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This report is part of HPIO's Addiction Evidence Project. In December

2017, HPIO released two other products as part of this project:

* Addiction Overview and Project Description (12-page policy brief)

* Evidence Resource Page: Prevention, Treatment and Recovery (hub for
expert consensus statements and guidelines, evidence registries and
model policies)


http://www.healthpolicyohio.org/tools/addiction-evidence-project/
http://www.healthpolicyohio.org/addiction-overview-and-project-description/
http://www.healthpolicyohio.org/evidence-resource-page-prevention-treatment-and-recovery/
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Executive summary

In 2016, 4,050 Ohioans died because of
unintentional drug overdoses', and preliminary
2017 data indicates that the number of deaths
has continued to rise.? The overview and project
description for HPIO's Addiction Evidence Project
provides additional information about drug trends
and the factors driving this epidemic.

The 2017 Ohio Health Issues Poll found that 27
percent of Ohio adults had a family member
or friend who had problems as a result of using
prescription pain drugs and 23 percent knew
someone who had problems with heroin.?

The consequences of addiction are widespread. For
example, the number of babies born with neonatal
absfinence syndrome (NAS) increased 500 percent
in the past ten years* and thousands of children
living in families struggling with addiction experience
frauma.’ Employers report difficulty hiring drug-free
workers, and researchers estimate that the opioid
crisis cost Ohio $3,385 per capita in healthcare

and criminal justice spending and reduced worker
productivity in 2015.¢

Public and private stakeholders have worked hard
tfo understand and address the crisis. Policy changes
advanced by the executive and legislative branches
have led to implementation of many evidence-based
programs in Ohio, reduced the amount of opioid
prescriptions dispensed and increased health insurance
coverage and freatment access for thousands of
Ohioans through expanded Medicaid eligibility.

In order to provide policymakers and other
stakeholders with the information needed to take
stock of the policy response, this report reviews
state-level policy changes related to addiction
prevention, freatment and recovery enacted in
Ohio from 2013-2017. It includes:

¢ An inventory of policy changes (legislation, rules,
regulations and state agency initiatives, programs
and systems changes) (see figure ES 1)

* A scorecard that indicates the extent to which
Ohio is implementing strategies that are proven
effective by research evidence (see figure ES 2)

* Opportunities for improvement in both the public
and private sectors

4 Executive summary

key findings

for policymakers

¢ Progress to build on. Policy changes advanced
by the governor, state agencies and the
General Assembly have led to implementation
of many evidence-based programs, reduced
the number of opioid prescriptions dispensed,
and increased health insurance coverage and
freatment access for thousands of Ohioans
through expanded Medicaid eligibility.

e Gaps that need more action. Going forward,
policymakers and others must address the
underlying drivers of demand for drugs, expand
the reach of effective programs that currently
serve small numbers of Ohioans, strengthen
the behavioral health freatment system and
support long-term wellbeing for the thousands
of Ohioans who are in recovery.

¢ Data to drive improvement. Policymakers need
better information to evaluate the effectiveness
and cost of strategies, while understanding that
some will not yield immediate results.

What are the strengths of Ohio’s

policy response?

The Ohio General Assembly, Governor's Cabinet

Opiate Action Team (GCOAT) and the Ohio

Attorney General’s Office are leading a wide range

of activities to address the opiate crisis. The following

strengths stand out:

¢ Leadership and priorities. Overdose deaths and
behavioral health prioritized in state budgets and
mid-biennium review bills

* Cross-sector partnerships. Strengthened
partnerships between behavioral health, health
care, public health, law enforcement and other
sectors

* Decreased opioid prescribing. Policies that
have successfully decreased opioid prescribing,
including the Ohio Automated Rx Reporting System
(OARRS), Ohio’s Prescription Drug Monitoring
Program (PDMP) and a series of prescribing
guidelines for providers


http://www.healthpolicyohio.org/addiction-overview-and-project-description/
http://www.healthpolicyohio.org/addiction-overview-and-project-description/

Figure ES 1. Number of addiction-related policy changes in Ohio, 2013-2017
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¢ Medication-Assisted Treatment (MAT). ¢ Poor pain management. Limited patient and
Evidence-aligned approach to MAT and provider use of, and insurance coverage
strong efforts to increase MAT capacity for, evidence-based non-opioid pain
¢ Medicaid eligibility. Increased number of management therapies
Ohioans with health insurance coverage, an ¢ Patchwork approach to prevention. Lack of
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programs that fail to reach many Ohioans
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In addition, there has been minimal policy focus

on:

e Tobacco and nicotine, even though tobacco-
related diseases confinue to kill far more
Ohioans every year than opioids

e Recovery, even though addiction is a chronic,
relapsing disease and requires ongoing chronic
disease management

¢ Health disparities and social determinants
of health, even though low educational
attainment and difficult economic conditions
are risk factors for overdose death

Opportunities for improvement

The public and private sectors in Ohio can work

together to:
1. Build upon the strong framework for appropriate
opioid prescribing to continue to drive down
opioid use rates
a) Sustain and continually improve OARRS,
including increased provider integration
with electronic health records and ongoing
enforcement of OARRS requirements

b) Enforce, monitor and evaluate the impact
of recently implemented prescribing limits
and, based on evaluation results, consider
tightening limits to three to five days as some
other states have done

c) Offer education, technical assistance and
other support to providers to operationalize
and implement prescribing limits and
guidelines

2. Increase use of non-opioid pain management

therapies, such as acupuncture, physical

therapy and chiropractic care, through:

a) Patient and provider education

b) Improved insurance coverage for these
services

c) Partnerships across sectors (healthy aging,

Figure ES 2. Summary scorecard rating
Topic Subtopic

=\ =01ie1a 0 Appropriate use of, and access to, prescription opioids:

Prescribing and dispensing

chronic disease prevention, behavioral
health, efc.) fo promote widespread
availability of non-pharmacologic
approaches, such as tai chi, yoga and stress
reduction
3. Strengthen the effectiveness and reach of

addiction prevention activities

a) Increase sustained sources of funding for
evidence-based prevention strategies for
children, families and communities

b) Explore development of an addiction
prevention wellness frust funded by future
potential legal settflement proceeds

c) Support a comprehensive approach
fo prevention of all forms of substance
use disorder (including opioids,
methamphetamines, alcohol, tobacco,
etc.) across the life span, including adults
overage 18

d) Improve coordination, monitoring and
evaluation of school-based prevention
activities

e) Increase coordination between state
agencies so that local communities receive
consistent and coordinated support from
the state regarding community and school-
based prevention

4. Ensure that evidence-based addiction

treatment and recovery services are available

for all Ohioans in need

a) Actively promote awareness of state
and federal parity laws and strengthen
monitoring and enforcement

b) Evaluate the impact of Behavioral Health
Redesign on addiction freatment system
capacity and treatment outcomes and
make continuous improvements based on
the results

c) Collect quantitative data regarding
freatment gaps and publicly report the

Non-opioid pain management

Appropriate use of, and access to, prescription opioids:

Weak

(=lelipal=a11 | Screening and early infervention

Child and family-focused prevention
Other community-based prevention Weak
Weak

Treatment services

Moderate

Treatment system access and coverage

Sirong

Treatment system capacity and workforce

Recovery services

Recovery

Moderate

Note: Rafing based on evidence alignment and implementation reach
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number of patients receiving evidence-
based treatment (including MAT) in state-
certified facilities and through county
ADAMH board funding

c) Strengthen the behavioral health
workforce through increased
reimbursement rates, enhancing the
Behavioral Health Workforce Initiative
and continuing to build integration with
physical health care

. Reduce health disparities and address the

social determinants of health

a) Ensure that resources and strategies
are more aggressively directed toward
populations at greatest risk of overdose
deaths and incarceration

b) Improve social and economic conditions
in stfruggling Ohio communities

. Increase use of data and evaluation to drive

improvement

a) Include measurable policy goals in
legislation and integrate fools to track
implementation and outcomes into the
policymaking process

b) Increase the fransparency and usefulness
of evaluation findings, such as by posting
all evaluation results on state agency
websites

In addition, the following steps would boost the
effectiveness of Ohio’s response to current and
future addiction challenges:

7.

Strengthen clinical-community linkages

and connections between sectors. For
example, ensure that hospital emergency
departments, law enforcement and
community behavioral health providers work
together to make sure that people in need of
freatment do not fall through the cracks
Develop a coordinated, long-term approach
fo serve the needs of children exposed fo
Adverse Childhood Experiences (ACEs) as

a result of the addiction crisis, including
sustained investments in early childhood
home visiting and education, parenting
education, frauma-informed care and
education, the child welfare system and
other evidence-based interventions
Develop a comprehensive plan for
addressing potential positive and negative
consequences of medical marijuana
legalization, including impact on pain
management, employers, adolescents and
motor vehicle safety

About the HPIO Addiction Evidence Project

This report is part of HPIO's Addiction Evidence Project, which provides policymakers and other
stakeholders with information needed to address substance use disorders in a comprehensive,
effective and efficient way. This inventory and scorecard addresses three topics: prevention,
tfreatment and recovery. Future reports will address the other topics listed below, including

overdose reversal (naloxone).

Prevention Treatment

Recovery

—This report

. Surveillance and
Harm reduction Overdose reversal . Future
evaluation
reports
Children services Law enforcement Criminal justice reform
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Part 1. Purpose and process

The purpose of this inventory and scorecard is o

provide policymakers and other stakeholders with

information needed to take stock of Ohio’s policy
response fo the opiate crisis, including how well
this response aligns with evidence, and fo identify
next steps to reduce addiction and improve the
overall health of Ohioans. More specifically, this
report:

* Reviews addiction policy changes relevant to
prevention, freatment or recovery enacted in
Ohio from 2013 to 2017

* Assesses the extent to which policy changes
align with evidence on what works

e Evaluates the extent to which policies and
programs are reaching Ohioans in need

e |dentifies Ohio’s policy strengths, challenges
and opportunities for improvement

This report focuses on the first three elements of
a comprehensive policy response to addiction,
highlighted in red in figure 1: prevention,
freatment and recovery. HPIO plans to develop
similar inventories and scorecards for the other
key elements of figure 1in 2018 and 2019.

Although this report has a strong focus on
prescription opioids and other opiates,
the detailed inventory and scorecard also
review policy changes related to several
other substances (alcohol, tobacco,
methamphetamine, cocaine, efc.).

Figure 2 provides an overview of the contents and
purpose of this report, as well as supplemental
materials posted on the HPIO website which
provide additional detail.

Figure 1. Key elements of a comprehensive policy response to addiction
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Source: Health Policy Institute of Ohio adapted from Addiction Policy Forum (2017)



Figure 2. HPIO Addiction Evidence Project: Prevention, freatment and recovery

Evidence

resource page
A hub for credible
evidence on what

works to prevent, tfreat
and recover from
addiction

Web page with links to:

¢ Clinical standards
and guidelines

* Expert consensus
statements and
recommendations

* Model policies

¢ Evidence registries

Online content

Policy inventory
A description of policy
changes enacted in

Ohio from 2013 to 2017

Policy inventory

summary

¢ Volume of policy
changes by
fopic and type of
substance

» State agency
spending

Report: Ohio Addiction Policy Inventory and Scorecard

Detailed inventory

List of 193 specific

policy changes,

including:

e Legislation

¢ Rules and regulations

* New or expanded
state agency
initiatives, programs,
systems changes or
guidelines

* Legislative initiatives

Online content

Policy scorecard
Analysis of strengths
and gaps in Ohio’s
policy response to
addiction

Policy scorecard

summary

Composite rating of

policies and programs

based on the extent to

which they:

¢ Align with research
evidence on what
works to reduce
addiction

e Reach Ohioans
in need
(implementation
reach, including
number of counties
served)

Detailed scorecard

List of 49 evidence-

based policies and

programs with the

following information for

each:

e Brief description of
Ohio implementation

* Rating for evidence
alignment

* Rating for
implementation reach

e Opportunities for
improvement

Online content



Part 2. Key findings

Overview

This section identifies 9 opportunities for improvement based on key findings regarding the

following questions:

* What are the strengths of Ohio’s policy response?

* What are the gaps in Ohio’s policy response?

* Why does the overdose death rate continue to climb, despite all of the policy changes

enacted in Ohio over the past five years?

In addition, this section highlights:

» Potential threats and changes on the horizon

¢ Information policymakers need, but do not currently have
* The role of evidence-based policymaking to reduce addiction in Ohio

What are the strengths of Ohio’s

policy response?

The General Assembly, Governor's Cabinet

Opiate Action Team (GCOAT) and the Aftorney

General's Office have led a wide range of policy

changes and other actions to address the opiate

crisis. The following strengths stand out:

¢ Leadership and priorities. Overdose deaths and
behavioral health have been prioritized in state
budgets and mid-biennium review bills.

* Cross-sector partnerships. The crisis has
mobilized local communities and strengthened
partnerships between behavioral health, health
care, public health, law enforcement and other
sectors.

¢ Focus on Medication-Assisted Treatment (MAT).
Evidence-aligned policies have been putin
place to increase the number of Ohioans
who receive MAT, a highly effective form of
addiction treatment.

In addition, significant reductions in the number
of opioid prescriptions dispensed and an increase
in the number of Ohioans with health insurance
coverage are major accomplishments that

set a firm foundation for future prevention and
treatment system improvements. The following
policy changes directly contributed these
outcomes:

Policies to decrease opioid prescribing. Ohio

policymakers have implemented a series of

policies and programs to decrease opioid

prescribing, including:

¢ Robust Prescription Drug Monitoring Program
(PDMP), the Ohio Automated Rx Reporting
System (OARRS)

e Prescribing limits for acute pain

* Series of prescribing guidelines for acute and
chronic pain

As shown in figure 3, the result has been

a downward trend in the total number of
prescription opioid doses dispensed from 2011 to
2017. Itis important o note, however, that Ohio
continues to have a high rate of prescription
opioid use compared fo many other states (see
figure 4).

Expanded Medicaid eligibility levels. Health
insurance, including Medicaid, is a critical source
of payment for addiction freatment. In Ohio

in 2016, for example, Medicaid covered 49.5
percent of buprenorphine, a medication used in
MAT.” In 2014, Ohio extended Medicaid eligibility
to all adults with incomes at or below 138 percent
of the federal poverty level (FPL). By 2016, Ohio’s
uninsured rate for adults ages 18-64 had fallen

to 4.7 percent, well below the U.S. rate of 9.7
percent

Evidence alignment. Overall, the policies and
programs implemented in Ohio over the past
five years have been largely consistent with
recommendations from national experts and
researchers on what works fo reduce addiction.
Ohio’s comprehensive approach has been
recognized by national organizations. A recent
report from the National Safety Council, for
example, identified Ohio, along with twelve other
states, as leaders in implementing six key actions
fo address the opioid crisis (including opioid
prescribing guidelines and Medicaid coverage
for MAT).? Other national organizations recognize
OARRS as a strong PDMP.'©



Figure 3. Number of opioid solid doses dispensed
(in millions) to Ohio patients, 2011-2017
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Figure 4. Prescription opioids dispensed per 1,000 population, by state, 2016
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Figure 5. Overdose deaths in Ohio, by drug type, 2000 to 2016
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Source: 2016 Ohio drug overdose data: General findings, Ohio Department of Health

What are the gaps in Ohio’s policy

response?

Despite these strengths, Ohio continues to struggle
with rising drug overdose death rates and the
many challenges that result from addiction. Ohio
continues to have a high rate of prescription opioid
use compared fo many other states (see figure 4).
And, as shown in figure 5, Ohio's overdose death
rate climbed steadily from 2000 to 2016, led by
increases in deaths from heroin and fentanyl.

The following gaps remain as critical areas where

Ohio could do more to reverse these frends:

* Too few Ohioans reached. Evidence-aligned
policies and programs are often limited to a small
number of counties or participants.

¢ Poor pain management. There is limited health
insurance coverage for, and patient and
provider use of, evidence-based non-opioid pain
management therapies.

¢ Limited outcome measurement. It is difficulf fo
assess the effectiveness of programs and policies
due fo limited program evaluation and lack of
measurable policy goals.

Although prevention and freatment have received
considerable policy attention, the following gaps
remain and will require significant attention and
funding going forward:

Patchwork approach to prevention. The lack of
a sustained, long-term approach fo child, family
and community-based prevention has resulted
in a patchwork of un-coordinated programs.

Potential threats and changes

on the horizon

The following trends and potential changes

in the environment pose a potential threat

to Ohio’s efforts to reduce addiction:

e Changes in substances being abused
(e.g. shift from heroin to fentanyl and
fentanyl analogues; resurgence of
methamphetamine and cocaine, etc.)

 Disruption caused by the upcoming
change in administration (possible lack of
continuity caused by change in Governor
and agency leadership)

* Decreased federal and/or state funding
for prevention, treatment, recovery and
social determinants of addiction

e Increased uninsured rate (a possible
consequence of policy changes at the
state and/or federal level)

¢ Increased number of children exposed to
Adverse Childhood Experiences, which
increases risk for future addiction

* Increased number of older adults due to
Ohio’s aging population, including many
seniors at risk for pain and the negative
side effects of opioid and benzodiazepine
use (falls, cognitive impairment, overdose)

Prevention strategies fail to reach many Ohioans
because they are largely funded by short-term
grants (often from federal sources). Coordination
between state agencies involved in prevention
also could be strengthened.



Figure 6. Ratio of certified buprenorphine providers to opioid overdose deaths,

by state, 2016
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Inadequate treatment capacity. Many
stakeholders report a need for additional
behavioral health system capacity, including
more providers of MAT, evidence-based
psychosocial freatment and recovery services.
For example, Ohio’s ratio of buprenorphine
providers to overdose deaths is the third lowest in
the nation (see figure 6), indicating less behavioral
health system capacity relative to demand.
(Buprenorphine is one form of MAT. See page 22.)

The behavioral health workforce must be
increased to meet current and future needs,
although data on the adequacy of the addiction
treatment workforce is limited. Increasing the
capacity of mental health services for young
people is particularly important given that
untreated emotional and behavioral problems
are risk factors for addiction.

In addition, the following topics have received
less policymaking attention and public funding:

Recovery services and supports. There has been
minimal policy focus on recovery, compared o
prevention and treatment, and Ohio lacks
adequate long-term supports for ongoing
recovery. Addiction is a chronic, relapsing
disease and requires ongoing chronic disease
management.

Alcohol, nicotine/tobacco and other non-opiate
drugs. Tobacco-related diseases kil far more
Ohioans every year than do opioids (estimated
20,180 annual smoking attributable deaths

vs. 3,497 opioid overdose deaths in 2016)."
However, fewer than 10 percent of the policies
in this inventory specifically addressed alcohol or
nicotine/tobacco, and there has been very little
focus on non-opiate illicit drugs, such as cocaine
and methamphetamine.

Existing tobbacco cessation resources, such as
Medicaid cessation coverage and the Ohio
Tobacco Quitline, suffer from low utilization.



Figure 7. Percent change in number of drug overdose deaths, 12-month period
ending in August 2016 to 12-month period ending in August 2017
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Much more can be done fo streamline access
to cessation services and encourage smokers to
quit, and fo prevent youth from ever starting to
use nicoftine.

