CLOSING THE ADDICTION

TREATMENT GAP

Addiction is a disease. Let’s start treating it that way.

Treatment Instead of the Emergency Department:
A Medically Appropriate, Cost-Effective Alternative

Today only 1 in 8 Rhode Islanders with an alcohol or drug addiction are getting

the treatment and care they need to successfully fight their disease. The health

care, prison, and governmental costs related to the tens of thousands of Rhode

Islanders with untreated addiction are growing. Treatment works—expanding

access to addiction treatment will produce significant societal and other savings.

Untreated substance use disorders (SUDs) contribute to poor
health outcomes and increased use of health care resources, es-
pecially hospital emergency departments. When individuals with
SUDs get the treatment they need, inpatient, emergency room
and total healthcare costs decline by 39 percent, 35 percent and
26 percent, respectively.” One out of every 14 hospital stays — an
estimated 2.3 million stays a year - is related to a substance use
disorder.? In addition, more than 1.7 million emergency depart-
ment (ED) visits a year are associated with drug use.®

In the words of Dr. Brian Zink, Chief of Emergency Medicine at
Lifespan and The Alpert Medical School of Brown University:
“ED providers have been a remarkably adaptable, efficient and a
seemingly infinite source for care when patients with acute illness
and injury cannot gain access to their ‘regular’ care.” In 2005,
there were 382,243 ED visits not resulting in an inpatient stay to
Rhode Island’s acute-care general and psychiatric hospitals.*
However, for a significant percentage of patients with SUDs, the
ED is not the most medically appropriate or cost effective place-
ment. The CATG estimates that total SUD related ED costs in
Rhode Island are roughly $30.9 million annually.®

The Rhode Island Department of Human Services (DHS) admin-
istered Medicaid health insurance program and the Rhode Island
Hospital have examined data to better understand who is using
the ED and why. The Medicaid program spent $52 million in FY
2008 on ED expenses alone; additionally, the spending is growing
as a percentage of overall expenses for the program. In analyz-
ing the ED data, DHS found that a relatively small percentage of
patients were found to be high ED utilizers with at least three or
more visits a year. This subset of patients, known as “frequent
users”, represent a small proportion of ED users, but account for
a high proportion of ED visits. It is important to note, however,
that the definition of “frequent user” does not take into account
whether an individual’s visits were medically appropriate. These
individuals may indeed be sicker and require more medical care
than the rest of the population—a frequent user does not neces-
sarily indicate an inappropriate user.

DHS found that 6.8% of the Medicaid population visited an
emergency department more than 3 times a year. These 3+ time

users frequent the ED 16 times more than other individuals in
the Medicaid system. Furthermore, DHS found that utilization

in the Medicaid Program is “notably higher” for Severely and
Persistently Mentally Il (SPMI) and Disabled Adults. In Medicaid,
the SPMI population includes adults with severe and intensive
psychological problems who often suffer from an SUD as well.
DHS also completed an analysis of the 3+ ED users, examining
the correlation between substance use and ED utilization. The

analysis revealed a strong correlation between substance use
and number of ED visits. Within the SPMI population: among
clients with 6-12 visits, nearly two-thirds were treated for
substance use, and among clients with 13+ visits, 83 percent
filed a claim related to substance use within the past year. Within
the adults with disabilities ages 21-64: among clients with 6-12
ED visits, nearly 50 percent had a substance use claim; among
clients with 13+ visits, 67 percent filed a substance use claim in
the last year.® A subset of these disproportionately high utilizers
could potentially receive more directed and improved care in an
alternative setting to the ED.

Inappropriate visits to the ED are very costly to the provider insti-
tutions. The Rhode Island Hospital (RIH), which operates the larg-
est ED in the state, incurred 47% of all ED expenses in the state.
In a recent RIH analysis of their ED, 8,597 alcohol-related visits
were identified for 2008. Overall, 2,994 visits, or 35% of the total,
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were from individuals with five or more visits for alcohol-related
complaints. The total charges for these patients were $3,462,438,
or $1,156 per visit. Of those RIH patients with an alcohol or

SUD diagnosis in the past year, 2,290 individuals had no health
insurance and gross charges were $12,193,336. Further analysis
of patients with 12 or more ED visits with an SUD revealed that

a very small number - 46 patients - were responsible for 1,712
visits in 2008 alone. The costs for these patients with alcohol
intoxication resulted in hospital charges of $2,987,693.

In addition to the direct facility and physician costs, there are
other indirect costs of ED utilization. The RIH ED has approxi-
mately 100,000 patient visits per year. Despite being a large
facility with 76 patient care slots, it can reach maximal capacity in
the late afternoon and evening hours, the time when many SUD
patients present for care. Patients with acute problems may be
required to wait, while patients with SUDs occupy beds. The av-
erage length of stay for patients with SUD-related presentations
is at least double that of other non-admitted patients, meaning
that an SUD patient often occupies a patient care space for most
of a day. It is estimated that the time spent caring for patients
who present with only alcohol-related complaints reduces the
ability of the RIH ED to see an additional 200 to 300 patients per
month. Collectively, these data represent a significant cost bur-
den to the hospital in terms of inefficient and/or less than optimal
care and unreimbursed expenditures.

The RIH established a “Chronic Inebriate” Taskforce to identify
solutions for inappropriate use of the ED and specifically to deal
with this relatively small group of largely homeless individuals

who repeatedly cycle through the ED. To the frustration of the

ED doctors, few of these individuals, get access to treatment for
their SUD. Part of the problem is that Emergency Medical Service
(EMS) personnel from the fire department are required by law to
bring these individuals to the ED. Even if there was flexibility in
the state EMS protocol, there are currently few options for safe
placement of these individuals in a facility other than an ED.
Without intervention, this insidious and costly cycle will continue
without end.
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