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Office of the General Counsel
Department of Public Health

250 Washington Street 
Boston, MA 02108

September 24, 2015

Re: Proposed Changes 105 CMR 164.000 Licensure of Substance Abuse Treatment Programs  
To Whom It May Concern:

Thank you for the opportunity to submit testimony on proposed changes to 105 CMR 164, Licensure of Substance Abuse Treatment Programs in order to comply with Chapter 258 of the Acts of 2014, An Act to Increase Opportunities for Long-Term Substance Abuse Recovery.  
My name is Janice Kauffman RN, MPH, CAS, LADC1.  I am the Vice President of Addiction Treatment Services for North Charles, Inc. in Cambridge Massachusetts, Director of Addictions Consultation for Cambridge Health Alliance, and Assistant Professor of Psychiatry at Harvard Medical School.  I am also the Chairperson of the Opioid Treatment Program (“OTP”) provider group of the Association for Behavioral Healthcare.    
Chapter 258 specifically requires that DPH license any corporate entity treating more than 300 patients for opioid dependence that is not already regulated as a hospital or clinic by DPH (i.e., Office Based Opioid Treatment or “OBOTs”).  I strongly support this proposed regulatory requirement.  
Timely access to opioid treatment is vitally important during a time of increased access to opioid medications, cheap high potency heroin, and an epidemic of overdose deaths in our communities.  

However, it has been my experience that patients who access pharmacotherapy services without concurrent psychosocial treatment do not receive adequate or comprehensive addiction treatment.  “Medication-Assisted Treatment” by definition is psychosocial treatment assisted by the use of medication.  Medication without psychosocial treatment is not Medication-Assisted Treatment; it is simply “medication”.  And medication alone does not treat the affect dysregulation, the disorganized lives, the dysfunctional relationships, and the deficient self-care endemic in persons who suffer from addictive disorders. Medication without monitoring and the provision of comprehensive psychosocial treatment is not adequately treating this high-risk population.  Quite frankly, this is true whether an OBOT is serving 50 people, 100 people, or 300 people or more.  
During the admissions process to methadone treatment programs (OTPs), patients regularly report that they are accessing buprenorphine from OBOT practices and then filling and selling these prescriptions to buy heroin or other opioid medications.  OTPs also encounter patients who do not report being in buprenorphine treatment, who do not test positive for buprenorphine, and who nevertheless are receiving buprenorphine from an OBOT while in methadone treatment.  This is the nature of addictive disease – and it is easier to engage in aberrant drug use behaviors when drug screening, counseling and other ways of monitoring are minimal or absent.  
It is not my belief that OBOTs should mirror OTPs, since the OTP is arguably a higher level of care, but best practices for patients with addictive disorders include these essential elements – medication, counseling and monitoring.   The proposed DPH regulations provide a reasonable structure for this in OBOTs serving 300 or more patients.      
Chapter 258 also requires DPH to establish regulations that are intended to ensure that all DPH-licensed addiction treatment programs integrate best practices, such as overdose prevention, coordination of care, patient protection, and family support services.  OTPs are already highly regulated by State, Federal and accreditation entities.  My primary concern is that most of the proposed regulations increase the regulatory requirements that all providers must meet without a corresponding increase to their rates of payment that reflect the increased costs associated with the implementation of these new requirements.  As such, these proposals will all become unfunded state mandates.  
The Association for Behavioral Healthcare submitted detailed testimony that sites twelve specific regulations for addiction treatment programs adding notifications, personnel policies, training and supervision, referral and admissions, treatment planning, service, client records, and termination and discharge requirements to the already robust regulations for OTPs.   I will not repeat these already carefully articulated concerns, but submit and support ABH’s critique and recommendations.  
Thank you for the opportunity to provide this testimony.  If you have any questions, I will be happy to answer them at this time.

Respectfully submitted,
Janice F. Kauffman, RN, MPH, CAS, LADC1
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