Health disparities. Health disparities are differences
in health outcomes across groups of people.'?
Ohio’s policy response over the past five years has
acknowledged geographic variations in
outcomes, such as disparities in overdose death
rates by county. In some cases, these differences
have guided resource allocation, such as when
high-risk counties were prioritized for the 21st
Century Cures Act State Targeted Response
(Cures STR) grant funds.

Other disparities, such as differences by
education level or race and ethnicity, have
received less aftention from policymakers.
Overdose death rates are much higher among
Ohioans with lower levels of education'®, and
are rising rapidly among African Americans.'
For these reasons, it will be important to monitor
substance abuse frend data by education and
income level, race and ethnicity, and other
demographic characteristics to ensure that
resources and strategies are more aggressively
directed toward communities with the highest
levels of need.

Social determinants of health. The social
determinants of health refer to factors beyond
medical care that affect health, such as
income, educational attainment and social
connectedness. Research estimates that
conditions in the social, economic and physical
environment account for a larger share of the
modifiable factors that impact health than
clinical care.””

There is growing recognition that social and
economic factors have contributed to the opiate
epidemic. A 2017 Ohio State University study, for
example, found that Ohio counties with higher
unemployment and poverty rates, and lower
labor force participation rates, had higher drug
overdose death rates.'¢ Recent commentary in
the American Journal of Public Health implored
policymakers to address the root causes of
demand for opioids and to acknowledge

“the role of opioids as a refuge from physical
and psychological frauma, concentrated
disadvantage, isolation, and hopelessness.”!”

Ohio’s policy response has been heavily focused
on activities within the healthcare system (e.g.
opioid prescribing and MAT) and there has been
less explicit focus on social determinants.



Why does the overdose death rate
continue to climb, despite all of the
policy changes enacted in Ohio

over the past five years?

The policy inventory and scorecard demonstrate
that Ohio has implemented many evidence-
aligned policies and programs over the past
five years. However, the annual number of

drug overdose deaths has continued fo climb,
increasing from 3,857 in the 12-month period
ending August 2016 to 5,234 by August 2017,
based on provisional data released by the CDC
in March 2018.' During that 12-month time
period, Ohio had the third highest increase in
overdose deaths in the U.S. (see figure 7).1"

There are several potential reasons why negative
oufcomes have escalated, despite significant
efforts from state and local leaders. The most
obvious reason for the increase in overdose
deaths is the widespread proliferation of fentanyl
and other fentanylrelated drugs into the

ilicit drug supply. While policy efforts focused

on prescription opioids have succeeded in
reducing prescription opioid consumption and
deaths, the epidemic has shifted to use of these
extremely powerful substances that camry a
higher risk of death. In addition, according to
the Ohio Substance Abuse Monitoring (OSAM)
Network, cocaine and methamphetamine

are highly available across the state, and
methamphetamine use is on the rise.

Second, it is not reasonable to expect that all
policies and programs will have an immediate
impact. In many cases, particularly for youth-
focused prevention programs, it can take

many years to yield positive behavioral health
outcomes. Evidence-based approaches such as
home visiting and PAX Good Behavior Game, for
example, build protective factors and resilience
for children ages 0-12 and may not demonstrate
reductions in drug use until five to 20 years later.

Third, despite laudable efforts to increase
treatment capacity and access to care,
available data indicates that there are still not
nearly enough behavioral health providers fo
meet the need for freatment and recovery
services. Therefore, many Ohioans suffering from
addiction may fall through the cracks because
they wait oo long to get help once they are
ready to seek treatment.

Information policymakers need,

but do not currently have
Future research by universities, state agencies
and other public and private pariners should
be designed to answer the following questions
in order to inform the policy response to the
addiction crisis in 2018 and beyond:
To what extent are Ohio's acute and
chronic pain guidelines being followed by
providers?
How many Ohio children are participating
in evidence-based prevention programs?
What is the curmrent capacity of Ohio’s
publicly-funded behavioral health
systeme
o What services are least available to
those in need? (MAT, psychosocial,
inpatient vs. outpatient, recovery
supports, efc.)
How many additional providers are
needed to meet curent and future
demand?
> How will we know if Behavioral Health
Redesign is successfule
To what extent are federal and state
behavioral health parity laws and
guidance being implemented?
Which policies, programs and services are
most cost effective?
How much will state and local
governments need fo spend on
addiction-related services and
consequences in coming years?
How many children have been affected
by the addiction crisise How many have
had a parent die or have been placed
in out-of-home care due to addiction or
related neglect?e

Finally, rather than devoting so many resources
to reducing the supply of specific drugs, Ohio
needs a stronger focus on the underlying drivers
of demand for drugs. Alcohol, crack cocaine,
methamphetamine, prescription opioids and
heroin have devastated many families over the
past four decades. Regardless of the next drugs
on the horizon, Ohio families and communities
need to be equipped with the knowledge, skills,
resilience, economic resources and social capital
needed to prevent addiction and sustain long-
term wellbeing for the thousands of Ohioans who
are inrecovery.



Opportunities for improvement

The public and private sectors in Ohio can work

tfogether fo:
1. Build upon the strong framework for appropriate
opioid prescribing to continue to drive down
opioid use rates
a) Sustain and confinually improve OARRS,
including increased provider integration
with electronic health records and ongoing
enforcement of OARRS requirements

b) Enforce, monitor and evaluate the impact
of recently implemented prescribing limits
and, based on evaluation resulfs, consider
fightening limits to three to five days as some
other stafes have done

c) Offer education, tfechnical assistance and
other support to providers to operationalize
and implement prescribing limits and
guidelines

2. Increase use of non-opioid pain management

therapies, such as acupuncture, physical

therapy and chiropractic care, through:

a) Patient and provider education

b) Improved insurance coverage for these
services

c) Partnerships across sectors (healthy aging,
chronic disease prevention, behavioral
health, etc.) fo promote widespread
availability of non-pharmacologic
approaches, such as tai chi, yoga and stress
reduction

3. Strengthen the effectiveness and reach of

addiction prevention activities

a) Increase sustained sources of funding for
evidence-based prevention strategies for
children, families and communities

b) Explore development of an addiction
prevention wellness trust funded by future
potential legal settlement proceeds

c) Support a comprehensive approach
fo prevention of all forms of substance
use disorder (including opioids,
methamphetamines, alcohol, fobacco, etc.)
across the life span, including adults over
age 18

d) Improve coordination, monitoring and
evaluation of school-based prevention
activities

e) Increase coordination between state
agencies so that local communities receive
consistent and coordinated support from
the state regarding community and school-
based prevention

4. Ensure that evidence-based addiction

freatment and recovery services are available

for all Ohioans in need

a) Actively promote awareness of state and
federal parity laws and strengthen monitoring
and enforcement

b) Evaluate the impact of Behavioral Health
Redesign on addiction treatment system
capacity and treatment outcomes and
make continuous improvements based on
the results

c) Collect quantitative data regarding
treatment gaps and publicly report the
number of patients receiving evidence-
based treatment (including MAT) in state-
certified facilities and through county
ADAMH board funding

c) Strengthen the behavioral health workforce
through increased reimbursement rates,
enhancing the Behavioral Health Workforce
Initiative and continuing fo build integration
with physical health care

5. Reduce hedlth disparities and address the social
determinants of health

a) Ensure that resources and strategies are more
aggressively directed toward populations
at greatest risk of overdose deaths and
incarceration

b) Improve social and economic conditions in
struggling Ohio communities

6. Increase use of data and evaluation to drive
improvement

a) Include measurable policy goals in
legislation and integrate tools to track
implementation and outcomes into the
policymaking process

b) Increase the transparency and usefulness
of evaluation findings, such as by posting
all evaluation results on state agency
websites

In addition, the following steps would boost the

effectiveness of Ohio’s response to current and

future addiction challenges:

7. Strengthen clinical-community linkages
and connections between sectors. For
example, ensure that hospital emergency
departments, law enforcement and
community behavioral health providers work
together to make sure that people in need of
freatment do not fall through the cracks

8. Develop a coordinated, long-term approach
to serve the needs of children exposed to
Adverse Childhood Experiences (ACEs) as
a result of the addiction crisis, including
sustained investments in early childhood
home visiting and education, parenting
education, frauma-informed care and
education, the child welfare system and
other evidence-based interventions

9. Develop a comprehensive plan for
addressing potential positive and negative
consequences of medical marijuana
legalization, including impact on pain
management, employers, adolescents and
motor vehicle safety



A path forward: The role of evidence-based
policymaking to reduce addiction in Ohio

Evidence-based policymaking is the “systematic use of findings from program evaluations and outcome
analyses to guide government policy and funding decisions.”?' The purpose of this approach is to?:

¢ Reduce wasteful spending

¢ Expand innovative programs that prove to be effective

e Strengthen accountability

As Ohio struggles to overcome the opiate epidemic, evidence-based policymaking provides a

roadmap to ensure that the state is investing in the right approaches. The Pew-MacArthur Resulis First

Initiative identifies five key components of evidence-based policymaking?:

* Program assessment: Systematically review available evidence on the effectiveness of public
programs

¢ Budget development: Incorporate evidence of program effectiveness info budget and policy
decisions, giving funding priority to those that deliver a high return on investment of public funds

* Implementation oversight: Ensure that programs are effectively delivered and are faithful to their
intended design

¢ Outcome monitoring: Routinely measure and report outcome data to determine whether programs
are achieving desired results

¢ Targeted evaluation: Conduct rigorous evaluations of new and untested programs to ensure that they
warrant continued funding

While state agencies are conducting outcome monitoring and targeted evaluation for some programs
(see part 5), more could be done to incorporate evidence of program effectiveness info the state
budget process. Furthermore, legislation in Ohio rarely requires an evaluation study or outcome tracking,
and there are no mechanisms built into the legislative process that specify measurable outcomes for
legislation. It is therefore difficult o assess whether legislation has achieved desired outcomes and if
resources are being allocated toward the most effective approaches.

Other states have done more to incorporate evidence into the policymaking process, including steps to

strengthen drug prevention and the behavioral health system. Examples include:

* Washington: The state legislature created the Washington State Institute for Public Policy (WSIPP) in
1983. WSIPP works with legislators and state agency staff to conduct non-partisan research on the
effectiveness of policies and programs, including benefit-cost analyses on a wide variety of substance
use prevention and freatment inferventions. The WSIPP approach is being replicated in several other
states through the Pew-MacArthur Resulis First Initiative.

¢ Minnesota: The Department of Management and Budget is using the Results First framework to
inventory currently-funded services, review which ones have evidence of effectiveness and conduct
benefit-cost analyses. Findings on substance use disorder prevention, freatment and recovery services
are posted on the agency website.

e Utah: The Department of Human Services’ Division of Substance Abuse and Mental Health is required
to develop and publish a statewide regisiry of evidence-based prevention programs, and then use the
registry fo guide its confracting decisions. The division has established an evidence-based workgroup
of prevention and evaluation experts that identify evidence-based programs and continually refine
the criteria for effectiveness.

¢ Massachusetts: A 2016 law established a Special Commission on Behavioral Health Promotion and
Upstream Prevention. The purpose of this commission is fo investigate evidence-based practices,
dllocate funding toward what works and set achievable goals for reducing behavioral health
disorders.

Going forward, Ohio can do more to embed evidence considerations info the policymaking process
to ensure that measurable objectives are met and resources are targeted fo the most effective
approaches in a more coordinated way.

For additional information about evidence-based policymaking, visit HPIO's Guide to Improving Health
Value.


http://www.pewtrusts.org/en/projects/pew-macarthur-results-first-initiative
http://www.pewtrusts.org/en/projects/pew-macarthur-results-first-initiative
http://www.wsipp.wa.gov/
http://www.wsipp.wa.gov/BenefitCost
http://www.pewtrusts.org/en/projects/pew-macarthur-results-first-initiative
https://mn.gov/mmb/results-first/substance-use-disorder/
https://rules.utah.gov/publicat/code/r523/r523-009.htm
https://rules.utah.gov/publicat/code/r523/r523-009.htm
https://rules.utah.gov/publicat/code/r523/r523-009.htm
https://dsamh.utah.gov/provider-information/evidence-based-workgroup/
https://www.promoteprevent.com/the-legislation
http://www.healthpolicyohio.org/guide-to-improving-health-value/
http://www.healthpolicyohio.org/guide-to-improving-health-value/

Part 3. Policy inventory summary

Overview

This section highlights key findings from the policy inventory, including:

* Volume of policy changes, by topic

¢ Volume of policy changes, by substance type

e State agency spending

A complete list of specific policies, programs and services, including descriptions and links for
more information, is available in the detailed policy inventory.

Inventory process and

methodology

To develop the policy inventory, HPIO
conducted a structured review of policy
changes that occurred at the state level from
2013-2017 (130th and 131st General Assembly
and first half of the 132nd General Assembly?4
as of December 2017). See Appendix A for a
list of the search terms used.

Of the policy changes identified, 41 percent
were legislative changes, 27 percent were
rules or regulations and 31 percent were

new or expanded state agency initiatives,
programs, systems changes or guidelines (see
figure 8).

Volume of policy changes,

by topic

Figure 9 displays the number of policy
changes enacted between 2013 and 2017 for
addiction-related topics. Overall, freatment
services and appropriate use of/access to
prescription opioids received the largest
amount of policy aftention, while child and
family-focused prevention and screening and
early intervention received less attentfion. There

Prevention
Prevention addresses health problems before they occur, rather than after people have
shown signs of disease, injury or disability.? Preventing the onset of substance use disorder in
the first place is critical for reversing the overdose epidemic. Addiction prevention policies

and programs are designed to:

Figure 8. Addiction-related policy
changes in Ohio, by type of policy
change, 2013-2017 (n=193)

31%

New or expanded
state agency
initiatives,
programs, systems

changes or
guidelines

41%

Legislative change
(bills signed into law

or a provision within 1 %
a bill) Legislative
initiatives
(task force,
commission)

Source: HPIO review of Ohio legislation, regulations,
Governor's Cabinet Opiate Action Team timeline
and other policy summaries

was also less policymaking activity regarding
the freatment system—which includes
capacity, workforce and access to care—and
recovery services and supports.

* Reduce the supply of or access to drugs (such as by reducing opioid prescribing, increasing
the price of tobacco products or narcotics interdiction by law enforcement), or

* Reduce the demand for drugs by strengthening protective factors (such as positive youth
social skills) and reducing risk factors (such as social norms that promote drug use)



http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/?preview_id=5729&preview_nonce=17944784ad&_thumbnail_id=-1&preview=true

Treatment and recovery

Treatment includes a wide range of services provided in an outpatient or inpatient sefting, such
as assessment, behavioral counseling, withdrawal management with follow-up care and MAT.
Recovery services, such as recovery housing, peer support and 12-step programs, are designed

to enable individuals to improve their health and wellness over the long-term.

This policy inventory and scorecard includes specific treatment and recovery services, as well as
information about the overall capacity of the behavioral health system and access to care.

Figure 9. Number of addiction-related policy changes in Ohio, by topic, 2013-2017
Prevention Treatment

75

24
23
12 12
. 8
Appropriate  Child or Other Screening Treatment Treatment Recovery services
use of, and  family-  community- andearly  services system
accessto,  focused based infervention
prescripfion prevention prevention
opioids
Total policies* Total policies*
24
45% of total** 48% of total** 127 of total™

* Policies in the subcategories exceed the number of total policies because some policies were counted in more than one
subcategory.

** Percents exceed 100 percent because some policies were counted in more than one category.

Note: See Appendix B for further description of these categories.

Source: HPIO review of Ohio legislation, regulations, Governor’s Cabinet Opiate Action Team timeline and other policy
summaries
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Figure 10. Number of addiction-related policy changes in Ohio, by substance

type, 2013-2017 (n=193)

Not specified (general
substance use)

Opioids (non-specified)

Prescription opioids and/or

benzodiazepines
Alcohol
Nicotine/tobacco né%
woriver [ s
Cannalbis m4%

Other** E 1%

22%

21%

34%

Note: There were no policies, programs or services newly enacted from 2013-2017 that focused specifically on methamphetamines or

cocaine.

* “Multiple” includes policies that address more than one specific drug
** “Other” includes policies that address other drugs not specifically listed here (i.e., gabapentin, anorexiants)
Source: HPIO review of Ohio legislation, regulations, Governor's Cabinet Opiate Action Team timeline and other policy summaries

Volume of policy changes, by

substance type

Overall, 43 percent of addiction-related
policy changes addressed opioids (see figure
10). More specifically, 21 percent addressed
prescription opioids and/or benzodiazepines,
such as updates to OARRS, and 22 percent
addressed either non-prescription opioids
(including heroin and fentanyl), or opioids in
general, such as access to MAT.

About one-third of addiction policy changes
addressed “conftrolled substances” or
“dangerous drugs” generally without naming
specific drugs, or addressed addiction
generally (such as early childhood prevention,
drug taskforces and behavioral health
workforce capacity).

Between 2013 and 2017, there were a

smaller number of policy changes related to
cannabis, alcohol and tobacco. Notably, most
of the alcohol-related policies increase access
to alcohol.

State agency spending

Figure 11 displays addiction-related spending
in state fiscal year 2017 by state agencies
with significant roles in prevention, freatment
and recovery: Ohio Department of Mental
Health and Addiction Services (OMHAS), Ohio
Department of Health (ODH), Ohio Attorney
General's Office (AG) and the Ohio Board

of Pharmacy (BOP). (Criminal justice, law
enforcement and child welfare spending will
be included in a future report.)

Figure 11. State spending, by agency*, State Fiscal Year 2017

Prevention Treatment and Recovery

Federal Non-federal Federal | Non-federal
Ohio Department of Mental Health and $21,149,613 | $5,278,517 | $62,603,444 | $40,147,974
Addiction Services
Ohio Department of Health $2,603,543 | $6,493,187 $743,417 | $1,846,260
Board of Pharmacy $291,993 $663,318 NA NA
Attorney General $0 | **$2,742,649 FENA ENA
Total for above agencies $24,045,149 | $15,177,671 | $63,346,861 | $41,994,234

*Only includes agencies primarily responsible for leading addiction prevention, treatment and recovery activities, other

than ODM
**2017-2018 school year

*** Treatment and recovery spending by the Attorney General will be captured in a future phase of the Addiction
Evidence Project that focuses on children services, law enforcement and criminal justice reform.



The Ohio Department of Medicaid (ODM)

has had the largest share of addiction-
related state spending, focused on treatment
services. In SFY 2016, ODM spent $650,200,000
to provide healthcare services for Ohioans
with drug addiction/behavioral health

issues. Medicaid spending will increase to
$762,948,490 in SFY 2017. This amount includes
spending on addiction tfreatment, community
mental health services, community psychiatric
supportive treatment, behavioral health
counseling/therapy, mental health assessment
services, crisis intervention, pharmacologic
management services and emergency
services/coverage of naloxone.?

Medicaid is funded by a mix of state and
federal dollars; the federal share, referred to
as the Federal Medical Assistance Percentage
(FMAP) is 62.3 percent for most Medicaid
recipients in Ohio, but some eligibility groups,
including the newly eligible Group VIl
category, are reimbursed at higher rates.

