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“Anybody that is struggling with a substance abuse disorder, anybody that has an 
alcohol issue and anybody with mental health issues, all of a sudden, whatever safety 
nets they had for the most part are gone.
And those are people that are living right on the edge of that razor.”
              - Leon Wittner, father of Sara, who died from a suspected fentanyl overdose aged 32 after her monthly Naltrexone injection was delayed 15 days and her in-person NA and peer support face-to-face meetings were cancelled. 

April Rivera, an emergency medical technician in Union City, N.J., said she saw an abrupt change in May in the types of cases to which her ambulance was responding…
For weeks, it had been almost all respiratory illnesses and cardiac arrests related to the coronavirus. Then, suddenly, nearly half her cases became overdoses and suicide attempts, a ratio she has never encountered in 15 years working on ambulances.
“One night, that’s all I had,” Rivera said. One patient took a bottle of Tylenol. Another took medication that belonged to her children. An elderly patient had been drinking and swallowed 10 pills of Benadryl.  “They were cries for help,” she said.

COVID-19 Resources
NEW Job Retention Grant Available for COVID Relief through NC Dept of Commerce
https://www.nccommerce.com/grants-incentives/disaster-recovery/job-retention-grant-jrg#before-you-apply
	https://www.hhs.gov/about/agencies/iea/partnerships/opioid-toolkit/index.html

	The U.S. Department of Health and Human Services (HHS) recognizes that faith-based and community partners eagerly and willingly step in to meet the needs of their colleagues, friends and neighbors — especially during a crisis. As such, we want to equip our partners to respond to the current opioid health crisis — complementing their compassion and local understanding with the expertise of HHS.



Since much of the funding to address the opioid crisis is being awarded to states, it is important to know that State Opioid Response (SOR) grant funds can be used to the provision of substance use disorder services by faith-based organizations. For more information, please read this letter from Shannon Royce, Esq., Director of the Partnership Center for Faith and Opportunity Initiatives, as well as this set of FAQs from the Substance Abuse and Mental Health Administration (SAMHSA) - PDF that affirms states are allowed to use a portion of their funds through indirect funding or voucher programs to enhance client choice and increase program participation by a variety of groups, including faith-based partners. If you have any questions, please call the Partnership Center at 202-358-3595.
Help for Grand families Impacted by Opioids and Other Substances is a set of resources from Generations United that includes recommendations and resources on five topics identified by kinship caregivers as uniquely challenging for grand families impacted by substance use.
https://www.gu.org/resources/grand-resource-help-for-grandfamilies-impacted-by-opioids-and-other-substance-use/

Administration for Community Living - Opioids and Older Adults Fact Sheet
https://acl.gov/sites/default/files/programs/2018-06/ACL%20Opioid%20Fact%20sheet%20-%20June%202018.pdf

New England PTTC Toolkit for Parks and Recreation Departments: Preventing Youth Substance Use and Addressing Substance Misuse
Substance use disorders are a community problem that require a community response. While it will take many sectors of the community to solve this problem, Parks and Recreation Departments have a unique role to play in preventing substance use disorders and in addressing substance misuse in communities. Many P&R Depts offer before and after school childcare, summer, and sports programming for young people, and play a large role in building healthy communities through the oversite of parks and playgrounds and holding public events. This toolkit offers P&R Depts some guidance and resources for implementing research-based strategies to help prevent youth substance use and address substance misuse. Click here to access this toolkit.

Trump Administration Empowers Rural Communities with New Resource to Combat Drug Addiction
https://www.whitehouse.gov/briefings-statements/trump-administration-empowers-rural-communities-new-resource-combat-drug-addiction/
With resources from 16 different Federal departments and agencies, the Rural Community Toolbox is a one-stop shop for those seeking help in building strong healthy, and drug-free rural communities.  In addition to funding and technical assistance, the RCTB includes current information resources on over 40 key topics related to addiction in rural America as well as Federal resources about treatment and recovery support for individuals who have been impacted by substance use disorders.

Contact C. Jamie Edwards (jedwards@ncpreventiontta.org) at the NC Training and Technical Assistance Center of the NC DHHS Division of MH/DD/SAS which offers no-cost expert consultation and supportive resources to implement education, community based processes and environmental strategies primarily via monthly telephone assistance. 
Check out their training calendar here:  http://nctraining.info/calendar.html
Past training calendar with recorded webinars and resources at:
https://ncpreventiontta.zendesk.com/hc/en-us/categories/360000854992-Training-Files-and-Resources
Contact Erin Day, Community Impact NC at erin@impactcarolina.org for no-cost technical assistance, particularly for using the SAMHSA Strategic Prevention Framework (required of Drug Free Communities grantees) and training in CADCA concepts.

The Communities Project - Facing Addiction with NCADD (National Council on Alcoholism and Drug Dependence) equips communities and organizations with an overview and framework for conducting community organizing and mobilization programs, including fundraising. Contact Kim James of the Burke Substance Abuse Network for information and contacts (bcacdkim@gmail.com)  
COVID-19 Guidance for Law Enforcement and First Responders Administering Naloxone
Addressing law enforcement and first responders – but applicable to everyone – this guidance document from SAMHSA emphasizes the imperative to administer naloxone as a life-saving device, as well as how to do it safely using precautions and personal protective equipment.
Engaging Critical Access Hospitals in Addressing Rural Substance Use


Flex Monitoring Team, Briefing Paper #44, June 2020
Maine Rural Health Research Center, Muskie School of Public Service, University of Southern Maine
Critical Access Hospitals (CAHs) have implemented diverse strategies to address substance use (SU), including inpatient, outpatient, and ambulatory services and community benefit programs. 
This brief provides a two-part framework for CAHs to identify and address local SU needs. 
Part 1 provides a foundation to identify SU needs, coordinate resources, and build local capacity through needs assessments, community engagement, and SU screening activities. 
Part 2 identifies strategies to minimize the onset of SU and related harms (prevention); provide counseling, inpatient, outpatient, and other services to those with SU disorders (treatment); and help individuals reclaim their lives (recovery). 

Federal Government Announces New Pilot Program to Help Stop Illegal Availability of Unapproved Opioids Online
https://www.fda.gov/news-events/press-announcements/federal-government-announces-new-pilot-program-help-stop-illegal-availability-unapproved-opioids

Rural Community Action Guide: Building Stronger Drug-free Rural Communities
		From the Office of National Drug Control Policy, and based on lessons learned from forums conducted by the U.S. Department of Agriculture, this document includes background information, recommended action steps and promising prevention practices to assist local communities to address SUD.  For more information and to view the 2020 Drugs of Abuse resource guide, visit www.getsmartaboutdrugs.gov/publications

Beyond Opioids: Rapid Increase in Drug Deaths Involving Stimulants 
Presents a breakdown of drug related deaths involving stimulants. Features several charts highlighting the data, including rural and urban, regional, and national comparisons.
Sponsoring organization: National Institute for Health Care Management Foundation 
Date: 05/2020


DEA releases 2020 Drugs of Abuse Resource Guide
The U.S. Drug Enforcement Administration has released the 2020 edition of Drugs of Abuse, A DEA Resource Guide, which is designed to be a reliable resource on the most commonly abused and misused drugs in the United States.

Released on a periodic basis, Drugs of Abuse provides important science-based information about the harms 



	[bookmark: _GoBack]consequences of drug use, describing a drug’s effects on the body and mind, overdose potential, origin, legal status and other key factors. In addition, the guide outlines U.S. drug regulation, including drug scheduling and chemical controls. 

The 2020 digital edition updates the 2017 Drugs of Abuse publication with the most current information on new and emerging trends in drug misuse and abuse, including fentanyl, marijuana and marijuana concentrates, vaping and stimulant drugs.    
  
Because education plays a critical role in preventing substance abuse, this comprehensive guide is intended as a tool not just for medical practitioners and law enforcement officials, but also for educators, families, and communities. Drugs of Abuse also offers a list of additional drug education and prevention resources, including the DEA websites: www.DEA.gov, www.getsmartaboutdrugs.com for parents, www.justthinktwice.com for teens, www.campusdrugprevention.gov for colleges and universities and www.operationprevention.com for school and work curriculum.







		Call for Providers to be Part of the COVID-19 Surveillance Network
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		North Carolina Division of Public Health is building on the existing influenza surveillance system, the Influenza-Like Illness Network (ILINet), to include laboratory surveillance for COVID-19. This approach is the most efficient way to obtain the essential information that will allow us to track the spread of COVID-19 across the state and inform public health policy. 
If your clinic can assist with this critical COVID-19 surveillance, please go to https://flu.ncdhhs.gov/providers.htm and fill out the ILINet provider application in the link at the bottom of the page. For any questions, please contact Anita Valiani at anita.valiani@dhhs.nc.gov or Erica Wilson at erica.wilson@dhhs.nc.gov. 



	Maternal Substance Use: Consequences, Identification, and Interventions
Alcohol Research: Current Reviews | Vol 40 No 2 | Epub 2020 June 2
Prenatal exposure to alcohol, tobacco, and marijuana has become increasingly common. In addition, there has been a fourfold increase in the number of opioid-exposed pregnancies. Prenatal exposure to alcohol and other substances may have an adverse impact on a developing fetus. Since pregnant women may be reluctant to disclose their use or may not appreciate the potential for harm, early identification is desirable. However, identification is currently limited by the lack of adequate screening tools and the fear of legal and other sanctions, which may limit both inquiry and disclosure. Although effective interventions for prenatal alcohol, cigarette, and other substances are available, these interventions rely on identification and behavioral counseling. It is likely that the full potential of effective interventions cannot yet be realized in the current setting.
Teens who vape may be at more risk of serious infection from the coronavirus — here's why





https://www.yahoo.com/lifestyle/teens-who-vape-may-be-at-more-risk-of-serious-infection-from-the-coronavirus-heres-why-162934568.html
As one of the nation’s leading researchers on vaping, Ilona Jaspers, PhD, professor of pediatrics and microbiology & immunology at the University of North Carolina at Chapel Hill, has long been warning teens and young adults about the dangers of vaping. Now her warnings have expanded to include complications from COVID-19. “In addition, sharing vaping devices — as is common among some e-cig-using demographics — would significantly increase the risk of spreading the infection.”
“Everything we and others have shown is that vaping causes a suppression of respiratory host defense function and overall respiratory immune dysfunction,” Jaspers tells Yahoo Lifestyle. “Rodent studies have shown increased severity of respiratory viral infections in animals exposed to e-cigarettes. We now have data showing that in humans, e-cigarette use was associated with changes in respiratory immune responses that are indicative of immune suppression.” 
While the majority of those dying from the coronavirus are much older, data from the CDC found that as many as 40 percent of hospitalized patients are between the ages of 20 and 54. In the midst of the continuing vaping epidemic, in which over 2 million middle and high school students are reportedly using e-cigarettes, local government officials have expressed concern about seeing young patients in intensive care units.

Rural Youth Engagement Toolkit
https://www.cadca.org/resources/rural-youth-engagement-toolkit
The tool kit was created for Grangers, young people, coalitions, community-serving organizations, religious organizations and any other group that seeks to meaningfully engage rural youth to address substance misuse issues in their communities. Significant contributions were provided by the Rural Youth Advisory Council, composed of rural youth trained by CADCA from throughout the country, through a series of focus groups and discussions. 

AWESOME RESOURCE, STILL!   Review Federal Resources for Rural Communities to Help Address Substance Use Disorder and Opioid Misuse, Office of National Drug Control Policy, U.S. Department of Agriculture, October 2018  at 
	https://www.rd.usda.gov/files/RuralResourceGuide.pdf



CVS rolls-out time delayed pill medication safes

One-Page Fentanyl Infographic from The Recovery Research institute
http://www.recoveryanswers.org/assets/Fentanyl-Infographic-PDF.pdf?mkt_tok=eyJpIjoiTkdVNVpERXdZVE16TXpsayIsInQiOiIrSmZKSXRDbWdNRktTZnBYeERxcTVSbzh5THJRRlorbDNHamJPRHRnZ3F2QThsMVdHSkpDbGRIRWNXUTNIeEFWcjlxeUhOWmd3TXJZVWtCNGZyMlM1WnVNOEk3WkhsUTdBUzhhRkJxYkh2WDlHMHRRTFwvcEJWK2VZQm9UbDh4REsifQ%3D%3D

Crowd-sourced Naloxone – check out NaloxoFind on Google Play or Apples App Store… free smartphone app that can be used to find a Naloxone carrier in a 2-mile radius.  Only as good as the number of carriers who sign up, so please do so.  
Read more about it here:   https://www.altrixmedical.com/single-post/2019/06/05/A-Case-For-Crowd-Sourced-Naloxone

Updated Operation Medicine Drop website at 
https://ncdoi.com/osfm/safekids/Operation%20Medicine%20Drop.aspx?sec=omd
makes it easy to find drop boxes and take-back events nearest you.  Lots of free handouts. 
[bookmark: _Hlk34398208]Need help with overprescribing in your community?  The North Carolina Association of Pharmacists is training pharmacist students to assist with educational interventions for prescribers.  Contact Cheryl Viracola, PharmD, at the Association at 984-439-1646.

SYRINGE EXCHANGE PROGRAMS are pipelines into treatment while helping addicted individuals avoid “patient brokers”. Syringe program participants are FIVE times more likely to enter treatment and 3.5 times more likely to cease injecting.  Engage your local medical device/supply company to provide no/low-cost syringes. Attach a nurse to address health disparities (Cone Health). Find a list of all active SEPs here:  
https://www.ncdhhs.gov/divisions/public-health/north-carolina-safer-syringe-initiative/funding-syringe-exchange-programs
NC Safer Syringe Initiative Annual Report, 2018-2019
https://files.constantcontact.com/023aa8ab001/d1b7856e-be00-4f1b-af1e-7bcc20346337.pdf

Post overdose reversal response teams save lives. Intervention by the new Coastal Horizons team is resulting in an initial engagement rate of 80% in post-reversal treatment.  Contact your local EMS and peer support contacts to get the ball rolling… plenty of grant funds for this.   
Ideas for starting/supporting a syringe exchange program from a discussion with WNCAP (Western North Carolina AIDS Project):
· Diffuse, overcome city and county local authorities’ resistance by marketing the exchange as a community service for anyone needing syringes for various medical conditions, such as insulin for diabetes, hormones to treat cancer, injectable iron supplements (Sorbitol) during pregnancy, for burns or stomach problems, autoimmune disease, MS. 
· In new communities, word of mouth may work better than public media announcements.
· Start with offering Narcan/Naloxone to public health agencies. 
· Offer to provide syringe disposal services to the Sheriff’s Department, organize a weekend discarded syringe clean-up event.   
· Provide vouchers to thrift stores, food banks to get their support. 

CNN Health  5.7.20  More harm reduction programs in the U.S. are mailing syringes and naloxone to clients. 

Amanda Khalil, PharmD, MPH serves as the Naloxone Specialist for the Injury and Violence Prevention Branch at the NC Division of Public Health. Her work includes coordination of naloxone distribution across the state and development of a tracking protocol for a variety of community-level and state partners. As a practicing community pharmacist, she has been actively engaged for several years in leading key pharmacist initiatives on addressing the opioid crisis including safer syringe sales, naloxone training, and implementation of medication take-back programs.  She can be reached at Amanda.Khalil@dhhs.nc.gov  or 919-707-5372.
If you are NOT receiving funding from a Drug Free Community or a Partnership for Success grant and you can or do provide youth prevention services in one of the 20 counties named, check with Jessica.Dicken@dhhs.nc.gov about possible participation, potential grant partners for the SAMSHA Strategic Prevention  Framework – Partnership for Success grant. More info at  https://files.nc.gov/ncdhhs/documents/files/SPF-PFS-2019-RFA-FINAL-7-18-19.pdf

Make the cost-benefit of prevention part of your marketing.    https://iprc.iu.edu/spf/docs/Making%20the%20Case%20for%20Prevention%20SLIDES%20HANDOUT.pdf

Using A Chemical Warfare Device to Help Fight Fentanyl
MX908 mass spectrometer identifies 70 types of fentanyl and can alert users to more than 2,000 not-yet-named fentanyl analogs. More effective than test strips.  Also detects stimulants. Great strategy for engagement.  Read about it here:   https://www.wbur.org/commonhealth/2019/10/10/mx908-opioid-crisis-drug-testing

Recognizing Drug Use in Teens training for foster parents, Kelli Knapp, Coastal Coalition for Substance Abuse Prevention.  See slides at :  http://ccsap.org/wp-content/uploads/2019/04/CCSAP-March-2019-Newsletter-1.pdf

Welcome to the Opioid Education for Community Health Workers FREE Online Series
The target audience for these modules includes community health workers, AHEC Scholars, peer support specialists and healthcare providers, particularly in rural health centers and underserved areas across the state. Produced by NC AHEC.  See www.aheconnect.com/opioided/

Video for explaining addiction to kids
	The Addiction Policy Forum has created Addiction & the Brain - For Kids! a short video that adults can use to explain addiction to children. The video uses simple language that is easy for kids to understand and adults to explain. A companion fact sheet is also available for download. Both items can be found on the Addiction Policy Forum website.




“WASTED” and other reality-based school presentations can be viewed at Burke Substance Abuse Network,  www.joinbsan.com

SUD Coalition Capacity-Building and Sustainability Ideas
Responding to An Overdose Spike, ATTC June 2020
How to assemble an Overdose Response Strike Team, pre-incident planning, immediate and longer term actions, opioid surveillance data, job action descriptions, decision tree, etc., etc.
https://www.astho.org/Responding-to-an-Overdose-Spike-Guide/?utm_source=Informz&utm_medium=email&utm_campaign=Informz

OPIOID STEWARDSHIP MEASUREMENT IMPLEMENTATION GUIDE
https://www.aha.org/system/files/media/file/2020/07/HIIN-opioid-guide-0520.pdf
American Hospital Association (AHA) Opioid Stewardship Measures Advisory Group Centers for Medicare & Medicaid Services (CMS)
The Guide addresses six critical elements that can support users through a process of implementing a data-driven approach to an opioid stewardship program: 1) developing a leadership strategy; 2) conducting an environmental scan of available resources, existing efforts and available data; 3) selecting measures; 4) setting goals and developing an improvement plan to drive progress on those measures; 5) creating policies and education for care teams; and 6) providing patient education and engaging patients in shared decision-making. We believe that these elements lay the foundation for driving and measuring progress in opioid stewardship. As part of the Guide, a Menu of Measures has been curated, which presents 30 ranked quality improvement
It’s well known that nearly every NC county Community Health Assessment over the past 4 years has identified substance abuse as the first, second or third priority. Why not assist CHA planners in your community to drill-down on substance abuse with several follow-up questions?  Your coalition can use the results in its planning efforts, and to support seeking grants. 

The White House Office of National Drug Control Policy (ONDCP) and 18 farm/rural partner agencies and SUD organizations launched a Rural Community Action Guide to assist local leaders with background info, action steps, promising practices. The Guide is designed to first educate rural leaders about various SUD challenges to communities and then empower them to take local action.  See the Guide at:  https://www.usda.gov/sites/default/files/documents/rural-community-action-guide.pdf
Press story:  https://www.agri-pulse.com/articles/13118-white-house-unveils-local-guide-to-help-curb-rural-drug-addiction
And while you’re planning how to approach local leaders, check out rural addiction resources at https: www.usda.gov/topics/opioids

Consider offering on a fee basis… Drug Free Workplace trainings, Responsible beverage server/alcohol sales training, ADETs court-mandated training. 
Invite law enforcement to the table.  Only 7 counties have implemented Law Enforcement Assisted Diversion (LEAD) programs.   LEAD is a pre-booking diversion pilot program developed with the community to address low-level drug and crimes associated with sex work. The program allows police and sheriffs to redirect low-level offenders engaged in drug or sex work activity to community-based programs and services, instead of jail and prosecution.  Go to   http://www.nchrc.org/lead/law-enforcement-assisted-diversion/

Partner with pharmacies like Walgreens to disseminate information, connect people to peer support, sell pill vaults, unused Rx take-back, distribute naloxone

Advocate with prescribers to co-prescribe Naloxone with opioid analgesics -- those patients have 47% fewer visits to the ED in the 6 months after receiving prescription and 63% fewer ED visits after one year.  

Invite your local Cooperative Extension to the table.  They often have funds for event expenses. 
Treatment
NEW  SAMSHA Treatment of Stimulant Disorders    (thanks Heather!)
https://store.samhsa.gov/product/Treatment-of-Stimulant-Use-Disorder/PEP20-06-01-001
7.23.20  The U.S. Food and Drug Administration today announced it is requiring that labeling for opioid pain medicine and medicine to treat opioid use disorder (OUD) be updated to recommend that as a routine part of prescribing these medicines, health care professionals should discuss the availability of naloxone with patients and caregivers, both when beginning and renewing treatment.  See announcement here:
https://www.fda.gov/news-events/press-announcements/fda-requiring-labeling-changes-opioid-pain-medicines-opioid-use-disorder-medicines-regarding
[bookmark: 2759414905292908342]Fact Sheet – 42 CFR Part 2 Revised Rule
Considering the recent revisions of 42 CFR Part 2, SAMHSA has issued several guidance documents, including a new fact sheet that includes implementation guidance.

How to Reduce No-shows to Virtual Appointments
From ATTC/NIATx Service Improvement Blog --  
 http://attcniatx.blogspot.com/

Strategies for Rural Communities for Addressing Substance Misuse among Families Involved with the Child Welfare System
https://aspe.hhs.gov/system/files/pdf/263821/SAFE-CORE_Strategies_Brief.pdf
This brief describes nine programs and highlights ways they have addressed challenges to serving child welfare-involved parents with substance use issues, with a focus on their applicability to rural communities. These programs offered various types of services, including parent mentoring, case management, home visiting, treatment for opioid use disorders, or an array of substance use disorder treatment and family services. • These programs implemented strategies that could address challenges in rural and non-rural communities. The strategies included improving timely access to substance use disorder treatment, better coordinating services and sharing information among key entities, providing transportation to reduce barriers to treatment, providing other services necessary for reunification, and delivering intensive treatment and support services in a transitional housing setting. • The need for family services beyond substance use disorder treatment required organizations to identify multiple funding streams to provide childcare, transportation, and housing. • 

RTI Study Finds Low Rates of Compliance with Buprenorphine Prescribing Guidelines for Treating Individuals with an Opioid Use Disorder
Researchers analyzed data from 38,517 commercially-insured patients with an OUD diagnosis who received buprenorphine treatment for their OUD. They found a large portion of patients did not receive care consistent with treatment guidelines recommended by the American Society of Addiction Medicine:
· Guidelines recommend testing all patients who receive buprenorphine for Hepatis C and HIV – however, only 6 percent of patients were tested for hepatitis C and 29 percent for HIV. This is critical, as both Hepatitis C and HIV are treatable.
· Guidelines recommend that all patients initiated on buprenorphine receive liver functioning testing to monitor for liver injury, but only 8 percent of patients were given liver functioning tests.
· Guidelines recommend urine drug testing at initiation of buprenorphine treatment and frequently during treatment. However, only 33 percent of patients received at least one urine drug test over a six-month period after starting medications for OUDs.
· Staying on treatment a long enough time is critical recovery from OUDs. Yet only 47 percent of patients stayed on buprenorphine for at least 6 months.
“The treatment with medications is expanding,” said Dr. Mark. “Between 2014 and 2018, new starts for OUD medications increased by more than 300 percent. Now we need to make sure that those life-saving medications are being used optimally to maximize their benefit.”
https://go.rti.org/e/251812/10-1016-j-jsat-2020-108062/29kzfth/414960344?h=kKzW0kKvcM1aItwusq5fv5ESgWgN4u4hEXPrk05Ul1M

MODELS FOR MEDICATION-ASSISTED TREATMENT FOR OPIOID USE DISORDER, RETENTION, AND CONTINUITY OF CARE
https://aspe.hhs.gov/system/files/pdf/263711/MATOUDModels.pdf?mkt_tok=eyJpIjoiTkdVNVpERXdZVE16TXpsayIsInQiOiIrSmZKSXRDbWdNRktTZnBYeERxcTVSbzh5THJRRlorbDNHamJPRHRnZ3F2QThsMVdHSkpDbGRIRWNXUTNIeEFWcjlxeUhOWmd3TXJZVWtCNGZyMlM1WnVNOEk3WkhsUTdBUzhhRkJxYkh2WDlHMHRRTFwvcEJWK2VZQm9UbDh4REsifQ%3D%3D
Nearly 10% of patients continue to use opioids more than 90 days after heart surgery
The study, published in JAMA Cardiology, also revealed a direct link between the dosage of opioids -- or oral morphine equivalent -- first prescribed following discharge and the likelihood of persistent opioid use 90 to 180 days after the procedure.

ALCOHOL SCREENING AND BRIEF INTERVENTION FOR PEOPLE WHO CONSUME ALCOHOL AND USE OPIOIDS
https://www.cdc.gov/drugoverdose/pdf/prescribing/AlcoholToolFactSheet-508.pdf
Alcohol was involved in 22% of deaths caused by prescription opioids and 18% of emergency department visits related to the misuse of prescription opioids in the United States in 2010.1 Screening and brief intervention for excessive alcohol use (ASBI) is an effective clinical prevention strategy for reducing excessive drinking, but it is underused in clinical settings. The purpose of this document is to familiarize health departments and healthcare providers with ASBI, discuss its usefulness for helping people who drink excessively who may be prescribed an opioid to drink less or stop drinking altogether while using opioid medications, and assist state health departments in supporting health systems and other community partners carrying out ASBI in various settings as a part of routine practice. A reference for routinely implementing ASBI in health systems is also included. 

