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Treatment for Opioid Dependence

Quality and Access

Bruce J. Rounsaville, MD
Thomas R. Kosten, MD

MAJOR PRIORITY IN US MEDICINE IS THE NEED TO IM-

prove quality and access while containing costs.

Two articles in this issue of THE JOURNAL address

2 important quality and access issues in opioid sta-
bilization treatment: primary care methadone treatment,’
which can improve access by broadening the prescriber base,
and the abbreviation of methadone therapy,” which might
improve access by allowing more patients per year in the
available treatment slots. These articles address 2 strate-
gies to enhance quality: directly observed methadone ad-
ministration in primary care and intensified counseling in
brief methadone treatment.

Office-based care can clearly increase access as current
methadone maintenance delivery in specially licensed, cen-
tralized programs reaches only an estimated 14% of pa-
tients with opioid dependence because of limited treat-
ment slots and geographical constraints.’* Greater access
is needed to cope with the recent upsurge in heroin use’ and
the increasing proportion of human immunodeficiency vi-
rus (HIV) transmission accounted for by injecting-drug use.®
However, increasing access could compromise quality and
will certainly increase immediate medical costs if many more
heroin users are brought into treatment. Ensuring quality
while broadening access requires compromises between
simple office-based prescribing with no monitoring of the
opioid being dispensed and the overly tight controls that
characterize current methadone maintenance programs.

In their comparison of office-based prescribing programs
in 2 Scottish cities, Weinrich and Stuart! report a 3- to 5-fold
increase in the proportion of heroin injectors receiving metha-
done with comparable treatment retention. Furthermore, by
requiring supervised consumption of methadone, the Glasgow
program minimized methadone diversion and reduced opioid-
related deaths—admirable achievements in quality assur-

See also pp 1303 and 1343.

ance. The risks of diversion and overdose can be reduced even
further by using a recently available medication—bupren-
orphine plus naloxone—that will precipitate opioid with-
drawal if diverted and taken intravenously.” Based on safety
and equivalent efficacy to methadone ' buprenorphine is
currently being evaluated for congressional approval for office-
based practice.

However, quality of care entails more than simple recruit-
ment and retention in treatment or even reduction in opioid-
related deaths. Quality care should lead to psychosocial re-
habilitation, which medications alone cannot provide. Provision
of methadone without psychosocial supports has been shown
to yield a poorer outcome than methadone plus weekly coun-
seling.'! However, intensive day program treatment within a
methadone program leads to no better outcomes than once
weekly counseling, supporting the greater cost efficacy of
weekly counseling.'” Weekly counseling can complement bu-
prenorphine stabilization in a primary care office setting and
have outcomes superior to buprenorphine provided in a metha-
done clinic setting.”® In this buprenorphine study, the pri-
mary care intervention was evaluated for only 3 months.” How-
ever, much briefer detoxification of 30 days or less is the most
common treatment for opioid dependence.

A critical issue for office-based treatment of opioid depen-
dence is the value of brief or extended detoxification vs sta-
bilization for a year or longer. The study by Sees et al? in this
issue of THE JOURNAL was conducted at a methadone clinic
rather than primary care sites and demonstrates the superi-
ority of methadone stabilization vs extended discontinuation
over 6 months. Detoxification has repeatedly shown substan-
tially poorer outcomes than methadone maintenance.' In a
recent review of ultrarapid detoxification for opioids, ' the lim-
ited efficacy of this approach even at 3-month follow-up was
found to contrast strongly with the long-term efficacy of metha-
done stabilization treatment. In the study by Sees et al, patients

Author Affiliations: Department of Psychiatry, Yale University School of Medi-
cine, New Haven, and Veterans Affairs Healthcare Systems, West Haven, Conn.
Corresponding Author and Reprints: Bruce J. Rounsaville, MD, Veterans Affairs
Healthcare Systems, 950 Campbell Ave (151D), West Haven, CT 06516 (e-mail:
bruce.rounsaville@yale.edu).

JAMA, March 8, 2000—Vol 283, No. 10 1337

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



EDITORIALS

who were stable while receiving methadone maintenance had
precipitous declines in heroin use, needle-related HIV risk
behaviors, and drug-related crime. However, methadone sta-
bilization is not a cure-all. Cocaine use, sex-related HIV risk
behaviors, employment problems, and family problems per-
sisted, and more than 50% of patients in both groups used
heroin at least once during any given month of treatment.

The study by Sees et al? also suggests limited impact of
intensifying delivery of traditional ancillary counseling. Dur-
ing the first 60 to 90 days, 3 times more psychosocial treat-
ment was offered to (and required of) patients in the de-
toxification group. However, during that time, heroin use
was nearly identical in the 2 groups. Moreover, requiring
more psychosocial treatment may have been aversive, since
attrition was higher in the detoxification group even dur-
ing the first 90 days of treatment, when methadone dosing
was comparable. It is particularly noteworthy that patients
using cocaine were more likely to drop out of the detoxifi-
cation program, which included an additional session of
group therapy about cocaine for patients presenting with
cocaine-positive urine specimens. Hence, more hours of tra-
ditional drug counseling did not appear to enhance effi-
cacy. Thus, for cost-effective office-based practice, coun-
seling should be provided, but the costs associated with high-
intensity psychological interventions are not justified. This
finding is consistent with previous work examining bu-
prenorphine detoxification'® and low- vs high-cost day pro-
gram interventions'? with this population. Other work has
suggested that patients who continue to use heroin and co-
caine may respond to psychological interventions that are
more focused and manual-guided.'”"

