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1-866-337-DACS (3227)  • www.DistrictACS.org

DACS provides support to primary care and specialty prescribers in addressing the needs of their 
patients with substance use disorders and chronic pain management.

All Services are FREE

• Phone consultation for clinical questions provided by expert addiction medicine 
specialists

• Education and training opportunities related to substance use disorders and chronic 
pain management

• Assistance in the identification of substance use and behavioral health resources and 
referrals that meet the needs of the patients in your community

Funding for DACS is provided by The District of Columbia Government, DC Health, Health Regulation and Licensing 
Administration (HRLA), Pharmaceutical Control Division (PCD). DACS is administered by the University of Maryland School of 

Medicine staff and faculty.



Dr. Edwin Chapman, faculty for this activity, has no 
relevant financial relationship(s) with ineligible 
companies to disclose. None of the planners for this 
activity have financial relationships to disclose.
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Feds Must Do More to Fight Fentanyl, Senators Say
— "What we're doing is not working," said Sen. Susan Collins

by Joyce Frieden, Washington Editor, MedPage Today July 26, 2022

WASHINGTON -- The federal government is not doing enough to lessen the fentanyl overdose crisis, Sen. Susan Collins (R-Maine) said 
Tuesday.
"We have to face the very unpleasant truth that what we're doing is not working," Collins, a member of the Senate Committee on Health, 
Education, Labor, & Pensions (HELP), said at a hearing on "Fighting Fentanyl: The Federal Response to a Growing Crisis."

https://www.medpagetoday.com/people/jf7378/joyce-frieden
https://www.help.senate.gov/hearings/fighting-fentanyl-the-federal-response-to-a-growing-crisis
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SOCIAL DETERMINANTS of HEALTH:
SAFE HOUSING IS GOOD MEDICINE



February 2016





(1) Average Age - 52yrs
(2) 2/3 Male vs. Female
(3) Average years incarcerated - 10 
(4) > 50% require mental health medication
(5) 10 - 12% HIV+
(6) 60 - 65% Hepatitis C+  
(7) 90% Smoke
(8) 25-50% Homeless or Insecure Housing

LIFE EXPECTANCY CUT SHORT 
by 20-25 YEARS

Edwin C. Chapman, MD
Assistant Professor
Dept. of  Behavioral Health
Howard University College of Medicine            
©2014

CHAPMAN, MD, PC
Profile of Patients on Buprenorphine in 2015:
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Opioid Use Disorder
as a

Classic Example of 
“Medical Apartheid”





Vietnam

Pain as 5th

vital  sign

Fentanyl &
Synthetics introduced 

Law Enforcement Presence  

Expand Naloxone

Expand MAT

Control Rx #

Expand Peers

Educate Providers

Data Driven Interventions

OPIOID Rx PROGRAMS

Here-to-fore, OPIOIDS & CRACK COCAINE WERE 
“MORAL” PROBLEMS in BLACK (URBAN) AMERICA…



Infectious Diseases

Social Costs

Other Medical Costs

Drug Crimes

OPIOID USE 
DISORDER

DISCHARGED
UN or UNDERTREATED

PRISON – INDUSTRIAL COMPLEX
“THE NEW JIM CROW”

Michelle Alexander

Edwin C Chapman, MD 
© 2019

COMMUNITY

NO MAT



PRES. DONALD 
TRUMP 

DR. PRICE – HHS 
Sec.

SEEMA VERNA –
CMS

VP MIKE PENCE

\

JEFF SESSIONS –

Attny Gen

TRUMP ADMINISTRATION’S  “2016-2020” 
HEALTHCARE & OPIOID TREATMENT CONUNDRUM  

“First, I am going 
to get rid of 
Obamacare, 

but…

Edwin C. Chapman, MD
©2017

“Able Bodied 
Should Work to 
Get  Medicaid!!”

EUGENICS 
by 

FIAT

“Medication 
Treatment Simply 
Replaces 1 drug 
for another!!”

“Lock’um 
Up!!

“Needle 
Exchange 

Encourages 
Drug Use !!”

“STRUCTURAL INCOMPETENCY”
Dr. Helena Hansen

UCLA



2017



MAY 18, 2018

“U.S. Eugenics Healthcare Model”



“PAIN”
IS THE 

COMMON 
DENOMINATOR

Edwin C. Chapman, MD
Chief Medical Officer
Medical Home Development Group
© 2018



“PAIN”

PSYCHIC PAIN
or

“PTSD”
or

“TOXIC STRESS”

PHYSICAL
PAIN

and / or
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Chief Medical Officer
Medical Home Development Group
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“PAIN”

PSYCHIC 
PAIN

or
“PTSD”

PHYSICAL
PAIN

and / or
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Chief Medical Officer
Medical Home Development Group
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“WHITE EPIDEMIC”
Initially due to OVER 

MEDICATION 
Initiated by  

PAIN MEDICATION 

“BLACK EPIDEMIC”
Initially due to 
RACISM/PTSD 

Initiated by 
SELF MEDICATION 
(“Street Drugs”) 



“PAIN”

and / or
PHYSICAL 

PAIN
PSYCHIC 

PAIN

ADDICTION RISK

GENETICS

PHYSICAL

PAIN

PSYCHIC

PAIN

Edwin C. Chapman, MD
Chief Medical Officer
Medical Home Development Group
© 2018

THE WHY FACTOR?