Temple researchers receive $1.77M grant to explore therapy for cocaine addiction
Researchers at Temple University have received a $1.77M grant from the National Institute on Drug Abuse to explore whether a drug called clavulanic acid can help patients recover from cocaine use disorder. Clavulanic acid is part of an existing therapy known as Augmentin.

A Cohort Comparison of Differences Between Regional and Buncombe County Patients of a Comprehensive Perinatal Substance Use Disorders Program in Western North Carolina Shelley L. Galvin, Melinda Ramage, Catherine Leiner, Margaret H. Sullivan, E. Blake Fagan
https://www.ncmedicaljournal.com/content/ncm/81/3/157.full.pdf
Regional and Buncombe County women engaged in prenatal care equally. However, a more formal transition into the postpartum period is needed, especially for regional women. A “hub-and-spokes” model that extends delivery of perinatal substance use disorders care into rural communities may be more effective for engagement retention.

'Iso,' a Deadly New Synthetic Opioid, Has Hit American Streets
https://consumer.healthday.com/bone-and-joint-information-4/opioids-990/iso-a-deadly-new-synthetic-opioid-has-hit-american-streets-758412.html?utm_campaign=Rx%20Summit%20enews&utm_medium=email&_hsmi=89779433&_hsenc=p2ANqtz-_VJbi__liHuRxhL7SkxEiulE-nCuTG7wvqfqZyTLUo9baXpEY3v8o4NvnpMUYV_cyYoUHvLeW7oMtMfT5dM22AxZ5ENw&utm_content=89779433&utm_source=hs_email

Virtually Possible: Using Telehealth to Bring Reproductive Health Care to Women with Opioid Use Disorder in Rural Maine 
Describes a program implemented by a Maine family planning clinic, in which HIV counseling, contraception, and pregnancy testing and counseling were made available to women with opioid use disorder (OUD) through meetings with a community educator and through telehealth. Explores challenges in Receiving OUD care in rural Maine and discusses findings.
Author(s): Terri-Ann Thompson, Katherine A. Ahrens, Leah Coplon 
Location: mHealth   Date: 05/2020 
Providers Clinical Support System (PCCS) Launches New Technical Assistance Initiative
Funded by SAMHSA, the PCSS program is led by the American Academy of Addiction Psychiatry with a coalition of national professional organizations. PCSS Implementation offers free technical assistance facilitated by clinical and implementation experts to clinical site teams to support and guide the integration of substance use disorder (SUD) services.
ASAM Releases Updated Guidelines for OUD Treatment
The American Society of Addiction Medicine (ASAM) updated the National Practice Guideline for the Treatment of Opioid Use Disorder for various stakeholders, including clinicians, administrators, criminal justice professionals and policymakers. The document provides guidance in implementing evidence-based practices aimed to improve outcomes for people with opioid use disorders (OUD).
Telehealth Resources Related to Substance Use Treatment (shared by the NCCHCA Health Center Controlled Network) 
Telehealth Learning Series for SUD Tx and Recovery Support Providers 
Curated Resources on Telehealth for SUD Tx and Recovery Support Providers
FAQs for Treating Opioid Use Disorder via Telehealth Tips for Primary Care Providers (Providers Clinical Support System)
Use of Telephone Evaluations to Initiate Buprenorphine Prescribing (DEA Policy Guidance)
Use of Telemedicine While Providing Medication Assisted Treatment (MAT) (DEA Policy Guidance)
Understanding the New SAMHSA/OCR Guidance for Telehealth SUD and MH Services
Opportunities for Peer Support Workers, Supervisors and Programs

Safer Use of Stimulants: A guidance document on safer use of stimulants during the COVID-19 pandemic: https://files.constantcontact.com/023aa8ab001/ae0d4de7-367a-4a7b-b3bf-003ec9c6caf2.pdf
FORE Foundation Opioid Resources: FORE Foundation: https://forefdn.org/resources/: Lots of resources related to promising practices and their sustainable implementation is vital to ending the opioid crisis, including COVID-19 specific guidance in treating OUD.
Behavioral Interventions for Comorbid PTSD and Substance Use Disorder
Sonya B. Norman, PhD and Denise A. Hien, PhD, ABPP
PTSD Research Quarterly, VOLUME 31/NO. 2, 2020
The common clinical presentation of PTSD and co-morbid Substance Use Disorder (SUD) has been a perennial challenge to clinicians. This issue of the Research Quarterly reviews the, mostly recent, literature on rigorous (psychotherapy and/or medication) clinical trials for PTSD + SUD. It also reviews the literature on whether the best outcomes come from concurrent or sequential treatment of co-occurring PTSD and SUD.

The Federal Communications Commission (FCC) Telehealth COVID-19 Program provides funds as part of the CARES Act to providers for telecommunications services.  Check your practice’s eligibility at:
https://www.fcc.gov/covid-19-telehealth-program

SAMSHA FAQs: Provision of methadone and buprenorphine for the treatment of opioid use disorder in the COVID-19 emergency at:
https://www.samhsa.gov/sites/default/files/faqs-for-oud-prescribing-and-dispensing.pdf

Updated Systematic Review of Opioid Treatments for Chronic Pain 
· Agency for Healthcare Research and Quality (AHRQ)
https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research
Includes 134 new studies in this meta-analysis. 

Key Findings:
· Opioids are associated with small improvements versus placebo in pain and function, and increased risk of harms at short-term (1 to <6 months) follow-up; evidence on long-term effectiveness is very limited, and there is evidence of increased risk of serious harms that appear to be dose dependent.
  	At short-term follow-up, evidence showed no differences between opioids versus nonopioid medications in improvement in pain, function, mental health status, sleep, or depression.
  	Evidence on the effectiveness and harms of alternative opioid dosing strategies and the effects of risk mitigation strategies is lacking, although provision of naloxone to patients might reduce the likelihood of opioid-related emergency department visits, a taper support intervention might improve functional outcomes compared to no taper support, and co-prescription of benzodiazepines and gabapentinoids might increase risk of overdose.
  	No instrument has been shown to be associated with high accuracy for predicting opioid overdose, addiction, abuse, or misuse.

Implementing SUD Treatment in Pediatric Primary Care. 
Go to Opioid Response Network, Promising Models section.  Also, AMA Wire at https://wire.ama-assn.org/delivering-care/pediatric-primary-care-could-be-key-solving-teen-opioid-crisis
Fewer than 10% of adolescents with SUD are even recommended for treatment and most all referrals originate in the justice system.  Less than 2% who are receiving treatment for an OUD receive medications despite recommendations from the American Academy of Pediatrics. This article describes an innovative multi-disciplinary model in which a SUD subspecialty “hub” supports the entire practice staff. Developed by the Boston-based Adolescent Substance Abuse and Addiction Program (ASAP) 

New Medicare Benefit Will Grant Beneficiaries Access to Opioid Use Disorder Treatment
https://www.pewtrusts.org/en/research-and-analysis/articles/2020/01/06/new-medicare-benefit-will-grant-beneficiaries-access-to-opioid-use-disorder-treatment
Medicare recipients are the fastest-growing group of patients with opioid use disorder (OUD), increasing by 377 percent in the past decade. From 2017 to 2018, the number of Medicare beneficiaries receiving Food and Drug Administration (FDA)-approved medications for opioid use disorder increased by 22 percent. Additionally, the number of beneficiaries receiving prescriptions for naloxone—the opioid overdose reversal drug—through Medicare Part D more than doubled in the same time span. Beginning 1/1/20, Medicare recipients can receive Methadone at an OTP under the SUPPORT for Patients and Communities Act.   
Study: Treating service members without painkillers reduces risk of mental health concerns    https://local12.com/health/health-updates/study-treating-service-members-without-painkillers-reduces-risk-of-mental-health-concerns-cincinnati
Painkillers are often used when military personnel return from service with the common pain concerns seen in this study. The most common complaints were chronic pain in the joints, back and neck. But this study found treating that pain with alternatives to painkillers, such as acupuncture, heat and ice therapies, spinal manipulation and even stimulation devices to treat pain lowers the risk for mental health problems and reduces the risk of suicide.  Researchers looked at military health records of more than 140,000 active Army personnel who had reported chronic pain after deployment to Iraq or Afghanistan from 2008 to 2014. They say U.S. Army service members who received non-drug therapy had a significantly lower risk of alcohol or drug use disorders, accidental poisoning with opioids, thoughts of suicide and self-inflicted injuries, including suicide attempts.
Researchers say this is an important finding because as many as half of all service members report chronic pain, and suicide among those returning to civilian life is on the rise.  These other therapies not only teach coping mechanisms, they also reduce the risk of accidental overdoses and addiction to these prescription painkillers.
NIH funds $945 million in research to tackle the national opioid crisis through NIH HEAL Initiative.  Approximately 375 awards in 41 states will accelerate scientific solutions.  To sign up for updates, go to https://www.nih.gov/news-events/news-releases/nih-funds-945-million-research-tackle-national-opioid-crisis-through-nih-heal-initiative

Re-emergence of cocaine and methamphetamine use, clinical challenges, current review of treatments at:    https://attcnetwork.org/node/4946
“EDs are the canary in the coal mine”; Blue Ridge Hospital using ketamine to treat methamphetamine psychosis – average LOS is 40 hours. Burke County SUD treatment community says people using meth to help with heroin withdrawal; 40% of syringe exchange users using meth not opioids. 
A Medication to Treat Meth Addiction? Some Take A New Look at Naltrexone
https://www.npr.org/sections/health-shots/2019/11/07/776135642/a-medication-to-treat-meth-addiction-some-take-a-new-look-at-naltrexone
Digital Therapeutics Reduce Burden on Providers, Improve Efficiency
In the first study, computer-based and therapist-based outpatient modalities produced similar results in continuous abstinent weeks among patients, while the computer-based model required less therapist intervention time, which cut down on costs.  A second study showed that patients in computer-based CBT therapy had more drug-free urine tests, stayed in treatment longer and evaluated their treatment more positively.  See    http://www.psychcongress.com/article/ncad-west-digital-therapeutics-reduce-burden-providers-improve-efficiency

You can see the following report and other emerging research at the RTI Opioid Newsletter: 
A Stakeholder-driven Action Plan for Improving Pain Management, Opioid Use, and Opioid Use Disorder Treatment Through Patient-Centered Clinical Decision Support   see it here:
https://pccds-ln.org/sites/default/files/2019-03/LearningNetwork_OpioidActionPlan.pdf

You can find an excellent comprehensive update on clinical best practices, medication risk assessment, restorative and alternative/complementary therapies, chronic pain with SUD patients, managing chronic pain for various special populations, public/patient/provider education best practices at 
Report on Pain Management Best Practices: Updates, Gaps, Inconsistencies, and Recommendations
https://www.hhs.gov/ash/advisory-committees/pain/reports/index.html- 49k- 2019-12-06

NC Medical Society Foundation is looking for sites to try out their MAT dashboard software -- The Recovery Platform as part of their Project OBOT.
https://projectobot.com/

Opioid Addiction is a treatable disease, but it requires significant care coordination and collaboration among providers and car resources.  Providers given proper training and surrounded with professionals to share in their patient’s treatment strategy can successfully treat those suffering opioid Use Disorder.  With the formation of Project OBOT, the NCMSF has established a coalition of organizations including:  Governor’s Institute  NC Association of Local Health Directors, LabCorp, The Recovery Platform, UNC School of Public Health, Project Echo, MAHEC and others to facilitate expansion of MAT. Through the establishment of research-based, data driven pilots, Project OBOT will provide increased patent access by using a care-specific platform for opioid treatment and recovery. Project OBOT helps ensure compliance with standards, tracks patient drug court involvement/status, direct feed of testing to LabCorp, supports counseling via smart phone, attending group via telehealth connection. Contact Franklin Walker at FWalker@ncmedsoc.org

New Strategies for Using Patient-Centered Technology to Improve Pain Management and Opioid Treatment is a very compelling vision of better practice developed by the CDS’ Patient Centered Learning Network, featuring 19 High-Value Interventions you can try for no or low-cost in their Opioid Action Plan.  
View webinar slides at   https://naccme.s3.amazonaws.com/RTI+June+2019+Webinar/RTI+June+2019+Webinar.pdf

See the Plan at  

If you hold a waiver, but are not currently prescribing buprenorphine, please visit  https://pcssnow.org/resources/clinical-tools/, mahec.net/safer, for technical assistance on how to begin utilizing your waiver. For waivered providers that are prescribing buprenorphine, there are a variety of technical assistance resources through Project ECHO® (Extension for Community Healthcare Outcomes), PCSS, MAHEC, and other professional organizations. 
Do in-reach with persons with a SUD to offer tobacco cessation.  Smoking rate is as high as 84% compared to 15.50% for all U.S. adults, and mortality is higher from tobacco-related illnesses. 70-90% of pregnant women with a SUD smoke which aggravates NAS. Less than 50% of SA residential programs offer tobacco cessation.  Quitting tobacco associated with lowered intensity of symptoms of SA, MI and increases probability of employment and better housing:  https://www.cbc.ca/news/canada/ottawa/prompt-quit-smoking-drug-program-1.3536743
44% of overdose deaths included benzodiazepines. Concern about benzo abuse reaching epidemic levels persists. Recommend that all prescribers add benzodiazepines and stimulants to their patient Controlled Substance Agreements (CSA) and verbally check with all patients before prescribing opioids. Email Timothy Shelton at tsdhelton@amchc.org for an excellent example of a complete CSA.
[bookmark: _Hlk24964075]Kentucky’s Sobriety Treatment and Recovery Teams (START) improves outcomes for children. (SUD and ACES are strongly correlated). Contact Dan Pizzo at The START Program of Buncombe County, NC at Dan.Pizzo@buncombecounty.org  
TIP: Help pregnant women receiving MAT by having them sign Releases for the hospital and DSS so their treatment will not be interrupted. 

DayMark and Coastal Horizons are starting pilot programs to expand to family-oriented SUD treatment for pregnant women and women with newborns. 

Naltrexone Seems Effective for Opioid Use Disorder in Pregnancy. See https://www.psychcongress.com/article/naltrexone-seems-effective-opioid-use-disorder-pregnancy
For other evidence-informed strategies to support families impacted by opioid use and NAS, check out HRSA’s Home Visiting Program: Supporting Families Impacted by Opioid Use and Neonatal Abstinence Syndrome, October 2018 at:    
https://mchb.hrsa.gov/sites/default/files/mchb/MaternalChildHealthInitiatives/HomeVisiting/MIECHV-Opioid-NASResource.pdf?utm_campaign=enews20181101&utm_medium=email&utm_source=govdelivery

Recovery Support
HEY!  53 to 64% of people involved with illicit substance use are attending peer support groups as their Only intervention!  If a person is involved with TASC, groups count.
Providing Culturally Responsive Recovery Supports: Recommendations for Engaging Black Young Adults

https://c4innovates.com/brsstacs/Culturally-Responsive-Issue-Brief.pdf?mkt_tok=eyJpIjoiTkdVNVpERXdZVE16TXpsayIsInQiOiIrSmZKSXRDbWdNRktTZnBYeERxcTVSbzh5THJRRlorbDNHamJPRHRnZ3F2QThsMVdHSkpDbGRIRWNXUTNIeEFWcjlxeUhOWmd3TXJZVWtCNGZyMlM1WnVNOEk3WkhsUTdBUzhhRkJxYkh2WDlHMHRRTFwvcEJWK2VZQm9UbDh4REsifQ%3D%3D

SAMHSA: Virtual Recovery Resources
This tip sheet describes resources that can be used to virtually support recovery from mental/substance use disorders. It also provides resources to help local recovery programs create virtual meetings.
SAMHSA list at https://www.samhsa.gov/sites/default/files/virtual-recovery-resources.pdf
Map of RCOs, RCCs with address, contact info here:  https://impactcarolina.org/rcc-list/

Local virtual meetings and online support resources for those struggling with substance use disorders and behavioral health issues, access these at www.RecoveryAll.org . When you land on the home page click on Virtual Resources.  Once you've reviewed the list, if you know of resources to add please forward those to Deborah Kopytowski at debk@recoveryall.org.  We can easily update the list as we get new resources and we encourage you to share this information with anyone who might benefit.  

Recovery LIVE! Providing Digital Peer Support Services
https://c4innovates.com/brsstacs/4-9-2020-RecoveryLIVE_slides.pdf

The Role of Peer Recovery Coaches and Navigators During the COVID-19 Pandemic
https://forefdn.org/wp-content/uploads/2020/05/The-Role-of-Peer-Recovery-Coaches-and-Navigators-During-the-COVID-19-Pandemic_FINAL.pdf

A Guide to Using Text Messages to Improve Substance Use Treatment Outcomes
Publication Date: October 14, 2019  Developed By: Mountain Plains ATTC

Helping individuals remain in treatment or continue to participate in recovery support services can be difficult. However, with advances in both technology and science, text messages can be used to increase engagement, enhance education about the individual’s condition, and help patients manage craving and other negative thoughts/moods. This step-by-step guide contains information for treatment and recovery support providers on how to use text messages to expand the reach of their services. The guide can be used in conjunction with the webinar or as a stand-alone resource.
https://attcnetwork.org/centers/mountain-plains-attc/product/guide-using-text-messages-improve-substance-use-treatment?mkt_tok=eyJpIjoiTURGak1EZGhZekJtTURZeSIsInQiOiJjSWFPWnVRSVc1bXB5TEVZbWV3eFZOR1JIdnZMdzg5QjVcL3VyV1VURTR2UEF1UVwvTkhid1FoT0dOMXdzbDRYWWk3U0ZGaVwvalpjTkxCVzhqOU9ScmlwMXBHWTR4QVBpcGJ1YjJLWkJheDM5RllnYnFOQngyNXg5aGlEU2lKS2NpNSJ9

Weekly Webinar and Discussion: Recovery Houses and COVID-19
COVID-19 has presented specific challenges for recovery residential settings, inspiring creative responses and solutions. This weekly learning event, hosted by the National Alliance of Recovery Residences, gives a forum to recovery house operators to share current realities, perspectives and problem-solving.
	Recovery from OUD: Prevalence and Roadmaps
With little still known about OUD recovery, this study from the Recovery Research Institute documents patterns of recovery and factors related to both early and mid-level recovery status. These findings will help inform and establish recommendations in prevention, practice and policy.

	


Burke Substance Abuse Network is offering Virtual Community Engagement videos that are currently being aired on Burke Substance Abuse Network's Facebook page (http:www.facebook.com/BurkeSubstanceAbuseNetwork).  There are three "shows;" Real Talk with Real People, Recovering Families and Journey to Hope. These are all locally created and filmed.  They started airing on March 30, 2020 and since then have reached over 211,000 people and had over 100,000 engagements.
ASTOUND YOUR FRIENDS with your knowledge and informed attitudes about overdose as demonstrated by your good OOKS and fine OOAS ! Seriously, these two questionnaires can be used to engage and empower clients. Knowledge is power and power supports informed decisions, right?
Opioid Overdose Knowledge Scale (OOKS) Williams A, Strang J, Marsden J. 2013 Assesses knowledge of opioid overdose, including risk factors, symptoms, emergency response, and naloxone use. Assessment Instrument Copyrighted, Freely Available   https://www.kcl.ac.uk/ioppn/depts/addictions/research/drugs/Naloxone/Opioid-Overdose-Knowledge-Scale.pdf
Opioid Overdose Attitudes Scale (OOAS) Williams A, Strang J, Marsden J. 2013 Assesses attitudes related to how one would respond to an opioid overdose.   https://www.kcl.ac.uk/ioppn/depts/addictions/research/drugs/Naloxone/Opioid-Overdose-Attitudes-Scale.pdf
Lots of recovery resources from SAMHSA at BRSS TACS (Bringing Recovery Supports to Scale – Technical Assistance Center) Strategy at samsha.gov/brss-tacs, like:
Value of Peers Infographics in Spanish and English:  Peer Recovery, Family Parent Caregiver Support,
General Peer Support, Mental Health Support, Youth Peer Support in English 
For the full list of BRSS TACS Peer Resources, please go to: https://www.samhsa.gov/brss-tacs/recovery-support-tools/peers
Also check out Implementing Medication-Assisted Treatment for Opioid Use Disorder in Rural Primary Care: Environmental Scan Volume 2 Tools and Resources, Table 4 – Tools for Preventing or Responding to Opioid Overdose, from Agency for Healthcare research and Quality (AHRQ) at 
https://integrationacademy.ahrq.gov/sites/default/files/mat_for_oud_environmental_scan_volume_2.pdf
Check out Peer VOICE NC at https://www.facebook.com/pvncprn/,  a statewide peer movement to enhance peer leadership and engagement, coordinate existing efforts to build qualified and competent per professionals and providers and improve mental health and substance use recovery.  
PCORI Research on Community Health Worker/Peer Provider Programs. This report reviews results from nine recent studies funded by the Patient Centered Outcomes Research Institute (PCORI) on community health workers (CHWs) and peer providers (PPs) as effective participants in addressing health and healthcare inequities, particularly for diverse communities. Each study presented focuses on a distinct function of utilizing CHWs and/or PPs such as mentoring, managing chronic conditions, and navigator support for serious mental illness and depression.

Vaya Health, a state behavioral LME-MCO in Asheville, has a Peer Learning Community they describe as “a collaboration of certified peer support specialists who value idea-sharing, education about innovative support tools and methods, system updates, networking and seeking solutions to common challenges.”  Meetings are held quarterly and posted on Vaya’s Calendar of Events. 
Check out MAHEC’s Peer Book, “a compilation of personal narratives involving substance use disorders and their impact”.
Recovery Just Ahead Sign Image: https://www.gettyimages.com/detail/photo/recovery-royalty-free-image/828156290?adppopup=true

Engage School-Based Health Centers and colleges to start recovery programming. Get your foot in the door with a soft sell about no-cost expansion of the school’s “student assistive services” (see Rhode Island’s RISA program).  Contact Chris Campau, Director of Scholastic Recovery, Addiction Professionals of NC at ccampau@apnc.org.

Check out North Carolina Recovery All Ways Podcast, Stephen Steen, Host   ncrawsteve@gmail.com   ncraw.Life   A unique and very effective way to assist teens, young adults with their recovery.  Stephen started this on a small scale out of a personal interest, but it has caught on like wildfire; he is thinking of making this his life’s work and is seeking sources of support to keep up with the demand.  
Direct students who may be interested in starting a program to the Collegiate Recovery Leadership Academy,  https://www.safeproject.us/campuses/leadership-academy/

If a dependent or addicted patient has access to a smart phone, computer or tablet, encourage them to use a recovery-supportive app to self-monitor symptoms, help react to setbacks in a helpful and timely manner.  Psyberguide.org  reviews apps for credibility, user experience and transparency (in terms of using, sharing patient data). 
myStrength is free to persons if accessed through a sponsoring organization with a user license: 
https://mystrength.com/news/press-release/opioid-abuse-tackled-by-technology-the-jewish-chronicle
Pear Therapeutics’  reSET-O  (prescribed 12-week CBT), FDA approved. 
24/7 Digital Peer Support  by Sober Grid  at funkhouser@sobergrid.com

A new tool aims to help patients sort through 200 mental health apps — and counting
https://www.statnews.com/2020/07/10/new-tool-sort-mental-health-app/

Check out the American Psychiatric Association’s App Evaluation function.  For an example of what they rate, see this example using PTSD Coach here:
https://www.psychiatry.org/psychiatrists/practice/mental-health-apps/app-evaluation-model/evaluation-example

To learn more about technology-assisted treatment and research and answers to a variety of SUD-related issues, check out this Relias blog:
https://www.relias.com/blog/technology-and-opioid-epidemic-questions-answered?utm_source=marketo&utm_medium=email&utm_campaign=eb_2019-01-18_opioid-wbn-qa&mkt_tok=eyJpIjoiWW1ZellqSTRNbUppTnpGaSIsInQiOiJLNk4zZUxWY3hsUVwvTDJEYmVhQkh0dTBGYnlsXC82enZkTnpyZHlkaG5FWVB1bUtTYmtjenowUWpVUW9nQVM3Nm5rcHE4NjMxME1qeXVGbE1VTUtkVVRMQjBaM2JVUjVCNzZPNGpYVTFRY0VOTDZ6dlhsbE1pcUVxYTFNOFZtRHFHIn0%3D

Grant Opportunities
		[bookmark: grants]
	Bipartisan Group of Legislators Request Flexibility on SUD Grants. This week, a group of 19 bipartisan Members of Congress, led by Rep. John Curtis (R-UT), sent a letter to Assistance Secretary Elinore McCance-Katz at SAMHSA encouraging the agency to offer greater flexibility in administering grants aimed at addressing substance use disorder issues across the country. This letter comes as the rates of individuals living with SUD and mental illness are on the rise due to the stress associated with the COVID-19 pandemic. 






