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The growing rate of opi-
oid addiction has left some
detox facilities with fewer
beds available to help Main-
ers safely withdraw from al-
cohol.

Until recently, Mile-
stone’s 16-bed detox pro-
gram in Portland, the only
non-hospital detox center in
Maine, almost exclusively
served patients withdraw-
ing from alcohol. But a cou-
ple years ago, the program
began to see a spike in ad-
missions for opioids, which
now account for nearly half
of all admissions, according
to Milestone Executive Di-
rector Robert Fowler.

“So the impact of that is
that it’s becoming more and
more difficult for people
with alcohol addiction to
find treatment beds at any
level of care,” Fowler said.
“Every day we have people
we are unable to accommo-
date because of program ca-
pacity.”

Alcohol withdrawal, un-
like withdrawal from opi-
oids, can actually be fatal.
In regular and chronic
drinkers, the body ramps
up production of hormones
to offset the depressive ef-
fects of alcohol. When some-
one abruptly stops drink-
ing, the body continues to
pump out these hormones.

“That’s something that
distinguishes it from a her-
oin withdrawal. In heroin
withdrawal, people feel as
though they’ll die, they feel
horrible and they feel as
though they won’t be able to
survive the process, but it’s
not fatal in the way that
withdrawal from alcohol
can be,” Fowler said.

Every year about 226,000
patients are treated in a
hospital for a condition re-
lated to alcohol withdrawal,
according to a 2004 study in
the journal American Fami-
ly Physician. Only 10 per-
cent of patients with alcohol
dependence are treated as
inpatients, so it’s possible
that as many as 2 million
Americans go through alco-
hol withdrawal.

Most drinkers will expe-
rience mild symptoms and
can safely wean off alcohol
outside a medical setting.
Minor symptoms, which
begin within six to 12
hours, include anxiety, in-
somnia and tremors. Within
12 to 24 hours, some pa-
tients may begin to experi-
ence hallucinations.

But people with a history
of heavy alcohol use, those
who have undergone multi-
ple detoxes and older drink-
ers are at risk for more seri-
ous complications. Within
24 to 48 hours after their
last drink, chronic alcohol
users can have seizures that
without supervision can re-
sult in falls and death.

In the most severe cases,
people can experience a
condition called “ delirium
tremens” that is fatal in
about 1 to 5 percent of
cases. Delirium tremens,
which can set in 48 hours
after the last drink, is
characterized by confu-
sion, fever and seizures.
Unattended, it can cause
dehydration, hyperther-
mia and irregular heart-
beat, all of which can be
fatal.

“As a medical emergen-
cy, alcohol withdrawal is
more serious,” Fowler
said.

Treatment that works
If someone in Maine

needs treatment for alcohol
dependency, odds are low
they will be told there is an
effective medication that
can curb cravings for alco-
hol. A shortage of doctors
who prescribe anti-craving
medications is arguably
one of the biggest challeng-
es to providing treatment
for alcohol dependency in
Maine.

When he headed the
Mercy’s Addiction Recov-
ery Center, Publicker and
his staff regularly incorpo-
rated anti-craving medica-
tions, such as naltrexone or
its injectable form, Vivit-
rol, to help patients sustain
their recovery as they pro-
gressed through the cen-
ter’s outpatient treatment
program.

“Time after time, we’d be
sitting in the recovery cen-
ter with patients in detox
as demoralized as can be
who had never been pre-
scribed an anti-craving
medication and who always
expressed shock that no
one told them these medi-
cations existed,” Publicker
said.

Even after a patient was
started on an anti-craving
medication, few primary
care physicians would be
willing to continue provid-
ing it to patients after they
completed the program,
Publicker said.

One reason that access to
this medication is low is
the prevailing bias against
viewing alcohol dependen-

cy as a chronic disease that
needs to be managed with
medication. Another rea-
son is that few physicians,
and few patients, know
about the effectiveness of
naltrexone, even though
the U.S. Food and Drug Ad-
ministration in 1994 ap-
proved its use for treating
alcohol dependency.