Rising morbidity and mortality in midlife among white non-Hispanic Americans in the 21st century Anne Case1 and Angus 
Deaton1 Woodrow Wilson School of Public and International Affairs and Department of Economics, Princeton University, 
Princeton, NJ 08544 Contributed by Angus Deaton, September 17, 2015 (sent for review August 22, 2015; reviewed by 
David Cutler, Jon Skinner, and David Weir



CLOSURE Rx Pills

Street  Drugs







Neonatal Abstinence Syndrome (NAS)



This 2016 photo of a grandmother and 
her boyfriend, overdosed in the front 
seat with her grandchild in the back, 
became symbolic of the need for 
stronger government response to the 
child welfare side of the opioid 
epidemic







MAY 18, 2018

END
“Medical Apartheid” and 

“U.S. Eugenics Healthcare”





Cultural Competency 
and

Legal Intervention 
as the 

“Antidote to Medical 
Apartheid”



Infectious Diseases

Social Costs
VIOLENT with 
OPIOID USE 
DISORDER

OPIOID USE 
DISORDER

Infectious Diseases
Social Costs

REVERSE ENGINEERING the
PRISON – INDUSTRIAL COMPLEX

Thru SUBSTANCE USE TREATMENT

Edwin C Chapman, MD 
© 2019

COMMUNITY

DISCHARGED
with MENTAL HEALTH

& MAT SUD TREATMENT

NON-VIOLENT DIVERTED to
COMMUNITY TREATMENT

MAT





“Social Engineering” Pastors, Psychiatrists, Psychologists, Social Workers, 
Physicians, and Lay Persons 

planning meeting on 
“Black Mental Health in the DMV” 

(District of Columbia, Maryland, and Virginia)  

Dr. L DeNeal



3

2

1

4

1. Hosting Conversations on Opioid 
Awareness and Workshops to Understand 
the Signs and Symptoms of OUD

2. Promoting a Day of Recovery

3. Discussion of Treatment and 
Recovery Services

4. Training Community Members on 
Naloxone



Professor Lawrence Gostin, JD –
Faculty Director O’Neill Institute for National and Global Health Law Georgetown University Law Center;
Director of the World Health Organization Collaborating Center on Public Health Law and Human Rights; 

Lifetime Member of the National Academy of Sciences Engineering and Medicine

O’NEILL  INSTITUTE LEGAL REQUIREMENTS for 
EQUITABLE INSURANCE COVERAGE:

(1) Universal Insurance Coverage with NO WORK or 
COMMUNITY SERVICE Requirement;

(2) Equitable Services Regardless of Neighborhood;
(3) Affordable Coverage;
(4 High Quality Services
(5) Cost Effective Care;

(6) Education, Transportation, Infrastructure, 
and Social Safety Net

“STRUCTURAL COMPETENCY”



American health care system

Drug 
treatment

Mental health 
treatment

Mainstream medical treatment

Differences in:
- Funders
- Payors
- Regulators
- Locations
- Providers
- Patients?

“STRUCTURAL INCOMPETENCY”
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MENTAL 
HEALTH

SCREENING

MEDICAL INTAKE
SCREENING

SOCIAL ECONOMIC
INTAKE SCREENING 

or
REEVALUATION SCREENING

DRUG 
TREATMENT

PRIMARY CARE  

INFECTIOUS
DISEASE

MENTAL 
HEALTH  

TREATMENT

Decrease Drug Related 
Morbidity  & Mortality

INTEGRATED  TELEHEALTH OPIOID TREATMENT PATIENT FLOW :
HIV, HEPATITIS C, MENTAL HEALTH, and SUBSTANCE ABUSE, and HEALTH HOMES DEMONSTRATION PROJECT 

INTEGRATED 
CARE

MEDICAL  
OUTCOMES

Decrease Mental
Illness Related 

Morbidity/Mortality

Increase HEDIS
Compliance

Decrease Personal Viral 
Loads

INTAKE
SOCIAL ECONOMIC 

OUTCOMES

INTAKE PHASE MEDICAL TREATMENT PHASE AFTERCARE

“Individual 
Responsibility 
Plans” (IRP’s) 

