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Michael T. Flaherty: Bad budget medicine

Cutting addiction treatment to help state finances would be expensive

One proposed "solution" to Pennsylvania's budget crisis is to cut $100 million of the state's support of treatment for those suffering with the chronic illness of alcoholism or other addiction. This decision seems to have been based on the flawed rationale that treatment doesn't work and that this cut will actually save money. 

In reality, if allowed to stand, this decision will actually cost our commonwealth much more than it is currently paying and, in the long run, will prove to be even more costly. Here are the facts: 

Treatment does work. Over 600 recent, peer-reviewed research articles by experienced professionals documented that treatment of substance abuse was proven to be effective at these rates: for alcohol, 40-70 percent effective; for cocaine, 50-60 percent effective; and for opiates 50-80 percent effective -- after six months of care. 

That's better than most other chronic health conditions. Relapse rates for alcohol, opiates and cocaine are less than those for hypertension and asthma and equivalent to those of diabetes. 

Moreover, of all chronic health conditions, only addiction treatment has a published set of 13 overarching scientifically based treatment "principles" that, when in place, can provide scientific guidance that can help ensure effective and efficient outcomes. 

No study has documented any cheaper, more effective way to approach addiction than treatment. 

Treatment is seven times cheaper than incarceration and 14 times less expensive than many of the acute medical conditions that are associated with untreated addiction. 

Research again documents a savings to industry of $4 for every $1 spent by commercial insurance on treatment and a return to the taxpayer of $12 for every $1 dollar spent by government on treatment. 

Said in another way, if we don't provide the treatment for this chronic illness, the costs to insurance, industry and society will go up by at least four to 12 times. Again, the cuts affect all of us, not just the 70,000 Pennsylvanians who are currently in treatment and an estimated 631,000 others who need it. 

The fact of the matter is "these people" are us -- not the distorted image television crime shows portray. One in five Americans needs treatment. So count five family members and consider which one likely has this "problem." 

Then ask yourself whether you would want that relative to have care promptly or wait until the person finally reaches the much more devastating and expensive end of jail, intensive care or death. 

Our prejudice and distorted image must change if we are to begin to truly understand, treat and believe the facts about addiction as an illness and constructively and substantively reduce its costs -- human and otherwise -- to society. 

Currently, our answer to America's No. 1 health problem (according to a 2001 Robert Wood Johnson study) is more costly incarceration. 

That brings us back to the budget dilemma. If treatment is effective (as proven) and if it is cost-effective (as proven), then how do we pay for it? 

Funds do exist if we have the courage to bring what we know from documented scientific evidence into service and build the systems of chronic care that offer an individual a true chance at recovery. 

Let's stop trying to patch broken models and systems. 

Let's build a science-based, integrated continuum of care on proven practices that can lead an individual (and family) into recovery instead of frustrating everyone with barriers and obstacles before entering a piecemeal, excessively costly system of care filled with revolving doors and more acute medical demands. Today, for example, over 40 percent of those seeking hospital treatment for addiction have as their very next treatment episode another demand for hospital treatment. 

The dollars saved from new alternatives to incarceration ($7 for $1) can build and fund an effective continuum of care (most of Europe and California have done it). These savings alone would cover the proposed budget cuts and leave sufficient funds to incarcerate dealers, pushers and violent offenders. 

And, lastly, if addiction treatment is a science, and it is, it should be functioning as such without spending nearly 40 cents of every dollar managing it. Providers should play their part in knowledge development and in the continuum of care and be held accountable to performance and outcome as the science suggests -- or they should not be providers. By employing "lite-management," the savings can be enormous and returned to treatment itself. 

Still, after all is said and done, I realize the real issue is where to get more tax revenues for the state. Health care in general and the addicted and mentally ill in particular, sadly, are but the sacrificial lamb around which our leaders will gather and debate. 

If not carefully addressed using the science now available and the documented effectiveness of qualitative treatment to bring an immediate and long-term savings return to us all, the real issue of finding tax revenues could, by reducing these treatment opportunities, end up making matters worse. Much worse. 
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