Overall, state agency spending has been
concentrated on freatment services, with less
funding allocated to prevention. Notably,
more than half of all funding for addiction
prevention, treatment and recovery has come
from federal sources.

Total spending

Local governments and private entities
(consumers, employers, etc.) have also spent
considerable amounts of money on addiction
tfreatment and the consequences of the
opioid epidemic. A recent working paper from
the American Enterprise Institute estimates
that the total cost of the opioid crisis to Ohio
was $3,385 per capita in 2015, including health
care, worker productivity and criminal justice
costs.”

A similar analysis of total costs by Ohio State
University researchers estimated that opioid
abuse, dependency and overdose deaths
resulted in $6.6 to $8.8 billion in healthcare and
criminal justice costs and lost productivity in
Ohio in 2015.%

Cost-effectiveness of prevention

and freatment spending

Studies have found that effective prevention
and freatment programs can save taxpayer
dollars. For example, WSIPP estimates that the
Good Behavior Game, a prevention approach
used in many Ohio schools, saves Washington
State taxpayers $2,760 per student (compared
to $163 program cost) due to education,
criminal justice and other savings.?” Similarly,

a California study of substance use disorder
treatment concluded that every $1 spent on
freatment saves $7 due to reduced crime and
increased earnings.*
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Medication-Assisted Treatment (MAT) Basics

MAT combines behavioral therapy and
medications o treat substance use disorders. This
report focuses primarily on MAT for opioid use
disorder, although MAT can also be used to freat
alcohol or nicotine addiction.®’

There is strong evidence that MAT is an effective
freatment for substance use disorder.*?

The three medications listed below are used to
freat opioid addiction. Each medication has
advantages and disadvantages, and providers
work with patients fo identify the appropriate
medication for their needs. The American Society
of Addiction Medicine (ASAM) recommends that
medication be accompanied by a psychosocial
needs assessment, supportive counseling, links

to existing family members and referrals to
community services.®

Cost effectiveness
Several studies have found that methadone and
buprenorphine are highly cost effective because

they reduce future healthcare and criminal

justice costs. For example:

* The New England Comparative Effectiveness
Public Advisory Council concluded that for
every dollar spent on MAT with methadone or
buprenorphine, $1.80 in savings are realized
due to reduced healthcare and social costs
(law enforcement, crime victimization and
productivity loss). New England stafes could
save $1.3 billion by expanding treatment of
opioid-dependent persons by 25 percent 34

* WSIPP found that for every $1 spent on
methadone maintenance, there was a $2.19
benefit based on increased earnings and
reduced healthcare costs.®

Although nalirexone is also effective in achieving
positive health outcomes, the comparatively
high price for this drug reduces its cost
effectiveness.®

Federal Drug Administration-approved medications to treat opioid use disorder®

Medication How it is used
(brand name

examples)

Methadone e Liquid

e Patient must go to a
certified freatment facility
frequently to receive
medication at beginning of

freatment

* Highly regulated (Drug Enforcement Agency

Prescriber regulations

[DEA] schedule Il drug)

e Can only be dispensed by a Substance Abuse

and Mental Health Services Administration
(SAMHSA )-certified Opioid Treatment Program
(OTP)

Buprenorphine-
naloxone and
buprenorphine

* Tableft, film or implant

 Used daily, but patient
does not have to go to
provider every day

hydrochloride
(Suboxone,
Subutex)

 Highly regulated (DEA schedule lIl drug)
e Can only be prescribed by physicians (and some

other providers®) who are registered with the
DEA and have obtained a waiver from SAMHSA
(DATA 2000 waiver)

e Prescribers are limited in the number of patients

they can freat (30 in first year of waiver; 100 after
first year; up to 275 after second year)

Nalirexone
(Vivitrol, Revia,
Depade)

* Extended-release injection
or tablet

* Monthly injection from
healthcare provider

* Not a scheduled drug
e Can be prescribed by any physician, nurse

practitioner or physician assistant with prescribing
authority

For additional information, see the SAMHSA MAT Pocket Guide.


https://store.samhsa.gov/shin/content/SMA16-4892PG/SMA16-4892PG.pdf

Part 4. Policy scorecard summary

Overview

The policy scorecard summary tables in this section rate Ohio’s prevention, tfreatment and
recovery policies and programs on a three-point scale (see key below) based on the extent

to which they:

* Align with research evidence on what works fo reduce addiction, and

e Reach Ohioans in need

In addition, the scorecard summary tables in this section highlight key strengths and gaps
related to evidence alignment and implementation reach or utilization of evidence-based
services. High-priority opportunities for improvement are listed in the right-hand column and
additional opportunities are described in the detailed policy inventory.

Scorecard process

To develop the list of evidence-based

policies and programs in the scorecard,

HPIO consulted rigorous reviews of available
research literature, including:

¢ Expert consensus statements and
recommendations from independent expert
panels convened by organizations such

as the Natfional Academies of Sciences,
Engineering and Medicine; U.S. Surgeon
General; and the Centers for Disease Control
and Prevention

Clinical guidelines from medical associations
such as the American College of Physicians
and ASAM

Evidence registries and clearinghouses, such
as What Works for Health and the Office of
Juvenile Justice and Delinquency Prevention
(OJJDP) Model Programs Guide

HPIO then reviewed the inventory to identify
policies and programs implemented in Ohio
that were relevant to the specific evidence-
based approaches and assessed the extent
to which Ohio’s efforts align with the evidence
and are being implemented in a widespread

Key

g) Most policies, programs and
.g services in this category are
(7]

consistent with evidence

on what works and some
are being implemented in a
widespread way.

Many policies, programs
and services in this category
are consistent with evidence
on what works, but overall
implementation reach may
be limited.

way. Although guided by specific criteria
(see Appendix A), this assessment was largely
qualitative.

HPIO sought and received input from state
agencies and other stakeholders to ensure
that the description of policy implementation
in Ohio was accurate. Information about

the number of Ohioans reached or fidelity

to evidence-based models was often

not available. See Appendix A for further
description of limitations.

For many of the policies,
programs and services in
this category, alignment
with evidence and/or
implementation reach is
weak, mixed or unknown.

Weak

*See Appendix A for scoring methodology. See detailed policy scorecard for list of specific policies, programs and

services reviewed.
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http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/?preview_id=5729&preview_nonce=17944784ad&_thumbnail_id=-1&preview=true
http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/?preview_id=5729&preview_nonce=17944784ad&_thumbnail_id=-1&preview=true

Figure 12. Prevention scorecard summary

Appropriate
use of and
access to
prescription
opioids:

Prescribing
and
dispensing

Strengths

* Robust PDMP (OARRS), an
evidence-based approach
fo reducing opioid use

* Evidence-aligned opioid
prescribing limits and
guidelines in place

Gaps

Extent to which prescribing
guidelines are being implemented
is unknown

Opportunities for improvement

* Enforce, monitor and evaluate
2017 prescribing limits

* Based on evaluation results,
consider strengthening limits to 3-5
days

» Offer education and technical
assistance to help providers to
operationalize and implement
prescribing limits and guidelines

* Sustain and confinually improve
OARRS

activities through multi-
sector collaboration

e Ohio has a strong,
evidence-aligned smoke-
free workplace policy

fobacco policies that are not
aligned with evidence, such as
relatively low taxes on alcohol
and fobacco products and
low investments in tobacco
prevention and cessation

éé Appropriate * Ohio Medicaid covers * Ohio Medicaid does not ¢ Increase utilization of evidence-
o | use of and several evidence-based, cover some evidence-based, based, non-opioid pain
= | access to nonpharmacologic pain non-pharmacologic pain management therapies through
prescription management therapies, management therapies, such patient and provider education
opioids: Non- including acupuncture, as tai chi, yoga, progressive and improved insurance
opioid pain chiropractic and physical relaxation, biofeedback, etc. coverage
management | Therapy » Ohio healthcare providers are * Require all providers who
¢ ODH and other state not required to be trained in prescribe confrolled substances
agencies launched addiction or appropriate pain fo complete mandatory
the Take Charge Ohio management, which may limit Continuing Medical Education
campaign in 2017 to utilization of non-opioid therapies, credits on addiction, appropriate
promote safe pain including nonpharmacologic pain management and other
management and methods relevant topics
medication use, consistent
with evidence-based
guidelines
e Ohioisimplementing many | ¢ Implementationreach of many | ¢ Sustain funding for evidence-
evidence-based programs evidence-based programs is very based prevention programs,
that support healthy child limited supporting a comprehensive
development, such as * Data on the fotal number of approach to prevention of all
Nurse Family Partnership K-12 students participating in forms of subbstance misuse
home visiting and evidence-based prevention * Improve coordination, monitoring
Incredible Years parenting programs is not currently and evaluation of school-based
education available prevention activities, including
e Ohio is implementing e Legislation requires K-12 increased coordination between
evidence-based schools to focus on opioid ODH, OMHAS, ODE and AG
prevention programs in education, although a more * Establish health education
K-12 schools, such as PAX comprehensive, skill-based, standards for the state of Ohio
Good Behavior Game, evidence-dligned approach is
Botvin Life Skills and Keepin' needed to prevent all forms of
It REAL substance abuse
= | Other e Many local communities ¢ There is minimal implementation | ¢ Expand community-based
8 community- have formed prevention of prevention activities for adults prevention efforts to reach adults
=< | based codlitions to increase the ages 18+ ages 25-64—the group with the
prevention reach of drug prevention ¢ Ohio has some alcohol and highest rates of overdose deaths

e Given that overdose death rates
are much higher among Ohioans
with lower levels of education,
focus on community-based
prevention activities for adulfs
who are not enrolled in college

¢ Reduce consumption of alcohol
and tobacco by increasing
the unit price (excise taxes or
minimum pricing)
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Figure 13. Treatment and recovery scorecard summary

Weak

Screening
and early
intervention

* OMHAS and ODH have
implemented initiatives to
increase use of SBIRT, an
evidence-based screening
method for alcohol/drugs

* SBIRT is being implemented
in a variety of settings,
including primary care
hospital emergency
departments

 Stakeholders report that
SBIRT implementation

in Ohio has focused
primarily on screening,
while referral to
freatment may be
lacking

Although quality
metrics for tobacco

use screening, an
evidence-based
service, are now being
fracked, ODM is not
currently undertaking
any initiatives to
increase utilization of
tobacco screening and
cessation

¢ Strengthen implementation and
monitoring of “referral to freatment”
component of SBIRT

¢ Collect data regarding treatment
gaps from SBIRT providers

¢ Increase effective screening for
tobacco use, particularly among
Medicaid enrollees, and ensure
provision of, or referral to, effective
cessation services

 Several policies have

supported implementation
of MAT, an evidence-
based practice, such

as Medicaid coverage
(started in 2011), rules
consistent with ASAM
National Practice
Guidelines and use of MAT
in drug courts

* Several programs have

been implemented

fo extend the
implementation reach

of freatment services

to priority populations,
including pregnant
women, infants with NAS
and justice-involved adults

Despite recent
improvements, the
implementation reach of
MAT is sfill limited in many
parts of the state; Only 13
counties have at least 1
provider for all 3 types of
MAT (see figure 14)

A 2017 OSU study
estimated that Ohio’s
current MAT capacity
can serve only 10% to
40% of those in need

* Arecent national
analysis determined that
Ohio’s ratio of certified
buprenorphine providers
to opioid overdose
deaths was significantly
worse than most other
states (see figure 6),
indicating significant
unmet need for MAT

¢ Increase the number of counties that

have all 3 types of MAT, including
better access to methadone and
buprenorphine in rural counties

¢ Ensure that certified buprenorphine

prescribers are maximizing their ability
to fill capacity gaps, while adhering
to ASAM guidelines and state and
federal regulations

o Assess the extent to which MAT is

being paired with effective psycho-
social approaches and improve
infegration as needed

¢ Provide adequate treatment for

people who use multiple substances,
including methamphetamine and
cocaine, which cannot be freated
with MAT
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Figure 13. Treatment and recovery scorecard summary (cont.)

Treatment
system
access and
coverage

Treatment
system
capacity and
workforce

Weak

Strengths

® Increased insurance
coverage is an effective way
fo improve access fo care;
Policy changes in Ohio
reduced the uninsured rate
for adults ages 18-64 to 4.7%in
2016, compared to 7.4% in
the US.
* Enactment of requirements
for ODI and OMHAS to
provide education on state
and federal parity laws;
create and promote a
consumer hotline; and
provide a report on oufreach,
frends and barriers to access
and coverage

Insurance coverage does
not always lead to adequate
access to care due to lack of
providers, prior authorization
requirements and other
barriers o care

Opportunities for
improvement

® Confinue policies that

have contributed to
Ohio’s historically low
uninsured rate, including
maintenance of current
Medicaid eligibility levels
Actively promote
awareness of federal
and state parity laws and
strengthen monitoring
and enforcement of
federal behavioral health
parity laws and guidance

® Behavioral Health Redesign,
an initiative fo improve
community behavioral health
system capacity, started in
2015, with fullimplementation
to beginin 2018

® Behavioral health primary
care integration, an evidence-
based approach, is a key
component of Behavioral
Health Redesign

* Provider workforce gaps
are likely limiting the
implementation reach of

effective treatment services

e Other than the MAT
provider information
described above, there
is imited data available
to assess the capacity of
Ohio’s addiction freatment
system relative to need

Continue to implement
Behavioral Health
Redesign and assess
impact on addiction
freatment system capacity
and outcomes
Strengthen the behavioral
health workforce through
increased reimbursement
rates, enhancing the
Behavioral Health
Workforce Initiative

and continuing to build
integration with physical
health care

* ADAMH board contfinuum of
care requirements include
evidence-based services,
such as recovery housing and
peer support

¢ Several policies have been
implemented to increase
access to cerfified recovery
housing and peer support,
including increased funding
for housing and formal
certification of Peer Recovery
Supporters

e Ohio Recovery Housing-
certified housing is only
available in 32 counties

* Implementation reach of
peer support is also limited
in many counties

* Ohio’s policies and funding
for supported employment
services focus on people
with severe and persistent
mental illness, creating a
gap for people recovering
from addiction

Increase the number of
certified recovery houses
throughout the state
Extend Medicaid
coverage of peer support
fo include people in
recovery from substance
use disorder

Increase supported
employment programs for
people recovering from
addiction
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Acronyms in figure 12

AG: Ohio Office of the Attorney General
OARRS: Ohio Automated Rx Reporting System
ODE: Ohio Department of Education

ODH: Ohio Department of Health

OMHAS: Ohio Department of Mental Health
and Addiction Services

Acronyms in figure 13
ADAMH: Alcohol Drug and Mental Health Boards
ASAM: American Society of Addiction Medicine
NAS: Neonatal Abstinence Syndrome

ODH: Ohio Department of Health
ODI: Ohio Department of Insurance
ODM: Ohio Department of Medicaid

OMHAS: Ohio Department of Mental Health and Addiction Services
OSU: The Ohio State University
SBIRT: Screening, Brief Intervention and Referral to Treatment



Figure 14. Providers of Medication-Assisted Treatment (MAT), by Ohio county, as
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Figure 14 illustrates the implementation reach
of MAT. Only 13 counties have at least one
provider for all three types of MAT and 10
counties have no MAT providers.

Ohio policies for which there is a
lack of evidence of effectiveness

The detailed policy inventory includes many
specific policy changes implemented in
Ohio for which there is not currently research
evidence available. In some cases, this is
because the policy changes are related to
administrative or systems changes (such as
ADAMH board contracting requirements or
chemical dependency counselor licensure
provisions) that have not been evaluated.

In other cases, the research base is simply
too new to provide definitive evidence of
effectiveness. Although the research literature
includes decades of studies on what works
to prevent and treat nicotine and alcohol

TUSCARAWAS

GUERNSEY

PICKAWAY MORGAN

WASHINGTON

LAKE ASHTABULA

PORTAGE L
Note: MAT categorization

indicates presence within
the county of one or more
(1) actual buprenorphine
prescribers and/or office-
——— based opioid tfreatment
providers (OBOTs), (2) Opioid
Treatment Programs (OTPs)
using methadone, or (3)
providers using Vivitrol. Data
does not include OTP or
OBOT applicants.

Sources: OMHAS (Vivitrol
provider data adapted from
MONROE Alkermes; buprenorphine
data adapted from the
DEA; OBOT data adapted
from the State of Ohio Board
of Pharmacy)

COLUMBIANA

JEFFERSON

HARRISON

BELMONT

NOBLE

No MAT Providers (10)

[ Buprenorphine, Methadone, and Vivitrol (13)
Vivitrol Only (20)
Buprenorphine and Vivitrol Only (41)
Methadone and Vivitrol Only (1)
Buprenorphine Only (3)

addiction, the evidence base on opiate
addiction prevention, freatment and recovery
is still developing.

Given the severity of the overdose epidemic,
policymakers must act—sometimes without
rigorous research evidence. In these cases,

it is important for policymakers to implement
strategies that are evidence-informed—
meaning that they are built upon accurate
information about the nature of the problem
and conftributing factors.

The Start Talking! campaign, launched

by OMHAS in 2014, is one example of an
evidence-informed approach that lacks
rigorous outcome evaluation. Start Talking!
provides parents with information about how
to talk with their children about drugs. This is an
evidence-informed approach because it aims
to increase important protective factors that
research finds deter adolescent substance
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use: positive parent-child communication
and parents expressing a negative attitude
about drug use. However, the overall Start
Talking! inifiative has not been evaluated in
a rigorous or comprehensive way so it is not
possible to determine whether it has been
effective in increasing these protective factors
in Ohio. The K-12 Health and Opioid Abuse
Prevention Education (HOPE) Curriculum, a
new component of Start Talking!, is currently
being evaluated by Wright State University
researchers, although results are not yet
available.

Ohio policies for which there is
evidence of ineffectiveness or

harm
The research literature includes few examples
of prevention, freatment or recovery policies
that have specifically been found to be
ineffective or harmful. Below are examples of
public policies or programs that have been
implemented in Ohio that are not aligned with
evidence:
* Mandatory random drug testing in schools:
The OJJDP Model Programs Guide rates
mandatory random drug testing in schools
as an intervention with no effects® and the
American Academy of Pediatrics opposes
widespread drug testing in schools due o
the lack of evidence of effectiveness.® Some
schools in Ohio test their students for drug use
(including 27 schools participating in Drug
Free Clubs of America*'), although the total
number is unknown.
Traditional DARE: The traditional DARE
program (as evaluated from1983-2009) was
found fo be ineffective in reducing youth
substance use.*? In response to negative
evaluation findings, DARE has adopted an
evidence-based curriculum called Keepin'
it REAL, which is now used by most DARE
officers in Ohio.
¢ Alcohol access and price: Increased access
to alcohol is arisk factor for excessive
alcohol use and addiction® and experts
recommend increasing alcohol taxes to
reduce harmful alcohol use.** Ohio's alcohol
tfax rates were rated as weak by the CDC#
and Ohio implemented 10 policy changes
during the past five years that increased
access fo alcohol.#

¢ Opioids for chronic, non-cancer pain: There
is a growing body of research that finds that
opioids are as effective or less effective
than other pain management methods,
and carry much higher risks.#” Despite many
policy changes to reduce opioid dispensing,
Ohioans still consume more prescription
opioids per person than people in most
other states (see figure 4).%8 This means that,
through Medicaid and health insurance
coverage for state employees, the state of
Ohio continues to pay for large quantities
of drugs for which there is evidence of
ineffectiveness and harm. Furthermore,
prescription opioids for pain remain less
highly regulated than methadone and
buprenorphine (two forms of MAT).