Only 10 percent of pa-
tients nationally seeking
treatment for alcohol de-
pendency are prescribed
available anti-craving med-
ications, according to a
2014 study in the Journal of
the American Medical As-
sociation.

Rather, most patients are
referred to group-based
substance abuse counseling
or 12-step support groups.
These programs may work
for some, but they largely
ignore the underlying
chronic nature of alcohol
dependency that makes re-
lapses common.

Alcohol dependency is a
chronic disease, not a be-
havioral disorder. Over-
time, chronic alcohol use
leads to changes in the
brain’s chemistry that lead
to severe compulsion,
which makes it hard to re-
sist the urge for another
beer. And this is where
medication steps in.

When someone takes nal-
trexone, for instance, it
blocks the alcoholic high
and reduces the impulse to
continue to drink. Naltrex-
one, unlike methadone, has
no risk for addiction be-
cause it doesn’t cause a
high.

A growing body of re-
search suggests that nal-
trexone coupled with sub-
stance use counseling helps
reduce alcohol cravings
and relapses into depen-
dency, allowing patients to
focus on therapy and goals
to sustain their recovery,
according to the study in
the Journal of the Ameri-
can Medical Association. A
patient’s odds of avoiding
relapse are almost doubled
with the use of anti-craving
medication than with coun-
seling or 12-step programs
alone.

“Medications exist and

believe me they work,” Pub-
licker said. “They take peo-
ple who have been demoral-
ized by relapse after relapse
after relapse and restore to
them the ability to build
their recovery.”

Coverage gap
Another challenge to ad-

dressing alcohol dependen-
cy is that many Mainers
can’t afford treatment be-
cause they don’t have
health insurance. Even as
the Affordable Care Act ex-
panded options for insur-
ance, the number of Main-
ers without health insur-
ance has held steady at 15
percent, according to a 2015
report by the Maine Health
Access Foundation.

Cuts to MaineCare eligi-
bility left thousands of
Mainers without health in-
surance, many of whom
suffer from an alcohol or
drug dependencies. Sub-
stance abuse programs
have fought to remain open
in the wake these cuts, and
the state’s decision against
accepting federal funds to
expand MaineCare cover-
age.

Mercy’s Addiction Re-
covery Center struggled
under an uptick in charity
care for addiction treatment
following MaineCare cuts to
the point where the model
became unsustainable, Pub-
licker said.

“Sometimes 20, 30 or 40
percent of patients in our
inpatient program were un-
insured,” he said.

Back at Milestone in
Portland, Fowler said that
more than half the people
who enter into the detox
program have neither pri-
vate health insurance nor
MaineCare. A state block
grant, however, helps cover
the cost of providing un-
compensated care for the
uninsured.

But the real problem for
those patients is that their
options for outpatient care
and counseling after detox
are limited because there
are few free care programs
for people without health
insurance.

“It very much impacts
what their aftercare plan
might look like and their
access to treatment op-
tions,” Fowler said.

Milestone offers a high-
intensity residential treat-
ment program in Old Or-
chard Beach for people
who have struggled to stay
in recovery. But only one
of the 16 beds available in
the program is available to
patients without MaineC-
are. The waitlist for that
one bed is years long,
Fowler said, even though
the program almost always
has empty MaineCare
beds.

“That’s really unfortunate
because people are seeking
treatment out of state or peo-
ple are going without treat-
ment,” he said.
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An insurer pulls out of Obamacare ... sort of
BY MEGAN MCARDLE
BLOOMBERG VIEW

Well, the
hammer
has fallen:
The largest
health in-

surer in the U.S. has started
pulling out of select Obam-
acare exchanges.

Five months ago United-
Health, which had been
singing sunny songs to in-
vestors about its bright fu-
ture on the exchanges,
abruptly began crooning
the blues. In an earnings
call barely a month after ex-
ecutives assured investors
that all was going swim-
mingly, they confessed they
were losing a ton of money
on their Obamacare policies
and described a pattern that
sounded as though consum-
ers were gaming the system
— signing up for a few
months, using a ton of ser-
vices, then canceling their
policies. If this continued,
they said, they would have
no choice but to pull out of
the exchange business.