Decrease Criminal Activity / 
Child Neglect

Decrease 
Hospitalizations

Decrease Community Viral 
Load

Decrease 
Medical 

Costs

COST SAVINGS

Decrease 
Non-

Medical 
Costs

TELEHEALTH NETWORK 
INTEGRATION

*LCHC = Leadership Council  for Healthy Communities [Faith-based Organization / Multiple Churches in DC  & Suburban Maryland]

*PEER  SUPPORT



CHAPMAN HYBRID INTEGRATED-COORDINATED CARE MODEL:
MENTAL HEALTH + SUD + PRIMARY CARE + SDoH



November 16, 2015



March 7, 2016



Complex Medical

Issues

Mental Health

Issues

Criminal Justice

Issues

Social Determinants 
of Health

PEER
COACH

REMOTE
or

IN-OFFICE
PSYCHIATRIST and 
/or PSYCHOLOGIST

SOCIAL
WORKER/CARE
COORDINATOR

Edwin C. Chapman, MD, PC © 2021 

MEDICARE or MEDICAID BUPRENORPHINE 
OFFICE-BASED PROVIDER 

COMPLEX PATIENT TREATMENT SUPPORT NEEDS

REMOTE
or 

In-OFFICE 
PRIMARY

CARE
PROVIDER
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“Chronic Care 
Management” Team 



March 2018



Complex Medical

Issues

Mental Health

Issues

Criminal Justice

Issues

Social Determinants 
of Health

PEER
COACHS

REMOTE
or

IN-OFFICE
PSYCHIATRIST and 
/or PSYCHOLOGIST

SOCIAL
WORKER/CARE
COORDINATOR

Edwin C. Chapman, MD, PC © 2021 

24/7 OPIOID TREATMENT TEAM

REMOTE
or 

In-OFFICE 
PRIMARY

CARE
PROVIDERDYLAN OWENS

“African American
Chronic Care Management” Team 

DEBORAH
Rodriguez-Gummo, RN

“African American
Chronic Care Management” Team 

?



Impact of Fentanyl 
and 

Other Synthetic Opioids





➢50% INCREASE in
OVERDOSE DEATHS
DUE to SYNTHETIC

OPIOIDS (FENTANYL)









Racialization of
Agonist (Methadone) 

vs. 
Partial Agonist (Buprenorphine)

Medication for Opioid Use Disorder 



1 2 3

1 2





Buprenorphine treatment more accessible in high-income, non-
minority neighborhoods

Hansen et al Drug Alcohol Depend 2016

NYC



BUPRENORPHINE MEDICATION DIVIDE



2015



Prescription Opioid Addiction Treatment 
Study

The NIDA CTN Clinical Trial
R. Weiss, MD

Principal Investigator
Harvard Medical School, McLean Hospital

REFERENCES:
Weiss, et al. (2011). Adjunctive counseling during brief and extended buprenorphine-naloxone 
treatment for prescription opioid dependence: A 2-phase randomized controlled trial. Archives of 
General Psychiatry, 68(12), 1238-46. 

Weiss, et al. (2010). A multi-site, two-phase, Prescription Opioid Addiction Treatment Study (POATS): 
Rationale, design, and methodology. Contemporary Clinical Trials, 31(2), 189-99.
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Ability to read, understand, and provide written informed 
consent

Age 18 or olderIf female and of childbearing potential, agrees to use an 
acceptable method of birth control throughout study

Ability to meet study requirements (i.e., can attend weekly 
visits, able to take medications, etc.)

Meets DSM-IV criteria for current opioid dependence (not 
physically dependent, taking opioids for pain as prescribed)

Current physical dependence on opioids and need for 
medical assistance for opioid withdrawal

Good general health or physician willing to continue 
management and to cooperate with study site investigators

Non-psychotic and psychiatrically stable, in the opinion of the 
study investigator

Willingness to provide locator informationPrior to induction, participant is in opioid withdrawal 
(COWS scale >8)

If taking for pain, clearance from their prescribing physician 
to be withdrawn from their prescribed opioids
For participants receiving methadone for pain, 

dose is ≤40 mg
A medical condition that would make participation 

medically hazardous
A known allergy or sensitivity to buprenorphine or naloxoneAn acute severe psychiatric condition or psychosisParticipant has been a suicide risk within the past 30 daysDependence on alcohol, sedative-hypnotics or stimulants, 

and requiring immediate medical attention
Participation in another investigational drug study 

within the last 30 days
Participation in methadone or buprenorphine maintenance 
treatment for opioid dependence within 30d of enrollment
A current/pending legal status making participant unlikely 

to remain in local area for the duration of the study
If female, participant is pregnant, lactating, or unwilling to 
follow study-required measures for pregnancy prevention

Inability to remain in the local area 
for the duration of the study

Liver function tests >5 times the upper limit of normalSurgery scheduled within 6 months that would preclude 
participation during the active treatment phase of the study
Current participation in formal substance abuse treatment 

(other than self-help groups)