COVID-19 Technical Assistance Program for Appalachian Nonprofits
Appalachian Regional Commission
https://www.arc.gov/images/grantsandfunding/contracts/RFP-COVID-19-Technical-Assistance-Program-for-Appalachian-Nonprofits.pdf

In May, the Commission reserved $250,000 of recovered POWER (Partnerships for Opportunity and Workforce and Economic Revitalization) funds for the creation of a program to offer technical assistance to Appalachian nonprofits to mitigate COVID-19 impacts. These funds have been approved to assist Appalachian communities regardless of coal impact level. The purpose of this program is to provide Appalachian nonprofits undergoing COVID-19– related financial and organizational hardship with tools and strategies to remain solvent through the pandemic and emerge resilient in the post-COVID world. This program, titled “COVID-19 Technical Assistance Program for Appalachian Nonprofits,” will consist of two parts: a publicly available, continually curated online resource guide, and an individualized cohort training initiative. The main objectives of the program will be to: • Provide small groups of Appalachian nonprofit organizations with personalized, actionable technical assistance to survive the COVID-19 pandemic and succeed beyond the crisis, • Offer mentorship and expertise to low- and medium-capacity nonprofit organizations on the topics of short- and long-term financial management, missional and operational shifts, and fundraising. • Encourage long-term, local cooperation between nonprofits to collectively address impacts of the COVID-19 pandemic. The successful applicant will take the role of the “coordinating consultant,” tasked with the organization and execution of the overall program. The coordinating consultant will oversee the program in its entirety, including planning, execution, evaluation, and coordinating with ARC staff. The coordinating consultant will be tasked with all of the following: • Creation and deployment of an online resource guide • Design and implementation of a multi-week cohort technical assistance (TA) training program • Design and implementation of a participant selection process • Post-program evaluation and reconvening of participants Page 3 of 14 The contract awarded for this project will be a FIRM FIXED-PRICE CONTRACT, with a total budget not to exceed $250,000. The contract period is between August 26, 2020 and February 28, 2022.

Open Date: July 23, 2020 
Proposal Due Date: August 12, 2020 
Selection Date: August 21, 2020
Contract Period: August 26, 2020–February 28, 2022

Grants Management from Hrsa.gov
How should recipients of rural health grants and cooperative agreements manage activities and services in the event that critical staff members are unable to work due to either illness or COVID-19 quarantine? (Added: 3/27/2020)
HRSA’s FORHP recognizes that many recipients are working to address or may be impacted by COVID-19 emergencies within their communities, which may impact their ability to meet grant requirements.  We encourage recipients to continue to provide rural health services and grant activities in a safe and efficient manner.  Please talk with your project officer regarding alternative approaches to planned activities. Once the emergency has waned, we will work with you on the completion of required activities.
What flexibilities are available to recipients of rural health grants if our projects and activities are interrupted or we are unable to complete required reports? (Added: 3/27/2020)
Please see the HRSA COVID-19 Grantee Frequently Asked Questions and discuss your specific situation with your FORHP project officer.

Subscribe to SUD grant notifications at grants.gov
Also check HRSA grant opps at hrsa.gov/grants/find-funding?status=Open&bureau=All&page=1

HRSA has a lot of resources to help grantees. Check out their technical assistance resources at heep://www.hrsa/grants/apply
Also review the HRSA SF-424 Application Guide
Local date resources at data.hrsa.gov to get HRSA Fact Sheets by county/state/national

Sign up for the Dogwood Health Trust Monthly Funding Opportunity Update here:  
leveragefund@dht.org

Golden LEAF Foundation – Open Grants Program:   https://www.goldenleaf.org/grant-seekers/open-grants-program/

Services Grant Program for Residential Treatment for Pregnant and Postpartum Women (PPW)
SAMHSA grants to expand comprehensive treatment, prevention, and recovery support services for women and their children in residential substance use treatment facilities, including services for non-residential family members of both the women and children.
This funding will support programs that utilize evidence-based parenting and treatment models including trauma-specific services in a trauma-informed context.
Award is up to $525,000 per year, up to 3 years.  to expand comprehensive treatment, prevention, and recovery support services for women and their children in residential substance use treatment facilities, including services for non-residential family members of both the women and children.
This funding will support programs that utilize evidence-based parenting and treatment models including trauma-specific services in a trauma-informed context.
		Details at  https://www.samhsa.gov/grants/grant-announcements/ti-20-007





USDA and HHS Partner to Create Recovery Housing in Rural Communities
The U.S. Department of Agriculture (USDA) Rural Development and HHS Substance Abuse and Mental Health Services Administration (SAMHSA) will coordinate efforts to sell USDA’s Real Estate Owned (REO) single-family housing properties at a discount to non-profit organizations that provide housing, treatment, job training and other key services for people in substance misuse treatment and recovery. See press release at https://www.usda.gov/media/press-releases/2019/02/15/usda-and-hhs-partner-create-recovery-housing-rural-communities

Preliminary NC DHHS SUD Priorities to Support the Opioid Action Plan in 2020 (in no order)
1. Increase local capacity to implement opioid crisis strategies.  Adapt the model used in other public health topics (tobacco, CTG, Smart Start) to have 10 regional leads to be peer mentors in addition to 1 statewide coordinator.  Provide staff salary, recruitment, training, and tech assistance to build local capacity to respond to the opioid crisis. 
2. Provide dedicated training and information to improve prescribing practices for providers that have prescribed high rates of opioids to adolescents (e.g. dentists, sports medicine).
3. Increase funding and scale up pilot program for academic detailing which provides target education to high prescribers.
4. Fund expanding the START model to 4-5 counties to support families involved with DSS. Fund MAT and SUD services for DSS-involved parents who either have a child placed in foster care or are at risk of an out of home placement.
5. Provide training on SUDs, including MAT, harm reduction and resiliency to local DSS staff who work with families with SUDs.
6. Pilot syringe exchange program-based MAT induction with warm handoffs.  Have a LCAS to do the initial assessment, a medical provider induct bup, and the LCAS leads the navigation of this process to connect to MAT providers.
7. Increase access to harm reduction and naloxone vis community corrections officers, (e.g., parole and probation and to athletic trainers.
8. Develop a Recovery to Work Resource online searchable database to support those seeking grants that will 1. Catalogue current state office and departmental employment supports for people with SUD, 2. Communicate these resources to partners, 3. Focus group of end users to explore interest and feasibility of additional content such as funding sources, potential partners, SMEs, related action research and outcomes and 4. Use phase 3 results to drive inter-departmental collaboration. 
9. Intensive outreach and health education and promotion campaign for ethnic minority communities.  The project will include outreach and health education tailored specifically for engaging ethnic minority communities in program activities designed to increase SUD treatment access and utilization.
10. Provide funding to EMS agencies to support community paramedicine, including treat without transport and transportation to alternative locations for the uninsured. 
11. Work with institutions of higher education not to screen people out based on criminal records alone (Fair Chance Education).
12. Funding to expand the Formerly Incarcerated Transitions (Fit) Program to connect people to care upon release to SUD, mental health services.
[bookmark: _Hlk26968550]
Legislative Initiatives, Current State Bills 

Final Rule: Confidentiality of Substance Use Disorder Patient Records. Effective August 14, 2020, this final rule makes changes to the U.S. Department of Health & Human Services’ regulations governing these records to facilitate information exchange for safe and effective SUD care, while addressing the legitimate privacy concerns of patients seeking treatment for a SUD. 
Track state bills at  https://www.legiscan.com/NC/pending/house-health-committee/id/659?page=1
Federal Office of Rural Health Policy  FORHP Policy page to see recent updates and send questions to ruralpolicy@hrsa.gov. 
Federal Weekly Opioid Policy Report at:  https://groups.google.com/forum/#!topic/nc-pdo-news/OV84Y7YQFhY
· HB1204:  Funds for Statewide Telepsychiatry Program. https://www.legiscan.com/NC/text/H1204/2019
Ref to the Com on Appropriations, if favorable, Rules, Calendar, and Operations of the House on 05/27/2020
· S106:  Clarify Limited immunity/Overdose Victims.  https://www.legiscan.com/NC/text/S106/2019
Re-ref to the Com on Judiciary, if favorable, Rules, Calendar, and Operations of the House on 06/06/2019

· S544:  Establish Non-Opioid Treatment Alternatives. https://www.legiscan.com/NC/text/S544/2019
Ref to Com on Rules and Operations of the Senate on 04/03/2019

· H318:  Opioid Prescription & Treatment Opt-out Act.  https://www.ncleg.gov/BillLookUp/2019/H318
Ref to the Com on Health, if favorable, Insurance, if favorable, Rules, Calendar, and Operations of the House on 03/12/2019

· H887  Substance Abuse Prof. Practice Act    [Detail][Text][Discuss]   2019-04-22  To House Health  Committee
	
· H539  Intro   Temp. Fin. Asst./SA Facilities    [Detail][Text][Discuss]   2019-04-03  To House Health Committee

· 	H360  Intro   Guilford County Mental Health Facility/Funds   [Detail][Text][Discuss]   2019-03-18
     To House Health Committee

· 	H203   Intro   Amend Social Work Practice Act.-AB  https://www.legiscan.com/NC/text/H203/2019
	To House Health Committee

· HB 91  ABC Laws Modernization/PED Study.  Text: Latest bill text (Amended) [PDF]  
Pending: House Finance Committee

· HB 536 ABC Omnibus Regulatory Reform  [H536 Detail] Temp Outdoor Restaurants for Outdoor Seating
Status: (Enrolled) 2020-05-28 - Pres. To Gov. 5/28/2020 

· SB 251 Modernization of Drug Court Program Text: Latest bill text (Amended) [PDF]. 
2019-04-09 - Re-ref Com on Appropriations/Base Budget.  Pending: Senate Appropriations/Base Budget Committee

Gov. Cooper signs bill increasing judicial discretion for low-level drug crimes
http://pulse.ncpolicywatch.org/2020/06/29/gov-cooper-signs-bill-increasing-judicial-discretion-for-low-level-drug-crimes/
SENATE MOVES MEDICAID TRANSFORMATION BILL ALONG
This week, S808, now called Medicaid Funding Act, was substantially changed through a committee substitute that was passed in the Senate Appropriations Committee.  Here is the breakdown of the substitute bill:
Related to Medicaid Transformation
· Changes start date for Standard Plans to no later than July 1, 2021;
· Authorizes each PHP, including the regional PHP contract, for the Standard Plan to be paid $4 million, for each full month after June 30, 2021, that the State is not able to make Medicaid capitated payments;
· $19.42 million appropriated for infrastructure needs such as NC FAST upgrades, data management tools, program integrity;
· Allows DHHS to make a request for a transfer of funds that will cover qualifying needs such as the State share and will not be more than $63.12 million;
· Allows for the Tribal Medicaid managed care option;
· Revises the Supplemental Payment Program;
· Establishes the Medicaid Contingency Reserve;
· Establishes the Hospital Assessment Act;
· Amends the Gross Premium Tax to include PHP capitated contracts;
· Establishes the Hospital Uncompensated Care Fund;
· $50 million from the Coronavirus Relief Fund appropriated to the LME/MCOs to address the COVID-19 behavioral health and crisis service response. 
New Law Requires State and Local School-Based Mental Health Plans
Governor Cooper signed into law S476/SL 2020-7:School-Based Mental Health.  The bill requires the State Board of Education to develop a school-based mental health plan for the State.  The State Board will also establish minimum requirements for each school district to also develop a school-based mental health plan and a mental health training program and model suicide risk referral protocol. The bill was effective when it became law.
https://i2icenter.org/senate-moves-medicaid-transformation-bill-along/

Ideas to Evolve A Local Treatment-Centric Coalition into A Whole Community RECOVERY ECOSYSTEM
Expand your purview, position your group for state funding by aligning goals, strategies with the NC Opioid Action Plan Version 2   at  www.ncdhhs.gov/opioid-epidemic
Create a regional substance use disorder coalition/consortium to include prevention, treatment and recovery support activities:
Include academic center(s) as they represent ways to obtain planning and evaluation expertise at little to no cost.  
Drug Free Communities grantees are required to report “active participation” from schools and businesses. Engage the business, secondary education and child-serving agency sectors by providing them with consultation on benefit design, training to reduce stigma and increase MH/SA literacy, promote adoption of fair chance hiring practices, and improve access to treatment (talk to Rural Health Group, Lincoln FQHC). 
[bookmark: _Hlk27564306]
Don’t Forget Employers and Employees!
“As the county unemployment rate increases by one percentage point, the opioid death rate per 100,000 rises by 0.19 (3.6%) and the opioid overdose ED visit rate per 100,000 increases by 0.95 (7.0%). 
Macroeconomic shocks also increase the overall drug death rate, but this increase is driven by rising opioid deaths.”  From Macroeconomic Conditions and Opioid Abuse, Alex Hollingsworth, Christopher J. Ruhm, Kosali Simon, NBER Working Paper No. 23192, Issued in February 2017, Revised in March 2017

NEW COMPLETE WORKPLACE Program! The National Safety Council published the Opioids at Work Employer Toolkit at:  nsc.org/pages/prescription-drug-employer-kit
This is a comprehensive, self-guided 12-month program with workplace-tailored prevention, treatment and recovery support strategies. It includes vetted samples of policies, fact sheets, videos, presentations, safety talks, posters, and reports. 
Make sure to read the Nationwide case study…  “The impulse is to overlook someone who is impaired unless they’re being disruptive.  But more and more leaders are coming forward because of the training…some people who were mistakenly seen as (drug) impaired had undiagnosed diabetes.”  - Kathleen Herath, Nationwide 
Industry Voices—Healthcare companies and employers must act on the opioid crisis
https://www.fiercehealthcare.com/hospitals-health-systems/industry-voices-health-care-companies-and-employers-must-act-opioid-crisis?mkt_tok=eyJpIjoiTkRNMU56SmlPVFJoTjJGaSIsInQiOiJTXC96WXM1WFwvR3lFXC9ZSmJGSmNObUt1MmtrSWJTbHlWK3BtTm9BV3E1TE1XSXJYUVwvbW9tUzVFOXlCcHpxTk0wa1Q4VjVEbE1uVUVsb20xR1wvMFlneUtCa0IzVllIQUhxOGNsM3Z0cEJnb1wvUFIzNnZxTFRVaGhtTmRReTZQSzg5cyJ9&mrkid=35643024

Consider approaching your community’s Chamber of Commerce, County Workforce Development Board staff and business association(s) to modify their policies, practices and procedures toward supporting screening, treatment and recovery.  
Share this brief article, get your local newspaper to do a similar story:  Addiction professionals urge employers to work with people in recovery:    https://gsabusiness.com/news/human-resources/76003/
Look up the Recovery Friendly Workplace Initiative at  https://www.recoveryfriendlyworkplace.com/ 
https://www.ncdhhs.gov/blog/2019-08-28/individual-placement-support-coalition-celebrates-getting-people-back-work
SUD-Related Workplace Facts:
Approximately 75% of U.S. employers say their workplace has been directly affected by opioid usage, but only 17% feel well prepared to deal with the issue, according to a 2019 National Safety Council survey.
Workplace overdose deaths involving drugs or alcohol have increased by at least 25% for five consecutive years, and the prescription opioid crisis caused nearly one million people to miss work in 2015. 
The Centers for Disease Control and Prevention estimates that the opioid epidemic costs the U.S. economy approximately $78.5 billion a year.
32% of 344 surveyed companies report that employees are addicted to prescription drugs, yet 31% said they had no policies in place to address the increased absenteeism, accidents, poor job performance and health problems related to addiction.  HELP THEM!
One in 9 full time American workers binge drank in the past month and/or used illegal drugs, and one in ten abused or were dependent on alcohol or illicit drugs in the past year. Only 10% of them get treatment.  

Promoting Medication Assisted Recovery with Reluctant Prescribers

Help providers understand that Medication-Assisted Recovery is not “trading one addiction for another”.  Numerous studies have shown that MAR contributes to significant reductions in illicit drug use, criminal activity, overdose, and other risky behaviors.  MAR helps lower cravings, helping patients to engage in healthcare, increase level of functioning and non-drug lifestyles.  

Contact MAHEC at opioideducation@mahec.net about their OUD education programs such as MAT 101, MAT Waiver Training, SUDs 101 for the Clinic Team.
Engage with UNC Project ECHO to expand access to treatment via telepsych,  
Email echo@unc.edu with specific questions.    FREE waiver training, 5 ECHO sessions per week with CME. Onsite, phone, email support for providers and staff.   JOIN THE INVITE session list at Imccall@email.unc.edu
Check out El Futuro’s TeleECHO Clinic for LatinX clients. 
[bookmark: _Hlk26886491]
64% of people with a SUD are concerned about their health and 37% say they need health treatment. Engage primary care providers to become “SUD Friendly Practices” for their current patients: Offer to help review their SUD diagnostic assessment practices, and to consider offering pre-Medication-Assisted Recovery (MAR) supportive/adjunctive services such as:
	Review/help write clinic’s policy about screening all patients for substance misuse at admission and again annually, at minimum.

If a patient screens positive, discloses or displays signs of prescription misuse or illicit drug use, what is the clinic’s practice regarding getting a diagnostic assessment for a substance use disorder?

Does the practice provide any of the following treatments or services when a patient screens positive for substance use disorder, or discloses such use, or displays signs or symptoms of misuse?

· Screening, assessment, treatment referral for very common co-occurring mental disorders, primarily depression, anxiety, trauma.

· Use treatment of medical conditions related to substance misuse such as frequent infections, abscesses, endocarditis, Hepatitis C as an opportunity to engage patient through Motivational Interviewing techniques  

· Provide maintenance medications like Naltrexone/Vivitrol for patients who are in recovery and for whom a medication will help with relapse prevention

· Provide Naloxone/Narcan and overdose prevention education

· Referral to a syringe exchange program


Get assistance for implementing the CDC Guideline for Prescribing Opioids for Chronic Pain through a 15-18-month QI collaborative.  Obtain direct 1-to-1 technical assistance from experts who have worked with many practices.  Contact Rebecca Freeman-Slade at Rebecca.FreemanSlade@abtassoc.com

Encourage practices that are contemplating starting Medication-Assisted Recovery to review SAMHSA TIP 63, at:
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document-Including-Executive-Summary-and-Parts-1-5-/SMA18-5063FULLDOC
One of the unintended consequences of the CDC guidelines is that providers terminate opiate prescriptions sometimes abruptly, or think appropriate triage is directing the patient to the ER. Providers need education about tapering, addiction treatments and local resources including Medication-Assisted Recovery.  The FDA recently stated their opposition to forced tapering of patients from long term opioid treatment for pain.  Read about this and other such issues at  
Contact Lauren DeLuca of Chronic Illness Advocacy & Awareness Group, Inc. (CIAAG) at IIdeluca@ciagg.net
 
Share Clinical Training and Technical Assistance Resources:

			
		Enroll in CCNC's Opioid SPARC ECHO Sessions



	









			
		CCNC recently launched Opioid SPARC ECHO, an ongoing webinar series featuring presentations by experienced provider-educators on the evaluation and treatment of common chronic pain disorders and safe opioid usage. 
Sessions feature in-depth, case-based, and interactive discussions from the community providers’ practices, and are open to prescribers, behavioral health professionals, community health workers, medical assistants, pharmacists, and integrated health team members. .75 AMA PRA Category 1 Credits are available for providers.



	









UCSF Clinician Consultation Center FREE consultation on all aspects of SUD management, 855-300-3595 Mon-Fri 9 a.m. to 8 p.m. EST

Providers’ Clinical Support System for Medication Assisted Treatment: Training and mentoring resources at Providers Clinical Support System  https://pcssnow.org/

National Institute on Drug Abuse: Information and training for providers on drug use and treatment at   https://www.drugabuse.gov/nidamed-medical-health-professionals
	   

	
	
	
	
	
	

	  

	
	
	
	

	  

	
	 

	

	

	
	
	
	

	

	

	

	



	


 
image3.emf
LearningNetwork_ OpioidActionPlan.pdf


LearningNetwork_OpioidActionPlan.pdf
Patient-Centered
Clinical Decision Support
Learning Network

A Stakeholder-driven Action Plan for
Improving Pain Management, Opioid Use,

and Opioid Use Disorder Treatment
Through Patient-Centered Clinical
Decision Support

Jerome A. Osheroff, MD

Barry H. Blumenfeld, MD, MS

Joshua E. Richardson, PhD, MS, MLIS
Beth Lasater, MSPH

The Opioid Action Plan Working Group

March 28, 2019

&/ I





Table of Contents*

Table Of CONLENES™ ... sas s sas s bR bR s s 2
CONEIIDULOTS ...ttt sttt st st st st s st st st st st st sttt e s et sa st asssnsssens 5
AACTONYMS..c..oiieetciis s bR bR R R R R R R R bbb bR 7
[. EXECULIVE SUMMAIY ...ttt 8
Lol INEFOAUCHION ettt sttt sas s 8
L LT BACKIOUNG ...ttt ses st sttt st sae 8
1.1.2  Strategy for Driving Change..........ceuveencereseseneincenerseseseesessessessessessssessessessessessssessesssssessscsns 8
1.2 Aims and ASpPirational GOal..........ceucecureureneeicineinerseseeieiseisessesseeesessessessesses e ssessessesssssssessesssssessescsas 8
1.3 MEENOMAS.....e ettt ettt s s e sttt 9
1.4 Results9

LA ] PartiCIPantS ....c.cucueeueeceeerceeeuseetceseeseuseas et esessesstas ettt e e sttt ettt bbb st astassasene 9
.42 Desired Future Scenarios and PCCDS INterventions............ieneniisnessesssenns 9
1.4.3  Implementation CoNSIEIratioNsS..........ccccceeureueeurecencuseusesensieesessessessesesessesseusesseessssesscsssussassncs 10
1.44 Current PCCDS Resources and ACLIVILIES......ccocrueeurireureresereseresesesisessesessesessesesessesessesssenes I
1.4.5 Recommended Stakeholder Actions to Achieve the Aspirational Goal ..........ccccoeuveuunceee I

1.4.6 How Action Plan Development Has Already Driven Progress Toward Achieving
Desired FULUre SCENAIIOS ...t ssssssssssssssssssassass I
1.5 DISCUSSION ...ttt ettt sttt ettt et et et st sttt sttt sttt I
1.6 CONCIUSION ...ttt sttt ettt et et et st sttt st sttt sttt 12
2. INEFOAUCHION ...ttt 12
2.1 BACKZIOUNG. ...ttt eseessesses ettt sttt sttt st s st astas b bacs 12
2.2 Strategy for Driving Change ... reenenieicireisesesieeeesessesstss s isessesstsstas s ssessesstustassssssesstsstassassacs 12
3. AIms and ASPIrational GOal ......c.cceceerericureeneninicineisesseustsis e isessesstssts s ssessesstas et sseastastas e sesastastassasens 14
4. MEENOAS ..ttt ettt et e e e ettt ettt ettt 14
D RESUIES ettt e ettt ettt I5
ST PAltICIPANTS ettt ettt ettt ettt sttt ettt aen I5
5.2 Desired Future Scenarios and PCCDS INterVENTIONS ........cceeereeeurercurincusinensineasisesesessesessesesseseasesenses I5

5.2.1 Scenario |I: An opioid-naive 65-year-old female with chronic knee pain from
OSTEOANTRIILIS ..ot bbb 17

5.2.2 Scenario 2: An opioid-naive 40-year-old male who presents at an emergency

department with sudden severe flank pain due to renal coliC.......occoieenevenencnnercncncncunenee 18
5.2.3 Scenario 3: Chronic opioid use in patients of various ages and conditions .........c.c..c...... 19
5.2.4 Scenario 4: A 20-year-old female undergoing jOINt SUFZEry .......ccoococveveurevcurecurencurencunencunene 20

5.2.5 Scenario 5: A 33-year-old male with a history of multiple opioid prescriptions
presents with new symptoms for evaluation ...t 2]






5.3 Implementation CONSIAEIrAtIONS ......cccecureecurercurercmniremriresnesessesesseseaetscssesess s aesseesseessesessaseasassasescasecaes 23
5.4 Current PCCDS Resources and ACLIVILIES ........ccocueuemrecrcrnememneeicienesesesesessessessesssssssessessessessssesses 27
5.5 Stakeholders in Achieving the Aspirational Goal ............cccciininicininciiicccsssenns 27
5.6 Ciritical Steps and Other Actions Recommended for Stakeholder Groups........c.cccccocveverenecence 31
5.6.1 Health IT and PCCDS Suppliers (e.g., EHR, CDSS, PHM Vendors).........ccccoeuveureuneenceuncnn. 31
5.6.2  Patients (ANd AQVOCALES) ...cceeueereururemeireneineeeseeisecisee sttt ssese et ssene st st sseasssensssenssens 31
5.6.3 Providers and CDOs ...ttt ssessesssssssssssssessesssssssesss 32
5.6.4 Guidance Content Suppliers (e.g., CDC, Clinical Specialty Societies)......c..ccccecrerremrerunecn. 32
5.6.5 Health IT Associations (e.g., CHIME, EHRA, AMDIS, HIMSS) .......ccccovermemneencrnerrenenseenne 32
5.6.6 Payers (e.g., CMS, State Medicaid Agencies, Private Health Plans) .........ccccccevviunnicance. 33
5.6.7 Standards and Interoperability Organizations (e.g., HL7, ONC, HITAC, IHE) ................ 33
5.6.8 Continuing Clinician Education Providers (Opioid Focus, e.g., Conjoint Committee
ON CE) ettt sttt s st st sttt st ettt bttt 33
5.6.9 Research Conducting and Funding Organizations (e.g., Regenstrief, AHRQ, NIH,
CDEC) ottt ess e ess s bt 33
5.6.10 State and LOCal AGENCIES ...t ssessessessassssessessessessesenns 34
5.6.11 PCCDS Learning NeTWOIK.........c.ovwuiueeiieeiiceiesieste st ssss s sssssssssaens 34
5.7 How Action Plan Development Has Already Driven Progress Toward Achieving Desired
FULUIE STALE SCENATIOS ....ceueeveeercrcncmieceereseseseeesesesessasessessessesess s ssess s ssessessessesssssssessessensesens 35
5.7.1 Creating New and Enhanced INterventions ...........ccernerencineneinenceneneseeeseeiseesseesseesnens 35
5.7.2 Driving Broader, Successful Use of Available PCCDS Interventions...........ccccecveueuucuncen. 36
5.7.3 Fostering Research to Evaluate and Accelerate Progress..........cococvcveeesennenceneunensesenseeene 37
5.7.4 Promoting Broader, Ongoing Collaboration .............cvenesensenseneenerseseseeesessessessesseeene 37
6. DISCUSSION ..ttt bbb bbb bbbt 37
6.1  OAP EXECULION ENADIETS ...ttt sss s sssssssss s sassssssasssssans 37
6.1.1  OAP Dissemination and USE ..........ccuiiniriiiniineieiicinesesssscsssssssssssesssssssssssssssssssans 38
6.1.2 Ongoing Collaboration to Drive OAP Implementation...........ccccceveuvcereureseneencerersensesenseeene 38
6.1.3 Specific “Burning Platform” to Motivate ACTION........ccc.cveureurencureneineneinee e sseeasene 38
6.1.4 Intervention Test Collaborative.........cccevcereremrerceneenerneniceeenessesnessesesessessessessesessessessessessesesns 38
6.1.5 Progress EVAlUAtioN ...ttt sttt et st st sttt 38
6.2 Fostering ONngoing CollabOration...........cccecreecreecurirenirenisenesessisessesessesessesessesessesessesessesessascssesesseseses 39
6.3 AdAItioNal INEXE SEEPS....crueuecmrecnricnecnreeaseessereastsesstesstsessesessesesstsess e aessasessesessssessssesssscaascssencssencsnes 39
7. CONCIUSION .ttt s st b b 41
ACKNOWIEAGEMENTS ...ttt ess et sttt bttt bttt taen 42
REFEIENCES ...ttt ettt e s s st st st st st et b s s tasbaens 43

* Headings in Table of Contents and in Lists of Tables/Figures are hyperlinked to corresponding page(s) in the report.