Part 5. Evaluating the impact of Ohio’s policies
and programs

Evaluation research assesses how a policy example, is being evaluated at the national
or program was implemented and whether level in a large cross-site evaluation by an

or not it was effective in achieving desired external evaluator, with additional evaluation
outcomes. activities being conducted by OMHAS.

Of the 193 prevention, freatment and recovery Some state-funded pilot programs have

policies reviewed in this inventory, only 25 also been evaluated, such as the Addiction
(13 percent) included a clear reference to Treatment Project, which provides MAT to drug
an evaluation requirement or some other court participants.

provision related to implementation or

outcome monitoring or data fracking. Trcmsparency of evaluation

While state legislation rarely requires results

documentation of oufcomes] federal grcnfs Of the 25 pO”CieS with an evaluation or data
typically include an evaluation component. monitoring component identified, about
Most evaluation Ocﬁvify over the pcsf five half (] ]) had evaluation results or other data
years, therefore, has been for federally-funded  Posted online. Figure 15 provides links fo this
programs. The federal Cures STR grant, for publicly-available information.

Figure 15. Publicly-available evaluation results or other data used to evaluate
addiction prevention, treatment and recovery policies implemented in 2013-2017

Policy or program Evaluation results or other data posted
online

[T o) (SN oTe) [T (S5 (oW (=16 [VIel=No] o] Te1Te N el (=X el (| o1 [s e B Annual OARRS reports and county data with
(oTale o1 oT=1 4 N1 To VTl  Wo Eff o (X1 ot ([ s T e [N [ IGT=X infOrmation about number of opioid doses
and improvements to OARRS dispensed are posted on the Ohio Board of
Pharmacy website.

-Xolel{e3 i (e s MIC=Te [ [N M (eI [=Ye M ell[el W oI (Yo | (e[ R 3 A December 2015 evaluation report from
provide MAT in drug courts) the Begun Center for Violence Prevention,
Research and Education at Case Western
Reserve University is posted on the OMHAS
website.

Addiction Treatment Project (expanded A June 2017 evaluation report from the

program to provide MAT in drug courts) Treatment Research Institute is posted on the
OMHAS website.

ORC 5119.362 requires that all community The waiting list data is reported in aggregate,

addiction services providers maintain a by county, on the OMHAS website.

waiting list for opioid and co-occurring drug

addiction services and recovery supports.

The waiting list data is due to OMHAS on a

monthly basis. (Note that behavioral health

stakeholders report limitations to the usefulness

of this data.)

Baby and Me Tobacco Free (tobacco A December 2017 evaluation report from

cessation program for pregnant women) Strategic Research Group is posted on the
ODH website.
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https://www.ohiopmp.gov/Reports.aspx
https://www.ohiopmp.gov/Reports.aspx
http://mha.ohio.gov/Portals/0/assets/Initiatives/ATPP/2015-ATP-Begun-Center-Final-Report.pdf
http://mha.ohio.gov/Portals/0/assets/Initiatives/ATPP/2015-ATP-Begun-Center-Final-Report.pdf
http://mha.ohio.gov/Default.aspx?tabid=718
http://mha.ohio.gov/Default.aspx?tabid=899
https://www.odh.ohio.gov/-/media/ODH/ASSETS/Files/cfhs/PSCP/2017/Baby-and-ME-Tobacco-Free-Evaluation.pdf
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In addition, ODH posts drug overdose death
reports and OMHAS posts Ohio Substance
Abuse Monitoring (OSAM) Network qualitative
and quantitative drug frend data and State
Epidemiological Outcome Workgroup (SEOW)
data via a Network of Care website. This data
can be used fo assess the overallimpact of
Ohio’'s addiction policy changes.

Academic researchers are conducting
evaluation studies and data analytics that
can also help fo identify effective approaches
to reducing addiction. The Ohio Colleges

of Medicine Government Resource Center
(GRC), for example, is currently working with
academic partners and ODM on several
relevant research projects, including the Ohio
Opioid Analytics Project and Behavioral Health
Redesign monitoring.

Additional information about evaluation and
data sources will be included in a future HPIO
addiction policy inventory and scorecard, to
be released later in 2018, which will address
surveillance and evaluation.

Links to data on addiction and the

behavioral health system

¢ Ohio Automated Rx Reporting System
(OARRS) reports, Ohio Board of Pharmacy

* Ohio Substance Abuse Monitoring
Network (OSAM), OMHAS

* Ohio Public Health Data Warehouse
(mortality data), ODH

* State Epidemiological Outcomes
Workgroup (SEOW), OMHAS

* 2016 State Health Assessment, ODH

* Behavioral Health Barometer, SAMHSA

¢ National Survey of Substance Abuse
Treatment Services (N-SSATS), SAMHSA

e Overdose Data Dashboard, Ohio Hospital
Association


http://www.odh.ohio.gov/health/vipp/drug/dpoison.aspx
http://www.odh.ohio.gov/health/vipp/drug/dpoison.aspx
http://mha.ohio.gov/Default.aspx?tabid=662
http://mha.ohio.gov/Default.aspx?tabid=662
http://state.oh.networkofcare.org/mh/
https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.proofpoint.com%2Fv2%2Furl%3Fu%3Dhttps-3A__na01.safelinks.protection.outlook.com_-3Furl-3Dhttps-253A-252F-252Fgrc.osu.edu-252Fprojects-252FMEDTAPP-252Fohio-2Dopioid-2Danalytics-26data-3D02-257C01-257CMARY.APPLEGATE-2540medicaid.ohio.gov-257Cefd35104f3914122b52b08d58e9c43ca-257C50f8fcc494d84f0784eb36ed57c7c8a2-257C0-257C0-257C636571724158806379-26sdata-3DL1swBZPXnT-252BgOVCektVZmzTbIZiUgRBcWYXSjWQxl84-253D-26reserved-3D0%26d%3DDwMFAg%26c%3Dk9MF1d71ITtkuJx-PdWme51dKbmfPEvxwt8SFEkBfs4%26r%3DoxTt9qrqGrfnHjssnY--_VXJfptAD461b3kD3seYlvE%26m%3D9BprDuO_-N5_0waKYRf4gUUqHXYqM4aSuIs8trqyz38%26s%3DyGRJMvqKgos75f7mEIvbqKIVR6LY1LqO_uPPaGS-QPQ%26e%3D&data=02%7C01%7CJonathan.Barley%40medicaid.ohio.gov%7C2e9e76b567d84160e6ac08d58f6b91b4%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C0%7C636572614531344690&sdata=uO16lse13dB6wtu4BkOuO4EfwqfqcEdu1lJqeinkdWY%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.proofpoint.com%2Fv2%2Furl%3Fu%3Dhttps-3A__na01.safelinks.protection.outlook.com_-3Furl-3Dhttps-253A-252F-252Fgrc.osu.edu-252Fprojects-252FMEDTAPP-252Fohio-2Dopioid-2Danalytics-26data-3D02-257C01-257CMARY.APPLEGATE-2540medicaid.ohio.gov-257Cefd35104f3914122b52b08d58e9c43ca-257C50f8fcc494d84f0784eb36ed57c7c8a2-257C0-257C0-257C636571724158806379-26sdata-3DL1swBZPXnT-252BgOVCektVZmzTbIZiUgRBcWYXSjWQxl84-253D-26reserved-3D0%26d%3DDwMFAg%26c%3Dk9MF1d71ITtkuJx-PdWme51dKbmfPEvxwt8SFEkBfs4%26r%3DoxTt9qrqGrfnHjssnY--_VXJfptAD461b3kD3seYlvE%26m%3D9BprDuO_-N5_0waKYRf4gUUqHXYqM4aSuIs8trqyz38%26s%3DyGRJMvqKgos75f7mEIvbqKIVR6LY1LqO_uPPaGS-QPQ%26e%3D&data=02%7C01%7CJonathan.Barley%40medicaid.ohio.gov%7C2e9e76b567d84160e6ac08d58f6b91b4%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C0%7C636572614531344690&sdata=uO16lse13dB6wtu4BkOuO4EfwqfqcEdu1lJqeinkdWY%3D&reserved=0
https://www.ohiopmp.gov/Reports.aspx
https://www.ohiopmp.gov/Reports.aspx
http://mha.ohio.gov/Default.aspx?tabid=662
http://mha.ohio.gov/Default.aspx?tabid=662
http://publicapps.odh.ohio.gov/EDW/DataCatalog
http://publicapps.odh.ohio.gov/EDW/DataCatalog
http://mha.ohio.gov/Default.aspx?tabid=855
http://mha.ohio.gov/Default.aspx?tabid=855
https://www.odh.ohio.gov/en/odhprograms/chss/HealthPolicy/ship/State-Health-Improvement-Plan
https://www.samhsa.gov/data/browse-report-document-type?tab=46
https://www.samhsa.gov/data/substance-abuse-facilities-data-nssats
https://www.samhsa.gov/data/substance-abuse-facilities-data-nssats
http://ohiohospitals.org/opioid-data

Appendix A. Methodology

¢ Detox/detoxification

e Heroin

e Liquor

¢ Medication-Assisted Treatment
* Methamphetamine

¢ Naltrexone

¢ Neonatal Abstinence Syndrome

Inventory process

In order to compile the detailed policy
inventory, HPIO researchers searched the Ohio
Revised Code (ORC), Ohio Administrative
Code (OAC), the Governor’'s Cabinet Opiate
Action Team (GCOAT) timeline (Combaltting
the Opiate Crisis in Ohio), state agency

websites and policy summaries from other * Nicotine

organizations. See figure 16 for examples of the  * OA'RRS

types of policy changes reviewed. * Opiate
¢ Opioid
e Pain

HPIO researchers used the following search
terms when reviewing the ORC and OAC:

e Addiction e Recovery
e Alcohol e Spirits

e Beer

e Buprenorphine * Tobacco
¢ Cigarette (including e-cigarettes) ° VQDOF

e Cigars * Wine

e Cocaine

Figure 16. Types of policy changes reviewed

Type of policy
change
Legislative
change (bills
signed into law
or a provision
within a bill)

Examples

* Provision of 2018-19 state budget (HB
49) requiring feacher preparation
programs to include instruction on
opioid and other substance abuse
prevention

e HB 367 requires school districts to
provide education about prescription
medication and opiate abuse

* Prevention

e Substance abuse

Sources searched or consulted

» State main operating budget
documents®
e General Assembly archives®

Rules or
regulations

e OAC 4731-11-12 specifies uniform
standards for treating patients with
opiate addiction using buprenorphine

* OAC
* Relevant state agency
websites

State agency * Improvements to OARRS, such as
initiatives, infegration with Electronic Health
programs, Records

SAE R[S o Department of Mental Health and
or guidelines Addiction Services receives federal

grant fo expand SBIRT

* GCOAT timeline (Combating
the Opiate Cirisis in Ohio)

e State agency websites

e General Assembly archives
(legislation)

¢ Ohio House HOPES Task Force

Legislative
initiatives
(task force,
commission)

* Media reports and policy
summaries prepared by
associations and other
stakeholder organizations

* General Assembly website
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http://mha.ohio.gov/Portals/0/assets/Initiatives/GCOAT/Combating-the-Opiate-Crisis_Feb2018.pdf
http://mha.ohio.gov/Portals/0/assets/Initiatives/GCOAT/Combating-the-Opiate-Crisis_Feb2018.pdf
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http://mha.ohio.gov/Portals/0/assets/Initiatives/GCOAT/Combatting-the-Opiate-Crisis.pdf

Major marijuana policy changes are included

in the inventory, although HPIO did not conduct
a comprehensive search for all policy changes
related to marijuana or cannabis. There is

some evidence that medical marijjuana may
provide effective pain management for certain
conditions.”” Conversely, there is also evidence
that cannabis use is likely to increase the risk for
developing dependence on other substances.®
For these reasons, the overall impact of Ohio’s
new Medical Marijuana Confrol Program on the
opiate crisis and the prevalence of substance
use disorders is difficult fo estimate. For addifional
detail on medical marijuana in Ohio, visit HPIO's
Medical Marijuana in Ohio resource page.

The terms “naloxone” and “overdose” will be
included for the next phase of the project (policy
inventory and scorecard for Harm Reduction,

Evaluation). Overdose reversal (naloxone) is not
categorized as prevention because it occurs
after an overdose has begun, and typically after
substance use disorder has progressed.

Scorecard process

Step 1: Rating for specific policies and programs

in detailed scorecard. HPIO researchers rated

the specific policies, programs and services in the
detailed policy scorecard based on five rating
levels: sfrong, moderate, mixed, weak or unknown/
more information needed. Each policy was given
two ratings, one for alignment with evidence and
another for extent of implementation reach. Figure
17 defines each of these ratings, as well as the
score assigned fo each rating.

Step 2. Summary score for subtopics. In order to

Overdose Reversal and Surveillance and

summarize the scorecard findings for this report,
the scores for each policy and program in the

Figure 17. Definition of detailed scorecard rating levels

Rating and

score Ohio alignment with evidence Extent of implementation reach in Ohio

Strong Services, programs and policies | Services and programs are being implemented throughout

(4) being implemented in Ohio the entire state (statewide or > 80 counties), are reaching
are highly consistent with the a majority of infended groups of Ohioans and are funded
most rigorously-evaluated and | atf the level needed to implement widespread, effective
effective evidence-based programming with fidelity to the evidence-based model.
approaches in this category. Policies are being monitored, implemented and enforced as

intended.

Services, programs and policies | Services and programs are being implemented in af least 40-
being implemented in Ohio 80 counties, are reaching large numbers of infended groups
are mostly consistent with of Ohioans and/or are funded adequately to meet current
recommended evidence- capacity and demand. Policies are likely being implemented
based approaches in this and enforced as infended, although rigorous monitoring
catfegory. information may not be available.

Mixed Ohio is implementing some Within this category, Ohio is implementing some services

(2) services, programs or policies or programs with “strong” or “moderate” implementation
with “strong” or “moderate” reach, but is also implementing a significant number of
alignment with evidence, but services or programs with “weak’ implementation reach.
is also implementing significant | Some policies are being implemented as intended and
number of services, programs or | enforced, while others are not.
policies with “weak’ alignment.

Weak Ohio is implementing services, Services and programs are being implemented in fewer than

(1) programs and policies that 40 counties, are only reaching a small proportion of inftended
are not consistent with groups of Ohioans, and/or funding is inadequate to meet
recommended evidence- demand. Policies are not being implemented as intended
based approaches within this and/or are not being enforced.
category.

UG /A Adequate information to Adequate information to determine implementation reach is

More determine evidence alignment | not currently available.*

Nyl leilels ] is not currently available.*

needed

Q)]
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*Note that this information may be available within specific counties, but is not available for an overall statewide basis.
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Figure 18. Final summary score and rating for prevention, treatment and recovery

subtopics

Alignment

with
evidence*

Subtopic
Appropriate use of and access to 3.6
prescription opioids: Prescribing and
dispensing

Extent of
implementation,
reach and summary | Summary
funding* Score rating

2.6 6.2 Strong

Total

Appropriate use of and access to
prescription opioids: Non-opioid pain
management

Child and family-focused prevention 3.3

Other community-based prevention 2.1

Screening and early intervention 3.7

Treatment services 3.9

Treatment system access and coverage KN

Treatment system capacity and 2.7
workforce

Recovery services 3.3

4.4 Weak
1.8 5.1 Moderate
2.2 4.3 Weak
1.0 4.7 Weak
1.6 5.5 Moderate
2.5 6.0 Strong
1.0 3.7 Weak
2.0 5.3 Moderate

*Average score across specific policies/programs within subtopic
Note: Subtopics with a score of 6.0 or higher received a strong rafing, subtopics with a score between 5.0 and 5.9
received a moderate rafing and subtopics with a score below 5.0 received a weak rating.

detailed policy scorecard were averaged
across sub-topics. For example, policies on
opioid prescribing limits, opioid prescribing
guidelines and OARRS were averaged o
calculate scores for the prevention subtopic:
"Appropriate use and access to prescription
opioids: Prescribing and dispensing.” This
method was replicated for each subtopic (see
figure 18). The total score for a subtopic is a
composite score of alignment with evidence
and extent of implementation and reach.

If the subtopic total score was 6.0 or higher,
it received a strong rating. Subtopics with

a score between 5.0 and 5.9 received a
moderate rating and subtopics with a score
below 5.0 received a weak rating.

Sources of evidence

In order fo identify the evidence-based
policies, programs and practices listed in the
scorecard, HPIO relied upon the most credible
sources of information available. Rather than
citing individual studies, HPIO furned to expert
consensus statements, clinical guidelines and
evidence registries whenever possible; these
sources involve rigorous review of available
research evidence by a group of experts
who synthesize the information and make a
recommendation or statement about what
approaches are most effective. The types

of sources used to develop the scorecard

are listed below, in order of preference. For

some topics, gray literature reports were used

if expert consensus statements or clinical
guidelines were not available:

1. Expert consensus statements or
recommendations from independent expert
panels convened by organizations such
as the National Academies of Sciences,
Engineering and Medicine (NASEM) or a
federal agency. These reports are based
on rigorous, systematic reviews of research
evidence and typically rate the strength of
recommendations based on quality of the
evidence base. Examples: NASEM consensus
study report, Pain Management and the
Opioid Epidemic: Balancing Societal and
Individual Benefits and Risks of Prescription
Opioid Use, and U.S. Preventive Services Task
Force (USPSTF) recommendations on alcohol
and tobacco use screening

2. Clinical guidelines from professional/
medical associations, typically published
in peer-reviewed journals. Example: ASAM
National Practice Guideline for the Use of
Medications in the Treatment of Addiction
Involving Opiate Use

3. Evidence registries and clearinghouses.
Searchable databases or other user-
friendly compilations of evidence-based
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policies and programs. These registries

use specific screening criteria to identify
effective strategies and/or rate strategies
on the strength of their available evidence
of effectiveness. Examples: What Works for
Health (University of Wisconsin Population
Health Institute and Robert Wood Johnson
Foundation), and OJJDP Model Programs
Guide. (Note: Only programs with high
ratings of evidence of effectiveness were
included.)

4. Gray literature reports from private sector
organizations with recommendations
based on review of evidence (although
typically not a systematic review). Example:
Pew Charitable Trusts, Prescription Drug
Monitoring Programs: Evidence-based
Practices to Optimize Prescriber Use

For a complete list of credible sources of
evidence on effective addiction prevention,
freatment and recovery, visit the HPIO
Addiction Evidence Project evidence resource

page.

Limitations

The inventory begins in 2013, and therefore
does not include policies that were
implemented earlier in the opiate crisis,

such as the closing of the “pill mills” in 2011.
(Major policies implemented prior to 2013 are
however mentioned in the detailed scorecard
when relevant to evidence alignment. Visit the
GCOAT timeline for policies implemented in
2011-2012.)