Exclusion

• Medical condition 
• Allergy/sensitivity to meds
• Severe psychiatric condition
• Suicide risk in past 30 days
• ETOH/Sed/Stim dependence
• Clinical trial participant (30 d)
• Opioid maintenance tx (30 d)
• Pending legal issues
• Preg/lactating/no birth control
• Leaving local area during study
• LFT > 5x  upper normal limit
• Surgery scheduled (6 m)
• Current SUD treatment

Inclusion

• Informed Consent
• Age > 18
• Birth control
• Able to meet study 

requirements
• Opioid Dependence
• Medical help for withdrawal
• Stable physical health
• Psychiatrically stable
• Locator Information
• Prior to inductions, COWS >8
• For pain, clearance to withdraw
• Methadone for pain <40mg/day

Exclusion CriteriaInclusion CriteriaInclusion/Exclusion Study Criteria
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Buprenorphine Doses Prescribed

70

Phase 1
8 mg 8%

12 mg 18%

16 mg 38%

20 mg 10%

24 mg 13%

32 mg -

Other 13%

Phase 2
8 mg -

12 mg 14%

16 mg 27%

20 mg 14%

24 mg 16%

32 mg 11%

Other 18%

P
O
A
T
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OUR FENTANYL SURVIVING (AA) PATIENTS DO BETTER ON BUPRENORPHINE 24 mgs – 32 mgs :
(1) Decrease Cravings, (2) Increased Negative Urines for Opioids, (3) Increased Retention in Care 

2017 2019

HOWARD UNIVERSITY 
COLLEGE of PHARMACY



VERMONT



NEW JERSEY



WASHINGTON STATE



1



2



3



“HARM REDUCTION” !!



Differences Between Popular 
Opioid Treatments

Methadone 

Since 1972, methadone was regulated for addiction 
treatment. It has been considered the gold standard for 
Medication-Assisted Treatment (MAT) ever since.

Methadone is a full opioid agonist. It binds fully to mu-
opioid receptors allowing its effects to be felt fully and 
increase as the dose increases. 

Methadone is categorized as a Schedule II drug by the 
DEA, which means it is highly regulated and can only be 
dispensed at licensed clinics. Only after meeting strict 
federal and state requirements can they qualify for 
take-home medication but checks and balances remain 
in place to ensure the medication is being used safely 
and properly.

Buprenorphine

The Food and Drug Administration (FDA) approved it for 
use in Medication Assisted Treatment (MAT) in late 2002.

Buprenorphine is a partial mu-opioid agonist, so while it 
binds fully to receptors, it does not produce the same 
intensity of effect as methadone and other full agonists.

Buprenorphine’s effects only increase up to a certain 
point. Once a certain dosage threshold is passed, the 
opioid effects plateau even when an individual takes 
more of the medication.  This “ceiling effect” helps reduce 
the risk of misuse as well as side effects, which make it a 
safer option than methadone for people with a mild to 
moderate opioid use disorder. It is categorized as 
a Schedule III drug.

https://www.hcrcenters.com/blog/methadone-vs-buprenorphine-similarities-differences-hcrc/#:~:text=They're%20Both%20Opioids,opioid%20receptors%20in%20the%20brain.

https://www.cesar.umd.edu/cesar/drugs/methadone.asp
https://www.law.cornell.edu/cfr/text/42/8.12


Figure 3 Efficacy and tolerability of buprenorphine compared with 

those of other opioids used for chronic pain. (A) ...

Pain Med, Volume 21, Issue 4, April 2020, Pages 714–723, https://doi.org/10.1093/pm/pnz356

The content of this slide may be subject to copyright: please see the slide notes for details.

https://doi.org/10.1093/pm/pnz356


Differences Between Popular 
Opioid Treatments

➢ Methadone is less expensive.

➢ Methadone can be dispensed in a 
federally and state regulated, certified 
clinic.

➢ Patients have to often come for daily 
dosing, Patient of color are often referred 
to methadone clinics.

➢ Buprenorphine is more expensive 
than methadone.

➢ Buprenorphine can be prescribed in a 
private doctor’s office by prescription 
up to one month.

➢ Buprenorphine is often less available 
to indigent patients and patients of 
color.

https://www.hcrcenters.com/blog/methadone-vs-buprenorphine-similarities-differences-hcrc/#:~:text=They're%20Both%20Opioids,opioid%20receptors%20in%20the%20brain.

Naseem Miller (17, May2021). “Racial disparities in opioid addiction treatment: a primer and research roundup.” The Journalist’s Resource. Harvard Kennedy 
School. 