List of Tables

No. Page
Table 1:19 PCCDS Interventions Underpinning Future Scenarios (OVerview) ..., 10
Table 2: 19 PCCDS Interventions Underpinning Future Scenarios (Details) ........cccoeeverencunencnencnencnencunencnnes 16
Table 3: Actions for Improving PCCDS Technical Implementation to Address the Opioid Crisis

(SaMPIiNg from TEChFWVG) ...ttt sttt sttt sttt 25
Table 4: Trust Attributes, Descriptions, and Recommendations (Sampling from TFWG

WVHITEPAPET)....ceuceemeuenciceneremsiasicisessesstasese e ssessessess s ssesst st s s s st sttt ettt ettt sacen 26
Table 5: Sampling of Information and Tools that Could Be Leveraged to Support Transition to

The FULUNE VISION ...ttt ss s st sasaseas 28
Table 6: Value Proposition for Ongoing Forum ldentified by OAPWG Participants........cccocoeverencrencunecnnes 40
List of Figures
No. Page
Figure |: Overview of Future Scenario FOCUS Ar@as ........crinrineniresineeinesesestsens et tsessesesseseanes 10
Figure 2: Generalizable OAP Strategy for Driving Change .........ccccveeereneneinceneneseneeineisesseseseeesessessessessseens 13
Figure 3: Overview of Future Scenario FOCUS Ar@as ... nrinerinerineniresisesises ettt tseasaseaseseases I5
Figure 4: Analytic Framework for Action Depicts Interacting Components for Creating,

Implementing, and Measuring Patient-centered CDS ... rnnrineninerseseseseseseseseseseseaeeseaes 24
Figure 5: Stakeholder Groups and INtEIrACLIONS.........cceeucicureureuneeicireiseuseseeeeesessesseases e ssessessesseas e ssesseastassacens 30






Contributors

Members of the Opioid Action Plan Working Group (OAPWG) are listed below.

Megan
Shafa
Brian
Robert
Margeaux
Bryan
Gavin
Barry
Leigh
Patrick
Evan
Janet
Spenser
Jon
Michael
Christopher
Molly

Jim
Kensaku
Kathryn
Beth
David
Hongfang
Edwin

Jan L.
Laura
Alexander
Zachary
Maria
Blackford
Karla
Kara
Anne
Jonathan
Patrick J.
Jerome A.
Lindsey
George

Affrunti
Al-Showk
Alper
Anthony
Azakawa
Bagdasian
Bart
Blumenfeld
Burchell
Burns
Crawford
Desroche
Duehr
Ebbert
Fadden
Harle
Jeffery
Jirjis
Kawamoto
Kuttler
Lasater
Little

Liu
Lomotan
Losby
Marcial
Mclintosh
Meisel
Michaels
Middleton
Miller
Murray
Myrka
Nebeker
O’Connor
Osheroff
Philpot
Reynolds

MPH, LMSW
MPH, CHES
MD, MSPH, FAAFP

MPH

MD, MMM
MD, PhD
MD, MSc
BA

BS

RN, MHI

BS

MD

MD

PhD, MS

PhD

MD

MD, PhD, MHS
PhD

MSPH

MD, MS, FAAFP
PhD

MD, FAAP
PhD, MSW
PhD

MBA

MD MPH MSHP
MBA, PMP

MD, MPH, MSc
PharmD, BCPP
Pharm.D., BCPS
BS Pharm, MAT
MD

MD, MA, MPH
MD, FACP, FACMI
PhD

MD, MMM, FAAP, CPHIMS,
CHCIO

Clinton Foundation
AHRQ
EBSCO/DynaMed
ONC

ONC

MEDITECH

Hennepin Healthcare
RTI International
EHRA/Allscripts
Principled Strategies, Inc
Fusion Consulting
MEDITECH

Epic

Mayo

Cerner

Indiana University
Mayo

HCA

University of Utah
Intermountain Healthcare
RTI International

Epic

Mayo

AHRQ

CDC

RTI International
KLAS

Penn

CDC

Apervita

HCA

HCA

IPRO

VA/University of Utah
HealthPartners

TMIT Consulting, LLC
Mayo

Reynolds Healthcare Advisers, LLC





First Name Last Name Honorific Organization

Richard Ricciardi PhD, NP GWU (previously AHRQ)
Joshua Richardson PhD, MS, MLIS RTI

Craig W. Robbins MD, MPH, FAAFP Kaiser Permanente
Rebecca Rossom MD, MS HealthPartners

Sharon Sebastian RN MITRE/CDS-Connect
Daniel Seltzer BA MEDITECH

Carmen Smiley MS ONC

JoAnn Sperl-Hillen MD HealthPartners

Jackson Tate BS KLAS

Upendra Thaker MD, FIPP Mt. Nittany Health

Devon Trolley MHA CMS

Danny van Leeuwen RN, MPH Health Hats

Jonathan Wald MD, MPH InterSystems (previously RTI)

Preferred Citation:

Osheroff A, Blumenfeld BH, Richardson JE, Lasater B and the Opioid Action Plan Working Group. A
Stakeholder-driven Action Plan for Improving Pain Management, Opioid Use and Opioid Use Disorder
Treatment Through Patient-Centered Clinical Decision Support. Research Triangle Park, NC: Patient-
Centered Clinical Decision Support Learning Network; 2019 Mar.






Acronyms

AMDIS — Association of Medical Directors of Information Systems
APA — American Psychological Association

AHRQ — Agency for Healthcare Research and Quality

CDC — Centers for Disease Control and Prevention

CDO —Care Delivery Organization

CDS — Clinical Decision Support

CDSS — Clinical Decision Support System

CE — Continuing Education

CHIME — College of Healthcare Information Management Executives
CMS — Centers for Medicare & Medicaid Services

EHR — Electronic Health Record

EHRA — Electronic Health Records Association

FAQs — Frequently Asked Questions

FHIR — Fast Healthcare Interoperability Resources

HIMSS — Healthcare Information and Management Systems Society
HIT — Health Information Technology

HITAC — Health Information Technology Advisory Committee
HRSA — Health Resources and Services Administration

IHE — Integrating the Health Enterprise

IHI — Institute for Healthcare Improvement

MAT — Medication Assisted Therapy

MEDD — Morphine Equivalent Daily Dose

MOUD — Medications for Opioid Use Disorder

NIH — National Institutes of Health

OAP — Opioid Action Plan

OAPWG — Opioid Action Plan Working Group

ONC — Office of National Coordinator for Health Information Technology
OUD — Opioid Use Disorder

PCCDS — Patient-Centered Clinical Decision Support

PDMP — Prescription Drug Monitoring Program

PHM — Population Health Management






|. Executive Summary

.1 Introduction

1.1.1 Background

Opioid use for managing pain and non-medical
purposes has reached epidemic proportions and
has created a national crisis that causes
staggering mortality, costs, and shattered lives.
Patients and care teams could better address
these challenges through timely, efficient access
to evidence-informed information and tools that
support safe and effective pain management,
opioid use, and opioid use disorder (OUD)
treatment. Patient-centered clinical decision
support (PCCDS) refers to strategies and
interventions that deliver such support in ways
that enhance patient activation, education and
engagement, and collaborative decisions and
actions between patients and their care teams.
The Patient-Centered CDS Learning Network
(Learning Network) is an Agency for Healthcare
Research and Quality (AHRQ)-supported
initiative that focused its efforts in 2018 on
developing this opioid action plan (OAP) to
articulate and begin advancing progress toward
a shared vision for applying PCCDS more
broadly and effectively to address the opioid
misuse crisis.

1.1.2 Strategy for Driving Change

The intention from the outset was to ensure
that this OAP wasn’t just a ‘thought piece’
document but rather the beginning of broad
new collaborations that directly improve care
delivery and outcomes. To achieve this goal, we
sought to engage key stakeholders via an OAP
Working Group (OAPWG) of the Learning
Network in the following activities:

B developing a compelling vision of
PCCDS-enabled pain management,
opioid use, and OUD treatment;

B defining actions that stakeholders (and
others) can take to achieve that vision;

B taking initial actions as a byproduct of
OAP development; and

B laying a foundation for ongoing
collaboration and progress after OAP
publication.

1.2 Aims and Aspirational Goal

The ultimate goal of this OAP document—and
collaborations and actions it seeks to directly
trigger—is to fully realize PCCDS’ promise for
supporting the care of all patients and care
teams addressing pain and opioid use or abuse.
PCCDS interventions and related workflows
must be widely deployed to drive more patient-
focused, evidence-informed opioid-related care
decisions and actions throughout the nation.
Achieving this goal requires broadly activating
those who receive or deliver care (and those
who support these activities) to change care
delivery processes so that they are more
efficient and effective.

This initiative sought to synthesize a shared
future vision—across diverse and influential
stakeholders with a stated commitment to
enhancing care processes and tools—to
accelerate valuable PCCDS development and
use for opioid-related care. The following
aspirational goal was established to reinforce
the urgent need to drive widespread progress
toward a shared future vision:

By 2021, trigger OAP-driven support
for two million people—and care
teams that serve them—in improving
pain management, opioid use and
OUD treatment via PCCDS
interventions.






1.3 Methods

Learning Network leaders chartered and
convened an OAPWG that included many
diverse and influential stakeholders to develop
the content for this action plan, i.e., the items
needed to implement the Strategy for Driving
Change (see above).

The OAPWG met via |-hour web conferences
17 times from April 2018 through December
2019 to develop, discuss, and refine these OAP
elements. Discussions and content development
during these meetings were extended via digital
collaborations using web-based document
editing and collaboration tools (Google Drive,
Google, Mountain View, CA) and group email.
Draft OAP elements were also discussed and
vetted in-person during several sessions at the
Learning Network’s Annual Conference on
October |5, 2018. Lastly, two other Learning
Network working groups—focused respectively
on trust and technical considerations related to
PCCDS use—contributed content to this OAP.
Technical workgroup members also provided
feedback on the future scenarios.

Draft versions of this report were made
available to all OAPWG members for review
and comment before it was finalized.

1.4 Results

1.4.1 Participants

The OAPWG leadership team (authors JAO,
BHB, JER, and BL,) targeted |5 individuals from
various public and private stakeholder groups
and organizations for initial OAPWG
membership. These groups included patient
advocates, care delivery organizations,
electronic health record (EHR) and CDS
vendors, federal agencies, opioid guideline

developers, and others. Fifteen participants
attended the first meeting in April 2018. Over
the ensuing months, additional members
identified through OAP development efforts
were added to the OAPWG based on
anticipated mutual benefit. When this report
was written, OAPWG had 5| members (see list
of Opioid Action Plan Workgroup Members at
beginning of this report).

1.4.2 Desired Future Scenarios and PCCDS
Interventions

To develop a consensus future vision of how
PCCDS could better address the opioid crisis,
the OAPWG considered clinical situations that
trigger opioid use and OUD treatment,
workflows associated with those situations, and
ways that PCCDS interventions could improve
these care processes.

The OAPWG created five consensus-based,
desirable future scenarios that illustrate various
ways PCCDS could be used better to address
the opioid crisis (see Figure | for clinical
scenarios covered). The scenarios contain
personas with different patient ages, genders,
and clinical conditions. Even though they are
specific in this way, the scenarios are intended
to exemplify broad opportunities for PCCDS to
better support pain management, opioid use,
and OUD treatment.

As part of outlining desirable workflows and
information flow for each clinical scenario, the
OAPWG defined specific PCCDS interventions
that could be used to implement these
enhanced care processes (see Table I for
overview). The scenarios reference where and
how these interventions are used in the
underlying workflow (see Section 5.2 for full
scenarios and pointers to interventions).
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Figure |: Overview of Future Scenario Focus Areas

Table 1:19 PCCDS Interventions Underpinning Future Scenarios
(Overview)

= Topic-specific evidence

= Function/pain tracking journal

= Shared decision-making tool

= Pre-visit questionnaire

= Documentation templates

= Care plan development and tracking tool
= Symptom evaluation tool

= Prescription drug monitoring tool

= OUD screening and assessment tool

= Condition-specific pain/opioid order sets

1.4.3 Implementation Considerations

There are many challenges in developing and
implementing PCCDS interventions to broadly
achieve the future state that the five scenarios
exemplify. For example, people, process, and
technology issues must be addressed to
successfully incorporate PCCDS interventions

into information systems and clinical workflow.

The Learning Network’s Analytic Framework
for Action describes the PCCDS intervention
lifecycle, which includes activities such as
authoring and implementing CDS, and helps
organize major activities to realize value from

Pain management and opioid guidelines

Registries with related patient outreach tools

Portals and websites

Morphine Equivalent Daily Dose (MEDD) calculators

Dashboard

Medications for OUD (MOUD) order sets
MOUD shared decision-making tool

MOUD/OUD education and engagement materials

OUD detection and notification algorithms

the future scenarios (see Section 5.3, Figure 4).
Information in guidebooks and related tools and
resources contain guidance and best practices
that can likewise support effective pain and
opioid-focused PCCDS intervention
development and use.

Two Learning Network working groups that
worked in parallel to the OAPWG also
produced useful information for addressing

future vision/PCCDS implementation challenges:
The Technical Framework Working Group (see
Section 5.3, Table 3), focused on addressing the
technical challenges to implementing PCCDS






and the Trust Framework Working Group (see
Section 5.3, Table 4) focused on identifying and
formulating recommendations for the legal,
policy, governance, and market factors that
influence whether consumers of PCCDS will
“trust” publicly available, standardized PCCDS
artifacts.

1.4.4 Current PCCDS Resources and Activities

Because pressing opioid-related problems are
widespread and generating substantial attention,
this OAP can be applied to many initiatives and
resources already in progress to achieve the
aspirational goal. The OAPWG performed a
preliminary survey to assess available clinical
guidance, initiatives, interventions, and case
studies; results are summarized in Section 5.4,
Table 5.

1.4.5 Recommended Stakeholder Actions to
Achieve the Aspirational Goal

The OAPWG identified critical steps and other
recommended actions that stakeholders could
take to make the future scenarios widely
implemented, highly valuable, and typical for
care where opioids are, or could be, involved
(see Section 5.6 “Critical Steps and Other Actions
Recommended for Stakeholder Groups™).

1.4.6 How Action Plan Development Has
Already Driven Progress Toward
Achieving Desired Future Scenarios

By design, OAPWG members and stakeholders
began taking action to drive progress toward
realizing the future scenarios after they were
developed; i.e., as part of drafting the
stakeholder recommendations and other OAP
elements. For example, many OAPWG
participants shared the future scenarios with
their teams and constituents to help develop
and implement more fully and broadly the
PCCDS interventions and scenarios they
underpin. Section 5.7, “How OAP Development
Has Already Driven Action Toward Achieving
Desired Future State,” summarizes these OAP-

driven actions that occurred during OAP
development.

1.5 Discussion

The OAPWG created a compelling future vision
of PCCDS-enabled care to address the opioid
misuse crisis. This report also outlines key
actions that stakeholders can take to support
millions of patients and their care teams
through the better care envisioned (see

Section 5.6, “Critical Steps and Other Actions
Recommended for Stakeholder Groups™).
Importantly, this report also provides many
examples of steps that OAPWG members and
others have already taken toward making this
vision a widespread reality (see Section 5.7,
“How OAP Development Has Already Driven Action
Toward Achieving Desired Future State”).

The OAP and OAPWG were time-limited
Learning Network activities, so the OAPWG
considered enablers to foster ongoing work to
build on the successful collaborations and
progress reflected in this report. These enablers
include widely disseminating this report, having
an appropriate entity provide and nurture a
forum for expanding the dialog and joint efforts
started by the OAPWG, and others (see
Section 6.1, “OAP Execution Enablers”). OAPWG
members expressed interest in participating in
such an ongoing collaboration forum and
Section 6.2, Table 6, “Value Proposition for
Ongoing Forum Identified by OAPWG Participants,”
summarizes the benefits from engaging they
identified for their various stakeholder groups.

Elements of the OAP will be leveraged in other
ongoing AHRQ-supported initiatives and in
ongoing Learning Network activities. In
addition, many OAPWG members will continue
to leverage the OAP. The Learning Network
will execute a sustainability plan that includes
engaging organizations willing to take over the
OAP execution leadership and support role that
the Learning Network has played for these
initial steps.






1.6 Conclusion

Through this OAP, the OAPWG successfully
achieved the Learning Network’s goal of
promoting PCCDS use to address a national
health improvement imperative. For example,
dozens of significant actions were taken by
many diverse stakeholders to advance
development and application of PCCDS to
address the opioid misuse crisis. This replicable
approach to rapidly identifying a shared, future
CDS-enabled vision for a national improvement
imperative, and driving movement toward
achieving it, could potentially be applied to
other priority targets.

2. Introduction

2.1 Background

The United States is experiencing an opioid
misuse and overdose epidemic that results in
staggering costs, morbidity, and mortality [1-3].
In 2017 alone, opioids were involved in 47,600
overdose deaths [4]. Poor pain management—a
highly prevalent and distressing symptom—is a
key underlying driver for this epidemic [5], as is
the underuse of effective treatments for opioid
use disorder (OUD).[6]

Evidence-based guidance is available for pain
management and opioid use and OUD
treatment [7]; though putting this information
into practice has been uneven. Clinical decision
support (CDS) is a process for enhancing
health-related decisions, actions, and outcomes;
CDS aims to delivers critical guidance and
support to the right people, in the right formats
through the right channels at the right times [8].
In 2016, the Surgeon General distributed paper-
based opioid prescribing guidelines via letters
and information cards to over 2 million
clinicians [9]. Although this was a well-meaning
and potentially helpful approach to information
dissemination, CDS strategies enabled by
modern healthcare information technology offer

more targeted opportunities to provide
information when, where, and how it is needed
to optimize patient and care team decisions,
actions, and partnership [8].

PCCDS focuses on highly patient-focused
strategies, interventions, and tools to improve
communications, decisions, and actions by and
between patients and clinicians [10]. PCCDS
interventions include tools such as smartphone
apps that patients can use to help them track
and manage pain and function according to a
care plan developed with their care team,
shared decision-making tools for selecting pain
management strategies, and screening tools to
detect patients at high OUD risk.

This PCCDS Opioid Action Plan (OAP) has
been produced as a central 2018 project of the
Patient-Centered Clinical Decision Support
Learning Network (Learning Network), an
AHRQ-funded initiative to more fully leverage
PCCDS in making care more patient-centered
while broadly improving care delivery and
outcomes.

2.2 Strategy for Driving Change

National healthcare roadmaps related to
transforming care and better utilizing CDS
typically stop at providing general
recommendations [I 1-13], which can leave
significant gaps to driving effective action. The
Learning Network chartered the OAPWG so
that its output would include—in addition to a
useful report and recommendations—valuable
OAP-driven actions toward care transformation
that were initiated during report development [14].
The two key strategies for realizing this goal
were: |) select a clinical focus area that is
already a top national improvement priority and
where PCCDS offers great promise, and 2)
establish as a workgroup goal: to “point to a set
of specific, compelling instances where
OAPWG activities and work products
accelerated or improved development,
dissemination, implementation, and successful






use of PCCDS interventions to manage
pain/opioid use” [14].

The charter identified key stakeholder groups
to engage in the OAPWG; individuals from
selected organizations were invited to
participate so that a critical mass of PCCDS and
opioid-related capabilities, activities, and
influence over the care delivery ecosystem
would be available to ensure success. This work
would create a shared PCCDS-enabled future
vision that supports achieving individual and
collective goals, and builds momentum to
realize that vision by building on current
activities and resources. If successful, the OAP
recommendations—and efforts already begun
to implement them—would then provide
specific actions for change agents in other
organizations to replicate and expand after OAP
publication.

The Learning Network used this care
transformation strategy with the OAPWG
hoping that the learning generated could be

applied in other efforts to leverage PCCDS (and
CDS more broadly) to address many national
improvement imperatives. The strategy
elements include:

B identifying a healthcare domain
requiring urgent improvement, where
PCCDS approaches are highly valuable
(e.g., pain management and opioid use);

B developing a shared vision of desirable
care processes and outcomes in the
domain;

B identifying current care processes and
support in that domain that could be
leveraged to support transformation;
and

B generating stakeholder-identified
actions needed for widespread and
valuable PCCDS implementation to
achieve the desired future state while
also stimulating early efforts to execute
these actions (see Figure 2).

e

Urgent Improvement Imperative
(e.g. Opioid Misuse Crisis)

g

<:| [ Current Care Processes and Outcomes ]

1

p [ Widespread PCCDS Implementation ]

E> [ Better Patient Care Processes and Outcomes ]

Stakeholder Driven Action Plan

Figure 2: Generalizable OAP Strategy for Driving Change






3. Aims and
Aspirational Goal

The ultimate goal of this OAP document—and
collaborations and action it seeks to directly
trigger—is to stimulate a multi-stakeholder
dialog resulting in actions that fully leverage
PCCDS to support care for all patients and care
teams addressing pain, and opioid use/abuse.
PCCDS interventions and related workflows
must be widely deployed to drive more patient-
focused, evidence-informed opioid-related care
decisions and actions throughout the nation.
Achieving this goal requires broadly activating
those who receive or deliver care (and those
who provide tools that support these activities)
to change care delivery processes so that they
are more efficient and effective.

This initiative sought to synthesize a shared
vision across diverse and influential stakeholders
in enhancing care processes and tools to
accelerate valuable PCCDS development and
use for opioid-related care. The shared vision
aims to inspire stakeholders and help align their
activities to address respective needs, much like
fitting pieces of a puzzle together to create a
compelling picture.

The following OAP aspirational goal was
established to reinforce the urgency of driving
widespread progress toward a shared future
state vision:

By 2021, trigger OAP-driven support
for two million people—and care
teams that serve them—in improving
pain management, opioid use and
OUD treatment via PCCDS
interventions.

Clinical outcomes implicit in this statement
include reducing opioid-related morbidity and
mortality and better leveraging effective, non-
opioid approaches to pain management. For
example, thorough PCCDS interventions that

empower patients (including those typically
underserved) to manage pain better and
support pain and opioid-related shared decision
making and care plan execution in ways that
simultaneously improve patient and care team
experiences and results. “OAP-driven support”
means direct effects of the shared future vision
articulated in the OAP, and steps catalyzed
during OAP development and follow-up to
realize such a PCCDS-enabled future vision.

4. Methods

With approval from the Learning Network’s
Executive Team, OAPWG co-chairs (authors
JAO and BHB), chartered and led this
workgroup to execute the Strategy for Driving
Change outlined above [14].

The OAPWG co-chairs leveraged the Learning
Network members and their professional
contacts to recruit initial volunteers to
implement the change strategy. Informed,
influential individuals and organizations from key
stakeholder groups were initially targeted, and
more participants were added based on mutual
interest and value as the work progressed.

The OAPWG met via |-hour web conferences
|7 times from April through December 2018.
These meetings focused on creating, refining
and vetting key OAP elements such as the
shared future vision, current state review,
recommended actions, and steps members
could take to begin executing those
recommendations.