The findings of Weinrich and Stuart and of Sees et al pro-
vide timely input for the public policy debate over cost, qual-
ity, and access for treating patients with opioid depen-
dence.!*+**22 Quick fixes for the problem have included false
starts such as detoxification followed by “drug-free” outpa-
tient care. This option has been examined carefully for more
than 25 years to resounding disappointment in its failure ei-
ther to prevent heroin relapse or accomplish public health aims
such as preventing the spread of HIV infection.”*** Moving
opioid stabilization into the mainstream of office-based medi-
cal care has national and congressional support?® facilitated
by the recent development of buprenorphine plus naloxone
treatment. If the Scottish example’ can be followed, this new
approach can provide a 3- to 5-fold increase in access. It can
also reduce cost per patient, although added access will clearly
increase short-term substance abuse treatment costs while re-
ducing long-term costs associated with overdose emergen-
cies, HIV infection, and crime. The Glasgow study also sug-
gests that the best investment in quality should focus on
monitoring delivery of the pharmacotherapy such as super-
vised consumption during the first year of treatment. Sees et
al? suggest that quality of care does not increase with expen-
ditures on high-intensity psychosocial treatments exceeding
routine care.
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Much remains to be learned about implementing and op-
timizing effectiveness of primary care treatment for heroin
dependence and other substance use disorders.! Guidance of
the development of US primary care opioid stabilization pro-
grams requires empirically based evidence about optimal in-
clusion criteria for program participation, induction proce-
dures for methadone and other opioid agonists, ancillary
psychosocial treatments, duration of treatment, and dispens-
ing strategies. However, implementation of primary care opi-
oid treatment should not be delayed until definitive answers
are available. While the case for primary care opioid stabili-
zation treatment is the most compelling, the potential value
for other substance use disorders is suggested by low treat-
ment utilization rates for patients with alcohol and other sub-
stance use disorders? and the recent or impending availabil-
ity of new pharmacological treatments including naltrexone?
and acamprosate®®* for alcohol dependence. Implementa-
tion of primary care treatment for substance use disorders of-
fers the possibility of increased access to care for these com-
mon and undertreated disorders. Careful study will be required
to maintain and improve the quality of that treatment.
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Vaccine Extraimmunization—
Too Much of a Good Thing?

Robert L. Davis, MD, MPH

HE ARTICLE BY FEIKEMA AND COLLEAGUES' IN THIS ISSUE

of THE JOURNAL suggests that extraimmunization of chil-

dren occurs considerably more often than previously

appreciated. Using data from the National Immuniza-
tion Survey, Feikema et al examined the immunization histo-
ries of more than 22 000 children aged between 19 and 35
months. The National Immunization Survey used 2 steps to col-
lectinformation: in the first, parents with eligible children were
identified, and in the second, the child’s immunization records
were obtained from their health care provider. The proportion
of children who received extraimmunization doses ranged, by
individual vaccine, from 2.5% for measles-containing vaccine
to more than 14% for poliovirus vaccine. Taken together, up
to 21% of all children were reported to have received at least 1
extra immunization before their third birthday. In the multi-
variate analysis of risk factors for extraimmunization, Feikema
and colleagues found that children with more than 1 health care
provider were almost 3 times more likely to be extraimmunized
compared with children with asingle provider. Extraimmuni-
zation not only wastes vaccine, money, and labor, but unnec-
essary doses add to a child’s stress and discomfort, increase the
risk for adverse events following vaccination, and may lead to
confusion among parents and health care providers about what
vaccines have, and have not, actually been administered. The
authors conclude that more attention needs to be focused on
the problem of duplicate immunization.

Although these findings are striking, it is important to con-
sider whether the rates of extraimmunization have been over-
estimated before they prompt changes in physician prac-
tice. Documentation errors occur in immunization records,
as in other medical records, and can be substantial.* When
records from different health care providers (or multiple rec-
ords from the same provider) are combined for the pur-
poses of research, some errors, such as date transpositions,

See also p 1311.

would cause a single immunization to appear more than once
and thus be counted as an extra immunization. Other er-
rors, such as misinterpretation of vaccine trade names while
transcribing historical records, also could lead to errors in
documentation. While these errors would have been counted
in the current study as extraimmunization, in fact, extra vac-
cinations may not have been administered.

It is important to realize that not all extraimmunization is
necessarily inappropriate. In recent years, the immunization
schedule has become considerably more expanded; up to 16
injections currently are recommended during the first 2 years
of life.®> At some visits, up to 4 separate injections may be in-
dicated, and this number will increase if the new pneumococ-
cal conjugate vaccine is added to the schedule later this year,
as anticipated. To reduce the number of injections a child re-
ceives during clinic visits, pharmaceutical companies have de-
veloped combination vaccines, but these present challenges
to clinicians faced with patients in need of only 1 of the an-
tigens at a single visit. In a report to help guide physicians on
the use of combination vaccines, the Advisory Committee on
Immunization Practices, the American Academy of Pediatrics,
and the American Academy of Family Physicians recognized
the problems and expense of stockingall available vaccine types
orproducts.* The report concluded thatitis acceptable for phy-
sicians to administer extra antigens when a combination vac-
cine would reduce the required number of injections, or if it
is the only means of delivering the indicated antigen.

Feikema et al also suggest that immunization registries would
improve the quality of immunization data and help physi-
cians vaccinate each child appropriately and on time. These
registries would gather data from those who deliver vaccina-
tions and supply this information to physicians, clinics, health
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