Receptor binding affinity

• Buprenorphine has 
higher binding affinity 
than all the commonly 
used opioids

Volpe DA et al. Regulatory Toxicology and Pharmacology 2011





Integrated Care for 
Opioid Use Disorder 

&
Infectious Diseases



OUD and HIV Care Cascades

The  Opioid Use Disorder (OUD) 
Care Cascade

(Challenges in opioid use disorder diagnosis, 
treatment, and retention in care

The HIV Care Cascade
(Challenges in opioid use disorder diagnosis, treatment, 

and retention in care)

care)





MD, Private Practice, Washington, 

DC

Jan 2019 – Jan 2020





The VICIOUS CYCLE of 
INCARCERATION with NO MAT 

TREATMENT



Opioid Watch
Nonprofit News from The Opioid Research Institute
How Rhode Island Cut Opioid Overdose Deaths; Slashed Those of 
Recently Released Inmates 60%
March 16, 2018 

Josiah Rich, MD, at the Rhode Island Department of 
Corrections in Cranston.

QUICK TAKEAWAY:
•Rhode Island’s new medication-assisted 
treatment (MAT) program for inmates 
slashed their overdose death rates upon 
release by 60%.
•The program’s impact was so dramatic that 
it largely accounted for a 12.3% drop in 
statewide overdose deaths during the 
period studied.
•Key to the program’s success was seamless 
transition to community MAT upon release.
•Without treatment, 40% of those who died 
did not make it through their first month of 
liberty.
•For inmates released during the first six 
months of 2017, 89% of overdose deaths 
were caused by fentanyl.

https://opioidinstitute.org/


MD, Private Practice, Washington, 

DC









MD, Private Practice, Washington, 

DC



Treatment Challenges
for 

Opioid Use Disorder 
“In the Age of COVID”



EXAMPLE: District of Columbia



Fentanyl Effect

Excess
Deaths



Pre-Covid 2018-2019
September 10, 2021



Drug Overdose Disparities

https://www.pewresearch.org/fact-tank/2022/01/19/recent-surge-in-u-s-drug-overdose-deaths-has-hit-black-men-the-hardest/

Synthetic opioids, 
like Fentanyl, are 
affecting opioid 

death rates among 
Black people more 
severely than other 

populations.
Mental Health Disparities: Diverse Populations – American Psychiatric Association 2017



Non-Hispanic Black Men

Pre-Covid 2018-2019
September 10, 2021





July 20, 2022











Understanding 
the Washington, DC
Treatment Enigma





#
1

#
2



COVID EFFECT



Methadone

Buprenorphin
e

Naltrexone



3
2
2
2
1
2

8

1
7

“DC African American Senior Citizen 
OUD Burnout” (Fentanyl laced 

Heroin)



3 
Months
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EPIGENETIC SUSCEPTIBILITY & 
BIOLOGICAL FOOTPRINT



TREATMENT SAVES MONEY: 
MEDICAL + CRIMINAL JUSTICE + SOCIAL JUSTICE



$7,500 

ANNUAL 

BUPRENORPHINE 

TREATMENT

COST

SAVES MONEY

$42,000

UNTREATED ANNUAL MEDICAL 
COSTS

Edwin C. Chapman, MD, PC © 2021 



TOTAL IMPACT of an INDIVIDUAL PATIENT on COMMUNITY

INCREASED

JAIL &

CRIMINAL 
JUSTICE 
COSTS

INCREASED 
ED & 

HOSPITALIZA
TION HIV & 

HEP C COSTS

INCREASED 
COMMUNIT

Y CRIME, 
UNEMPLOY
MENT POOR 

SCHOOL 
PERFORMAN
CE, FAMILY 

DYSFUNCTIO
N

DECREASE
D

JAIL &

CRIMINAL 
JUSTICE 
COSTS

DECREASED 
ED & 

HOSPITALIZAT
ION HIV & 

HEP C 

COSTS

INCREASE
D MAT

OPIOID

DRUG

Rx

DECREASED 
COMMUNIT

Y CRIME, 
UNEMPLOY
M’T, POOR 

SCHOOL 
PERFORMA

NCE, 
FAMILY 

DYSFUNCTI
ONCOST SAVINGS

EDWIN C CHAPMAN, MD © 2017

SILOED COSTS

UNTREATED PATIENT PATIENT IN TREATMENT

$35
K

$42K
$35

K

$50-60K
With RxTOTALCO

ST
$112K

Every $1  Spent on Treatment 
Saves $7

Criminal Costs

Medical Costs Social  Costs



A WORLD VIEW of OPIOID USE DISORDER BEST PRACTICES 
with COMPARISON to the UNITED STATES:

The  GOOD, the BAD, and the UGLY 

FOUR PHILOSOPHICAL KEYS  to TREATMENT:

1. “Harm Reduction” – Clinical Treatment 
Modality

2. “Contingency Management” – Clinical Tool
3. “Loss Mitigation” – Financial Efficacy of Rx
4.  “Retention in Treatment” – Outcomes Measure