Discussions and content development during
these meetings were extended via digital
collaborations using web-based document
editing and collaboration tools (Google Drive,
Google, Mountain View, CA) and group email.
Draft OAP elements were also discussed and
vetted in-person during several sessions at the
Learning Network’s Annual Conference on
October 15, 2018. Lastly, two other Learning
Network working groups—focused respectively
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on trust and technical considerations related to
PCCDS use—contributed content to this OAP
(see Section 5.3). Technical workgroup

members also provided feedback on the future

scenarios.

Draft versions of this report were made
available to all OAPWG members for review
and comment before it was finalized.

5. Results

5.1 Participants

Fifteen individuals from various public and
private stakeholder groups and organizations
were targeted for initial OAPWG membership,
in addition to the leadership team (authors JAO,
BHB, JER and BL). These groups included
patient advocates, care delivery organizations,
electronic health record (EHR) and CDS
vendors, federal agencies, opioid guideline
developers, and others. Fifteen participants
attended the first meeting in April 2018. Over
the ensuing months, additional members
identified through OAP development efforts
were added to the OAPWG based on
anticipated mutual benefit. When this report
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was written, the OAPWG had 51 members
(see list of Opioid Action Plan Workgroup

Members at beginning of this report) and Figure
5, Section 5.5).

5.2 Desired Future Scenarios and
PCCDS Interventions

To develop a consensus future vision of how
PCCDS could better address the opioid crisis,
the OAPWG first considered clinical situations
that trigger opioid use and OUD treatment,
workflows associated with those situations, and
ways that PCCDS interventions could improve
these care processes.

The OAPWG created five consensus, desired
future scenarios that illustrate various ways
PCCDS could be used better to address the
opioid misuse/overdose crisis: |) chronic knee
pain management to avoid opioid initiation, 2)
opioid initiation for acute kidney pain (and
discontinuing medication when appropriate), 3)
brief opioid use for post-surgical pain; 4) use of
registries to enhance pain management and
‘right-size’ opioid use for individuals on long-
term opioid therapies; and 5) detection and
treatment of opioid use disorder (OUD) (see
Figure 3).

I" Alternatives | [ Short-term \ ‘|' Long-term
\ teOpieids Scenario 1 "\ Opioids  |Scenario 2 \  Opicids  IScenario 3
\ /e Chronic knee L / \_ /
gz i o - *Acute kidney ~____{ *Opioids for
P pain chronic pain
Scenario 4 Scenario 5
 Post-surgical » Opioid Use
pain Disorder (OUD)

Figure 3: Overview of Future Scenario Focus Areas

As part of outlining desirable workflows and
information flow for each clinical scenario, the
OAPWG defined specific PCCDS interventions

that could be used to implement these
enhanced care processes (see Table 2).
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Table 2: 19 PCCDS Interventions Underpinning Future Scenarios (Details)

Topic-specific, evidence-informed
information for patients

Tracking journal for pain and function

Shared decision-making tool for pain
management

Pre-visit questionnaire

Documentation templates for visits and

procedures

Care plan development and monitoring

tool that includes one or more of the

following:

= Opioid use contracts

= Follow-up visit timing (e.g., monthly)

= Urine drug screen results

= Tapering plan

= Electronic/printable version signed by the
primary treating clinician, with contact
information

Symptom evaluation tool

Prescription drug monitoring program
(PDMP) tool that is integrated into
systemwide data stores and clinical
workflows

OUD screening and assessment tool

Order sets for pain and/or opioids that are
condition-specific when appropriate and
include preloaded, standardized e-
prescriptions

Pain management and opioid
guidelines

Registries of patients prescribed
opioids

Help patients understand their conditions (especially related to pain)
and how they are best managed, e.g., via details of different
treatment approaches and benéefits, risks and costs of each

Track functional status and pain quality, duration, intensity, location,
etc. over time, setting, and circumstances to optimize therapies and
management

Promote shared patient-clinician decisions for patient-centered pain
evaluation and treatment, e.g., including an ability for patients and
providers to select treatments authorized by payer

Allow patient to summarize and share key data and goals/priorities
to make patient visits more efficient and results-focused

Support care teams in gathering and documenting key condition-
specific, pain-related data

Document and guide shared goals, actions, and monitoring for the
condition. Support care continuity and prevent under-treatment due
to opioid stigma when requiring treatment away from primary pain
management setting

Provide patients with guidance on addressing new symptoms outside
of clinical encounters; upload results to provider’s EHR system

Review all past and currently prescribed controlled substances for
the patient to help avoid and detect opioid misuse

Identify patients who have or are at risk for OUD

Ensure safe and effective, condition-focused ordering of primary
therapeutic interventions for pain and all key associated corollary
orders and safety checks in outpatient, inpatient, and discharge
settings

Deliver authoritative guidance for clinicians on evidence-informed,
patient-centered pain management and opioid use; related tools to
implement these guidelines include other PCCDS interventions in
this table that provide associated safety checks and approaches to
‘making the right action/decision easy’

Identify patients receiving opioids so their care can be optimized as
new guidance becomes available; can include related patient
outreach tools to surveil opioid-related care e.g., patients due for
PDMP review, new or renewed pain agreements, or urine drug
screening






13 Patient portals and websites for FAQs,
status reports, pre-visit questionnaires,
appointment scheduling, custom questions
and concerns, self-management guidance and
tools

14  Morphine Equivalent Daily Dose
(MEDD) calculators

I5 Pain management dashboards

16  Medications for OUD (MOUD) order
sets

I7  MOUD shared decision-making tool

I8 MOUD/OUD patient education and
engagement materials

19 OUD detection and notification

algorithms

Provide asynchronous communication channels between patients,
caregivers, and care teams to address concerns and share
information outside of office visits; leverage rich education/
communication approaches, e.g., audio/video, interactive systems to
personalize responses, etc.

Ensure prescribed opioid doses are appropriate for patient and
within safe daily and cumulative limits; integrate with efficient
workflow into e-prescribing/order entry systems and provide results
prior to order signing and transmission

Track and optimize opioid use and other pain management
strategies and response (including functional status) over time to
optimize pain management and related outcomes

Support evidence-based implementations of MOUD and related
corollary orders

Support shared patient-clinician decision making on whether and
how to implement MOUD

Support patients in understanding MOUD and related OUD
management activities

Detect high-priority unmet health needs such as possible OUD and
return notifications for clinical action via workflow-friendly channels
and mechanisms

The OAPWG was guided to develop consensus
scenarios that would evoke statements from
readers such as, “If this future state were
broadly realized, healthcare would move closer
to the quadruple aim [15] and be more patient-
centered, my constituency and | would be much
farther toward achieving priority goals, and we
would make significant progress nationally in
addressing the opioid crisis.”

The scenarios contain personas with different
patient ages, genders, and clinical conditions.
Even though they are specific in this way, the
scenarios are intended to exemplify very broad
opportunities for PCCDS to better support
pain management, opioid use and OUD
detection and treatment.

In the scenarios below, bolded text indicated a
PCCDS tool and the numbers in parentheses
refer to a specific PCCDS intervention as
described in Table 2.

5.2.1 Scenario 1: An opioid-naive 65-year-old
female with chronic knee pain from
osteoarthritis

Key PCCDS goal: Use best pain management
approach, ideally non-opioid

A patient is particularly bothered by knee pain
she has had for years, which had been
diagnosed as osteoarthritis. Her medical home
practice enrolled her in its patient portal and
ensured she was comfortable with it, so she
checks the portal and it directs her to
helpful information, tools and guidance
(1), (13). This includes information about
osteoarthritis and evidence-informed
treatment approaches and results (1), a
function/pain evaluation tool (severity,
alleviating and exacerbating factors,
effects on daily life) (2) and a management
decision guide (3). The patient completes the
evaluation and decision guide tools (with
results recorded in portal (2), (3), (13),
schedules a primary care appointment
using the portal (13) to discuss with her care
team and take next steps to managing the pain






better, and begins implementing some self-care
recommendations she reviewed (1). The
portal guides her to fill in a pre-visit
questionnaire about her reason and goals
for the visit (4), (13).

On the morning of the visit, her clinician and a
medical assistant (MA) huddle and review
the pain evaluation and decision tool
results and prepare for further review
and discussion with the patient during the
visit (2), (3). They view a summary that
provides a ‘“human’’ snapshot of the
patient, her goals, life circumstances, and
attitudes regarding effects of past care
events (4). They also explore data from the
Health Information Exchange via the
EHR to see if there is a pain management
dashboard (15) from another provider with
previous diagnostic studies and treatment plans,
and for Prescription Drug Monitoring
Program (PDMP) information about
opioid prescriptions (8). They see that the
patient previously had an orthopedic
consultation and was not considered a surgical
candidate. The patient was given only minimal
therapeutic options, so recommending or
prescribing non-opioid alternatives to pain
management is a possibility.

As she talks with the patient in the consultation
room, the MA confirms and updates
information in the shared decision-making
tool (3), confirms and refines patient
expectations for the visit from the pre-visit
questionnaire (4) (addressing questions and
concerns about this information and the visit).
She migrates this information into the EHR
visit note, which is generated using a
documentation template (5) optimized for
this condition (i.e., osteoarthritis management).

During the clinician encounter, the patient and
clinician review the shared decision-making
tool to support therapy selection (3). After
the tool-supported and evidence-informed
discussion of risks-benefits-costs of
different approaches and the patient’s

values and expectations (3), they agree that
a trial of physical therapy and topical diclofenac
(a2 non-opioid medication) is the best approach,
which is prescribed electronically from an
osteoarthritis pain order set (10) and
documented in a care plan (6).

After the visit, the patient uses mobile
(smartphone or tablet) versions of tools
to document progress (e.g., function,
pain, and activity levels) (2), support
adherence to the plan (6), and address
questions and issues that arise (1). These
tools interact seamlessly with the practice
portal and EHR so that the clinician, MA, and
patient each have convenient methods to
communicate (1), (13).

5.2.2 Scenario 2: An opioid-naive 40-year-old
male who presents at an emergency
department with sudden severe flank
pain due to renal colic

Key PCCDS goal: Inform and monitor an opioid
prescription

A 40-year-old male experiences sudden onset
of severe flank pain with nausea and vomiting.
His partner uses a smartphone-based
symptom evaluation tool that indicates it
may be related to a kidney stone and
could require medical evaluation (7). Data
from the evaluation tool is transferred to
the patient portal and linked to the
patient’s health system EHR, which is
available in the emergency department
(ED) he visits (7), (13).

In the ED, the evaluation tool data are
reviewed and discussed with the patient
(7), (13) as the physical evaluation is
completed. The patient is diagnosed with acute
renal colic. The physician conducts an EHR-
integrated PDMP check as part of the
prescription generation (8), and it reveals
no documented history of opioid use. An EHR-
integrated OUD assessment tool identifies
the patient as low risk for OUD (9). The
patient is discharged from the ED with a care






plan, instructions, and e-prescriptions (6),
(10) that include opioids to manage the pain,
plus an appointment to follow up with his
primary care clinician.

After ED discharge, the patient reviews
personalized information in the portal about
renal colic (including pain management
issues) generated from his care plan (13),

(6), (1).

During his primary care visit one week after the
ED visit, the patient is still experiencing severe
pain. The clinician uses tools with the patient
for evidence-informed therapy selection
(including risk-cost-benefit options) (3),
authorization (3), and safety (e.g., a PDMP
check that supports patient
communication) (8). The clinician reviews
the PDMP results with the patient to
discuss previous, current or overlapping
prescriptions for controlled substances
(8) and completes an OUD assessment (9).
There are no red flags and the clinician records
the discussion results in the EHR using a
structured documentation template (5).
These PCCDS-facilitated steps ensure the
patient, clinician, and payer are synchronized,
agree on the care plan, and in this case, agree
that continuing the short-term opioids are
indicated, agreed upon, and approved (3).

The clinician and patient use a care plan
template to build on the ED care plan to
create a shared care plan for ongoing
opioid use for acute pain management
(6). The template includes treatment
goals, management plan, pointers to
patient education materials, and tools the
patient can reference after the visit for
therapeutic and side-effect monitoring
and management (e.g., coping with
mood, gastrointestinal effects) (6), (13).
These details are provided to the patient in a
printed after-visit summary and via the
portal (13). The clinician uses a preloaded e-
prescription tool linked to a standardized
order set for opioid continuation. The

prescription order set (10) includes dosing
per the CDC’s 2016 guideline (11) on
prescribing opioids for chronic pain (lowest
dose, limited duration), interaction checks for
drugs that can decrease opioid metabolism and
increase adverse events (e.g., benzodiazepines);
urine drug testing to ensure the patient is not
already receiving opioids; and instructions for
scheduling a follow-up visit.

5.2.3 Scenario 3: Chronic opioid use in
patients of various ages and conditions

Key PCCDS goal: Use registry to drive outreach to
relevant patients and other tools to ‘right-size’
opioid use for individuals

A clinician becomes aware of evidence-based
guidelines and tools (11) (e.g., updated
guidance and CDS tools related to the CDC’s
2016 guideline on prescribing opioids for
chronic pain), updated state laws governing pain
management, and support for patients with
chronic pain and long-term opioid use and/or
high dose (i.e., high Morphine Milligram
Equivalents [MME]). The clinician uses a practice
registry to identify patients this
information could help (12) and begins
executing the steps outlined below with each
patient, starting immediately with those already
scheduled for visits soon. She next looks up
patients who do not have appointments in the
next two months and who the clinic’s care
coordinator believes could benefit
significantly from the updated
information (11), (12). The following
example illustrates PCCDS for one patient.

Before the visit, the clinician sends a message
to a relevant patient via an EHR portal
(13). She writes that she would like to discuss
with the patient during his next office visit new
guidance and evidence on how best to
manage chronic pain (1 1). She sends the
patient related educational information (1)
and decision aids (3), along with a
function/pain assessment journal
(activities/function, severity,
alleviating/exacerbating factors, effects on
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daily life) (2). She thinks the patient might find
these tools helpful for better understanding and
managing pain (for patients not using the portal,
alternative outreach approaches such as phone

calls are provided).

In pre-visit planning, the clinician huddles with
her MA to go over results from the patient’s
pain assessment (2) and opioid care plan
template (6) that includes links to a
screening tool for opioid misuse/
addiction/overdose (9) as well as highlighted
data on last PDMP check (8), last urine drug
screen, medications that could increase
overdose risk, and other pertinent data
collected in a pain management dashboard
(15). The screening tool is prepopulated
with the patient’s opioid use history (8),
non-opioid pain treatment history and
rationale and response (15), and the latest
function/pain assessment (2). These items
are prepared in advance and will be used during
the patient visit.

During the patient visit, the clinician and patient
use a shared decision-making tool that
addresses chronic pain for the patient’s
condition (3), a dashboard with the latest
function/pain information and opioid use
history (15), and a PDMP check (8) to
identify the full scope of opioid use. With the
information at hand, they develop a shared
care plan (6) to consider pain management
strategies that minimize potential adverse
consequences of opioid use. The shared
decision-making tool identifies evidence-
informed, non-opioid interventions (both
medication and non-medication
approaches) (3) that both agree could be
beneficial and should be added to the regimen.
The tool also includes plans for reducing
opioid use (3) if the patient responds well to
the other interventions. The interventions are
executed by an order set (10) that includes an
opioid overdose safety kit (naloxone) and
instructions for the patient to access pertinent
educational and support materials on the

portal (13). The order set (10) includes a
bowel function regimen of stimulant laxatives,
stool softeners, oral hydration, and evidence-
informed structured tapering of opioid dosing if
and when appropriate.

The patient uses his function/pain
assessment journal (2) and after-visit
support on the portal (13) to execute the
shared care plan (6). This includes ongoing
assessment and optimization of function, pain,
associated life and environmental events, and
mental and spiritual health; appropriate use of
medications and other therapies; and
assessment for opioid-induced constipation and
other opioid-induced side effects.

The patient receives via the portal (13) and
printed document a copy of the clinician-signed
care plan (including opioid use agreement) to
share with other clinicians outside his primary
pain management setting. This document helps
ensure that the evidence-informed, shared
care plan is taken into consideration
should the patient require urgent care
elsewhere, and provides a clinician point
of contact should questions arise (6).

5.2.4 Scenario 4: A 20-year-old female
undergoing joint surgery

Key PCCDS goal: Optimize opioid use for surgery-
related pain

Prior to the patient’s hospital admission for a
left knee anterior cruciate ligament repair, a
nurse in the surgeon’s practice conducts a
comprehensive pain/function history using a
documentation template (5). This nurse
and patient together use an evidence-
informed shared decision-making tools
(3) that covers information about the typical
severity of post-operative pain, and pain
mitigation strategies such as using nonsteroidal
anti-inflammatory drugs, opioids, mind-body
techniques.

Their discussion includes whether the patient
will need or want opioids after surgery. The






documentation template (5) prompts them
to consider sensitive circumstances for when
patients may not want a prescription, e.g.,
because a family member at home is currently
in recovery for opioid addition. They together
check the PDMP (8), which indicates that the
patient has not filled previous prescriptions
(e.g., benzodiazepines or related psychoactive
drugs) that could be dangerous in combination
with opioids. The nurse and patient use this
information to develop a post-surgical care
plan that addresses pain management (6).
Educational and support resources
referenced by the care plan (6) to help the
patient learn more about and prepare for post-
post-operative pain (e.g., pain
management tools and strategies
analogous to birthing classes) are
provided via the practice portal (13). The
patient can also use the practice portal to
provide updates about preparation for
surgery and ask questions (13).

On the day of surgery, the surgical team and
patient review and discuss the post-operative
care plan, including pain management
components (6) and the patient’s surgery
preparation and questions (13) before the
procedure.

After the procedure, the surgeon orders for the
patient an opioid during the hospital stay by
using an order set per inpatient protocol
(10), which is also informed by the patient-
specific care plan (6). The patient’s pain and
function are assessed during
hospitalization (2), and subsequent orders
are modified per hospital protocol and
patient’s preferences and needs (10).

Prior to discharge, the care team uses a
shared decision-making tool with the
patient to optimize post-discharge pain
management and minimize opioid use
(3). The resulting discussion covers benefits and
risks of various approaches to pain management
and leads the patient and clinician to agree on a
prescription for the fewest number of opioid

pills they feel are needed as one part of an
evidence-informed pain management
regimen (3). In addition, the clinician provides
guidance on avoiding bowel complications due
to the pills. The clinician translates discussion
results into an order set/e-prescription tool
that performs safety checks and prints
the prescriptions (10) and also into a post-
discharge care plan (6), which is provided to
the patient on paper and via the portal (13).

At home, the patient uses the care plan and
associated tools to guide recovery (6). She
tries the prescribed opioid for pain at one point
but becomes nauseated, and finds other
strategies recommended in the care plan
(NSAID, guided meditation, etc.) (6) are
adequate for pain control. After her recovery,
she disposes the unused opioids at a local
pharmacy, as recommended in the care plan

(6).

5.2.5 Scenario 5: A 33-year-old male with a
history of multiple opioid prescriptions
presents with new symptoms for
evaluation

Key PCCDS goal: Support OUD screening,
diagnosis, and medication initiation

A 33-year-old man presents to a primary care
clinic because of worsening pruritic rashes on
both arms that have persisted for 4 days.

At intake an MA enters the patient’s blood
pressure values into the primary care clinic’s
EHR, which is linked to a web-based CDS
system. The system triggers an assessment
of potentially high-priority unmet health
care needs, e.g., related to screening,
prevention, and chronic disease
management. The OUD screening
module within the assessment tool
detects that the patient is at OUD risk
(19) because he had three opioid prescriptions
in the last year: one each for dental work, low
back pain, and knee injury. The OUD risk
factor algorithm returns a result to the
EHR that in turn creates an “OUD






notification” that is displayed in an
“Action Items’’ section of the EHR (19).

The clinician reviews the OUD notification
(19) at the beginning of the office visit and sees
that the patient is at high risk for OUD based
on assessment for risk factors such as a
previous diagnosis of OUD, substance use
disorders besides tobacco, and medication for
opioid use disorder (MOUD). The clinician
carries out the visit by addressing the patient’s
chief complaint, diagnosing the patient with
allergic contact dermatitis, and prescribing an
appropriate therapy.

After the patient’s main concern is addressed,
the clinician sensitively shares with the patient
that data in the EHR has suggested that
OUD is a consideration (19), and she asks
the patient’s permission to explore further
because it may be an opportunity to improve
the patient’s wellness. The patient agrees and
the clinician opens an OUD screening and
diagnosis module (9) and asks the patient up
to six questions about opioids and heroin by
using a validated screening tool called the TAPS
(Tobacco, Alcohol, and Prescription Medication
and Other Substance Use Tool). The TAPS
screen is positive for OUD because the patient
has tried and failed to cut down on opioid pain
relievers and he states that his family is
concerned. The TAPS result is saved into an
EHR flow sheet at the close of the
encounter (9). The CDS algorithm
automatically updates in the background
so that clinician will not be interrupted
with an OUD screening notification for
three months (19), when the follow-up TAPS
screening will be due.

At the conclusion of the positive TAPS, the
assessment tool opens a linked online
module with a questionnaire (9) that walks
the clinician and patient through an assessment
of the DSM diagnostic criteria for OUD. This
takes less than two minutes. The clinician and
patient together review information in the
PDMP (8) to quantify the details of the

patient’s opioid use, and its implications for
management.

Since the patient meets the DSM OUD
diagnostic criteria, the patient and clinician
agree to explore patient readiness to change
and identify clinically appropriate MOUD
options using an MOUD shared decision-
making tool (17). This tool displays
treatment options based on comorbid
conditions such severe liver disease,
severe respiratory disease, active alcohol
use disorder, use of benzodiazepines,
chronic pain, and suicide risk (17). The
conditions are identified using EHR-derived
data by algorithms connected to the tool
and are prepopulated on radio buttons on
the tool’s display screen (17). The clinician
can review and modify the radio buttons and
the treatment options are automatically
updated (17). MOUD options for this patient
to consider include suboxone, naltrexone
(intramuscular injections or oral), or
methadone. If the patient had been a pregnant
woman, the system would have provided
referral information to a high-risk perinatal
specialist. The tool includes shared decision-
making materials that help the patient to
decide which MOUD treatment option
would be best (17).

Based on the clinician’s recommendations and
the patient’s readiness to treat and preferences,
they elect to proceed with MOUD using home
initiation of suboxone. The clinician has taken
an online course and is waivered to prescribe
suboxone. The clinician then uses an order set
to generate prescriptions for: medication
initiation (two milligrams suboxone
starting dose in a patient with suspected
low opioid tolerance) plus clonidine and
ondansetron for breakthrough
withdrawal symptoms (16). The order set
also includes an overdose prevention kit
(naloxone) and suggests consideration of
referrals to behavioral health and chronic
pain resources as indicated (16), the latter






of which the clinician elects to defer to the next
visit.

The clinician has run out of time and closes the
visit in the EHR by reviewing and printing at-
home induction instructions for starting
and titrating the suboxone (18);
instructions are also sent to the patient’s
portal (13). The results from using the shared
decision-making tools, the orders, and the
patient support materials populate an OUD
Care Plan (6). A return visit is scheduled with
the same waivered clinician in two to three
days. Along with a prescription, the patient
leaves with instructions and a safety kit for
opioid overdose scenarios (16), (18).

At the return visit two days later, an updated
“Action Items” notification appears in
the EHR based on the previous OUD
diagnosis (19). The clinician clicks on the
notification which, based on the OUD diagnosis
and suboxone medication identified, opens to
guidance on suboxone maintenance (19).
The clinician discusses the patient’s suboxone
dose and assesses for withdrawal symptoms.
The patient has self-titrated to eight milligrams
of oral suboxone a day and is no longer using
opioid pain relievers or experiencing
withdrawal, so the clinician asks the patient to
remain on that dose. The clinician then opens
the algorithm tool that addresses other
additional patient-specific National
Institute for Drugs and Addiction-
recommended clinical needs for this
patient population (19) such as screening for
infectious diseases, mental health, and vaccine
status.

The clinician then uses the MOUD order set
to order (16): a prescription for an additional
7-day supply of suboxone at the optimal dose,
needed tests and vaccines as indicated by the
algorithm tool, another visit for follow up in
seven days with the treating clinician, and a
referral to a behavioral health specialist. Due to
time limitations, consideration of referral to

chronic pain resources is deferred to the next
visit. The care plan is updated (6) and both
the clinician and patient discuss additional OUD
and MOUD support materials available
that the patient might find helpful (18)
and access via the portal (13).

5.3 Implementation
Considerations

The future scenarios describe idealized
situations for how patients and their care teams
can use PCCDS to support efficient, evidence-
informed decisions and actions for treating pain,
using opioids, and detecting and managing
OUD. Developing and implementing PCCDS to
realize scenarios like these and their associated
positive outcomes is complex [8]. During the
two years before it chartered the OAPWG, the
Learning Network considered these challenges
and developed a framework for addressing
them. This Analytical Framework for Action
(AFA) [10] depicts a lifecycle of interacting
components for developing, implementing, and
measuring, evidence-based PCCDS (see

Figure 4).

