly, it has just come to my attention that one of our national models of medical maintenance, the Duane Reade Pharmacy Based Program, is at risk of closure. As you know New York has seven such models and is a national leader.  Duane Reade corporate offices have made the decision to discontinue this service. OASAS is in the process of gathering more information and will be assisting NY Presbyterian in their efforts to keep this service available so that they may provide high functioning patients with the opportunity to obtain their medication from a professional, office-setting environment. 

 As you have probably recognized in my presentation, I refrained from calling this system, “methadone treatment.” Under my leadership, the field should be advocating for and speaking about opioid treatment programs or OTPs. OTP services should not only emphasize the medications used to treat opioid dependency – like methadone or buprenorphine – but also wrap around other supportive services, such as individual and group counseling, vocational rehabilitation, and family counseling to name a few. Also, we must ensure the integration of evidence-based practices in treating our patient population, such as Motivational Interviewing or Cognitive Behavioral Therapy. We cannot remain the same as we were 20 years ago. Our system is changing and we need to revisit the way we do business.

New York has the largest OTP patient population with a capacity of 42, 622 patients. New York pioneered the use of methadone in treating chronic opioid dependency and also has gained national recognition for our OTP models of care.

My vision is to transform our fragmented system of care to a comprehensive, integrated, patient-centered, family-focused system that is accessible and responsive to the multiple and complex needs of the behavioral health population of today. Patient-centered care, focusing on the needs of the patient in treatment planning and treatment course, so that all options – short and long-term maintenance, ambulatory detoxification, and methadone to abstinence – are offered within one treatment setting and under one roof. 

I welcome COMPA and its membership to join me in these transformation efforts. Together with your partnership and your leadership, we have a tremendous opportunity to develop the best possible system of behavioral health care for all New Yorkers. 
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