Although this inventory is the most
comprehensive review of addiction
prevention, freatment and recovery policy
changes in Ohio completed to date, it is likely
that some policies may have been missed,
such as:
* Legislation or rules/regulations that did
not include any of the search terms used
by HPIO researchers (listed above) when
reviewing legislation and the OAC
* Rules/regulations that were revised between
2013 and 2017 but have prior effective dates
outside of that date range. Due fo the way
rules are recorded, HPIO researchers were
unable to discern which language was
newly added and which language existed
prior fo 2013.

There were several challenges to ratfing

the extent of implementation reach for the
scorecard. First, information about the number
of Ohioans or number of counties reached by
a program or service was not always available.
Second, information about the extent to which
policies were being implemented as infended
was not always available. Finally, service
penetration rates and per-capita spending
information from other states would provide
useful context for assessing the adequacy

of Ohio’s efforts, but this information is rarely
available.


http://www.healthpolicyohio.org/evidence-resource-page-prevention-treatment-and-recovery/
http://www.healthpolicyohio.org/evidence-resource-page-prevention-treatment-and-recovery/
http://mha.ohio.gov/Portals/0/assets/Initiatives/GCOAT/Combating-the-Opiate-Crisis_Feb2018.pdf

Advisory Group

HPIO convenes an Addiction Evidence Project Advisory Group made up of over 20
representatives from state and local, public and private organizations with expertise in addiction
prevention, behavioral health treatment and recovery, child welfare and criminal justice (listed
below). This group provides guidance to HPIO on Addiction Evidence Project products, including
this report.

First Name | Last Name Organization

Carol Baden Ohio Attorney General

Andrea Boxill Ohio Department of Mental Health and Addiction Services; The
Governor's Cabinet Opiate Action Team

Tara Britton Center for Community Solutions

Lori Criss Ohio Council of Behavioral Health & Family Service Providers

Jolene Defiore-Hyrmer | Ohio Department of Health

Joan Englund Mental Health Advocacy Coalition

Fawn Gadel Public Children Services Association of Ohio

Paul Hicks Ohio Hospital Association

Shancie Jenkins Ohio Department of Health

Lesli Johnson Ohio University

Teresa Long Columbus Public Health (retired)

Jaime Love Interact for Health

Brie Lusheck Center for Community Solutions

Dustin Mets CompDrug

Alisha Nelson Ohio Attorney Generall

Amy O'Grady City of Columbus

G. Dante Roulette Summa Health

Jim Ryan Alcohol and Drug Abuse Prevention Association of Ohio

Shawn Ryan BrightView

Stephen Snyder-Hill Columbus Public Health

Ann Spicer Ohio Academy of Family Physicians

Molly Stone Ohio Department of Mental Health and Addiction Services

Cheri Wallter Ohio Association of County Behavioral Health Authorities

Kathy Yokum Ohio Department of Mental Health and Addiction Services
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Appendix B. Additional policy inventory tables

Trends

Figure 19. Number of addiction-related policy changes in Ohio, by year,
2013-2017

General | Year legislation was passed, rule

Assembly | enacted or other policy change

session was made Prevention | Treatment | Recovery

130 2013 (includes SFY 2014-2015 budget) 2 4 1 7 (4%)
2014 (includes 2014 Mid-Biennium 20 10 4 34 (17%)
review)

131 2015 (includes SFY 2016-17 budget) 13 13 1 27 (14%)
2016 (includes 2016 Mid-Biennium 20 22 6 48 (24%)
Review)

132 2017 (includes SFY 2018-19 budget) 29 43 11 83 (42%)

Prevention policy changes
Figure 20. Number of prevention policy changes in Ohio, 2013-2017

Number of
Prevention subtopic policy changes
Appropriate use of, and access to, prescription opioids
Prescribing (authority, requirements, guidelines and education for prescribers 36
of opioids or other conftrolled substances/dangerous drugs)
Pharmaceutical dispensing and other (anything pertaining to the 29

dispensing, coverage/insurance/prior authorization, selling, purchasing,
fracking, production or distribution of controlled substances/dangerous
drugs and/or any provisions related fo OARRS ["drug database”]. Includes
requirements for pharmacies/pharmacists/pharmacy technicians.)

Non-opioid pain management (including coverage and formulary changes) 6
Prescription drug disposal programs (including public education on safe 3
storage and disposal, drop boxes, take backs, efc.)

Child and family-focused prevention 12
Early childhood programs and prevention interventions for young children 2
School-based prevention interventions for K-12 school-aged youth 9
Policies to reduce excessive drinking by reducing access to or supply 0

of alcohol for children specifically (access, availability, under age
enforcement, etc.)

Policies fo reduce tfobacco use by reducing access to or supply of tobacco 1
(access, availability, under age enforcement, etc.)

Other community-based prevention 23
Local community prevention coalitions 4
Local community opiate task forces (led by law enforcement) 3




Figure 21. Number of prevention policy changes in Ohio, 2013-2017 cont.

Prevention subtopic

Other community-based prevention (cont.)

Number of
policy changes

Media campaigns and public education

Prevention interventions for age 18-25

Prevention interventions for age 26-64

Prevention interventions for age 65+

Family and economic opportunity policies and programs

Policies to reduce excessive drinking by reducing access to or supply of
alcohol (pricing/taxes, access, availability, etc.)

W oOo|— OO0 Ww

Policies to reduce tobacco use by reducing access to or supply of tobacco
(pricing/taxes, access, availability, etc.)

J—

Prevention provider contract rules and licensing

ADAMH board requirements specific fo prevention

Tobacco prevention- general/other

Prevention — other

NWIN|—

Treatment policy changes

Figure 22. Number of treatment policy changes in Ohio, 2013-2017

Treatment subtopic

Number of
policy changes

Screening and early intervention

SBIRT 4
Tobacco use screening 4
Treatment services

Transition from overdose reversal to freatment 1
Withdrawal management, detox and ambulatory detox 2
MAT (including protocols, freatment standards and coverage) 27
General freatment services (including freatment program regulations and 17
freatment provider contract rules; assessment; behavioral therapies and

psychosocial approaches; outreach and engagement activities; assessment

services; care coordination; inpatient and residential freatment and partial
hospitalization; outpatient freatment)

Medicaid provider regulations or coverage provisions 7
Treatment services for criminal justice-involved clients (treatment in context 16
of drug court, diversion or tfreatment in lieu of conviction, treatment in jail/

prison, freatment at re-entry, etc.)

NAS treatment and treatment for pregnant, post-partum and parenting 3
women

Tobacco cessation 6
Treatment — other 5
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Figure 23. Number of treatment policy changes in Ohio, 2013-2017 cont.

Number of
Treatment subtopic policy changes

Treatment system 12

Behavioral health system access and integration (includes Behavioral Health 11
Redesign, workforce, parity, capacity, parity)

ADAMH board requirements specific fo freatment 3

Media campaigns and other efforts to reduce sigma associated with 1
addiction

Treatment/BH system- other 1

Recovery policy changes
Figure 24. Number of recovery policy changes in Ohio, 2013-2017

Number of
Recovery subtopic policy changes

Recovery services
Mutual aid groups and 12-step programs

Peer support

Recovery housing

Recovery education and vocational training services

Recovery program regulations and recovery provider confract rules

1
4
4
Recovery employment services 0
0
1
1

ADAMH board requirements specific to recovery

Recovery- other or general recovery unspecified 10

Other addiction-related policy changes

The policy inventory included a total of 193 policy changes. Of these, 19 addressed mood-
altering substances but did not directly contribute to prevention, treatment or recovery. All of
these 17 policy changes increase access to substances in some way (see figure 21d).

Figure 25. Number of policy changes that increase access to substances in Ohio,
by substance type, 2013-2017

Number of
policy changes

Substance 19

Alcohol (policies eliminating the maximum permitted alcohol content of 10
beer, exemptions to open container laws, permitting the manufacturing of
alcohol ice cream, etc.)

Cannabis (legislation and regulation establishing the Medical Marijuana 7
Control Program)
Prescription opioids (policies eliminating the requirement for optometrists 2

to check OARRS before prescribing opioids and permitting emergency
medical providers to tfreat minor patients with opioids without obtaining
written parental consent)

For additional detail and links to more information about each policy, see detailed policy

inventory.
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Rural-Urban Policy

The C. William Swank Program in Rural-Urban Policy is a nationally and internationally
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Executive Summary

Opioid addiction, abuse, and overdose deaths have become the most pressing public health issue
facing Ohio. Ohio leads the country in drug overdose deaths per capita, a rate that continues to
rise, overwhelming families, communities, and local governments across the state. In this policy
brief, we aim to contribute to the understanding of this unfolding crisis and highlight insights that can
inform policymaking.

One important motivation for us to consider this topic is its significant costs. We estimate that there
were likely 92,000 to 170,000 Ohioans abusing or dependent upon opioids in 2015, resulting in
annual costs associated with treatment, criminal justice, and lost productivity of $2.8 billion to $5.0
billion. Additionally, we estimate that the lifetime lost productivity of those who died from an opioid
overdose in 2015 to be $3.8 billion, for an annual total cost of opioid addition, abuse, and
overdose deaths ranging from $6.6 billion to $8.8 billion. To put this into perspective, Ohio spent
$8.2 billion of General Revenue Funds and Lottery Profits money on K-12 public education in 2015,
thus, the opioid crisis was likely as costly as the state’s spending on K-12 education.

The emergence of the opioid crisis has been unevenly distributed across the state. We consider the
relationship between drug overdose deaths in 2015 and several county level economic,
demographic, and health factors. We find that areas of the state experiencing lagging economic
growth and low economic mobility had higher drug overdose death rates. We also find that overdose
deaths were strongly linked to educational attainment. In 2015, the drug overdose rate for those
in Ohio with just a high school degree was 14 times higher than those with a college degree.
Finally, we note the link between prescription opioids and overdose rates, finding that counties that
had higher levels of prescription opioids per capita in 2010 also had higher overdose death rates in
2015.

Research has shown that the most clinically and cost effective method for reducing opioid addiction,
abuse, and overdose death is medication-assisted treatment. We consider the prominent treatment
options, and discuss their availability across the state. We estimate that in the best-case scenario,
Ohio likely only has the capacity to treat 20-percent to 40-percent of population abusing or
dependent upon opioids. We find distinct geographic disparities in access to treatment, especially
between urban and rural areas of the state. Many people in rural areas of Ohio have extremely
limited access to medication-assisted treatment. This is a particularly critical issue in the rural areas
of Southwest Ohio where opioid abuse rates are high but local access to treatment is limited.

We conclude by offering two policy recommendations based on our analysis. In the near term, the
state should prioritize expanding access to treatment in underserved areas. This would require
working with physicians and hospitals in underserved areas to encourage providers to obtain the
waiver required to prescribe opioid treatments to their patients. We note that Vermont offers an
excellent model for expanding access to opioid treatment. In the long term, the state should focus
on improving the labor market outcomes of residents in areas severely impacted by the
crisis. Specifically, we recommend that the state focus on improving educational investments in as a
way of deterring drug abuse and overdose, particularly noting the substantial evidence linking early
childhood interventions on improved employment outcomes later in life.
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I. Introduction: Ohio’s Opioid Crisis

On August 10th, 2017, President Trump declared the opioid epidemic a national emergency.*
Ohio leads the nation in per capita overdose deaths and has become the posterchild of the
crisis in national media. Although the rise in opioid-related deaths has been well-documented,
research identifying the epidemic’s underlying causes and evaluations of early policy
interventions have only recently come to the fore. This policy brief aims to apply recent findings
to Ohio’s specific context and provide evidence-based policy recommendations.

The rapid rise of drug overdose deaths in the United States and Ohio is unprecedented. Prior to
the turn of the millennium, the national overdose rate was about six per 100,000 people.
Estimates of the overdose rate in 2016 suggest it has more than tripled in less than two
decades. Ohio’s increase is even more startling, growing almost nine-fold between 1999-2016.
Figure 1 demonstrates the rapid rise of overdose deaths in the U.S. and Ohio. Currently, the
number of overdose deaths are greater than the peak number of car crash deaths (1973), AIDS
deaths (1995), and gun-related deaths (1993) (Katz 2017). Drug overdoses are now the leading
cause of death for Americans under 50 years old nationally (Quinones 2017).

FIGURE 1: Drug Overdose Rates 1999-2016
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1 Though at the time of press, a formal legal declaration has yet to be made
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Table 1 demonstrates the magnitude of the crisis with respect to other causes of death in Ohio.
Overdose deaths are now the leading cause of death for Ohioans under the age of 55 and the
sixth leading cause of death overall. 2 More than two and a half times as many people die from
drug overdoses than in car accidents in Ohio.

TABLE 1: Causes of Death in Ohio - 2015

Cause® Deaths Under Age 55 Total Deaths
Overdoses 2,744 3,304
Cancer 2,580 25,396
Heart disease 2,188 28,069
Suicide 1,088 1,650

Car crashes 794 1,259
Homicide 577 669
Chronic liver disease 440 440
Diabetes 378 3,645
Chronic lower respiratory 300 7,211

SOURCE: CDC WONDER Compressed Mortality Files 1999-2015

The crisis is not, however, spread equally across Ohio. Figure 2 shows the geographic evolution
of overdose deaths between 1999 and 2016. Each dot on the map represents one death. In
1999, drug overdose deaths were largely concentrated in the urban core areas Ohio’s major
cities—Columbus, Cincinnati, Cleveland/Akron, Toledo and Dayton—with only a few overdose
deaths in non-metro areas. By 2016, overdose deaths had spread drastically across the state,
and every county in Ohio had at least one overdose death.

2 Using 2016 estimates, overdose rates are the 5" leading cause of death overall in Ohio

3 IDC 10 codes for cause of death: Overdoses (X40-44, X60-64, Y10-14), Cancer (C00-C97), Heart disease (100—
109,111,113,120-151), Suicide (X60-X84, Y87.0), Car crashes (V02-V04, V09.0, V09.2, V12-V14, V19.0-V19.2,
V19.4-V19.6, V20-V79, v80.3-V80.5, V81.0-V81.1, V82.0-Vv82.1, V83-V86, V87.0-V87.8,v88.0-Vv88.8, V89.0, and
V89.2), Homicide (U01-*U02,X85-Y09,Y87.1), Chronic liver disease (K70,K73—K74), Diabetes (E10-E14), Chronic
lower respiratory (J40-47), Influenza and Pneumonia (J09-18), Kidney disease (NOO—NO7,N17-N19,N25-N27),
Alzheimer's (G30)
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FIGURE 2: The spread of opioid overdoses in Ohio
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As the opioid crisis has spread, it has affected both urban and rural communities. Figure 3
shows the age-adjusted overdose rates for Ohio counties in 2015. In 2015, only one of the top
ten counties with the highest overdose rates (overdose deaths per 100,000 people)
encompassed a large urban core (Montgomery County - Dayton), four of the top ten were rural,
while the remaining were either suburban areas or small cities.

FIGURE 3: 2015 Age-Adjusted Drug Overdose Mortality Rates
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Most analysis of opioid addiction and abuse focuses on overdose deaths because it captures
the gravity of the crisis and because it is the most consistently collected data on the issue. Yet,
opioid overdose deaths are only representative of the broader population of people abusing or
addicted to opioids that policies should target. To analyze the full scope of Ohio’s opioid
problem we need to know the scale of the opioid abuse and dependency in the state.

Data on overdose deaths is far more accessible than data on opioid addiction and abuse. Data
on opioid usage and dependency can only be collected through surveys, which are expensive to
perform and can suffer from inaccuracies due to the hesitancy among survey respondents to
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answer honestly on questions about drug abuse. Opioid overdose data is collected from death
records, which are complete and less likely to suffer from inaccuracies.

In order to evaluate the full extent of the opioid crisis in Ohio, we construct an estimate that we
use throughout the paper for the number of Ohioans that are abusing or dependent upon
opioids. This estimate begins using survey response data from the most comprehensive
national survey of drug use conducted by the US Department of Health and Human Services.
The survey estimates that one percent of the US population 12 years and older abused opioids
or had an opioid dependency in 2015. These estimates include illegal use of prescription opioids
(0.8-percent) and heroin (0.2-percent). Unfortunately, similar data is not available at the state
level. In our first estimate, we use this one percent share to calculate the number of opioid
abusers in the state of Ohio (using the share of the population 16 and older).*

Using this procedure, we estimate that there were 92,000 Ohioans abusing or dependent upon
opioids in 2015 (Table 2). We consider this a lower bound estimate given that Ohio ranks third
nationally in the rate of opioid overdose deaths. This likely reflects a much higher than average
level of opioid abuse, so using the national level will produce very conservative estimates. We
utilize a weighting technique to correct for the fact that Ohio likely has a higher level of opioid
abuse and dependency than the country as a whole. The weight is constructed using the ratio of
Ohio’s 2015 drug overdose rate to the national drug overdose rate in 2015. Using this weighting
procedure, our estimate increases to 170,000 Ohioans abusing or dependent upon opioids in
2015.

TABLE 2. Estimated Population with Opioid Abuse/Dependency Disorder - 2015

One percent share of pop
abusing or addicted to Weighted share
opioids (Upper Bound Estimate)

(Lower Bound Estimate)

Estimated Number of Ohioans with
Opioid Abuse or Dependency 92,000 170,000
Disorders

To put these estimates into a health context, in 2015 there were 62,000 new cancer cases in
Ohio (Ohio Department of Health et al, 2016). We can also frame these numbers in economic
terms. In 2016, the active Ohio labor force was 5.7 million people, down from a peak of 6 million
in 2007 (BLS). If we consider the change over time, there were 300,000 fewer active workers in
the labor force in 2016 than 2007. Given that opioid dependency and abuse can limit a person’s

4 Estimates for the population 12 years old and older is not readily available from the American Community Survey,
thus we use the more commonly used 16 years and older. In 2015, there were no opioid overdose deaths among the
population under 15 years old, so we assume the number of opioid abusers 12 to 14 is small.
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ability to participate in the labor force, one way at looking at the estimates for opioid abuse and
dependency is that it could account for a third to more than a half of the decline in workforce
participation since 2007.

Ohio is clearly experiencing one of the most serious health crises to face working age adults in
the past 50 years. This brief will discuss factors that have contributed to the genesis of the crisis
from both the supply side (increases in opioid availability) and demand side (possible reasons
Ohioans demand opioids). We will also cover treatment options and the costs of the crisis. We
will conclude with some policy recommendations aimed at addressing the immediate need to
reduce opioid addiction, abuse, and overdoses, as well as the long term need to prevent drug
related crises in the future.

I1. The Costs of the Opioid Crisis

The personal and social costs of opioid addiction and abuse is high for drug users, their
families, and their communities, but it also has economic costs. Addressing the opioid crisis is
not just a public health issue; it is a significant economic issue.

The costs associated with opioid addiction are broadly distributed across four categories: health
care and treatment costs, criminal justice costs, lost productivity among current opioid abusers,
and lost productivity of drug overdose deaths. Florence et al. (2016) estimate that opioid abuse
resulted in total social costs of more than $78 billion in 2013. Medical care and substance abuse
treatment for opioid abusers was the largest share of total costs, accounting for 38 percent of
total costs ($28.9 billion). They found that patients with opioid abuse had average annual health
care costs that were $13,000 greater than for similar patients that were not abusing opioids.