The AFA is a useful way of outlining the many
implementation considerations in executing this
OAP. For example, keeping real-world patients
and care teams as a central focus highlights
personal circumstances, social determinants,
workflow realities, and other factors that
PCCDS developers, implementers, users, and
evaluators must consider achieving desired
outcomes. Unlike the smooth flow in the future
scenarios, patient decisions and actions may be
impaired by addiction. And their goals and
priorities may change over time as their
underlying conditions, treatments, and life
experiences evolve. Likewise, for care teams,
busy schedules and fee-for-service
reimbursement models also make care planning
and other time-intensive activities in the
scenarios difficult to implement.
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Figure 4: Analytic Framework for Action Depicts Interacting Components for Creating,
Implementing, and Measuring Patient-centered CDS

With these issues in mind, PCCDS developers
must process the complex and evolving
knowledge base on pain management and opioid
use into an array of interventions that enable
implementers to ‘get the CDS Five Rights right’
for these targets. That is, the interventions
together should deliver all the right information
to all the right people in all the right formats
through all the right channels at all the right
times to optimize opioid-related care [16].

Implementers must select from, deploy, and
manage these many PCCDS interventions to
achieve the CDS Five Rights in their care
settings. They need to do this in the broader
context of health IT-enabled process
management, e.g., via EHRs, population
management systems, patient portals, and other
systems to ensure that pain and opioid-related
care over time is optimally efficient and
effective.

Implementing and evaluating PCCDS-enabled
care as outlined in the future scenarios will
typically require significant changes to practice
patterns and organizational processes and

should therefore be informed by science and
best practices supporting these changes. This
support includes implementation science
methods [17] and various resources supporting
CDS implementation and quality improvement
more broadly, e.g., the HIMSS Guide to
Improving Outcomes with CDS [8], the
GUIDES Checklist [18, 19], and the Guide to
Improving Care Processes and Outcomes [20].

Payment models emphasizing service volume,
and evolving business cases for PCCDS pose
additional barriers to effective PCCDS
application for developers and implementers. As
payment models evolve to further emphasize
value over volume, the outcome-improving care
processes outlined in the scenarios will become
more important.

Along with launching the OAPWG, in 2018 the
Learning Network chartered and ran two other
working groups to generate insights into
addressing AFA components. One was a
Technical Framework Working Group
(TechFWG) to identify barriers, facilitators,
challenges, and possible actions to improve the






technical aspects of PCCDS authoring and
implementation [21]. The other was a Trust
Framework Working Group (TFWG) to
consider marketplace, governance, legal, and
policy issues affecting PCCDS authoring and
implementation—focusing especially on how
trust underpins these dimensions [22]. Findings
from these other working groups with
implications for this OAP are summarized
below.

Table 3 presents TechFWG results most
relevant to implementing this OAP. In addition
to developing this information, TechFWG
members also provided input into the OAP
future scenarios.

The TechFWG recommendations will be
further developed and shared as a white paper
in 2019 and will guide ongoing stakeholder
discussions as relevant actions are proposed
and taken [21].

The TFWG addressed developed 33
recommendations across nine “trust attributes”
for building trust that CDS (including PCCDS)
interventions are safe and reliable. Such trust is
critical for PCCDS on any topic, including when
supporting decisions and actions related to
opioid use. Table 4 contains a subset of these

trust attributes and recommendations
considered to be most relevant to the OAP.

A full discussion of the TFWG results and
recommendations can be found in the TFWG’s

white paper [23].

Implementation considerations discussed in this
section provide context for interpreting and
executing the material in the following sections
of this document, e.g., related to current
activities and resources, and proposed actions
to make widespread, effective, opioid-related

PCCDS a reality.

Table 3: Actions for Improving PCCDS Technical Implementation to Address the Opioid
Crisis (Sampling from TechFWG)

Federal, state, and even
institutional regulations create
variability and limitations on
prescribing, confidentiality, and
PDMP data.

Regulatory
Environment

Data Integration Availability, format, matching,
visualization, and quality of
relevant source data are

variable, restricted, or limited.

Assuming data are available,
tools to scale (e.g., SMART on
FHIR or CDS Hooks) are
nascent and need to be
localized.

Scalability

Care Planning and
Coordination

The complexity of patient care
requires a shared
understanding (and modelling)
of care planning process,
including and integrated data
available, among all care
providers.

Initiatives to connect PDMPs
across states and state
regulations requiring e-
prescribing of controlled
substances.

Opioids are an important use
case with sufficiently
constrained scope to be
achievable and used as a guide
for other areas.

Emerging repositories to
support availability of CDS
artifacts (e.g., CDS Connect),
as well as ongoing maturation
of relevant standards and their
support.

The scale and impact of the
opioid crisis could enable
agreement on common
approach to coordination and
treatment.

Advocate to address conflicts
and overlap among federal,
state, and local regulations
regarding the prescribing and
sharing of information about
use of controlled substances.

Define data needs and
interoperability requirements
with achievable goals tied to
clinical needs.

Reach agreement on desired
PCCDS at scale and develop
specifications for implementing
accordingly.

Develop an approach to cross-
institutional care planning to
facilitate coordination.
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Competency

Evidence-based

Transparency

Table 4: Trust Attributes, Descriptions, and Recommendations

(Sampling from TFWG Whitepaper)

An actor is deemed to be
competent in the role played in
the CDS ecosystem. For example,
an author of a knowledge artifact
should be judged competent,
qualified, and an appropriate
authority to develop the artifact
based on factors such as past
performance, professional
qualifications, or certifications.

The evidence instantiated within
an artifact must apply to the
clinical condition it is meant to
support. Limitations are stated
clearly, and the evidence
supporting the clinical guideline/
predictive model, etc. in an artifact
is substantiated and has clear
clinical appropriateness.

A knowledge artifact should be
applied and used ethically to
clearly convey all potential
conflicts of interest and disclosures
of interest related to its
development or recommendation
to detect bias or discrimination in
its use.

5.1

5.2

53

54
5.5

9.1

9.2
9.3

9.4

Authors have descriptions with background information
including affiliations, years participating, and frequency of
participation.

Authors promote respect and dignity when providing
feedback.

Authors are credentialed by an agreed-upon entity through
education or training, experience, and dependability.
Knowledge professionals are certified that they are
competent in the knowledge management lifecycle,
competently interpret, encode, and execute knowledge, and
are competent of issues in conflict of interest.

Competency should apply to both individuals and
organizations.

Metadata indicate the date that evidence was originally
published, and the date that evidence was last reviewed.
Metadata state any known limitations, restrictions, or
exclusions to any given evidence.

Artifacts contain references to the evidence base on which
they are based, including both narrative guidelines and the
data supporting those guidelines.

Artifacts include metadata for all supporting citations.
Artifacts include evidence about its method (e.g., order set
v. alert), usage history, and available outcomes.

Clearly indicated policies describe the procedures for
implementing, updating, revising, and removing artifacts.
Clearly indicated policies address conflict of interest.

Knowledge artifacts are consistently implemented with
licensing agreements and any secondary use rights are
explicit.

Knowledge artifacts are consistently implemented in ways
that support equity in health and healthcare.






5.4 Current PCCDS Resources
and Activities

The opioid misuse and overdose crises have
generated widespread efforts to improve pain
management, opioid use, and OUD treatment.
This ‘current state’ provides a springboard for
the additional work and coordination that this
OAP seeks to stimulate in driving progress
toward its future vision and aspirational goal. To
provide quick, rough insights into current work
that could provide such momentum, OAPWG
members shared examples of such offerings and
activities. Items included:

B Clinical knowledge that could underpin
PCCDS intervention development and
use in workflow;

B Federal, state, and other initiatives that
could increase the need for and value
from PCCDS interventions and the
future scenarios;

B Currently available PCCDS
interventions that could be further
enhanced, added to and implemented
widely to fully deliver on the future
scenarios; and

B Guidance and case studies for
implementing increasingly sophisticated
interventions that could support
desired future state workflow.

Table 5 organizes into the categories above a
sampling of the collected items. It outlines in a
preliminary and partial way the extent to which
the scenarios and interventions can be realized
today, and the forces pushing toward the
desired future. This outline can serve as a seed
for follow-on efforts to more comprehensively
catalog currently available precursors to the
PCCDS future vision interventions, and
enablers for widely realizing the scenarios and
achieving the aspirational goal. For example, if
an entity assumes responsibility for executing
this OAP through broad multi-stakeholder
engagement, that group can continue fleshing
out this current state assessment as part of

efforts to close the gap to its shared future
vision (see section 6. Discussion).

5.5 Stakeholders in Achieving the
Aspirational Goal

The essence of this action plan is to identify—
and begin to execute—actions that various
stakeholders can take to more fully leverage
PCCDS to improve pain and opioid-related care
processes and outcomes.

This desired future state where the aspirational
goal is achieved by implementing PCCDS-
enabled care similar to that outlined in the
scenarios can be thought of as the picture on a
puzzle box. Stakeholder actions in the next
OAP section can be thought of as puzzle pieces
that, when refined and interconnected, could
produce that desired future state.

Figure 5 outlines key future vision stakeholder
groups and their connections to one another.
The bulleted items in the figure include many
organizations whose staff/members participated
in the OAPWG and/or organizations whose
staffmembers have otherwise supported OAP
development and outreach.

The shaded boxes in Figure 5 illustrate core
actors who produce and use PCCDS
interventions. Achieving the aspirational goal
requires that the health information technology
environment that supports patient and care
team daily activities more broadly includes
evidence-informed, workflow-friendly tools that
deliver PCCDS interventions to enable
processes such as those outlined in the future
scenarios. It also requires that care delivery
organizations successfully implement these tools
and reengineer care to more closely resemble
the future vision. Stakeholder actions already
taken (see section 5.7 How OAP Development
Has Already Driven Action Toward Achieving
Desired Future State) demonstrate early progress
on these fronts and provide models for
fostering a broadly shared future vision, creating
new PCCDS tools, implementing available tools
better, and other key future vision enablers.






Table 5: Sampling of Information and Tools that Could Be Leveraged to Support
Transition to the Future Vision

Topic E]ES
Clinical Guidance

Pain/Opioid Guidance for = |nformation and resources related to opioids from CDC (including CDC Guideline for
Healthcare Professionals Prescribing Opioids for Chronic Pain and associated Quality Improvement
Implementation Guide)
= National Institute on Drug Abuse resource web page
= A Team-Based Approach to Improving Opioid Management in Primary Care from
Improvingopioidcare.org
= Intermountain Healthcare Care Process Model: Prescribing Opioids for Chronic Non-
Cancer Pain
= SAMHSA Evidence-based Practices Resource Center (select “Opioid-specific
Resources” under Topic Area, then press ‘Apply’)
= HHS Office of the Assistant Secretary for Health: Draft Report on Pain Management
Best Practices: Updates, Gaps, Inconsistencies, and Recommendations
= CDS Connect: Pain Management Resources to Support Clinical Decision Support
Artifact Development: An Environmental Scan (see sections 4-5 on pain management
and resources)
= Article on Working and Communicating Effectively with Patients who have Chronic Pain
= Consensus Statement from the Society of Hospital Medicine on improving the safety of
opioid use in hospitalized patients; Systematic review of guidelines on opioid prescribing
for acute pain in hospitalized adults

= Research Study on mortality effects from OUD medications after overdose

= American Nurses Association Opioid Issues Brief

= American Physical Therapy Association Beyond Opioids: How Physical Therapy Can
Transform Pain Management to Improve Health

Federal Initiatives to Improve Opioid Use

Federal Initiatives = US Surgeon General report, Spotlight on Opioids 2018; e.g., “Continuum of Care”

section, p14-24 aligns with future scenarios; HHS.gov website: “Help, Resources and
Information: National Opioids Crisis”

= AMA Overview of ways the 10/18 opioid law can help address the epidemic, e.g.,
support for MAT, improving PDMPs, telehealth for substance use disorder treatment,
etc.

= Special Edition of HRSA Health Center Program Primary Health Care Digest devoted to
sharing strategies and tools to address the opioid epidemic.

= National Academy of Medicine Action Collaborative on Countering the U.S. Opioid

Epidemic
= USPSTF draft research plan on interventions for preventing OUD in patients not using
opioids

= FDA is expanding requirements for making training available to healthcare providers
who are involved in the management of patients with pain

= HHS information about using telemedicine to support MOUD

State Initiatives to Improve Opioid Use

State Initiatives = Prescription Drug Monitoring Programs & Electronic Prescribing of Controlled
Substances: State-By-State Landscape 2018 report from EHRA; HealthData Management
article with questions about practical use of PDMPs

= Michigan OPEN (Opioid Prescribing Engagement Network)
= A community pharmacy intervention in 3 states to reduce opioid adverse events

through enhanced patient counseling within opioid dispensing workflow (see patient
counseling materials)
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https://www.apta.org/uploadedFiles/APTAorg/Advocacy/Federal/Legislative_Issues/Opioid/APTAOpioidWhitePaper.pdf

https://addiction.surgeongeneral.gov/sites/default/files/Spotlight-on-Opioids_09192018.pdf

https://www.hhs.gov/opioids/

https://www.hhs.gov/opioids/

https://wire.ama-assn.org/delivering-care/10-ways-new-opioids-law-could-help-address-epidemic

https://content.govdelivery.com/accounts/USHHSHRSA/bulletins/1e8d493

https://content.govdelivery.com/accounts/USHHSHRSA/bulletins/1e8d493

https://nam.edu/programs/action-collaborative-on-countering-the-u-s-opioid-epidemic/

https://nam.edu/programs/action-collaborative-on-countering-the-u-s-opioid-epidemic/

https://www.uspreventiveservicestaskforce.org/Page/Document/draft-research-plan/interventions-to-prevent-opioid-use-disorder

https://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/ucm620935.htm

https://www.hhs.gov/opioids/sites/default/files/2018-09/hhs-telemedicine-hhs-statement-final-508compliant.pdf

https://www.ehra.org/sites/ehra.org/files/EHRA%20PDMP%20-%20EPCS%20-%20State%20Landscape%20June%202018.pdf

https://www.healthdatamanagement.com/news/questions-swirl-on-the-utility-of-current-pdmp-role-in-opioid-crisis

http://michigan-open.org/our-work/

https://atlanticquality.org/initiatives/drug-safety/opioid-safety-com-pharmacy-intervention/



Topic Examples
Access to and Use of PCCDS Interventions

Access to Health IT- = CDS interventions posted on CDS Connect
integratec.:l PCCDs = KLAS blog about and executive summary of report examining the strategies and
Interventions technologies that over 100 care delivery organizations are using to address the opioid

crisis (more specific information about tools in this HealthIT Analytics article)

= Examples of interventions available in commercial EHRs; eClinicalVWWorks, Cerner,
MEDITECH, Epic

= CDS Connect: Pain Management Resources to Support Clinical Decision Support
Artifact Development: An Environmental Scan (see section 6 on pain management CDS

efforts)
Patient information and = Free information in multiple languages on opioids from the National Library of Medicine
decision aids on opioids HealthReach

= Information and resources related to opioids from CDC

= Patient-facing website with pain management information and resources from
Intermountain Healthcare

= |mproving shared decision making in osteoarthritis

= Toward Patient-Centered Telerehabilitation Design: Understanding Chronic Pain
Patients’ Preferences

= |t's About Me: Patients’ Experiences of Patient Participation in the Web Behavior
Change Program for Activity in Combination with Multimodal Pain Rehabilitation

Care team dashboards to = Pain Management Summary implemented as a web-based SMART on FHIR application
support pain management/ posted on CDS Connect
opioid use = Research at Indiana University to develop and test a chronic pain EHR dashboard

Pain/function tracking and goal = Tracking tools from the American Chronic Pain Association
setting = Defense and Veterans Pain Rating Scale

= Brief scale for assessing pain intensity and interference
= Patient self-efficacy questionnaire on pain

= Establishing pain relief goals

OUD Screening and = National Institute on Drug Abuse (NIDA) Drug Screening Tool: NIDA-Modified ASSIST;
Assessment Tools there is also a 4-page PDF form and a NIDA-supported TAPS tool

PCCDS Intervention = EHRA CDC Opioid Guideline Implementation Guide for EHRs

Implementation Guidance = CDC/ONC Opioid Prescribing Support Implementation Guide for using FHIR/CDS

Hooks to implement CDC Opioid Prescribing Guideline
= CHIME Opioid Taskforce Playbook

= ONC Health IT Playbook: Section 4: Opioid Epidemic and HealthIT with information on
PDMPs and other ways health IT helps address opioid crisis

Opioid PCCDS = Use of an EHR-integrated toolkit for OUD screening and opioid use at Riverside
Implementation Case Studies University Health System

= Integration of EHR with state PDMP at UNC Health Care

= Surgical care redesign using order sets and other interventions at Geisinger Health to
reduce opioid use

= Mercy Health wins 2018 HIMSS Davies Award of Excellence for applying health IT
(including items related to PCCDS interventions) to opioid use




https://cds.ahrq.gov/cdsconnect/topic/opioids-and-pain-management

https://klasresearch.com/resources/blogs/2018/10/25/study-how-are-providers-tackling-the-opioid-epidemic

https://klasresearch.com/report/opioid-management-2018/1346

https://healthitanalytics.com/news/ehr-vendors-on-the-hook-for-opioid-related-population-health

https://www.healthdatamanagement.com/news/ehr-tool-to-assess-patient-risks-for-opioid-abuse

https://www.healthdatamanagement.com/news/cerner-offers-new-opioid-toolkit-integrated-with-its-ehr

https://www.healthdatamanagement.com/news/cerner-offers-new-opioid-toolkit-integrated-with-its-ehr

https://www.healthdatamanagement.com/news/cerner-offers-new-opioid-toolkit-integrated-with-its-ehr

https://www.prnewswire.com/news-releases/meditech-addresses-opioid-epidemic-announces-opioid-stewardship-toolkit-300789155.html

https://www.modernhealthcare.com/article/20180629/NEWS/180629903/metrohealth-cuts-opioid-prescribing-by-3-million-pills

https://cds.ahrq.gov/sites/default/files/reports/CDS_Connect_Pain_Management_Environmental_Scan.pdf

https://cds.ahrq.gov/sites/default/files/reports/CDS_Connect_Pain_Management_Environmental_Scan.pdf

https://healthreach.nlm.nih.gov/searchindex/Opioid+Abuse+and+Addiction?keywords=Analgesics%2C+opioid&author=&language=&format=&user=&records=30

https://www.cdc.gov/drugoverdose/patients/index.html

https://intermountainhealthcare.org/services/pain-management/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2335259/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5291864/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5291864/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5288562/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5288562/

https://cds.ahrq.gov/cdsconnect/artifact/factors-consider-managing-chronic-pain-pain-management-summary

http://grantome.com/grant/NIH/R21-DA046085-01

https://www.theacpa.org/pain-management-tools/communication-tools/tracking-tools/

https://www.va.gov/PAINMANAGEMENT/docs/DVPRS_2slides_and_references.pdf

https://link.springer.com/article/10.1007%2Fs11606-009-0981-1

http://pmskp.org/wp-content/uploads/2015/03/Pain-Self-Efficacy-Questionnaire-PSEQ.pdf

https://prc.coh.org/pdf/Goals-FF%205-10.pdf

http://www.drugabuse.gov/nmassist/

https://www.drugabuse.gov/sites/default/files/files/QuickScreen_Updated_2013%281%29.pdf

https://cde.drugabuse.gov/instrument/29b23e2e-e266-f095-e050-bb89ad43472f

https://www.ehra.org/sites/ehra.org/files/EHRA-CDC-Opioid-Guideline-Implementation-Guide-for-EHRs.pdf

http://build.fhir.org/ig/cqframework/opioid-cds/index.html

https://chimecentral.org/opioid-task-force/opioid-task-force-playbook/

https://www.healthit.gov/playbook/opioid-epidemic-and-health-it/

https://www.careinnovations.org/resources/innovation-spotlight-safe-opioid-prescribing-for-chronic-pain/

https://www.healthcareitnews.com/news/opioid-epidemic-unc-health-care-integrate-epic-ehr-states-pdmp

https://www.healthdatamanagement.com/news/geisinger-implements-surgical-redesign-program-to-reduce-opioid-use

https://www.healthcareitnews.com/news/mercy-health-earns-himss-davies-award-innovative-approach-opioid-fight



Provider/CDOs

* HealthPartners

* Hospital Corporation of America (HCA)
* Intermountain Healthcare

* Kaiser Permanente

* Mayo Clinic

* University of Pennsylvania

* Veterans Administration (VA)

Payers
* Centers for Medicare and
Medicaid Services (CMS)

Patient Advocates People/Patients
+ vanleeuwennetwork || *+ See Patient Advocates <

Continuing Education Providers
* Conjoint Committee for

Standards Organizations

* Integrating the Healthcare Enterprise (IHE) CDSS)

* Allscripts

* Cerner
Cross-Cutting * EBSCO
* Other Federal Agencies * Epic
= Agency for Healthcare Research and * MEDITECH

CDS Connect (MITRE)

Health IT Supports w/PCCDS
* Health Technology Advisory Committee (HTAC) \ Interventions (e.g., EHRs/PHM,

Continuing Medical Education

Health IT Associations/Organizati
* College of Healthcare Management Executives (CHIME)

* Electronic Health Record Association (EHRA)
* KLAS Research

Quality (AHRQ) y
+ Office of the National Coordinator
for Health IT (ONC)

* PCCDS Learning Network
* Research Organizations
* Regenstrief Institute

Guideline Developers
* Center for Disease Control (CDC)

* National Academy of Medicine
(NAM) [Opioid Action Collaborative]
+ State and Local Agencies and Support
* IPRO

Figure 5: Stakeholder Groups and Interactions
(Shaded boxes represent groups most directly involved in realizing the future scenarios; CDO=care
delivery organization, PHM=population health management systems, CDSS=clinical decision
support systems)

The unshaded boxes in Figure 5 illustrate other
key stakeholders that can support core actions
around creating, disseminating and successfully
applying opioid-related PCCDS. Similar to the
core actors, organizations whose members/staff
participated in OAP development influence
actions of many care teams, patients and health
IT providers, and their actions also provide
models for individual and collaborative steps to
achieve the aspirational goal.

Organizations listed in the Provider/CDO (care
delivery organization) and Health IT Supports
boxes whose staff participated in the OAPWG
care for—or support care for —many millions
of patients. A subset of these organizations
alone, building on the actions outlined in section
5.7 on OAP-driven actions already taken, could
lead to the OAP aspirational goal of accelerating
pain and opioid-related care transformation. If
many other provider organizations focused on
realizing care similar to the future scenarios—
augmented by Health IT Support organization
actions to more fully develop the needed

interventions—then the aspirational goal could
be achieved many times over.

Before outlining actions toward the aspirational
goals already taken as part of OAP
development, we next present higher-level
critical steps and other recommended actions
that the OAPWG developed for key
stakeholder groups (see Section 5.6). The
recommendations (like the puzzle pieces that
will combine to create the future vision picture)
are interrelated and we encourage readers to
scan all the recommendations to contextualize
steps any individual/organization might take.
These recommendations are intended to
further inspire and guide change agents in these
stakeholder groups to take steps—and
coordinate with other stakeholders/change
agents—that make the future scenarios and
interventions more widespread and helpful than
they are today (or would otherwise be without
this OAP).






5.6 Ciritical Steps and Other
Actions Recommended for
Stakeholder Groups

5.6.1 Health IT and PCCDS Suppliers (e.g.,
EHR, CDSS, PHM Vendors)

B Critical step

o Provide PCCDS interventions
within their systems; make sure
providers and patients can use
these effectively.

B Recommended actions

o Refine future vision with clients,
describe how offerings realize
scenarios, cultivate cross-
fertilization within client base about
implementation success strategies
and tools (e.g., checklists, workflow
diagrams, education and testing
resources).

o Enhance and make widely available
(e.g., in public or vendor-specific
content repositories) and
workflow-friendly interventions that
realize future scenarios, e.g,,
through participation in CDC'’s
“Adapting Clinical Guidelines for
the Digital Age” initiative.!

o Collaborate with each other and
additional stakeholders to provide
standards-based interventions that
are interoperable across delivery
platforms.

o Be transparent throughout CDS
lifecycle (e.g., development
decisions, integration efforts) to
facilitate trust and leverage design

' The CDC Advancing Clinical Guideline initiative is
a collaboration between guideline developers,
implementers, and others that is redesigning the
approach for getting guidelines into patient care
based. It uses multi-stakeholder input to help ensure
the new approach can work across the continuum
from summarizing the evidence for guideline
development to implementing tools at scale to

thinking in intervention
development. Apply design thinking
and related person-centered
problem solving approaches.

o Support future vision refinement via
mechanisms for structured
reporting to assess use and results
for specific interventions. E.g., help

produce a “Learning Health
System.”

o Support provider compliance with
42 CFR Part 2 regulations requiring
confidentiality of substance use
disorder patient records.

5.6.2 Patients (and Advocates)

B Critical step

o Use the PCCDS interventions
independently and in collaboration
with their care teams.