A WORLD VIEW of OPIOID USE DISORDER BEST PRACTICES 
with COMPARISON to the UNITED STATES:

The GOOD , the BAD, and the UGLY

Edwin C. Chapman, MD
©2017



“HARM REDUCTION” & “LOSS MITIGATION” 
thru

“CONTIGENCY MANAGEMENT” TREATMENT MODEL 

DRUG USE

NO DRUG USE

Highest  Risk, Highest Cost
(No Treatment)

Moderate Risk with 
“Loss Mitigation”

(In Treatment, Labile)
Low Risk, Lowest Cost

(Compliant In 
Treatment)

$60
K

$50K$112
K

Edwin C. Chapman, MD
©2017



HARM REDUCTION-LOSS MITIGATION MODEL 
using 

MEDICATION for OPIOID USE DISORDER (MOUD)

UNITERUPPETED DRUG USE

NO TREATMENT = $112K TOTAL COST
Criminal

Justice

$35K

Social

Economic

$35K
Medical 

&

SUD

$42 

SIGNIFICANTLY REDUCED DRUG USE

HARM REDUCTION with MOUD = 
$52K NET SAVINGS

Criminal

Justice

$10KSocial 
Economic

$30K Medical &

SUD

$20K

NO DRUG USE

COMPLIANT with MAT = $62K NET 
SAVINGS  Criminal

Justice  

$0

Social 

Economic

$30K

Medical  &

SUD

$20K

Edwin C. Chapman, MD
Chief Medical Officer
Medical Home Development Group
© 2018



Current E & M Payment System 
as a

Barrier to Comprehensive 
Opioid Treatment Care



#1 PROBLEM
PAYMENT BARRIERS

#2 PROBLEM 
Provider

(DIS)-
Satisfaction



TYPICAL
MCO









EVALUTION & MANAGEMENT 
E & M CODES

DO NOT ADDRESS 
“Social Determinants of 

Health”

FULLY INCORPORATE

“Social Determinants of 
Health”

& 
Advanced Payment for 
Associated Personnel





UNDERSTANDING 
“MEASUREMENT BASED CARE”

in 
ADDICTION TREATMENT



CPT TIME or PROCESS Based Care
(Evaluation & Management or E &M Billing)

vs.
24/7 OUTCOMES MEASUREMENT-Based Care

(P-COAT bundled billing)

“Fishing with a net versus fishing with a spear”



Edwin C  Chapman, MD   7/28/2021
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SCREENING

MEDICAL INTAKE
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or
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DRUG 
TREATMENT

PRIMARY CARE  

INFECTIOUS
DISEASE
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CHAPMAN, PC BUPRENORPHINE PATIENTS 
LONGEST DRUG FREE PATIENT (2005-2022) NOW AGE 75
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Improved
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Improved
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60



OPIOID MEDICAL TREATMENT SAVES MONEY:
250 Patients x $7,500 /patient/year = $1,875,000 Annual Cost

(FED. REG. 11/2/2020) UNTREATED = $42,000 /patient/year
TREATMENT COST = $  7,500 /patient/year                       

SAVINGS = $34,500/patient/year
X

TOTAL ANNUAL NET MEDICAL SAVINGS (250 patients) = $8,500,000
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ILLICIT OPIOID & OTHER DRUG USE

Non Compliant Partially Compliant Compiliant

Non Compliant, 39, 14%

Partial Compliance, 18, 7%

Compliant, 218, 79%
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LEGAL & JUSTICE SYSTEM SAVINGS = $7,000,000 per/annum  (250 patients with $50/ day illicit drug use)



OPIOID TREATMENT JUSTICE SYSTEM SAVINGS

1. UNTREATED LEGAL COSTS = $35,000 /patient/year     
2. TREATMENT (250 patients) x 80% SUCCESS RATE = 200

THEREFORE, 
$35,000 x 200 = $7,000,000 in Criminal Justice Savings
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BUPRENORPHINE LOSS MITIGATION MODEL
(Based on 250 Patients) $1.875 

million

Per Annum
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Treatment SAVES 
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CUMMULATIVE OUTCOMES MEASURES 
with PROPOSED

BUNDLED  per MEMBER per MONTH PAYMENTS

OPIOID TREATMENT
1. Retention in Care
2. Negative Opioid Toxicology
3. Overdose / ED Visits & Hospitalizations / OD 

Deaths

PRIMARY CARE TRACKING
(in collaboration with PCP)

1. HEDIS Measures
2. HIV & Hepatitis Referral, Treatment, and Viral 

Load Monitoring
3. Preventive Health Referrals and Tracking 

(mammogram, colonoscopy, PSA, vaccinations, 
etc.) 