Twenty-seven percent ($21.5 billion) of the costs resulted from the lost productivity of those who
died from opioid overdoses. This measure of lost productivity captures the expected lifetime
earnings of individuals that died from opioid overdose. This estimate suggests average lost
lifetime earnings of $1.3 million per opioid overdose death. Each additional year of productive
life is valuable to both the individual and society. Due to the high social value of productive
individuals, efforts to reduce opioid overdoses have significant benefits for society. Coffin and
Sullivan (2013) find that even under extremely conservative scenarios, programs which
distribute naloxone—a drug which counteracts opioid overdoses—to opioid abusers are highly
cost-effective for society.

Twenty-six percent of total costs resulted from lost productivity of surviving opioid abusers. It
has been estimated that opioid abuse reduces productivity by 17 percent among males and by
18 percent among females (National Drug Intelligence Center). Finally, ten percent resulted
from spending on criminal justice, of which 96 percent was directly funded by state and local
governments.

The costs of opioid addiction and abuse are born by both public and private entities. Florence et
al. (2016) estimate that one quarter of the costs of opioid abuse is funded by public sources. In
2013, Medicare and Medicaid covered just over ten percent of these costs.
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We use estimates for non-fatal opioid addiction and abuse costs from Florence et al. (2016) and
fatal costs estimates from the Center for Disease Control to calculate the cost of opioid abuse in
Ohio in 2015. Column 1 of Table 3 presents the cost estimates based on the conservative
assumption that the opioid abuse and dependence rate in Ohio is equal to the national average
(one percent). Using this conservative method, we estimate non-fatal costs® to be $2.8 billion.
To obtain an upper bound estimate, we utilize the weighting technique discussed in the
introduction, suggesting a non-fatal cost of $5 billion. This gives us a reasonable range for the
costs of non-fatal opioid abuse and dependency in 2015, ranging from $2.8 billion to $5.0 billion.

The cost of drug overdose fatalities in Ohio, most of which resulted from opioid abuse, is
calculated using the Center for Disease Control and Prevention’s (CDC) cost of fatal accidents
module which calculates the lost lifetime productivity of fatal incidents of drug overdose deaths
accounting for the age and gender of the deceased. In 2015, opioid overdoses resulted in $3.8
billion in lost lifetime productivity in Ohio. In total, the cost of opioid abuse and dependency
ranged from $6.6 billion to $8.8 billion.

TABLE 3. Cost of Opioid Abuse & Dependency - Ohio 2015

Using one percent share of
opioid abusers (Lower
Bound Estimate)

Using weighted share
(Upper Bound Estimate)

SWANK PROGRAM IN RURAL-URBAN POLICY- OCTOBER 2017

Non-Fatal Costs $2.8 billion $5.0 billion
Fatal Costs $3.8 billion $3.8 billion
Total Costs $6.6 billion $8.8 billion
Cost Per Capita $560 $756

Using the weighting procedure, we estimate the cost per capita of opioid abuse for Ohio
counties. It is important to note that these estimates are not exact, as several simplifying
assumptions are made to generate these estimates. Similarly, it is important to keep in mind
that these costs are not all born by the citizens within the county. For example, costs associated
with medical treatment are paid for by a variety of sources, including private insurers and the
federal government. Similarly, both local governments and the state government often pay for
the criminal justice costs associated with opioid abuse. Yet, these estimates do likely reflect real
differences in the economic burden of opioid abuse across Ohio counties.

The per capita costs vary greatly across the state, reflecting the variation in the severity of
opioid abuse (Figure 4). In 2015, Clark and Brown counties each had per capita costs
associated with opioid abuse of more than $1,400 per capita, while five counties in the state had

5 Non-fatal costs include health care costs, treatment costs, criminal justice costs, and lost productivity among opioid
abusers
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costs of less than $100 per capita. The highest per capita costs were concentrated in the
southwest quadrant of Ohio where per capita costs were more than $1,000 in most counties.

Quantifying the economic costs of opioid abuse is critical to craft effective policy. Ideally,
policymakers would use such estimates to evaluate the costs and benefits of measures which
seek to reduce the harmful use of opioids. Yet, these costs are unevenly distributed across the
state. Communities in southwest Ohio bare the largest costs of opioid abuse, and state efforts to
reduce current and future opioid abuse should likely focus on this area of the state.

FIGURE 4: Cost Per Capita of Opioid Abuse — 2015
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III. The Socio-Economic Characteristics of
the Opioid Crisis

Understanding the root causes and the factors of that contributed to the genesis of the opioid
crisis is critical to craft effective policy aimed at reducing opioid addition and abuse. Opioid
dependence and abuse results from a complex set of social, health, and economic factors.
There is a deep academic literature studying the factors that have contributed to opioid-related
overdose deaths going back to the early 1990s. In a review of this literature, King et al. (2014)
identifies 17 determinants that have proven to contribute to opioid overdose deaths falling into
three broad categories: prescriber behavior, user behavior and characteristics, and
environmental and social factors. Research studying the current opioid crisis has focused on the
rise in drug overdose deaths among white, prime-aged men with low educational attainment
living in areas with high unemployment (Case and Deaton, 2015, 2017; Peirce and Schott,
2016; Rudd et al., 2016; Brown and Wehby, 2017; Carpenter et al., 2017; Hollingsworth et al.,
2017).

In this section, we consider the relationship between several economic, demographic, and
health factors and Ohio’s recent opioid crisis. Table 4 presents the coefficient estimates
produced by individually regressing a variety of economic, demographic, and health
characteristics from 2010 on Ohio county drug overdose rates in 2015.° This process tests for
the statistical correlation between these socioeconomic factors and Ohio county overdose rates.
We focus on this relationship because 2010 marked the beginning of the rapid rise in opioid
overdose deaths in the state.

Economic Factors

Labor market conditions have recently been shown to have a strong relationship to the rise in
opioid overdose deaths (Peirce and Schott, 2016; Brown and Wehby, 2017; Carpenter et al.,
2017; Hollingsworth et al., 2017). As shown in Table 4, an Ohio county’s unemployment rate in
2010 is positively correlated with overdose deaths in 2015. Thus, counties that were
economically struggling in 2010 were more likely to have higher opioid overdose rates in 2015.
Similarly, a higher labor participation rate in 2010 appears to be associated with a lower
overdose death rate in 2015. Consistent with the public narrative, we find that counties that
experienced a larger decline in manufacturing employment during the Great Recession had
higher overdose rates in 2015.

6We use the overall drug overdose death as a proxy for opioid related overdose death because opioid related overdose is the major
category among all drug related deaths.
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TABLE 4. Regression Coefficients Estimating the Correlation Between
Socioeconomic Factors and Overdose Mortality Rates’

Coefficients with 2015 Overdose Mortality Rate

Economic Variables:

Unemployment Rate 1.89 ***
Labor Force Participation Rate -0.44 *
% Change in Manufacturing Employment 2007 - 2010 -25.81 *
Poverty Rate 0.77 **
Median Income -10.48
Median Monthly Housing Cost 2.10
Median Property Value -3.38
Intergernerational Mobility -1.81 ***

Demographic Characteristics:

% of White Population -0.54 ***
% of Population between 25-34 Years Old 3.20 **
% of Population with at Least a High School Degree -0.72 *
% of Married Population -1.11

Health Factors:

Percent insured?® -0.03
Opioid Prescriptions per Capita 2010 0.28 ***

Opioid Prescriptions per Capita 2010 (Correlation
with 2010 Overdose Mortality Rate)

Note: * significant at 10% level; ** significant at 5% level; *** significant at 1% level.
Each socioeconomic is individually regressed on the overdose mortality rate

0.16 ***

Poverty is another factor often associated with drug overdose. Our results suggest that counties
with a higher poverty rate in 2010 had high rates of overdose deaths in 2015. Interestingly,
median income does not appear to be a statistically significant factor, although the coefficient is
negative, suggesting that counties with higher median incomes in 2010 had lower overdose
death rates in 2015, as we would expect. We suspect the lack of statistical significance could
stem from a lack of statistical power in our sample.® For similar reasons, the correlation for
median property value and median monthly housing cost are not significant.

" We collect most of our socioeconomic data from American Community Survey 2015 (five year estimate); social mobility from
Chetty et al. (2014); opioid overdose and prescription data from Ohio Department of Health.

8 Percent insured in 2010 is not available. We use 2011 data here.

9 There are 88 counties in Ohio.
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One narrative that has emerged to explain the rise of overdose deaths is the rise of “deaths of
despair” (Case and Deaton, 2015). The story goes like this: low skill workers remember a time
when their parents could support a family, buy a home, and have a valued place in society with
only a high school degree. There is a sense that this life is no longer available to low skilled
workers in today’s American economy as they are left behind by increasingly skilled work
requirements. Such a realization, it is posited, leads to despair, drug use, and eventually
overdose death. To consider this effect, we use a measure of “intergenerational mobility” from
Chetty et al. (2014) as an indicator measuring how likely a child from a specific area is to earn
more than their parents. We use county level intergenerational mobility data and find that an
area’s mobility measure is negatively associated with opioid overdose mortality in Ohio. This
result reveals the same nexus of poverty and opioid overdose: People living in Ohio counties
with fewer economic opportunities were more likely to suffer from an overdose death in 2015.

Demographic Factors

While anecdotal media reports have highlighted addiction problems and overdoses across a
wide ranging demographic, data points to a strong connection between educational attainment
and overdoses in Ohio. Those who only have a high school degree have overdose death rates
over 4.5 times higher than those with even just some college (Figure 5). When compared to
those with a bachelor’s degree, those with just a high school degree have overdose death rates
14 times larger. This is consistent with the findings of Case and Deaton (2015) who found that
increases in mortality rates for whites age 45-54 were driven entirely by those with a high school
degree or less. In a follow-up study (Case and Deaton 2017), they found that not only are
mortality rates diverging for non-Hispanic whites by education levels, but mortality is declining
for those with a college degree and rising for those without. They attribute these trends to
cumulative disadvantages in work, marriage, and health associated with those who only have a
high school degree. Consistent with these findings, we find that overdose rates were higher in
counties with lower marriage rates and lower high school graduation rates.

FIGURE 5: Ohio Overdose Rates by Education Level
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Case and Deaton’s work focuses primarily on whites age 45-54. If we look at the age profiles of
overdose deaths in Ohio, we see middle-aged workers may have been a driving force at the
beginning of the crisis, but as time has gone on overdose deaths have trended younger. By
2014, both overdose death rates for 25-34 year olds and 35-44 year olds had surpassed those
of 45-54 year olds (Figure 6). In Table 4, we find that counties with a higher share of population
between 25 and 34 years old had a higher overdose death rate in 2015. The takeaway is that
overdose deaths are concentrated within the prime working years for Ohio’s citizens, which will
have increasing implications for the dynamism of Ohio’s economy. Finally, it is worth noting that
the male overdose rate is approximately double the female rate, which is consistent with
national trends.

In Table 4, we find one result that runs counter to the dominant narrative connecting the
overdose deaths to the white population. Instead, we find that counties with a larger white
population had a lower overdose rate in 2015. While research has found that the recent rise in
drug overdoses have largely been driven by the white population, people of color are still more
likely to die of a drug overdose than white people in Ohio.

FIGURE 6: Ohio Overdose Rates by Age
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Health Factors

It is often thought that the over-prescription of opioid pain medications is a key contributor to the
current opioid epidemic. To consider this relationship, we correlate the overdose mortality rate

with opioid prescriptions per capita for Ohio counties. We find a positive relationship, suggesting
that counties that had higher opioid prescriptions per capita experienced higher opioid overdose
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death rates. We also observe that this effect has increased overtime, from 0.16 in 2010 to 0.28
in 2015. This increasing relationship likely reflects the shift towards dangerous prescription
opioid alternatives like heroin and fentanyl corresponding with the increased availability of these
illicit drugs and increased state regulation of prescription opioids after 2010.

We also consider the relationship between the percent of the population insured in 2011 and
opioid overdose death rates in 2015 (Table 4). We find that insurance rates did not have a
statistically significant relationship with overdose rates. One possible explanation for this finding
is that the insurance rates in a county can have offsetting effects on the opioid overdose death
rate. When people have insurance, they have greater access to medical treatment that may
help them avoid or overcome opioid dependence and abuse. This effect would lower the
overdose rate. Yet, higher levels of insurance also likely correlates with increased access to
prescription opioids, which as we have shown can lead to increased opioid overdose deaths.

IV. Access to Opioid Treatment

Reducing the rate of opioid addiction, abuse and overdose will require a broad range of policies,
including ensuring that those that are opioid dependent are able to access treatment. Effective
treatment for people suffering from opioid dependence must take into consideration the
physical, emotional, and social factors that contribute to opioid abuse.

One essential component of a comprehensive opioid treatment is medication-assisted therapies
(MAT) (Volkow et al., 2014). MATSs are treatments that include the use of medications along with
counseling and other supports. When properly administered, medication-assisted treatments
have been shown to be the most effective method of treating opioid addiction and reducing
overdose deaths by allowing the patient to regain a normal state of mind, reduce withdrawal
symptoms, and manage opioid cravings (Connery, 2015). Given that opioid addiction is
increasingly treated as a chronic disease like heart disease or diabetes, long-term access to
physicians that can provide treatment and medication is critical to preventing recidivism.

There are three common medications used in the treatment of opioid addiction: methadone,
buprenorphine, and naltrexone. Methadone and buprenorphine trick the brain into thinking that
the body is getting the destructive opioid. The person taking these medications feels normal, not
high, and the medication prevents withdrawal while reducing cravings. Methadone and
buprenorphine treatments cost about $6,500 per year (U.S. Department of Defense, 2016).
Naltrexone works in a different way by blocking the effects of opioid drugs. As a result, a patient
on naltrexone cannot get high, and it is most commonly used to help prevent relapse.
Naltrexone is much more expensive than the other treatments, costing about $14,000 per year
(U.S. Department of Defense, 2016).

The administration of treatments for opioid abuse is regulated by the Substance Abuse and
Mental Health Services Administration (SAMHSA). Methadone is the most highly regulated
treatment and can only be administered by certified treatment facilities. Patients are required to
visit these facilities each day to receive their methadone medication. Figure 7 maps the 26
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certified methadone treatment centers in Ohio. The map shows clear disparities across Ohio
counties in the access to methadone treatment centers. More than half of the centers are
located in urban cores. Just two treatment centers are located in non-metro areas (Jackson,
Ohio & Athens, Ohio). This low geographic distribution of methadone treatment centers
presents a major barrier to treatment. Given that one must visit a methadone treatment center
daily to receive the medication, most people in rural areas of Ohio are essentially left without
access to this treatment.

FIGURE 7: Methadone Treatment Centers

_— ]

SOURCE: Substance Abuse and Mental Health Services Administration

Buprenorphine was the first drug approved to treat opioid abuse that can be prescribed or
dispensed in physician offices. Buprenorphine is intended to greatly increase access to
treatment, although it is still regulated by SAMSHA. Physicians must complete an opioid
treatment training and obtain a waiver from SAMSHA to prescribe buprenorphine to patients.
Waivers allow physicians to prescribe buprenorphine to 30 patients at a time, 100 patients at a
time, or 275 patients at a time. In 2016, 273 physicians in Ohio were certified to treat 30 patients
at a time, while 104 physicians were certified to treat 100 patients at a time. That means that
just over 18,000 opioid dependent patients could have received buprenorphine treatment in
2016, assuming every certified physician treated the maximum number of patients. To put this
into context, we estimate that between 92,000 and 170,000 Ohioans were abusing or
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dependent upon opioids in 2015, which means that only 10 to 20 percent of those opioid users
would have been able to receive buprenorphine treatment, assuming that all certified physicians
treated the maximum number of patients. Including methadone treatment capacity, Jones et al.
(2015) estimate that Ohio only had capacity to treat 40-percent of people with opioid
dependency in 2012. Since then, overdoses have increased markedly, but treatment facilities
have not.

FIGURE 8: Estimated Number of Dependent/Abusing Users per Providers
Certified to Prescribe Buprenorphine
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While buprenorphine expands the number of physicians that can use MATS to treat opioid
abuse and dependence, access to certified physicians is not equally distributed across the
state. Figure 8 shows the number of people abusing or dependent upon opioids (2015, authors’
calculation) per certified doctor (2017, SAMSHA). The lightly shaded counties have the best
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access to buprenorphine treatment. In these areas, doctors certified to treat at least 100
patients would be able to meet all of the need for treatment. The seventeen counties shaded
black do not have any doctors certified to prescribe buprenorphine. While many of these
counties had drug overdose rates well below the state average in 2015, Brown (58 overdoses
per 100,000), Fayette (53.9 overdoses per 100,000) and Preble (40 overdoses per 100,000)
had overdose rates that greatly exceeded the state average, yet have no doctors certified to
prescribe buprenorphine. The area of greatest concern in Figure 8 is the region of southwest
Ohio that includes Clinton, Fayette, Brown, Clermont, Adams, and Highland counties. Opioid
dependence and abuse is very intense in this primarily rural region of the state, yet it has one of
the lowest levels of treatment access in Ohio.

Naltrexone is the least regulated of the opioid treatment medications. Any doctor certified to
prescribe medication can prescribe naltrexone. Yet, this does not necessarily mean it is more
accessible. As we’ve noted, naltrexone treatment is more than twice as expensive as
methadone and buprenorphine treatment. An additional barrier to accessing naltrexone is that it
requires that a patient complete a detoxification from opioids before treatment can begin. The
most common methods of medically assisted withdrawal from opioid dependence include
prescribing either methadone or buprenorphine to control withdrawal symptoms. If dependent
opioid users are unable to access the medical treatment they need to safely manage an opioid
withdrawal, they are unlikely to reach a point at which naltrexone is a viable option for sustained
treatment. Given these barriers, naltrexone is most commonly used by drug courts in Ohio as a
treatment for people arrested for drug related crimes.

Medication-assisted treatment has been shown to be a cost-effective approach to treating opioid
addiction. It has been estimated that for every dollar spent on methadone and buprenorphine
treatment, $1.80 in social savings would be realized (Institute for Clinical and Economic Review,
2014). Most of these savings are achieved through reduced medical spending. Lynch et al.
(2014) estimate that treating opioid dependent patients using buprenorphine and addiction
counseling can reduce annual medical expenses for opioid dependent patients by $20,000 per
year.

Increasing access and utilization of medication-assisted treatment is critical for Ohio to address
the opioid crisis. As we have emphasized, ensuring that dependent opioid users have access to
trained prescribers is an essential aspect of opioid treatment, and should be a priority for the
state. There are additional policy issues that are also important to consider. Policies related to
how public and private insurers manage the utilization of opioid treatment, limits on dosages
prescribed, annual and lifetime medication limits, and cumbersome processes to authorize and
reauthorize treatment all potentially limit the access and effectiveness of opioid treatment
(American Society of Addiction Medication, 2013).
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V. Conclusions & Policy Discussion

Opioid addiction, abuse, and overdose deaths have had devastating effects on families and
communities in Ohio. State and local policymakers have rightly given this issue significant
attention. As we’ve noted, opioid abuse and dependence in Ohio likely generates between $6
and $8 billion in annual costs. Ohio’s latest biennium budget passed in 2017 allocated $170
million in funding to address the opioid epidemic through programs addressing mental health,
child and family welfare, criminal justice, and assistance to local governments. Additionally,
Ohio adopted new rules in August 2017 requiring that physicians, doctors, and physician
assistants provide details on the diagnosis and procedures when opioids are prescribed to
patients. The policy aims to reduce the over-prescription of opioids, and medical professionals
will face sanctions if they are found to be over-prescribing.