B Recommended actions

o Participate in further future vision
vetting to ensure scenarios and
interventions meet healthcare
experience and outcome goals.

o Expect/demand that vetted future
scenarios are the standard of care
and achieve desired outcomes.

o Engage in actions for other
stakeholders outlined in this section
to ensure the future state is
valuable to patients and fully
realized.

support evidence-informed care. Resources being
produced that can be applied to the opioid crisis
include a standardized process and toolset for
developing and implementing digital guidelines to
help ensure that guidance output meets end user
needs and is implementable in available systems.




http://build.fhir.org/ig/cqframework/cdc-acg/index.html

http://build.fhir.org/ig/cqframework/cdc-acg/index.html

https://pccds-ln.org/tfwg

https://www.interaction-design.org/literature/article/5-stages-in-the-design-thinking-process

https://www.ahrq.gov/professionals/systems/learning-health-systems/index.html

https://www.ahrq.gov/professionals/systems/learning-health-systems/index.html

https://www.samhsa.gov/health-information-technology/laws-regulations-guidelines

http://build.fhir.org/ig/cqframework/cdc-acg/index.html

http://build.fhir.org/ig/cqframework/cdc-acg/index.html

http://build.fhir.org/ig/cqframework/cdc-acg/index.html



5.6.3 Providers and CDOs

B Critical step

O

CDOs implement PCCDS
interventions to realize future
scenarios; providers use and realize
value from the interventions in
routine care delivery.

B Recommended actions

O

Those having success share
strategies/tools (e.g., interventions
and their configuration and
deployment approach) with others.

All those working on pain/opioids
review/apply success models—e.g.,
future scenarios and successes from
other implementers farther along.

Identify most important “problems
to solve” (e.g., as outlined
elsewhere in this table) and engage
with other stakeholders to address
them.

Systematically measure success
resulting from interventions and
related strategies.

5.6.4 Guidance Content Suppliers (e.g., CDC,
Clinical Specialty Societies)

B Critical step

O

Develop/enhance evidence-
informed guidance to underpin
pertinent PCCDS interventions and
foster related collaborations so
they get implemented effectively.

B Recommended actions

e}

Describe how guidance offerings
realize scenarios and evolve
guidance to better address
scenarios.

Prepare information that will help
activate patients— and get it in the
hands of local groups that can use
it.

Learn requirements that
intervention developers face and
adapt guideline development
processes to facilitate CDS
development. Examples are author
recommendation statements that
are unambiguous, ideally with
accompanying structured logic that
expresses the recommendation and
value sets to define each data
element.

Make any implementable opioid-
specific interventions widely
available, e.g., in vendor-specific
resources or publicly available
repositories such as CDS Connect
(an AHRQ-funded project to
demonstrate how evidence-based
care can be more rapidly
incorporated into clinical practice
through interoperable decision
support).

5.6.5 Health IT Associations (e.g., CHIME,
EHRA, AMDIS, HIMSS)

B Critical step

o

Foster best practices and
collaboration among association
members (e.g., health IT
professionals and suppliers) to
realize future scenarios.

B Recommended actions

o

Refine future vision with members,
collaborate on realizing it.

Foster collaboration to make
interventions more interoperable.

Vendors, such as those working
with the Electronic Health Record
Association (EHRA), can facilitate
collaboration between
organizations through sharing of
implementation best practices and
outcomes data through
standardized reports across
organizations.




https://cds.ahrq.gov/cdsconnect

https://www.ehra.org/

https://www.ehra.org/



O

Create spaces (special
presentations or exhibits) in
national meetings to showcase
these developments and foster
learning.

5.6.6 Payers (e.g., CMS, State Medicaid
Agencies, Private Health Plans)

B Critical step

O

Leverage funding available to
address opioid crisis to support
providers in procuring and
implementing PCCDS tools and
workflows that realize future
scenarios.

B Recommended actions

o

Leverage state Medicaid agency
Chief Medical Officer connections
with each other and with other
stakeholders in this table to
influence efforts to realize future
vision—e.g., by convening state
Medicaid agencies to vet and
accelerate progress toward future
vision.

Support efforts to engage/activate
patients, e.g., so they demand
better care as in future scenarios.

States can leverage federal funding
to apply HIT to address opioid
crisis, e.g., to strengthen PDMPs as
in this June 2018 letter from CMS
to states.

Foster measurement efforts to
document whether/how the action
plan is driving progress toward the
aspirational goal (e.g., extent to
which providers/patients are better
supported).

Support infrastructure
development, e.g., to define IHE
profiles to make interventions
interoperable.

5.6.7 Standards and Interoperability
Organizations (e.g., HL7, ONC, HITAC,

IHE)

B Critical step

o

Foster development and use of
standards that support intervention
creation, interoperability, and use.

B Recommended actions

o

Collaborate with other
stakeholders to ensure that
standards-based interventions are
highly useful, widely deployed and
fully interoperable; modify
standards as needed to achieve
these goals.

5.6.8 Continuing Clinician Education
Providers (Opioid Focus, e.g., Conjoint
Committee on CE)

B Critical step

o

Ensure clinicians/care teams
appreciate future scenarios and role
for underlying PCCDS interventions
and are motivated and prepared to
utilize them effectively.

B Recommended actions

O

Leverage future scenarios in
curriculum development and
deployment, and collaborate with
other stakeholders (e.g., healthcare
professional societies and
associations, healthcare IT
suppliers, patient advocates), to
create a virtuous cycle between
scenario implementation and
ongoing refinement.

5.6.9 Research Conducting and Funding
Organizations (e.g., Regenstrief, AHRQ,
NIH, CDC)

B Critical step

o

Drive and coordinate research to
further refine and broadly execute



https://www.medicaid.gov/federal-policy-guidance/downloads/smd18006.pdf

https://wiki.ihe.net/index.php/Profiles

https://wiki.ihe.net/index.php/Profiles

https://cmss.org/component-groups/convened-groups/

https://cmss.org/component-groups/convened-groups/



future vision, e.g., through scenario
vetting and focus on developing,
testing and scaling interventions and
implementation strategies.

B Recommended actions

o

Help disseminate evidence-based
opioid-related PCCDS scenarios
and interventions (e.g., that are
currently available or might be
added to pain/opioid-related CDS
interventions on CDS Connect).

Foster evaluation and assessment
efforts to document whether/how
the action plan is driving progress
qualitatively and quantitatively
toward the aspirational goal.

Support research to engage/activate
patients regarding refining,
demanding, and implementing future
vision.

Help build evidence base around
PCCDS for pain/opioids—e.g.,
actively seek connections between
implementers and researchers as
progress is driven toward the
future scenarios so this work
contributes to the evidence base
for outcomes, satisfaction, etc. For
example, AHRQ has a special
emphasis notice for receiving grant
applications for research to address
the opioid crisis.

5.6.10 State and Local Agencies

B Critical step

o

Coordinate/accelerate stakeholder
efforts in realizing future vision, e.g,,
by partnering with state and local
entities that can foster successful
PCCDS implementation in clinical
settings.

B Recommended actions

e}

Cultivate collaboration among
stakeholders such as state Medicaid
programs (see Payer Section 5.6.6),

5.6.11

provider organizations, Health
IT/PCCDS suppliers, and
State/Regional Health Information
Exchanges, and others.

Help leverage pertinent efforts and
capabilities by State Health
Information Exchanges funded by
ONC and by “Qualified Entities”
that feed into these state
exchanges, such as in NY state. For
example, in PDMP/HIE integration
to provide opioid use information
into EHRs (see WA example on
page 49 of this Pew PDMP report),
and aggregating PDMP data to
provide local opioid use dashboards
and benchmarks.

Disseminate evidence-based
PCCDS interventions and scenarios
through CDC’s Overdose
Prevention in States [OPIS]
program in 45 states and the
District of Columbia.

PCCDS Learning Network

Critical step

O

Leverage its mission, activities and
resources to foster successful OAP
execution.

Recommended actions

o

Support dissemination of OAP
through presentations at national
informatics and opioid-related
meetings, social media, PCCDS-
Learning Network website and
events.

Cultivate opportunities to advance
OAP implementation in context of
Learning Network focus and
activities for 2019 and beyond.



https://cds.ahrq.gov/cdsconnect/topic/opioids-and-pain-management

https://cds.ahrq.gov/cdsconnect/topic/opioids-and-pain-management

https://grants.nih.gov/grants/guide/notice-files/NOT-HS-18-015.html

https://grants.nih.gov/grants/guide/notice-files/NOT-HS-18-015.html

https://www.healthit.gov/topic/onc-hitech-programs/state-health-information-exchange

https://www.healthit.gov/topic/onc-hitech-programs/state-health-information-exchange

https://www.healthit.gov/topic/onc-hitech-programs/state-health-information-exchange

https://www.nyehealth.org/shin-ny/qualified-entities/

https://www.pewtrusts.org/~/media/assets/2016/12/prescription_drug_monitoring_programs.pdf

https://www.cdc.gov/drugoverdose/states/index.html

https://www.cdc.gov/drugoverdose/states/index.html

https://www.cdc.gov/drugoverdose/states/index.html

https://pccds-ln.org/

https://pccds-ln.org/



Output from the Learning Network’s technical
and trust workgroups (Section 5.3, Tables 3
and 4), provide additional recommendations
considerations pertinent to addressing many of
these stakeholder-specific recommendations
above.

Although OAP development has already
fostered some of the steps outlined above, it is
important to note that this action plan does not
commit anyone to anything, since such control
is beyond the OAP intent and funding. The goal
is to begin articulating and sharing steps that
stakeholder groups and individual organizations
could take, or are already taking, to realize the
desired future vision. In the puzzle analogy, we
aim to help individual stakeholders and
stakeholder groups understand how their
puzzle piece fits in the context of others needed
to achieve the future vision, and to build
enthusiasm and momentum for refining and
combining those pieces.

Section 5.7 provides examples of how the OAP
development process has already started to
drive stakeholder action toward the aspirational
goal by encouraging new/enhanced PCCDS
interventions as outlined in the future scenarios;
driving broader, successful use of available
PCCDS interventions; fostering research to
evaluate and accelerate progress toward the
future vision; and promoting broader, ongoing
collaboration toward achieving it.

5.7 How Action Plan
Development Has Already
Driven Progress Toward
Achieving Desired Future
State Scenarios

5.7.1 Creating New and Enhanced
Interventions

B EHR vendors (i.e., Epic, Allscripts,
MEDITECH) using future scenarios to
inform product development teams.

EBSCO developed a decision aid
generator within its ‘Option Grid’
offering to specifically support Scenario
I; a sample patient-facing decision aid
generated from this new tool compares
opioid and non-opioid alternatives for
knee osteoarthritis.

EBSCO, Epic, Kaiser Permanente (KP)
exploring pilot project to integrate the
EBSCO Knee Osteoarthritis “Option
Grid’ using FHIR into Epic to make
additional portions of Scenario | live for
KP clinicians and patients.

VA exploring using the future scenarios
as a template for describing their
current robust PCCDS approach to
pain/opioids that they would like to
expand upon with their Cerner
implementation. Such an outline of their
current state could also support
application of these tools/approaches
beyond the VA.

University of Pittsburgh Medical Center
is leveraging the scenarios to guide
development of the next-generation
CDS support architecture for
pain/opioids.

HRSA/BPHC (which supports the US
healthcare safety net) is exploring ways
their health IT unit can share (e.g,,
leveraging the Health IT Evaluation and
Quality Center it funds) the future
scenarios with EHR vendors that serve
the safety net. The goal is to drive
development of new (and better use of
current) EHR functionality to widely
achieve a version of the future state
most valuable to health centers and
their patients.

IPRO has reviewed the future
scenarios and is incorporating them into
its CDS development efforts (e.g.,
patient-facing apps and clinician
prescribing tools) and implementation




https://optiongrid.ebsco.com/

https://optiongrid.ebsco.com/a/8wwsk4

https://optiongrid.ebsco.com/a/8wwsk4

https://optiongrid.ebsco.com/a/8wwsk4

https://www.hl7.org/fhir/overview.html

https://bphc.hrsa.gov/

https://hiteqcenter.org/

https://hiteqcenter.org/

https://ipro.org/



support focused on improving opioid
use. IPRO is the CMS-designated
Quality Improvement Organization for
New York State. It provides opioid-
related information and technical
assistance to primary care networks
and is developing additional support
including CDS interventions and related
technical assistance to improve opioid
prescribing patterns.

OAPWG began cultivating synergies
with CDC’s Adapting Clinical
Guidelines for the Digital Age initiative,
including around its efforts to create a
National Test Collaborative for Health
IT. This test collaborative could be used
for testing interventions in this OAP,
which in turn creates a compelling use
case for creating the test collaborative.

Future scenarios are being used to
inform use cases for next-generation
information delivery within the “AHRQ
evidence-based Care Transformation
Support (ACTYS)” initiative.”

IHE is receptive to receiving detailed
use cases based on the future scenarios
and potentially developing profiles that
drive interoperability specifications for
the PCCDS interventions within these
use cases.

5.7.2 Driving Broader, Successful Use of

Available PCCDS Interventions

B EHR vendors (i.e., Epic, Allscripts,
MEDITECH) using future scenarios to
inform implementation support teams.

EHRA Opioid Crisis Task Force
exploring ways to expand upon its
CDC Opioid Guideline Implementation
Guide for Electronic Health Records

(published online in November 2018) to
more fully address the future
scenarios.”

Conjoint Committee on Continuing
Education is exploring ways to leverage
the scenarios in pain/opioid-related
continuing education.

The CHIME Opioid Task Force is
exploring ways to leverage the future
scenarios in its playbook on addressing
the opioid crisis.

Provider organizations (e.g., VA, KP)
using future scenarios to inform their
pain/opioid-related CDS efforts.

Patient advocate Danny Van Leeuwen
reached out through a post on his blog
for input on the scenarios and
summarized their responses which
provide patients’ perspectives on
achieving a desired future state and a
model for more deeply engaging
patients in getting there.

KP sharing via the LN Resource Center
examples of PCCDS and related tools
they’ve developed to realize portions of
scenarios along with other resources
that could underpin
interventions/scenario implementation
in other organizations (e.g., Excel
template for patients on chronic
opioids, job aid for using their chronic
opioid order set, recordings of
simulated patient conversations:
“Words that work: Communicating
with patients about chronic opioid
therapy,” and adult and family medicine
training slides on using opioids).

HRSA/BPHC will share via various
channels (e.g., newsletters, quarterly
conference calls) the future scenarios to
stimulate dialog to vet and realize them.
Outreach focus will be leads in
organizations (i.e., PCAs/HCCNs) they
fund to support ~1400 health centers
that care for 27 million patients in the
healthcare safety net.
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B |[PRO has shared the scenarios with the
other 13 QIN-QIOs and their CMS
project officer to inform their technical
assistance activities and planning. IPRO
is one of the 14 CMS-supported Quality
Improvement Networks-Quality
Improvement Organizations within
which opioid use is a key focus.

B Patient VWisdom has developed a use
case demonstrating how its solution for
creating patient perspective summaries
supports specific OAP future scenario
PCCDS interventions.

5.7.3 Fostering Research to Evaluate and
Accelerate Progress

B Dr. Chris Harle has reached out to
other OAPWG members to explore
joint research opportunities resulting in
collaboration with EBSCO ona UI8
proposal to test making a CDS
Hooks/COL method (using an
authoring tool from CDS Connect) to
access the EBSCO Health Knee OA
Option Grid and demonstrate it in a
clinical setting. More information about
the CDS Connect open source
authoring tool for creating CDS logic
and exporting it in a standard format is
here.

5.7.4 Promoting Broader, Ongoing
Collaboration

B OAPWG members and others
expressed interest in participating in an
ongoing collaboration forum and
identified the value proposition for

them from such a forum (See Section
6.2).

B Exploring synergies around achieving
desired future state are being discussed
with National Academy of Medicine’s
Action Collaborative on Countering the
US Opioid Epidemic.

6. Discussion

Dozens of stakeholders from diverse groups
collaborated via the Learning Network’s
OAPWG to create this OAP for improving pain
management, opioid use and OUD treatment
through more widespread and effective PCCDS
use. A pivotal OAPWG activity was synthesizing
a shared future vision illustrated by five brief
but compelling scenarios of how PCCDS could
improve pain and opioid-related information
flow, workflow, decisions, and actions for
patients and their care teams. The scenarios are
driven by 19 PCCDS interventions that enable
the desired future state. Currently, these
PCCDS interventions aren’t adequately robust
and/or widely implemented enough to make the
future scenarios commonplace (see Table 3,
Section 5.3).

The OAPWG aspires for this OAP to ensure
that at least two million people and their care
teams have experiences much more like those
outlined in the future scenarios. The critical
steps and recommended actions outlined in
Section 5.6 define a path to achieve this goal. By
design, OAPWG collaborations led to many of
these actions already being taken, even before
this OAP was published (Section 5.7). This
reinforces the motive power of the compelling
shared future vision. These actions, together
with the recommendations in Section 5.6,
provide a model and springboard for additional
action by OAPWG members and many others
toward the shared future vision and the
aspirational goal.

6.1 OAP Execution Enablers

In addition to recommending stakeholder
actions and beginning to take them, the
OAPWG distilled a list of high-level enablers for
accelerating progress toward the aspirational
goal after OAP publication. These are outlined
below.
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6.1.1 OAP Dissemination and Use

The Learning Network will publish the OAP on
its website and widely advertise it to pertinent
audiences. OAPWG members and other
interested parties can circulate links to it to
their constituency and encourage that it be
considered as their PCCDS-enabled pain/opioid
work unfolds. For example, scenarios and
interventions could be leveraged to advance
their efforts (such as others are doing as
outlined in Section 5.7), and to identify other
steps they could take to simultaneously advance
their own goals and progress toward the OAP
aspirational goal (see Section 5.6).

6.1.2 Ongoing Collaboration to Drive OAP
Implementation

The OAPWG developed the OAP as a time-
limited project under the auspices of the
Learning Network. ldeally, an entity with
appropriate focus and resources will assume
responsibility for building on the OAPWG
collaborations and actions already taken. The
entity would likewise foster stakeholder efforts
to address the recommended actions (see
Section 5.6). Creating and leveraging a forum
for ongoing stakeholder dialog and resource
sharing should also be a centerpiece for any
OARP follow-on effort (see section 6.2).

6.1.3 Specific “Burning Platform” to Motivate
Action

While the national emergency created by the
opioid misuse crisis drove the Learning
Network’s attention and OAPWG engagement
on this topic, more specific urgencies are
needed to stimulate the considerable attention
and resources required to achieve the future
scenarios. For example, considerable effort is
under way to improve OUD treatment and
detection, the importance of which is
reinforced by studies indicating that strategies
beyond reducing opioid prescriptions are key to
reducing opioid deaths. Widely implementing

care and interventions similar to Scenario 5

could help expand OUD treatment. Linking
such scenario-related urgencies to positive
financial and other implications for patients,
providers, payers, HIT vendors, and other
stakeholders will accelerate progress toward
the desired future vision.

6.1.4 Intervention Test Collaborative

As part of its "Adapting Clinical Guidelines for
the Digital Age" initiative, CDC is exploring
development of a national test collaborative to
pilot guideline-informed CDS interventions with
multiple clinical organizations, EHR platforms,
and other relevant organization types to scale
intervention implementation. Initiative leaders
have suggested that the OAP Future
Scenarios/Interventions would be a good
application for this potential resource.
Currently, no funding exists to support
development of the test collaborative or its use
for opioid interventions, though such seed
funding and use could be an outcome of
implementing this OAP. Such a national test
collaborative would complement the forum for
ongoing sharing mentioned above in
accelerating intervention development, testing
and widespread implementation. Since the
AHRQ ACTS initiative is addressing opioid-
related use cases, then this test collaborative
could play a key role in translating the use cases
into pilot implementations that could then be
replicated in many other settings.

6.1.5 Progress Evaluation

In follow-up work to implement this OAP, it
will be important to further vet and refine the
aspirational goal and specific success criteria
with participants. Similarly, metrics should be
developed, applied, and reported to track and
enhance progress toward the success measures.
Elements of the Learning Network’s Analytical
Framework for Action provide examples of
potential metrics.
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6.2 Fostering Ongoing
Collaboration

As noted in the section above, the linchpin for
accelerating progress executing this OAP is
providing an ongoing collaboration forum; for
example, to address the enablers outlined in
Section 6.1, and to continue building on the
stakeholder actions from Section 5.7 to
implement the recommendations in Section 5.6.
Building on the OAPWG collaboration
approach, this forum could enable dialog via
web meetings, discussion groups, face-to-face
meetings, and group document editing. The
forum could facilitate tool sharing via
repositories, e.g., by building on approaches
used in the Learning Network's Resource
Center, CDS Connect, and others.

William Gibson famously observed that, “the
future is already here - it’s just not very evenly
distributed [24].” Bringing people together in a
pain/opioid PCCDS stakeholder forum could
help foster further sharing to make portions of
the future vision that have already been
implemented partially and in a few places more
robust and widely distributed. For example, by
building out the ‘current state’ in Table 5,
Section 5.4 to identify places where ‘the future
already exists,’ fostering sharing of proven
strategies and tools, and accelerating innovation
through collaboration. Section 5.7 illustrates
that with modest resources and effort, the
OAPWG has already made significant progress
in these directions.

Although members from many different
organizations participated in the OAPWG (see
Contributors at the beginning of this
document), these organizations are only a tiny
fraction of all those with a major stake in this
topic. Likewise, even though there were
multiple OAPWG participants from the same
organization in many cases, only a small portion
of individuals with a major stake in the future
vision from any given organization participated.
A robust stakeholder forum could enable many

more stakeholder types (e.g., community
pharmacy organizations) and individuals within
each organization to work together in achieving
a shared, desired future state.

To begin establishing a case for organizations
and individuals to invest time (and potentially
resources) participating in such a stakeholder
forum, OAPWG members shared preliminary
ideas about the value proposition from such
participation. Table 6 summarizes this input.

The potential high value from such an ongoing
forum is reinforced by the strong OAPWG
member interest in participating, similar interest
expressed by additional stakeholders that
attended the Learning Network’s 2018 Annual
Meeting, and the preliminary value propositions
outlined below. Although OAP development did
not identify a specific organization to assume
responsibility for developing and managing the
forum, it is hoped that wide dissemination of
this report will surface a path for supporting
ongoing collaboration and progress on this
important initiative.

6.3 Additional Next Steps

The OAPWG focused on PCCDS for
addressing the opioid crisis because that is the
scope for the Learning Network that charted
this effort. If another entity assumes
responsibility for executing this OAP, it may
have a somewhat different, though likely
related, scope. In any case, the activities and
opportunities reported in Sections 5.5 through
5.7 suggest that fostering OAP next steps could
fit into various public and private initiatives. Any
entity taking on this work can leverage guidance
and tools for achieving transformation at scale,
e.g., as outlined in the IHI white paper “Planning
for Scale: A Guide for Designing Large-Scale
Improvement Initiatives.” Even if no

organization assumes overarching responsibility
for executing this OAP, we hope and expect
that the momentum described in Section 5.7
will increase and broaden as OAPWG members
continue on this journey and as other
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Table 6: Value Proposition for Ongoing Forum Identified by OAPWG Participants

Patient/Advocate

Provider Organizations

HIT Vendors (e.g., EHRs,
CDSS)

Research Organizations

Federal Agencies and
Initiatives

Time and trust in patients’ pain and opioid-related interactions with their care teams
Better awareness of and access to non-medical pain management solutions

PCCDS tools are patient friendly and meet their needs by including more patients and
caregivers in the governance, design, operations, and research needed to achieve the future
vision

Success stories of patients participating in research, artifact development, and
implementation to further promote this engagement

Access to a library of relevant references and tools

Access to best available evidence for CDS tools in terms of clinical effectiveness and patient
decision-making process satisfaction

Templates of effective patient-centered CDS tools, e.g., to support non-opioid treatment of
acute and chronic pain, identification of OUD in primary care settings, and opioid tapering
(including generating tapering schedule that provides realistic/attainable doses)

An opportunity to network with and learn from other healthcare provider organizations
who are addressing issues such as increasing the availability of MAT for OUD and working
with primary care providers to improve treatment of chronic and acute pain

Innovative ways to integrate evidence-based PCCDS into EHRs and networking with other
groups/individuals focused on the same

Evidence-informed recommendations on ways EHR vendor’s provider clients can leverage
EHR vendor-supplied CDS tools

Networking to identify partners for mutually beneficial solution development collaborations,
and better coordination between evidence-based content/CDSS solution development and
successful PCCDS implementation

Opportunity to cultivate mutually beneficial academic, industry, and healthcare delivery
partnerships that drive innovation in PCCDS development, implementation, and rigorous
evaluation

Information about healthcare organizations’ perceived gaps in their PCCDS toolkits

Connections with industry thought leaders to help shape research and support offerings

Greater integration of federal opioid-related offerings (e.g.. CDC opioid guideline-based
CDS into various EHR systems); for example, through collaboration to apply standards in a
way that allows broad PCCDS dissemination and implementation across platforms with
minimal to no manipulation needed from clinical sites

*Expanded participation in CDC’s multi-stakeholder "Adapting Clinical Guidelines for the
Digital Age" to help apply the scientific evidence into practice more easily, quickly,
accurately, and consistently across EHR platforms and implementation settings, e.g., to
foster more pilots and widespread implementations

Greater dissemination of PCCDS interventions (e.g., through public platforms or
repositories) to support practice outreach on pain management and opioids use and reduce
need to recreate these tools

stakeholders are exposed to the future directly by the patient) as part of its strategy for
scenarios and recommendations in this sustainability beyond AHRQ funding. The initial
document. target area may be opioids, so it is expected

For example, two other AHRQ initiatives will
leverage this OAP in their ongoing work. First,
the Learning Network is focusing its 2019
efforts on supporting development and
implementation of patient-facing CDS
interventions (i.e., decision support tools used

that an output from this year will be support for
patient-facing CDS that directly advances some
portion of the OAP’s patient-facing CDS
interventions and the related scenarios.
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In addition, the AHRQ evidence-based Care
Transformation Support (ACTS) project seeded
its Stakeholder Community with OAPWG
members and will leverage the future scenarios
in developing use cases for next-generation,
fully CDS-enabled approaches for applying
evidence-based information to broadly improve
care and care transformation. Pain/opioids will
be addressed in an ACTS pilot of next-
generation AHRQ information delivery, and the
OAP offers rich input for this work.