All Obamacare news is a
sort of Rorschach test upon
which viewers project their
own deepest hopes and
fears about the program,
and the UnitedHealth news
was no exception. Support-
ers of the law saw a compa-
ny that had come late to the
exchanges; offered a high-
cost, high-value product;
and consequently experi-
enced losses as the sickest
people rushed to buy their
policies. The law’s detrac-
tors saw the canary in the

coal mine, a view that
gained some credence as
other companies made simi-
lar statements.

My view fell in the mid-
dle. Widespread gaming of
the insurance rules would
pose an existential threat to
the exchanges, because it
would require enormous
premium hikes, which
would in turn force more
people to game the system
as the premiums became
less affordable. However,
there were steps the admin-
istration could take to con-
trol the gaming, such as de-
manding documentation of
the “qualifying life events,”
such as marriage or job
loss, that allowed people to
buy policies outside of the
open-enrollment period.

Moreover, there was rea-
son to take UnitedHealth’s
grim forecast with a pinch
of salt. Every time a highly
regulated firm makes a pub-
lic statement, it’s likely to
be part of a multidimen-
sional game of political
chess the firm is playing
with regulators. So you
can’t quite take their more
fearsome predictions at face
value. As with so much
about this law, we’d have to
wait and see. When I was
asked on a panel a couple of
months back to estimate the
probability UnitedHealth
would pull out this year, I
put it at about a third.

I’m not quite sure how to
score that prediction now:
It is pulling out but not ev-
erywhere. The two state
markets it’s leaving are
probably especially unprof-

itable — UnitedHealth had
only 544 customers in Ar-
kansas, which left it vulner-
able to cost overruns from a
few very sick patients. But
so far, it’s staying in other
markets, which means it
must have some hope of
turning a profit there.

So is this a case for opti-
mism or pessimism?

Well, other companies
haven’t announced they’re
pulling out, which is a case
for mild optimism — though
they still have a few weeks
left to pull the trigger. How-
ever, no one has yet proven

to be able to reliably make
money on exchange policies,
and certain local markets
seem to be in deep trouble,
with few insurers and high
premiums. So some mild
pessimism is due.

That local element is im-
portant. Areas with deep
markets and lots of insurers
seem to be able to deliver a
product at a reasonable pre-
mium — maybe without all
the choice of doctors and
hospitals patients would
like, maybe with high de-
ductibles but with premi-
ums you can fit into a family

budget, especially when sub-
sidies are included. On the
other hand, some states —
particularly rural ones, be-
cause there’s not much
scope to offer “narrow net-
works” in communities
served by a single hospital
— are seeing a worrying
combination of premium in-
creases and insurer exits.

For example, Alaska’s ex-
change seems to be tumbling
toward collapse, with essen-
tially 1½ insurers. (Moda
Health, the second insurer,
has had financial troubles
that leave its future uncer-

tain.) Rates rose nearly 40
percent last year, putting the
benchmark silver plan at
around $720 per month for a
40-year-old nonsmoker in An-
chorage. Wyoming is down
to a single insurer, and the
uninsured rate actually has
increased since 2013, presum-
ably in part because the state
has some of the highest pre-
miums in the country. So
does Vermont, which is
down to two insurers. Map-
ping a one-size-fits-all nation-
al policy onto low-population
rural states seems to be a rec-
ipe for some problems.

What we don’t yet know is
how things will evolve in
other states. Will tighter reg-
ulations on special enroll-
ment periods reduce the
amount of gaming going on?
Will the bigger mandate pen-
alties mean younger and
healthier people finally buy
insurance — or will the end
of the temporary risk corri-
dor program that has been
defraying insurer losses
mean premiums soar still
higher? Will insurers ever
manage to make money on
the exchanges?

If insurers can’t figure out
a way to make money, more
will probably pull out, and
the exchanges will be in a
parlous state. If they can,
things will stabilize. Unfortu-
nately there’s no way to
know what will happen — or
where — except to wait and
see.