Yet, these policies overlook the most glaring opportunity to reduce opioid abuse and overdose
deaths: increase access to treatment. Medical research has consistently found that medication-
assisted treatment is the most clinically and cost effective means of reducing opioid abuse and
overdose deaths. Yet, as we show in Figures 7 and 8, many Ohioans have either limited or no
access to medical providers that can treat their addiction. We estimate that only 10 percent to
20 percent of Ohioans that are addicted to or abusing opioids could be treated with
buprenorphine given the number of certified physicians. As we’ve noted, access to treatment
varies widely across the state, with many residents in rural counties completely lacking access
to opioid treatment.

The state should make increasing access to office based buprenorphine treatment a top priority.
Research has found that Medicaid support and state efforts to educate physicians on
appropriate buprenorphine usage can increase the number of physicians that can prescribe
buprenorphine in a state (Stein at al., 2016). One of the best examples of state efforts to
increase access to office based opioid treatment (OBOT) is Vermont. In 2000, Vermont was one
of eight states in the US without any opioid abuse treatment providers, forcing residents to travel
to neighboring states to get treatment. Today, Vermont has excess capacity to treat opioid
addiction (Vestal, 2016). This remarkable increase in access to opioid treatment was achieved
through the implementation of a novel hub and spoke based model which connected regional
opioid addiction treatment centers with “spoke” providers certified to prescribe buprenorphine,
including family practitioners, internists, psychiatrists, obstetricians, private group practices,
hospital-owned practices, and solo practices (Brooklyn & Sigman, 2015). Patients are referred
to a hub or a spoke based on their particular medical needs, and hubs provide regular support
and training to spoke physicians treating opioid addiction. Because of this program, nearly 75-
percent of the patients diagnosed with an opioid use disorder in Vermont were receiving
medication assisted treatment by the end of 2014. In 2015, Vermont’s opioid overdose death
rate was 13.7 per 100,000 people compared to 31.3 per 100,000 in neighboring New
Hampshire.
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While increasing access to opioid treatment can help to address the short-term crisis, Ohio
should also consider policies that seek to reduce long-run drug abuse. In response to
skyrocketing overdose rates, states began to address the problem by trying to stop the flow of
prescription opioids. Many states implemented prescription drug monitoring programs, some of
which were of the more highly effective “must access” laws that required physicians to check
prescription databases before prescribing opioid pain relievers. In many of the “must access”
states, including Ohio, prescription rates came down significantly. Unfortunately, the declining
availability of controlled prescription opioids likely forced those with an opioid dependence to
street drugs like heroin, fentanyl, and carfentanil, resulting in a sharp increase in the overdose
rate. This—along with simultaneous rises in suicide and liver disease death rates—suggests
that while controlling the supply of both legal and illegal opioids has a role in the solution to the
opioid epidemic, addressing the underlying factors that have contributed to increased demand
for such highly addictive substances, especially among those with low education levels, is
central to long-term solutions to the crisis.

Emerging research has found that unemployment and underemployment may be linked to
increased demand for opioids (Case and Deaton 2017; Hollingsworth, Ruhm, and Simon 2016).
Labor market prospects for those without a college education have declined considerably in the
past several decades. The college wage premium—the average earnings difference between
college and high school educated workers—has increased significantly since the mid-1960s. In
1965, high school graduates earned about 77% of college graduate salaries. By 2013 that had
decreased to 62%. Maybe even more important is that high school educated workers not only
lost ground relative to college workers, but in absolute terms as well. High school graduates
now earn about 10% less than their counterparts in the 1960s, after accounting for inflation
(Pew Research Center). Rural areas have been especially affected by these trends. Rural areas
still lag metro areas in education (USDA 1), leaving them more susceptible to the overdose
epidemic. Apart from education levels, rural areas have lagged metro areas coming out of the
Great Recession, with slower employment and population growth (USDA 2), further creating
conditions for high opioid use in non-metro areas. Ohio has largely followed those national
trends. However, it is important to recognize that the opioid epidemic is not a singularly urban or
rural issue. Montgomery County, part of the Dayton metro area, has the highest overdose rate
in the state, and four of the ten counties with the highest overdose rates are rural.

The labor force participation rate in the U.S. has declined considerably since 2000 and has now
reached a 40-year low. Some of this is due to retirements in the baby boomer generation, but a
significant share is from prime-age men leaving the labor force (Krueger 2017). Recent work on
the connection between opioid use and labor force participation has found that half of the prime
age men who are not in labor force use pain medication daily, and nearly two-thirds of those use
prescription pain medication (Krueger 2017). However, more research is needed to determine
whether opioids are keeping prime-age men from the labor force, men who have given up
hopes of meaningful employment have turned to opioids, or opioids have been prescribed to
men experiencing legitimate pain that has kept them from working.

Ohio in particular has seen declines in manufacturing jobs over the past 40 years, but an even
sharper drop since 2000, which is right about the time overdose deaths began to rise sharply.
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Automation and outsourcing have eliminated most of these jobs and have contributed to the
decline in employment prospects for those at the low end of the educational distribution. Recent
research has found that one more robot per thousand workers reduces the
employment/population ratio by about 0.18-0.24 percentage points (Acemoglu and Restrepo
2017). Other work has found that counties that were more greatly impacted by the permanent
normalization of trade relations with China exhibit higher rates of suicide and related causes of
death, concentrated among whites, especially white males (Pierce and Schott 2016). While
federal policymakers can take steps to ease the impacts of international trade deals by
providing ample lead time for workers to transition out of their current jobs, it is unlikely
policymakers can influence the pace of innovation and automation without having serious
negative consequences for the overall economy. Automation and outsourcing will likely continue
to play a large role in Ohio’s labor markets, especially so in the case of automation. In previous
decades changes to the labor market were slower, giving workers more time to adjust and find
alternative employment. The rate of technological advancement and global communications
have rapidly changed, meaning that the U.S. needs new policies that match the pace of industry
innovation to help workers through disruptive labor-market transitions.

There are no easy policy levers that will quickly improve the labor market prospects of Ohioans
with a high school degree or less. How to effectively help older jobless workers has long been a
perplexing problem for economists. Public programs to retrain workers for higher skill jobs have
not had a particularly strong track record and enrolling in higher education has lower returns for
older workers because they have a shorter time horizon to reap the benefits of a college
education. The increasing disparity between college and high school worker earnings and the
resultant health consequences have increased the benefit to cost ratio of a college degree, but
those too are in part offset by increasing tuition costs.

Over the long term, the prospects of positively influencing individual labor market outcomes is
better. Increasingly, sound research is demonstrating the importance of early childhood
interventions, especially for those born into poor families and communities, in improving a
child’s labor market prospects as an adult (Bartik, Gormley, and Adelstein 2012; Heckman et al.
2010). Earlier educational investments and increased educational investments over the life
course, including reducing barriers to higher education for poorer households, will decrease the
percentage of adults that believe they have little to offer the labor market. There are no quick
fixes to the opioid crisis, but continued investment the education, skills, physical health, and
mental health of Ohio’s citizens will yield healthier communities with less drug overdoses in the
long run.
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Mental Health Parity:
Compliance Steps for Plan
Sponsors

By Gretchen Harders, Esq., Cassandra Labbees, Esq., and
Kevin Malone, Esq.”

Plan sponsors face a myriad of difficulties in ensur-
ing their group health plans comply with the require-
ments of the Mental Health Parity and Addiction Eq-
uity Act (MHPAEA).! MHPAEA prevents group
health plans and health insurance issuers that provide
mental health or substance use disorder (MH/SUD)
benefits from imposing less favorable benefit limita-
tions on MH/SUD benefits than medical or surgical
benefits.? Generally all group health plans, whether
self-funded or fully-insured, that provide MH/SUD
benefits must comply with parity rules, with limited
exceptions for small employers (less than 51 employ-
ees), retiree-only health plans, or plans that meet the
increased cost exemption.

“ Gretchen Harders is a member of Epstein Becker & Green,
P.C.’s Employment, Labor & Workforce Management and Health
Care & Life Sciences practices in the New York office specializ-
ing in employee benefits and executive compensation. Cassandra
Labbees is an associate with the firm’s New York office in the Em-
ployment, Labor & Workforce Management practice specializing
in employee benefits and executive compensation. Kevin Malone
is an associate with the firm’s Washington D.C. office in the
Health Care & Life Sciences practice specializing in managed
care and value based purchasing and accountable care. Mr. Ma-
lone formerly served at HHS in the federal coordinated health care
office of CMS as a health insurance specialist.

! Pub. L. No. 110-343, Div. C, §511, §512.

2 ERISA §712(e) defines medical or surgical benefits as benefits
with respect to services for medical or surgical services as defined
under the terms of the plan or health insurance coverage, but does
not include mental health or substance use disorder services. Men-
tal health benefits are with respect to services for mental health
conditions, as defined under the terms of the plan and in accor-
dance with applicable federal and state law. Substance use disor-
der benefits are benefits with respect to services for substance use
disorders, as defined under the terms of the plan and in accordance
with applicable federal and state law.

Compliance with MHPAEA has taken on a sharper
focus under the 21st Century Cures Act, which was
signed into law on December 18, 2016, and requires
the Department of Health and Human Services
(HHS), the Department of Labor (DOL), and the De-
partment of Treasury (Treasury) to: (1) issue guidance
to improve compliance of group health plans and
health insurance coverage with parity between MH/
SUD benefits and medical or surgical benefits; (2)
publish public feedback on the disclosure request pro-
cess for documents relating to parity requirements;
and (3) audit plan documents for compliance with par-
ity.> To this end, on June 16, 2017, the DOL, HHS,
and Treasury released ACA 1mplementat10n FAQS
Part 38, a Paperwork Reduction Act Notlce and a
Draft Model Form, and solicited comments. “On April
23, 2018, the agencies released Proposed FAQs About
Mental Health and Substance Use Disorder Parity
Implementatlon and the 21st Century Cures Act Part
XX,? along with an updated Model Form to request
documentation from an employer group health plan or
insurers regarding treatment limitations (1ncorporat1ng
the public comments on the draft form),® and a Self-
Compliance Tool For MHPAEA designed to assist
plan sponsors.’

Along with increased disclosure requirements, plan
sponsors will be under greater pressure to ensure
compliance with MHPAEA. The President’s Commis-

3 Pub. L. No. 114-255, Div. B, §13007.

*The model form could be used by participants, enrollees, or
their authorized representatives to request relevant MHPAEA dis-
closures. Payers asked the agencies to cut down on the amount of
information the MHPAEA regulations and disclosure require a
plan sponsor to provide. The full list of commenters and com-
ments is at:  https://www.dol.gov/agencies/ebsa/laws-and-
regulations/rules-and-regulations/public-comments/faq-38.

3 [Proposed] FAQS About Mental Health and Substance Use
Disorder Parity Implementation and the 21st Century Cures Act
Part XX (hereinafter the Proposed MHPAEA FAQs), https:/
www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/
resource-center/faqs/aca-part-39-proposed.pdf.

6 See https://www.dol.gov/sites/default/files/ebsa/laws-and-
regulations/laws/mental-health-parity/mhpaea-disclosure-
template-draft-revised.pdf.

72018 MHPAEA Self-Compliance Tool, https://www.dol.gov/
sites/default/files/ebsa/about-ebsa/our-activities/resource-center/
publications/compliance-assistance-guide-appendix-a-
mhpaea.pdf.
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sion on Combating Drug Addiction and the Opioid
Crisis issued its final report November 1, 2017, which
recommended, among other things, that the DOL be
granted increased authority to oversee and investigate
insurers for parity violations, as well as for federal
and state regulators to use a standard data collection
tool for documenting and disclosing compliance strat-
egies for parity of non-quantitative treatment limita-
tions for SUD benefits.

According to the report on the DOL Employee
Benefit Security Administration’s (EBSA’s) enforce-
ment activity from 2017, the DOL conducted 187 in-
vestigations of employer group health plans (out of
2.2 million plans) for MHPAEA compliance and cited
92 violations,® more than double the number of viola-
tions cited in 2016 (44). Furthermore, litigation by
Employee Retirement Income Security Act beneficia-
ries involving claims based on MHPAEA have contin-
ued at a steady pace over the years. Many ERISA law-
suits have been brought by parents acting on behalf of
dependent children with behavioral health conditions,
especially with respect to autism-spectrum conditions
and eating disorders. ERISA plaintiffs have pursued
class actions over parity issues. Further, courts have
allowed limited health care provider and provider as-
sociation standing for assigned post-service claims,
increasing the incentive for litigation by non-plan par-
ticipants.

To address the increasing risks to plan sponsors of
parity compliance, this article focuses on the legal re-
quirements, enforcement, and litigation activity and
provides a checklist for best practices in auditing plan
compliance. This article is organized into four sec-
tions: (1) summary of the MHPAEA requirements; (2)
outline of regulatory enforcement actions; (3) discus-
sion of recent MHPAEA litigation; and (4) a step-by-
step checklist for periodic plan review by plan spon-
sors to ensure MHPAEA compliance.

MHPAEA REQUIREMENTS

If an employer group health plan offers MH/SUD
benefits, the plan should ensure that the benefits are
provided in parity with medical or surgical benefits
with regards to: (1) annual and lifetime limits; (2) fi-
nancial requirements and quantitative treatment limi-
tations; and (3) non-quantitative treatment limitations.

Classification of Benefits

The first step in determining whether a benefit
package is designed and delivered in compliance with
MHPAEA is to identify and classify benefits as MH/
SUD or medical or surgical benefits and then into one
of six classifications of benefits (for a total of twelve
categories). The six classifications are:’

e Inpatient in-network,

SEBSA, FY 2017 MHPAEA Enforcement, https:/
www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/
resource-center/fact-sheets/mhpaea-enforcement-2017.pdf.

° DOL Reg. §2590.712(c)(2)(ii)(A).

e Inpatient out-of-network,
e Outpatient in-network,

e Outpatient out-of-network,
e Emergency, and

e Prescription Drugs.

To ensure compliance with MHPAEA, plan spon-
sors should confirm that any condition or disorder de-
fined in a plan as being (or not being) a mental health
condition or substance use disorder is consistent with
generally recognized independent standards of current
medical practices. This ensures that benefits are not
classified in order to avoid parity requirements.'® The
definitions must be consistent with generally recog-
mzed mdependent standards of current medical prac-
tice."' Three tools that plans may use to MH/SUD
benefits are: (1) the most current version of the
American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (DSM-5); (2)
the most current version of the International Classifi-
cation of Diseases (ICD-10); or (3) state guidelines.

All services covered under the group health plan
must be identified and classified. Services can be
placed into multiple classifications but will be ana-
lyzed based on how they are developed and applied to
enrollees with a primary MH/SUD diagnosis in com-
parison to how the limits on that benefit are developed
and applied as to enrollees with a primary medical or
surgical diagnosis. For part of the analysis, it may be
necessary to distinguish the dollars expended for ser-
vices based on the benefits classification.

Important Note: These classifications of benefits
will serve as the basis for all the other steps in the
MHPAEA analysis so it is very important that the plan
consistently classify benefits, have a firm evidentiary
basis for the classification decisions, and have access
to data on all the benefits by classification. For many
health plans, this initial step in the process takes as
long as or longer than any other part of the MHPAEA
process. Further, it will be impossible to prove to a
regulator that a plan is operating in a compliant man-
ner if plan sponsors only develop the classifications in
response to a market conduct exam or other request.
Regulators are likely to conclude that the plan spon-
sors have not been analyzing plan benefit and limit
changes for MHPAEA compliance.

Annual and Lifetime Limits

The annual and lifetime dollar limits parity require-
ments only apply to the extent that the MH/SUD ben-
efits are not essential health benefits.'> The annual
and lifetime dollar parity requirements include a one-

19 Preamble to Final Regulations, 78 Fed. Reg. 68,239, 68,242
(Nov. 13, 2013).

' See DOL Reg. §2590.712(a).
2 ERISA §715; L.R.C. §9815; PHSA §2711.
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third rule, two-third rule, and a rule for plans that do
not fit either category.'?

One-third rule. If a plan does not include an aggre-
gate lifetime or annual limit on any medical or surgi-
cal benefits or includes a limit that applies to less than
one-third of all medical or surgical benefits, then the
plan may not impose an aggregate lifetime or annual
dollar limit on any MH/SUD benefits.

Two-third rule. If a plan includes an aggregate life-
time or annual dollar limit on at least two-thirds of all
medical or surgical benefits, then the plan must either:
(1) apply the limits to the medical or surgical benefits
as it would otherwise apply to the MH/SUD benefits
in a manner that does not distinguish between the
medical or surgical benefits and MH/SUD benefits; or
(2) not include an aggregate lifetime or annual dollar
limit on MH/SUD benefits that is less than the aggre-
gate lifetime or annual dollar limit on medical or sur-
gical benefits.

Doesn'’t Fit Into a Category. If a group health plan
that provides medical or surgical benefits and MH/
SUD benefits does not include an aggregate lifetime
limit or annual limit on substantially all medical or
surgical benefits, then it may not impose such limits
on any MH/SUD benefits. Similarly, if the plan in-
cludes an aggregate lifetime or annual limit that ap-
plies to less than one-third of all medical or surgical
benefits, then the plan may not impose any aggregate
or annual limits on any MH/SUD benefits.

Financial Obligations and Treatment
Limitations

MHPAEA also requires that the predominant level
of financial obligations and quantitative treatment
limitations that is applied to MH/SUD benefits within
a classification offered under a group health plan must
not be more restrictive than financial obligations and
treatment limitations that apply to substantially all
medical or surgical benefits within the corresponding
classification.

Federal regulations break down treatment limita-
tions into two categories: quantitative treatment limi-
tations (QTLs), which are numerical in nature (e.g.,
the number of covered visits), and non-quantitative
treatment limitations (NQTLs), which are non-
numerical limits on the scope or duration of treatment
benefits (e.g., preauthorization requirements). NQTLs
are not subject to the predominant and substantially
all tests described in this section, but are instead sub-
ject to a different test for comparability and stringency
as described below.

Financial requirements (e.g., copays, co-insurance,
and deductibles) and QTLs for MH/SUD benefits
must be no more restrictive than the predominant fi-
nancial requirements and QTLs that apply to substan-
tially all medical or surgical benefits in the same clas-
sification.