MENTAL HEALTH REFERRALS & TRACKING
(onsite via tele-health or at remote provider site)

NON-MEDICAL OUTCOMES MEASURES
1. Related  Conviction / Incarceration
2. Monitor Social Determinants of Health (housing, 

employment, transportation, food, clothing)
3. Child Welfare ( foster care, family  reintegration, 

etc)

APPROPRIATE EDUCATION & EMPLOYMENT 
REFERRALS

#4 GOAL
IMPROVED 
PROVIDER

SATISFACTION
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PHYSICIAN ADVOCACY 
to END

PUBLIC POLICY BARRIERS





Feds Must Do More to Fight Fentanyl, Senators Say
— "What we're doing is not working," said Sen. Susan Collins

by Joyce Frieden, Washington Editor, MedPage Today July 26, 2022

Other committee Republicans also focused on drug 
interdiction at the border. "We have to recognize 
that a policy at the border which has been feckless 
and ineffective ... not just allows people to come 
here who are illegal immigrants -- it allows drugs to 
come across as well," said Sen. Bill Cassidy, MD (R-
La.). "We've got to control that border. If there's a 
message I wish the administration to get, it's use
your tools to control it."

https://www.medpagetoday.com/people/jf7378/joyce-frieden


Feds Must Do More to Fight Fentanyl, Senators Say
— "What we're doing is not working," said Sen. Susan Collins

by Joyce Frieden, Washington Editor, MedPage Today July 26, 2022

But Sen. Ben Ray Luján (D-N.M.) said it's not just borders 
that the government should look at when it comes to 
interdiction. "Don't forget about airports" and other ports 
of entry, he said. "The screening -- or lack thereof -- that is 
done at our ports should alarm all of us ... the United States 
must adopt 100% screening into the United States with 
commercial goods and with passenger traffic at all of our 
ports of entry. Only then will we start to understand how 
these cartels and other entities are throwing products at the 
problem. I hope that we can at least come together there 
and work together to get something done."

https://www.medpagetoday.com/people/jf7378/joyce-frieden




THE FUTURE of TREATMENT?



Feds Must Do More to Fight Fentanyl, Senators Say
— "What we're doing is not working," said Sen. Susan Collins

by Joyce Frieden, Washington Editor, MedPage Today July 26, 2022

Luján also expressed concern about access to substance use 
disorder treatment, particularly for Native Americans. "According 
to the CDC, only about one in every 10 American Indian/Alaska 
Native and Hispanic people with substance use disorder reported 
receiving treatment," he said. "About 70% of the 2 million folks 
across the country that are not getting any treatment are 
predominantly in rural and Native American communities, and in 
Hispanic communities, Black communities, and other 
communities of color as well. I appreciate that there's more 
attention being brought to these issues, but again, what's been 
happening? The data shows where this is occurring, and there's 
still no response."

https://www.medpagetoday.com/people/jf7378/joyce-frieden
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MOUD TREATMENT CASCADE
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“RETROSPECTIVE INSURANCE AUTOPSY”:
If 98% of DC Residents Are Insured, 

How Aggressive Are Company Interventions? OUD REGISTRY: 
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“RETROSPECTIVE INSURANCE AUTOPSY”

WHAT DID WE KNOW BEFORE THE PATIENT MET HIS 
or HER FAIT and WHAT DID WE DO or NOT DO that 

Could HAVE PRODUCED a BETTER OUTCOME ?!



The Washington Post 
By Phil Davis 
December 10, 2019 

Ray Lynn, Cecil County heroin overdose 
coordinator since 2016, tracks overdoses and 
works with drug task forces to combat opioid
abuse. (Amy Davis/Baltimore Sun)

With dozens of kids orphaned by the opioid
crisis, this Md. county has a new outlook on 

trauma services
But as gas prices rose in the mid-2000s, people weren’t buying as many 

Chrysler Aspen and Dodge Durango SUVs produced in Newark. Chrysler 
announced in 2007 that it would close the plant. General Motors 
closed its Newport, Del., automotive plant in 2009. “In the last 
10, 15 years, all of that is gone,” Lynn said. “There is no more 
jobs like that. 

By year’s end, 89 people succumbed to fatal opioid-related 
overdoses, more than twice the previous year’s total. It was 

that August when Lynn and school officials noticed a startling 
statistic: 33 children had been orphaned in just that month 
after at least one parent died of a drug overdose. “It was a 

surprise to everyone. I guess no one had ever put two and two together 
and realized the severity of the issue,” Lynn said. “We had a classroom 
and a half of children, in one month, [who] lost a parent.”
Since then, Lynn and other county officials have identified “well over” 
100 children who have been orphaned by the opioid epidemic. 
He said he’s already identified 50 children in 2019.