Megan McArdle is a Bloom-
berg View columnist writing
on economics, business and
public policy.
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A man looks over the Affordable Care Act signup page on the HealthCare.gov website in
New York in 2013.

fine. Write a letter offering a
different perspective, chal-
lenging my assumptions, or
disputing my value judg-
ments — all reasonable re-
sponses. But apply some gray
matter to the subject at issue,
rather than churlishly hurl-
ing insults.

Lastly, to those who have
expressed appreciation for my
writing, especially if you don’t
agree with me: thank you. We

can fight like cats and dogs.
We can disagree on the best
way to make our state better.

But we’re all here, and we
all want a healthy, happy,
prosperous Maine. With a
new son, that is my greatest
wish for the future. So, again,
thank you.

Now let’s go make it hap-
pen.

Michael Cianchette is former
chief counsel to Gov. Paul LeP-
age, a Navy reservist who served
in Afghanistan and in-house
counsel to a number of busi-
nesses in southernMaine.
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anywhere in the house and
we didn’t have to worry
about him swallowing it. At
mealtimes, I tucked a kitch-
en towel under his chin to
catch spills and lost spoon-
fuls.

In time, he could no lon-
ger feed or dress himself,
and then he could no longer
get out of his hospital bed,
even with my help. Before
long, he could no longer
chew or eat real food.

I spooned soft foods into
his mouth, a teaspoon at a
time. We switched his medi-
cations to liquids, which I
administered via large plas-
tic syringes, giant mirror
images of the ones I used to
give our daughter her fever
medicine when she was
sick.

Eventually, he could no
longer help lift his hips so I
could slide on a clean brief.
In his hospital bed, I bathed
his body with gentle soap
and a warm washcloth. As
with a newborn, I often
checked to be certain he
was still breathing. His eyes
opened only briefly and he
slept for hours that felt like
days and then became days.
And then, quite suddenly, it
was over.

Very much like the birth
of a child, a death, even one
so acutely anticipated as
Steve’s, is not something
you can ever really prepare
for. It doesn’t matter how
many books you read, what
others tell you to expect, or
how many preparations you
make. Both events still
come as a bewildering,
world-stopping shock.

Steve died two months
after our daughter’s third
birthday, seven months shy
of the short end of his prog-
nosis.

And now, so often, the
milestones I think about are
the ones that she will meet
without her father: the first
time she rides her bicycle
without training wheels;
her first day of kindergar-
ten; her first broken bone,
flat tire, broken heart.

Under the scrutiny of
grief, even the most mun-
dane achievements take on

enormous significance. I
often want to tell him the
things she is now capable of
that seemed so laughably
far off when he was alive.
She was so little the last
time we were all together.

She can dress herself
now, and she gets her shoes
on the correct feet 70 per-
cent of the time. She loves
to take on tasks around the
house, such as filling the
cats’ water bowl when it’s
empty (but not too full, she
reminds me, so it doesn’t
spill). And when it’s time to
stack wood for the winter,
she likes to hand me the
logs, one by one, so I can fit
them together like a puzzle
before her eyes.

At her request, a few
weeks ago I cut her long
hair to shoulder-length. My
heart caught in my throat:
She now looks so much
older, and every night she
stands before the mirror to
brush it out, all by herself.

The big milestones still
often come with a wave of
sorrow, and sometimes the
little ones do, too. I don’t ex-
pect this to change.

Every day she gets bigger
and stronger, taller and
smarter. And now I await
another eclipse: the day
when our daughter will
have lived longer without
her father than with him.
The moment will come
when that gap widens, irre-
versibly, on the other side
of her life, and that will be a
different kind of milestone
to contend with.

Sarah Kilch Gaffney is a writ-
er who lives in Vassalboro.
You can find her work at
www.sarahkilchgaffney.com.
This piece first appeared in
The Washington Post.
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Sarah Kilch Gaffney, pic-
tured with her daughter, is a
writer who lives in Vassal-
boro.
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Dr. Ira Mandel holds up a poster during a community forum
on Maine’s heroin crisis in Rockland in February.