3 DOL Reg. §2590.712(b); Treas. Reg. §54.9812-1(b).

Non-Quantitative Treatment
Limitations

Group health plans are also prevented from apply-
ing NQTLs to MH/SUD benefits in any classification
unless under the terms of the plan, the processes,
strategies, evidentiary standards, or other factors used
in applying the non-quantitative treatment limitations
to MH/SUD benefits in the classification are compa-
rable to and are applied no more stringently than the
processes, strategies, evidentiary standards, or other
factors used in applying limitations to medical or sur-
gical benefits in the same classification.'"* This re-
quirement is extremely sweeping and requires an
analysis of how any QTL is developed and applied in-
cluding a detailed analysis of the processes, strategies,
and evidentiary standards used in the development
and application. Some NQTLs that the DOL said pre-
sumptively require additional analysis to determine
compliance with mental health parity includes blanket
preauthorization requirements for all MH/SUD ben-
efits, preauthorization for treatment facility admission,
and extensive pre-notification requirements for MH/
SUD benefits. The recently released proposed DOL
FAQs include detailed guidance on NQTLs that fur-
ther emphasizes the swee;)ing scope of the MHPAEA
requirement in this area.'” Specific examples includes
standards for exclusions of experimental or investiga-
tive treatment, applying as an example controlled ran-
domized trials for ABA Therapy for autism spectrum
disorder, application of dosage limits for prescription
medications, and differences in step therapy protocols
applied to MH/SUD benefits.

Opioid Use and Medication Assisted
Treatment

A timely example of an NQTL that presents a chal-
lenge for MHPAEA compliance relates to medical
management techniques intending to ensure the effec-
tive delivery of Medication Assisted Treatment
(MAT) for opioid use disorder. MAT is any treatment
for opioid use disorder that includes medication that
is FDA-approved for detoxification or maintenance
treatment, in combination with behavioral health ser-
vices. Federal agencies and consensus panels have
recommended that the pharmacologic intervention of

"“DOL Reg. §2590.712(c)(4)(i). Non-quantitative treatment
limitations include: (1) medical management standards limiting or
excluding benefits based on medical necessity or medical appro-
priateness or based on whether treatment is experimental or inves-
tigative; (2) formulary design for prescription drugs; (3) network
tier design for plans with multiple network tiers; (4) standards for
provider admission to participate in a network, including reim-
bursement rates; (5) plan methods for determining usual, custom-
ary and reasonable charges; (6) refusal to pay for higher cost
therapies until it can be show that lower-cost therapy is not effec-
tive; (7) exclusions based on failure to complete a course of treat-
ment; and (8) restrictions based on geographic location, facility
type, provider specialty and other criteria that limit the scope or
duration of the benefits for services provided under the plan.

!> Proposed MHPAEA FAQs.
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MAT be delivered in conjunction with a number of
other services, including a comprehensive psychoso-
cial assessment, initial and yearly medical assessment,
medication dispensing, drug tests, identification of co-
occurring disorders and neuropsychological problems,
counseling to stop substance abuse and manage drug
craving and urges, evaluation of and interventions to
address family problems, HIV and hepatitis C virus
(HCV) testing, education, counseling, and referral for
care, and referral for additional services as needed.

As a result of recommendations like these and un-
derstandable concerns relating to diversion, many
health plans have developed prior or continuing au-
thorization requirements for the prescription drug ser-
vice element of MAT that require the documentation
of engagement in some or all of the recommended
support services as a condition of continued access to
the prescription. Unfortunately, this type of NQTL is
rarely, if ever, applied to medical or surgical prescrip-
tion drugs and if it is not, it is a per se MHPAEA vio-
lation because the NQTL comparability and strin-
gency test cannot be applied to nothing.

Possible Solution: As such, plans should explore
alternative mechanisms for medical management sys-
tem design to ensure utilization of evidence-based
comprehensive treatment for MAT. The most straight-
forward approach would be to apply more frequent
authorization procedures for MAT when the patient is
not utilizing the other ancillary support services, pro-
vided that this NQTL is supported by a properly
staffed diagnostic and treatment committee.

Eating Disorders

With respect to eating disorders, the DOL released
a FAQ on June 16, 2017, about MHPAEA implemen-
tation and the 21st Century Cures Act, Part 38. In the
FAQ, the DOL confirmed that eating disorders are
mental health conditions and thus treatment of the dis-
order is covered under MHPAEA. Thus, group health
plans should be designed in a manner to ensure eating
disorder benefits comply with QTLs and NQTLs. In
the Proposed MHPAEA FAQs released on April 23,
2018, under Question 9 a plan that excludes inpatient,
out-of-network treatment for eating disorders but pro-
vides inpatient, out-of-network care for medical or
surgical benefits violates MHPAEA by imposing a
setting-specific exclusion for MH/SUD benefits that is
ngt c]oﬁmparably imposed on medical and surgical ben-
efits.

Plan Sponsor Disclosure Obligations

MHPAEA places disclosure obligations on plan
sponsors. Group health plans and health insurance is-
suers must disclose QTLs and NQTLs to plan benefi-
ciaries and authorized representatives upon request.
On June 16, 2017, the DOL and HHS created a draft
model form, which was updated and released on April

16 Coverage restrictions based on facility type are NQTLs un-
der MHPAEA.

23, 2018, that plan beneficiaries and their authorized
representatives may use to request information on
MH/SUD benefits and treatment limitations from
group health plans.'” The form is presented as a tool
to assist beneficiaries in requesting information re-
lated to denial or possible denial of MH/SUD benefits.
Users may request detailed explanations regarding de-
nial or restrictions of MH/SUD benefits. The form
provides notices to group health plans regarding the
different types of information that it must be ready to
provide in the event of an MH/SUD coverage denial
or even a government audit. Plan sponsors should be
prepared for increased obligations created by the
form. Employers should be aware that providers may
use the form to obtain information regarding claim
denials or reimbursement rates related to MH/SUD
benefits.

Currently, many providers obtain authorizations
from patients to pursue claims and appeals on their
behalf. Providers may take advantage of this form by
requiring patient authorizations for all MH/SUD
claims and submitting the form in order to negotiate
claim denials or reimbursement rates.'® Because the
burden is on the plan sponsor and issuer to provide
the requested information, plan sponsors will need to
ensure compliance with the request.

Under the most recent DOL FAQs, the DOL spe-
cifically addressed employer obligations to disclose
information regarding) in-network and out-of-network
MH/SUD providers.”~ The DOL points out that such
information should be included in the SPD and the
employer will not be deemed to have satisfied its dis-
closure obligations if it provides an outdated provider
directory, However, plan sponsors would be permitted
to provide a hyperlink or URL with the plan’s enroll-
ment materials to find current MH/SUD providers.’

MULTI-AGENCY ENFORCEMENT
REGIME

MHPAEA'’s application to particular types of insur-
ance or health plan markets varies and has evolved
since its original passage. This history, in addition to
the general complexity in the multi-agency, federal/
state regulation of insurance and health plans has re-
sulted in a convoluted MHPAEA enforcement regime.
Further, insurance and group health plan members and
their treating providers have standing under certain
circumstances to sue employers, issuers, and third-
party administrators directly, adding additional layers
to consider.

The original MHPAEA statute only applied to
group health plans and group health insurance cover-

7 The Draft Model Form was published by the agencies under
the ACA implementation FAQs Part 38, a Paperwork Reduction
Act Notice.

'8 One strategy to limit assignments of claims by plan partici-
pants to providers is to include plan language rendering assign-
ments between plan participants and providers as unenforceable
against the plan.

' Proposed MHPAEA FAQs, Q/A 11.

20 Proposed MHPAEA FAQs, Q/A 12.
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age for groups with more than 50 employees and to
certain Medicaid coverage plans offered through man-
aged care delivery systems. It was subsequently
amended by the Patlent Protection and Affordable
Care Act (ACA)*' to also apply to 1nd1v1dual health
insurance coverage and then by HHS?? through the
definition of the essential health benefits to both the
individual and small-group insurance markets, includ-
ing those on the Marketplace insurance exchanges.
The three agencies responsible for implementing MH-
PAEA (DOL, HHS, and Treasury) issued joint final
regulations in November 2013.% Finally, the Centers
for Medicare and Medicaid Services (CMS) within
HHS issued regulations applying MHPAEA to other
aspects of the Medicaid program in 2016.%*

The DOL and the Treasury have jurisdiction over
ERISA group health plans and the DOL enforces MH-
PAEA for 2.2 million private employment-based
group health plans covering 130.8 million participants
and beneficiaries. The DOL has authority to require
the plan to make changes to address any plan provi-
sions that violate MHPAEA and pay any improperly
denied benefits. Although DOL investigations are gen-
erally triggered by plan participant complaints and fo-
cus on the particulars of a specific plan participant or
beneficiary, the DOL will also generally seek a global
correction, working with the plans’ service providers
to find improperly denied claims and correct the prob-
lem for other plans administered by the same em-
ployer, issuer, or third-party administrator. On April
23, 2018, the DOL released a Report to Congress
summarizing the DOL’s efforts to implement MH-
PAEA since the 2016 Report to Congress, including a
detailed discussion of the EBSA investigation process
and a roadmap for the DOL’s activities in the future.
These global corrections represent a significant finan-
cial risk to plans, employers, and administrators likely
to be greater than any penalties that could be im-
posed.

For health insurance issuers, states have primary
enforcement authority. HHS also has secondary en-
forcement authority to impose civil penalties on insur-
ance issuers when the state elects not to enforce MH-
PAEA or CMS determines that the state has failed to
substantially enforce MHPAEA. As of December
2017, CMS is enforcing MHPAEA with respect to in-
surance issuers in four states: Missouri, Oklahoma,
Texas, and Wyoming. In these states, CMS reviews
policy forms of issuers in the individual and group
markets for compliance with MHPAEA prior to the
products being offered for sale in the states.

In addition, with regards to the application of MH-
PAEA to Medicaid programs, CMS has enforcement

2! Pub. L. No. 111-148.

2245 C.FR. §156.115(a)(3).

2378 Fed. Reg. 68,240 (Nov. 13, 2013).
2481 Fed. Reg. 18,389 (Mar. 30, 2016).

>DOL 2018 Report to Congress, Pathway to Full Parity,
https://www.dol.gov/sites/default/files/ebsa/laws-and-regulations/
laws/mental-health-parity/dol-report-to-congress-2018-pathway-
to-full-parity.pdf.

authority over state Medicaid agencies. Further, state
Medicaid agencies have the primary enforcement au-
thority over Medicaid managed care organizations,
prepaid inpatient health plans, and prepaid ambulatory
health plans.

Finally, participants and beneficiaries in ERISA
group health plans may bring suit under ERISA
§502(a)(1) and/or §502(a)(3). As discussed below,
these participant or provider-led suits, including class
actions, have been a major focus of MHPAEA en-
forcement activity.

MHPAEA LITIGATION

As discussed above, according to the 2016 report
on EBSA’s enforcement activity, EBSA reviewed 187
plans (out of 2.2 million plan2 for MHPAEA compli-
ance and cited 92 violations.”® The violations break
down as follows:

0 48.91% NQTLs,
e 28.26% financial limitations or QTLs,

e 8.7% cumulative financial requirements or treat-
ment limitations,

® 5.43% coverage in all classifications,

® 8.7% annual dollar limits.
These findings reflect the fact that the DOL has sig-
nificantly increased the rigor in which it cites viola-
tions as the number of citations (92 through 187 in-
vestigations) is more than double those found in 2016
from a similar number of investigations (44 through
191 investigations). In addition, NQTLs continue to
be the most complex area of MHPAEA compliance.
As discussed above, NQTLs require data collection
and analysis of compliance across an enormous range
of operational activity, in many cases covering areas
previously subject to limited, if any, regulation.

Although EBSA enforces MHPAEA with respect to
private employment-based group health plans (which
can be self-insured, fully-insured, or a combination of
both), EBSA is statutorily precluded from directly en-
forcing MHPAEA against insurance companies. This
includes when EBSA determines that the insurance
company is the party responsible for the parity viola-
tion. In the 2018 Report to Congress, the DOL high-
lighted that both the Mental Health Parity and Sub-
stance Use Disorder Parity Task Force and the Presi-
dent’s Commission on Combating Drug Addiction
and the Opioid Crisis have recommended that Con-
gress enact legislation to allow direct enforcement
against health insurance issuers to ensure compliance
with the law.?’” On April 24, 2018, as a part of the
consideration of the Opioid Crisis Response Act of
2018 by the Senate Health, Education, Labor and Pen-
sions (HELP) Committee, Sen. Chris Murphy (D-

26 FY 2017 MHPAEA Enforcement, see n.8, above.
2" DOL 2018 Report to Congress, Pathway to Full Parity at 7.
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Conn.) introduced an amendment that would have
implemented this recommendation.”® The amendment
failed on a party-line vote of 11-12. Murphy will
probably propose the amendment again during the
Senate floor debate or as a part of future legislation.
Such an expansion in the DOL’s enforcement author-
ity would fundamentally alter the dynamic of MH-
PAEA enforcement by empowering them to take ac-
tion against insurers directly.

Litigation by ERISA participants and beneficiaries
involving claims based in MHPAEA have continued
at a steady pace over the years since the release of the
final rule. Conversely, there has been relatively lim-
ited litigation or enforcement activity initiated by state
insurance commissioners or attorneys general, al-
though additional funding appropriated in 2016 for
the Health Insurance Enforcement and Consumer Pro-
tections Grant Program for MHPAEA enforcement
may lead to greater activity in the coming year as ac-
tivity ramps up.

Most ERISA plan participants suing under ERISA
§502(a)(1) and/or §502(a)(3) have been parents acting
on behalf of dependent children with behavioral
health conditions, especially autism-spectrum condi-
tions and eating disorders. Class action attempts have
been a common characteristic of these cases. Further,
courts have allowed limited provider and provider as-
sociation standing for assigned post-service claims.
Third-party administrators have frequently been made
party to suits, especially when they are substantially
in control of plan design and operations.

The most common subjects of these ERISA plan
participant claims under MHPAEA include (1) plan
policies for excluding coverage of a service as being
experimental or investigational (especially applied be-
havior analysis (ABA), a treatment for autism spec-
trum disorder); (2) age restrictions in medical neces-
sity criteria for certain behavioral health services; (3)
categorical exclusions for residential behavioral
health treatment, especially for eating disorders (as ei-
ther QTL or NQTL); (4) disparate quantitative visit
limits; and (5) disparate medical management in prac-
tice (more stringent review of behavioral health prior
authorization requests, etc.).

Select MHPAEA Cases Against Group
Health Plans

Rea v. Blue Shield of California.** The Court of
Appeal of California held that the California Parity
Act requires Knox-Keene Act health care service
plans to provide residential treatment for eating disor-
ders where medically necessary, even when not set

28 Press Release, Sen. Chris Murphy, Republicans Reject Mur-
phy’s Amendment to Enact Trump Opioid Commission Recom-
mendations to Hold Insurance Companies Accountable (Apr. 24,
2018).

29226 Cal. App.4th 1209, 172 Cal. Rptr.3d 823 (2014), as
modified on denial of reh’g (July 9, 2014). Extends the decision
Harlick v. Blue Shield of California, 686 F.3d 699, 713 (9th Cir.
2012), which came to a similar ruling for an ERISA plan.

forth in the plan. The court said the California Parity
Act expanded the scope of the coverage mandate to
mental health benefits.

R.H. v. Premera Blue Cross.>® An ERISA class ac-
tion suit in the U.S. District Court of the Western Dis-
trict of Washington alleging that the defendant group
health plan violated MHPAEA and Washington state
parity law in applying age and visit limits on neurode-
velopmental therapy (NDT) and applied behavior
analysis (ABA) services. A settlement resulted in an
unprecedented expansion of coverage for NDT and
ABA services for class members prospectively and al-
lows all class members to seek damages for past
claims denials on an individual basis.

New York State Psychlatrlc Association, Inc. v.
UnitedHealth Group.>" The Court of Appeals for the
Second Circuit found that a provider association had
standing to bring suit on behalf of plan participants
for MHPAEA violations under ERISA §502(a)(1) and
§502(a)(3). The providers had accepted assignment
and therefore had standing. The third-party adminis-
trator was the appropriate defendant because it “exer—
cised total control over the plan’s claims process.’

Am. Psychiatric Ass’n v. Anthem Health Plans,
Inc.?* Individual providers and provider associations
alleged MHPAEA violations in reimbursement prac-
tices (alleging lower rates). The Second Circuit found
that providers and provider associations do not have
third-party standing to bring suit on behalf of plan
participants for MHPAEA violations under ERISA
§502(a)(1). The court cited Griswold v. Connecticut,>
holding that providers have standing to raise constitu-
tional, but not statutory claims on behalf of patients,
and said that the provider claims were not on their
own behalf pursuant to assignment. The Second Cir-
cuit distinguished AMA v. Anthem by stating that the
providers here alleged third-party standing, not stand-
ing based on assigned claims. The court held that
plan-wide reimbursement rate policies do not consti-
tute fiduciary acts under ERISA.

Although litigation to date has been focused on
third-party providers and provider associations, as
compared to single-employer group health plans, the
enforcement activity report from EBSA indicates that
many group health plans, insurers, and administrators
have potential liability related to MHPAEA, espe-
cially with regards to the application of NQTLs. Re-
cent decisions certifying class actions and recognizing
provider standing further increases the risk of litiga-
tion. Finally, the increased demand for addiction treat-
ment arising from the ongoing opioid epidemic, espe-
cially costly services like residential, partial hospital-
ization, and intensive outpatient therapy, and
associated pressure from political leaders, is likely to
result in increased activity in the coming year.

39 No. 2:13-cv-00097-RAJ, 2014 BL 222434 (W.D. Wash. Aug.
6, 2014).

31798 F3d 125 (2d Cir. 2015).

32821 F.3d 352 (2d Cir. 2016).

33381 U.S. 479 (1965).
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STEP-BY-STEP COMPLIANCE
PROCESS

Set forth below is a checklist of the step-by-step
process for plan sponsors to use in determining com-
pliance under their group health plans with MHPAEA.
The MHPAEA analysis process is itself complex and
must be performed regularly if benefit design or ad-
ministration policies are changed in a manner that
may affect the MHPAEA analysis. In fact, the plan

should have policies and procedures in place prior to
making any benefit design or administration policy
changes to ensure that the changes are made in com-
pliance with MHPAEA, especially the NQTL require-
ments. In addition, on April 23, 2018, DOL, HHS, and
Treasury jointly released a much more detailed self-
compliance tool for group health plans, plan sponsors,
plan administrators, issuers, regulators, and other par-
ties.
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MHPAEA CHECKLIST
Preparation
1. Identify benefit packages
2. Identify and classify services
Data Collection
1. Financial Requirements
* Identify financial requirements that apply and organize by type of financial requirement
¢ Identify amount of M/S spending subject to financial requirement in classification
¢ Identify predominant financial requirement level
2. Quantitative Treatment Limitation (QTL)
¢ Identify QTLs that apply
* Identify amount of M/S spending subject to QTL in classification
* Identify predominant QTL level
3. Non-Quantitative Treatment Limitation (NQTL)
* Provide plan language describing NQTL and identify applicable services
¢ Identify the factors (and source) used to determine that it is appropriate to apply the
NQTL
* Identify the source for the evidentiary standard for each of the factors
¢ Identify the processes and strategies used to design the NQTL as written in the plan
language
* Describe the operation of the NQTL process in practice
Analysis
1. Financial Requirements and QTLs
* Substantially all test
* Predominant test
2. NQTLs
* Comparability and stringency under the plan document terms

* Comparability and stringency in operation
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