The Washington Post 
By Phil Davis 
December 10, 2019 

Ray Lynn, Cecil County heroin overdose 
coordinator since 2016, tracks overdoses and 
works with drug task forces to combat opioid
abuse. (Amy Davis/Baltimore Sun)

…. “New outlook on trauma services”

“We sort of built from the health department the 4 PILLARS of  : 

(1) ENFORCEMENT,  (2) TREATMENT, (3)  RECOVERY, and 
(4) PREVENTION to deal with this,” he said. “And this sort of creates  
number (5) SUPPORT SERVICES.” To pay for the overhaul, the 

county applied for a federal grant for young crime victims, intended to 
address children whose parents or guardians have overdosed. The 
three-year, $639,000 grant has allowed the county to enter a 
public-private partnership that offers therapy for children 
and adults who have been exposed to overdoses. The 
partnership will “provide direct trauma therapy services to 
young crime victims in Cecil County at no cost to the family.”
In addition, the county also provides training on how to identify and 
handle a child in trauma to various agencies and professionals, 
including health care workers, public safety personnel, educators and 
community service providers.
From April through September, 76 children and 41 adults 
have been referred for services. 







“CONTINGENCY MANAGEMENT”: 
Would you PAY them to enter and remain in treatment?
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The Future:

(1) Overcoming STIGMA – thru improved professional and community education

(2) Overcoming Patient Barriers to Care — According to the CDC report released on 7/19/2022, only 1/12 African American OUD patients who die from opioid overdose have ever been in treatment.

How, then, does one encourage someone to enter treatment and/or remain in treatment?

(A) Contingency management - the future role of direct payment to patients for entering and remaining in treatment.

(B) Bounty payments - the potential role of direct payment to family, friends or associates for successfully bringing a new patient to treatment.

(3)       Overcoming Structural Barriers:

(A) Personnel —

(i) If only 6% of social workers, 5% of physicians, 4% psychologists, and 2% of psychiatrists are African American, how can the community most effectively and efficiently expand services to an 

exponential

increase in mental health and SUD needs?

(ii) Psychiatry & Psychology - Is there a potential role for NATIONAL CREDENTIALING and DIRECT PAYMENT from CMS as opposed to the current fragmented, disincentivized, private payer system?

(iii) What is the future of bundle payments for MOUD (MAT + Social Services + Psychiatrist/Psychologist + Peer Support)?

(B) Overcoming Housing Regardless of Current Drug Use Status & Transportation

(C) Overcoming MOUD Dispensing Barriers — Using “X-waivered provider / pharmacists collaborative agreements,” can local pharmacies & pharmacists be the answer to reducing travel time and distance

for MOUD access and dispensing?

(4) Overcoming Regulatory Barriers –

(A) Training for Buprenorphine

(B) Prior Authorizations for buprenorphine 

(C) Same day billing for multiple services

(D) Data Sharing of Mental Health and Substance Use Disorder Records

(E) Disconnect between the Health and Criminal Justice Systems including MOUD in Jails and Prisons

(F) Buprenorphine provider / patient caps 

(G) Buprenorphine dosing caps

(H) Limits on Harm Reduction

(5) TeleHealth -- How can we maintain, in perpetuity, the indispensable COVID proven role and value of this tool anyone, anywhere, anytime?

(6) Revamping Payment – Value based carveout measured and compensated based on “Retention in Care”

(A) ASAM-AMA Patient Centered Opioid Addiction Treatment (P-COAT)

(B) Alternative Bundled payments with monthly capitation 

SUMMARY



“A Lawyer (physician) is a social 
engineer or a parasite on society” 

Charles Hamilton Houston, JD
Howard University School of Law

Brown vs. Board of Education
(mentor to Thurgood Marshall)

Edwin C. Chapman, MD, DABIM, FASAM
Washington, DC

echap1647@aol.com

QUESTIONS ?

mailto:echap1647@aol.com


1-866-337-DACS (3227)  • www.DistrictACS.org

DACS provides support to primary care and specialty prescribers in addressing the needs of their 
patients with substance use disorders and chronic pain management.

All Services are FREE

• Phone consultation for clinical questions provided by expert addiction medicine 
specialists

• Education and training opportunities related to substance use disorders and chronic 
pain management

• Assistance in the identification of substance use and behavioral health resources and 
referrals that meet the needs of the patients in your community

Funding for DACS is provided by The District of Columbia Government, DC Health, Health Regulation and Licensing 
Administration (HRLA), Pharmaceutical Control Division (PCD). DACS is administered by the University of Maryland School of 

Medicine staff and faculty.



1-866-337-DACS (3227)  • www.DistrictACS.org

Upcoming DACS Events:

• Overdose Awareness Day, 8/31/22 from 12-1pm 
– How to Save a Life: Evidence and Misconceptions About Medications 

for Opioid Use Disorder | Find out more and register here: bit.ly/3OWhycS

• 9/27/22 from 12-2pm: Opioid Use Disorder Treatment

Integrated with Primary Care | Find out more and register here: 

bit.ly/3d7O26V

https://bit.ly/3OWhycS
https://bit.ly/3d7O26V