7. Conclusion

Through this OAP, the OAPWG successfully
addressed the Learning Network’s goal of
promoting PCCDS use to address a national
health improvement imperative. The Learning
Network convened a broad and diverse
stakeholder group to develop this OAP to drive
better PCCDS use in making care more patient
centered while addressing the national opioid
misuse and overdose crisis. A compelling shared

future vision—illustrated by five scenarios
underpinned by 19 PCCDS interventions—was
synthesized and used to identify steps needed
to realize that vision. As part of developing the
OAP, OAPWG members and others took
dozens of actions that represent significant
progress addressing those steps. It is expected
this execution momentum will build as many
others review this OAP after it is published.
Having an entity assume responsibility for this
ongoing work, including providing a forum for
ongoing stakeholder collaboration, could
substantially accelerate this progress and ensure
that the goal of better supporting two million
people with pain management and opioid use by
2021 is achieved or surpassed. The Learning
Network will encourage and facilitate discussion
with entities willing to continue this work. The
repeatable OAP development approach to
rapidly identifying a shared future CDS-enabled
vision for a national improvement imperative—
and driving movement toward achieving it—
could potentially be applied to other priority
targets as well.
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KEY FINDINGS
Critical Access Hospitals (CAHs) have implemented diverse strategies to address substance use
(SU), including inpatient, outpatient, and ambulatory services and community benefit programs.

e This brief provides a two-part framework for CAHs to identify and address local SU
needs.

o Part 1 provides a foundation to identify SU needs, coordinate resources, and build
local capacity through needs assessments, community engagement, and SU
screening activities.

o Part 2 identifies strategies to minimize the onset of SU and related harms
(prevention); provide counseling, inpatient, outpatient, and other services to those
with SU disorders (treatment); and help individuals reclaim their lives (recovery).

e State Flex Programs can play an important role to encourage CAHs to address
SU issues.

INTRODUCTION

Substance use (SU) is a significant public health issue in rural communities. Despite this fact,

SU treatment services are limited in rural areas and residents sufter from significant barriers to
care. Critical Access Hospitals (CAHs), frequently the hubs of local systems of care, can play

an important role in addressing SU disorders (SUDs). This brief makes the case for why CAHs
should address SU, provides a framework to support CAHs in doing so, describes examples of SU
activities to substantiate the framework, and identifies resources that can be used by State Flex
Programs to support CAHs in addressing this important public and population health problem.

BACKGROUND

Rates of SUDs, which often co-occur with mental health (MH) conditions, differ by rural-urban
residence.” Alcohol is the most commonly used substance. Rural young people (12-20 years old)
use alcohol at higher rates than their urban peers and are more likely to engage in risky
alcohol-related behaviors such as binge drinking or driving under the influence.* Many rural
populations sufter disproportionately from growth in the use of opioids, heroin, prescription
medications, and methamphetamines (meth).*” Meth availability has been rising since 2013 and
is at an all-time high.”

Rural areas suffer from chronic shortages of SU treatment services, with only 20 percent of SU
facilities located in rural areas, and low numbers of inpatient and residential treatment beds (27.9
per 100,000 compared to 42.8 in urban areas).® As a result, rural residents have limited access to
SU treatment, must travel farther to access care, and have less choice when selecting providers.’
Reflecting these concerns, the American Hospital Association’s (AHA’s) Task Force on Ensuring
Access in Vulnerable Communities identified psychiatric and SU treatment as essential services
that should be maintained locally.'
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Rural residents also sufter disproportionately from community, socioeconomic, and cultural
factors linked to an increased risk for SU including high rates of poverty, unemployment, and
community disorganization; community norms that encourage (or at least do not discourage)
SU; and low academic achievement.”™ A lack of hope and opportunity for the future, low
neighborhood attachment, and fewer opportunities for positive social involvement also
contribute to an increased risk for SU.>" This complexity calls for a three-pronged set of
strategies focused on prevention, treatment, and recovery.’? Prevention programs help to reduce
the onset of SUDs, mitigate the exacerbation of existing conditions, and minimize related
harms.” Prevention includes a subset of related interventions focused on harm reduction. These
interventions acknowledge that many individuals are either unwilling or unable to completely
stop their SU and provide tools and resources to reduce harms related to that use (e.g., needle
exchanges, distribution of naloxone to prevent overdose deaths, safe injections sites, or managed
alcohol programs). Treatment programs provide care for individuals with SUDs and may include
parts or some combination of the following: medication assisted treatment (IMAT); counseling;
integrated SU and primary care services; and detoxification, inpatient, partial hospital, and
outpatient services. Recovery programs offer education, peer recovery support, vocational
training, social opportunities, and housing to intervene in the patterns of behavior that exacerbate
SU and to offer individuals a chance to reclaim their lives."*

As noted by the AHA Task Force on Behavioral Health, every hospital treats patients with SU
and MH issues regardless of whether it offers organized SU or MH services.”” Community
health needs assessments (CHNAS) conducted by tax-exempt (501(c)(3)) hospitals, including
CAHs, have consistently identified SU as a priority issue.'®*" CAHs can play a critical role

in addressing SUDs by collaborating with community partners to improve and coordinate SU
prevention, treatment, and recovery services as part of their inpatient, outpatient, and ambulatory
service mixes and/or as programs provided under their community benefit obligations. 82022

METHODOLOGY

Our study team used a convenience sample of CAHs engaged in substance use initiatives to
identify key informants for this study. Hospitals were identified through an extensive web search
and conversations with staff from State Flex Programs and Offices of Rural Health. Respondents
(Appendix A) were interviewed by telephone using semi-structured protocols. Where relevant,
we also examined participating hospital websites, CHNAs, implementation plans, and published
literature. We also interviewed staff from the Arizona Office of Rural Health about their work
with five CAHs related to opioid use issues.

A FRAMEWORK FOR CRITICAL ACCESS HOSPITALS TO ADDRESS LOCAL
SUBSTANCE USE

To develop a coordinated response to community SU issues, CAHs must identify and prioritize
local needs, mobilize local resources and partnerships, build local capacity, and screen for

SU among their patients. These activities provide a foundation upon which CAHs and their
community partners can address identified local needs by selecting and implementing initiatives
to minimize the onset of SU and related harms (prevention), treat SUDs, and help individuals
reclaim their lives (recovery). State Flex Programs can use this framework (See Figure) and the
resources provided in Appendix B to work with and support CAHs in developing strategies to
identify and address SU issues in their communities.
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Figure: CAH Substance Use Framework
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Building a Foundation to Address Local Substance Use Needs

To support the development of community-focused prevention, treatment, and recovery
strategies, CAHs can engage in three foundational activities: assessing and prioritizing
community health needs; engaging the community; and regularly screening for SU among their
patients.

Lead or Participate in Community Health Needs Assessments: Tax-exempt (501(c)(3)) CAHs

are required to conduct triennial CHNAs and develop strategy plans to address identified
needs. Although publicly-owned hospitals are not subject to these requirements, many choose
to engage in some level of assessment as part of their responsibilities to their communities. It is
not necessary for either tax-exempt or publicly owned hospitals to engage in CHNAs solely on
their own. Rather, they can lead, participate in, or otherwise contribute to collaborative CHNAs
depending on their own resources and partnerships as well as local community resources. Many
of these collaborative assessments engage a range of stakeholders from public health, local
government, faith-based groups, business, and other community stakeholders. SU is a commonly
identified problem in hospital CHNAs as well as those conducted by multi-stakeholder
groups.’>'7 %3 In a study examining CHNAs conducted by 50 tax-exempt CAHs, 62 percent
identified SU as a priority local issue.’® Thirty-eight percent of the 50 chose to address SU in
their strategy plans.

In its 2018 CHNA, Mount Ascutney Hospital and Health Center (Mt. Ascutney) in Windsor,
Vermont identified the prevention of SU and addiction as well as access to SU treatment and
recovery services as priority issues.?* Half of key stakeholders reported that individuals in need
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of SU treatment were not being appropriately served by local health services. Community
respondents and key stakeholders reported strong or very strong support for town policies to
protect youth from substance misuse related to “adult only” products such as alcohol, tobacco,
e-cigarettes, and marijuana. Alcohol use is a key local health concern with 16 percent of adults

and 15 percent of youth reporting binge drinking.

In its 2019 Community Health Improvement Plan, Mt. Ascutney focused on collaborative
education and community engagement initiatives to address identified needs and develop an
“Accountable Community for Health.” This work is supported through dedicated staff from Mt.

Ascutney as well as state and federal grants. Specific activities included:

*  Creating community protocols to connect opioid users with treatment, support, and harm
reduction services;

*  Promoting legislative and policy solutions to address opioid use disorders;

*  Working with towns and the Regional Planning Commission to reduce access to adult
only products;

*  Placing recovery coaches in the emergency department (ED);

*  Connecting MAT patients with local recovery centers;

* Implementing SU and MH screening in their clinic and ED;

*  Supporting tobacco cessation workshops;

* Participating in a drug take back program;

*  Providing marijuana education in partnership with a marijuana prevention workgroup;
*  Supporting school-based programs;

+  Utilizing Vermont’s prescription drug monitoring program (PDMP); and

* Facilitating the Regional Prevention Partnership to implement programs in two local
counties.

Community Engagement: Mt. Ascutney’s initiatives highlight the value of collaborative
community engagement. Developing evidence supports the use of community engagement and
coalition-building to address SU.?>%** The goal is to engage diverse stakeholders in collaborative
efforts to develop an infrastructure to implement prevention, treatment, and recovery initiatives;
address social and economic SU risk factors; and reduce stigma that discourages individuals
from seeking care. Effective coalitions are broad-based with representation from healthcare,
social services, law enforcement, schools, local and tribal governments, faith-based organizations,
businesses, and consumers.

Mt. Ascutney has been conducting primary prevention projects in the community for more than
20 years. As part of these efforts, it has worked with local providers and stakeholders through
the Mount Ascutney Prevention Partnership (MAPP), a community-based SU prevention and
health promotion initiative. Operated under the auspices of Mt. Ascutney, MAPP engages a
range of partners including healthcare providers, social service agencies, local governments,
community partnerships, regional planning commissions, law enforcement, and school
departments. Mt. Ascutney provides leadership, staffing, and resource support to MAPP and
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describes its role as a convener to build and maintain relationships among the partners. Mt.
Ascutney also plays a leadership role in securing grants and funding and distributing these funds
to its partners. Mt. Ascutney participates in the Windsor Health Service Area Coordinated Care
Committee, Windsor Area Community Partnerships, PATCH Team and Blueprint for Health,
Windsor Area Drug Task Force, and Windsor Connection Resource Center. Mt. Ascutney
focuses on creating partnerships, building trust, and encouraging community ownership of
programs.

Screening for Substance Use: SU is a commonly observed problem in primary care and

ED settings.’** The U.S. Preventive Services Task Force recommends screening adults for
unhealthy alcohol and illicit drug use with brief counseling interventions.*»**** Screening, brief
intervention, and referral to treatment (SBIRT) is an evidence-based public health model
designed to identify and deliver services to individuals at risk for SUDs, depression, and other
MH conditions in primary care and ED settings.’3*%7

Moab Regional Hospital in Moab, Utah (Moab) implemented the Child Health and
Development Interactive System (CHADIS), a web-based pre-screening behavioral health tool
to identify children at risk for future SU and/or MH issues. CHADIS is being used by family
practice providers in the Moab Regional Health Center. Weeks Medical Center in Lancaster,
New Hampshire (Weeks) used external grant funding to implement SBIRT for adolescents and
adults in its four Rural Health Clinics (RHCs). Patients complete the screening using a tablet
and the information is uploaded to Weeks’ medical record. Providers review the score during

the visit and refer to a MH provider in one of the RHC:s if an intervention is warranted. Mt.
Ascutney has implemented SBIRT in its ED and primary care clinic. Staft noted that primary
care providers are reluctant to discuss SU if they do not have the ability to refer patients for
treatment, so the placement of a SU provider in its primary care clinic helps to encourage broad-
based screening. They described SBIRT as a key component of primary prevention and explained
that a trusted provider can influence patients’ SU behaviors.

Strategies for Prevention, Treatment, and Recovery

Rural Prevention Strategies: Evidence-based prevention strategies have proven effective

in preventing SU, reducing high-risk behaviors, and inhibiting negative health and social
consequences for family and community members. They are cost effective with savings ranging
from $2.00 to $19.64 in future SU-related health, social, and criminal costs for every dollar
spent.*** Prevention also positively impacts protective factors such as mental health resilience
and academic attainment.* As these studies are not specific to rural prevention programs, further
study is need to quantify the benefits of rural prevention programs. They do, however, suggest
positive benefits for rural prevention programs, particularly given the fact that rural residents
suffer disproportionately from community, socioeconomic, and cultural factors linked to an
increased risk for SU.

Successful prevention strategies address modifiable risk and protective factors and are adapted to
the unique characteristics of rural communities.*>* Under this framework, prevention includes
educational and other initiatives to address attitudes towards SU and stigma; moderating socio-
economic and cultural risk factors underlying SU; and reducing prescription drug supply through
prescribing guidelines, use of state prescription drug monitoring programs, and drug take-back
programs.
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Mt. Ascutney’s MAPP conducts primary prevention projects in collaboration with local, state,
and federal partners who provide guidance, support, technical expertise, and funding. MAPP
tocuses on reducing alcohol, tobacco, marijuana, and other drug misuse using a comprehensive
primary prevention model, as well as working with a regional planning commission to develop
communication plans and ordinances that send positive messages and discourage tobacco use.
Mt. Ascutney also convened a county-wide summit involving ED directors, police, emergency
medical services, town officials, MH agencies, and recovery coaches to promote naloxone use and
reduce opioid overdose deaths.

A number of study CAHs also reported prevention initiatives. CHI Lakewood Health Center in
Baudette, Minnesota (Lakewood) is a participant in the Lake of the Woods County Prevention
Coalition (LWCPC). Funded through grants, LWCPC focuses on programs to reduce underage
alcohol, marijuana, and prescription drug use. It also offers beverage server training to local
restaurants and bars, supports alcohol compliance checks in coordination with law enforcement,
and provides certifications to help establishments serving alcohol comply with alcohol selling
and serving liability laws (known as Dram Shop Act Laws). Recently, LWCPC has begun to
examine opioid and prescription drug issues. According to LWCPC staft, Lakewood has been
an important participant in uniting difterent sectors of the community including parents, youth,
schools, law enforcement, and healthcare.

Cody Regional Health in Cody, Wyoming (Cody) employs a prevention specialist to conduct
education programs in local schools and to work with law enforcement to expand the use of
naloxone to reduce opioid overdose deaths. Similarly, McDowell ARH Hospital in McDowell,
Kentucky (McDowell) employs a Senior Care Therapist in its outpatient clinics and ED to
conduct educational programs for local law enforcement officers, school staff, and providers in
their clinics. The therapist also prepares resource packages focused on SU issues for schools,
clinics, and the ED. Hopi Health Care Center in Polacca, Arizona (Hopi) coordinates monthly
stakeholder meetings with community organizations supporting a local opioid reduction program
and hosted the Red Ribbon Run for Substance Abuse Prevention to bring attention to SU issues.

Hopi and Mt. Ascutney have participated in drug “take back” programs to allow residents

to safely dispose of unneeded prescription medications. Mt. Ascutney follows best practices

from the Vermont Medical Society regarding opioids and encourages its prescribers to use the
state’s PDMP to monitor opioid prescriptions received by its patients. In addition to using the
PDMP as part of its prescribing guidelines, Mt. Ascutney shares data from the PDMP with

its prescribers on a quarterly basis as part of its quality improvement efforts. Its physicians use
patient contracts, education, and monitoring to reduce prescription drug misuse with a particular
tocus on high dose opioid prescriptions. As a result of this attention to its prescribing practices,
Mt. Ascutney reports that its staff have among the lowest prescribing rates in Vermont for
opioids, stimulants, and benzodiazepines.

Rural Treatment Strategies: Key strategies to improve access to SU services include the
development of local treatment services, the integration of specialty SU and primary/general
medical care services, participation in hub and spoke models, the use of telehealth and other
technologies to connect rural patients with specialty providers, or some combination of the
above.’
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Inpatient and residential services: Three facilities in this study provide inpatient/residential SU
treatment services. Lake Chelan Community Hospital in Chelan, Washington operates a 14-bed
on-site unit (called the Sanctuary by the Lake) serving patients with co-occurring SU, MH, and
chronic physical health issues, primarily covered by the Medicare program. Their program ofters
inpatient services only and operates on an abstinence model, although its clinicians will prescribe
buprenorphine on a limited short-term basis. Patients needing outpatient or ambulatory services
are referred to community providers. In Wyoming, Cody operates a CAH and a separate 16-bed
SU facility called the Cedar Mountain Center (Cedar Mountain) that provides inpatient SU
services including chemical dependency treatment; alcohol education and awareness; medically
supervised detox services; aftercare services; family treatment based upon the 12 step model;
reality therapy; and access to medical services. Cedar Mountain offers a traditional 30-day
program for patients with alcohol problems and a 60-day program for patients with opioid

and meth use disorders that require a longer program. New Ulm Medical Center in New Ulm,
Minnesota offers short and long-term residential care. New Ulm is extensively involved with
local drug courts that offer individuals the opportunity to enter long-term drug treatment under
court supervision rather than receiving a jail sentence. New Ulm’s staff work with the drug
courts to help participants maintain recovery, take on responsibilities, and work towards lifestyle
changes.

Outpatient and ambulatory services: RiverView Health in Crookston, Minnesota (RiverView)
operates the RiverView Recovery Center, which provides outpatient and ambulatory services

in four locations. RiverView had previously offered inpatient and detoxification services

but transitioned to outpatient/ambulatory services as inpatient services became financially
unsustainable. RiverView provides comprehensive SU assessments; individual SU counseling/
sessions; structured outpatient services; relapse prevention; intensive outpatient services; driving
with care programs for individuals arrested for driving under the influence; and alcohol and drug
education classes for individuals who can benefit from education around SU issues but are not in
need of more intensive treatment.

New Ulm provides extensive outpatient services on a six day per week basis including outpatient
day treatment (partial hospitalization), intensive outpatient treatment, traditional outpatient
services, and MAT. Cody’s outpatient services are provided through its behavioral health

center including an intensive outpatient program, traditional outpatient services, and MAT for
individuals with SU and co-occurring disorders. McDowell’s Senior Care Therapist conducts
SU assessments for patients presenting in McDowell's ED and works to connect patients with
needed services.

Weeks provides integrated ambulatory/outpatient services through its four RHCs in northern
New Hampshire. SU and MH services are provided primarily through its Lancaster clinic,
which is staffed by seven licensed professionals including two licensed clinical MH counselors
(LCMHC:s) who are also licensed alcohol and drug counselors (LADCs), one LADC, one
licensed independent clinical social worker (LICSW), two psychiatric nurse practitioners, and
one psychiatrist. As part of their responsibilities, staff also provide services at the North Country
Serenity Center in Littleton and the Doorway, an SU treatment program at Androscoggin Valley
Hospital in Berlin, New Hampshire. Staft are primarily based at the Lancaster clinic but also
provide services at the Groveton and Whitefield clinics. The Whitefield clinic is also staffed
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by a psychiatric nurse practitioner. Services at Weeks’ RHCs include SU and MH counseling,
medically driven recovery plans, and care coordination. MAT services are provided at the
Lancaster and Whitefield sites.

Moab operates an addiction medicine clinic that was developed when the only physician
prescribing buprenorphine in their region moved away. Moab’s clinic operates one day per week
with two local physicians who prescribe buprenorphine. The clinic opened in spring of 2017 and
had 20 patients at the time of our interview. A part-time addiction social worker was added to
the team in the fall of 2017 and a medical assistant provides staff support. SU specialists from
the University of Utah neuropsychiatric program consult with Moab providers to develop best
practices and enhance patient care. As the program was developed to address local needs and
serve as a referral resource to its providers, the service is not heavily promoted outside of the
Moab system to avoid overloading its capacity.

Mt. Ascutney provides MAT services under Vermont’s Blueprint for Health hub and spoke
model. Community-based providers, such as Mt. Ascutney and its clinical sites, serve as the
“spokes” in this model to provide care coordination, patient education, and wraparound services
tor people with opioid use disorders with support from specialty SU providers that serve as the
“hubs.” For every 100 MAT patients, Mt. Ascutney (and other spoke sites) are funded under

the Blueprint for Health to hire a full-time equivalent (FTE) nurse and an FTE counselor to
work with patients in two specialty recovery and addiction practices.! Mt. Ascutney’s clinical staff
also provide MAT services in their primary care settings, including a pediatrician-run group for
mothers receiving MAT. The program includes a counseling group for mothers and a therapeutic
playgroup for their children during the counseling sessions. To provide an alternative to opioid
use, Mt. Ascutney has developed a multifunctional recovery team to serve chronic pain patients.
'The team includes a podiatrist, a pain specialist, a physical therapist, massage and acupuncture
providers, a recovery professional, a representative from the self~-management work group, and
the hospital’s Director of Community Health. The team believes that chronic pain patients are at
greater risk for opioid overdose deaths than MAT patients not suffering from chronic pain due
to the complexity of their cases and the high doses of opioids they receive for their long-term
chronic pain.

Rural Recovery Strategies: Recovery interventions offer individuals with SUDs a “second chance”
to live healthy, productive, and fulfilling lives through education, peer support, vocational training,
housing, and other services to break the cycles and patterns of behavior that exacerbate their
conditions.! Recovery support can also be provided through self-help or mutual aid groups

such as Alcoholics or Narcotics Anonymous, peer support/coaching programs, recovery support
services, and recovery centers.’»3#% Cody’s treatment program is highly supportive of the 12
step model and encourages patients to embrace the framework as part of their recovery. While

in residence, patients participate in community 12 step meetings three times per week. For those
who live in the area, this connects them to the local recovery community. Local residents in
recovery are encouraged to volunteer at the Cedar Mountain Center as part of their own recovery
work. The program also recognizes the importance of employment as a supportive element

of recovery and partners with a vocational rehabilitation program to develop a job readiness

'For providers serving 30 MAT patients, the Blueprint for Health provides funding to hire a half-time nurse and a
half-time counselor.
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component for its 60-day program. Similarly, Lake Chelan’s program is strongly oriented to

the 12 step model and tied to the local recovery community. As part of their program, patients
participate in local Alcoholics and Narcotics Anonymous meetings. Mt. Ascutney is working to
support recovery by creating a community protocol to connect opioid users to recovery and harm
reduction programs, linking MAT patients with local Turning Point Centers (a statewide system
of recovery programs), and incorporating recovery coaches into their ED.

CONCLUSIONS

'This framework describes a wide range of opportunities for CAHs and other rural hospitals to
undertake targeted prevention, treatment, and recovery programs to address SU issues in their
communities. Appendix B provides links to tools and resources that can be used by State Flex
Programs to assist CAHs in developing their SU strategies based on local needs. This list is not
intended to be an exhaustive inventory or prescriptive list of potential SU activities for CAHs,
nor is it an implementation guide to executing these strategies. Rather, it is designed to encourage
CAHs to explore local SU needs and develop their own strategies to address this important
public health problem by providing examples of SU strategies that have been successfully adopted

by other CAHs.

For more information on this study, please contact John Gale at john.gale@maine.edu.

This study was conducted by the Flex Monitoring Team with funding from the Federal Office of Rural
Health Policy (FORHP), Health Resources and Services Administration (HRSA), U.S. Department of
Health and Human Services (HHS), under PHS Grant No. U27RH01080. The information, conclusions,
and opinions expressed in this document are those of the authors and no endorsement by FORHP, HRSA,
or HHS is intended or should be inferred.
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APPENDIX A: Critical Access Hospital and State Office of Rural Health Respondents

Cedar Mountain Center, Cody Regional Health, Cody, WY

Hospital website: codyregionalhealth.org/services/chemical-dependency-treatment
Fred Snelson, LPC, LAT, MAC, Director of Cedar Mountain Center

Lake Chelan Community Hospital, Chelan, WA

Hospital website: lakechelancommunityhospital.com/sanctuary
Jane Jedwabny, Director at Sanctuary at the Lake

Lakewood Health Center, Baudette, MN

Hospital website: lakewoodhealthcenter.org

Prevention Coalition website: lwpcstory.org

Tammie Doebler, Drug Free Communities Grant Coordinator Lake of the Woods County
Prevention Coalition

McDowell ARH, McDowell, KY
Hospital website: arh.org/locations/mcdowell.aspx
Courtney Mullins, Social Services Director and Senior Care Therapist

Moab Regional Hospital, Moab, UT
Hospital website: mrhmoab.org
Jennifer Sadoff, CEO

Mount Ascutney Hospital and Health Center, Windsor, VT
Hospital website: mtascutneyhospital.org/
Jill Lord, RN, MS, Director of Community Health

New Ulm Medical Center, New Ulm, MN

Hospital website: allinahealth.org/new-ulm-medical-center
Marie Larsen, Addiction Services Manager

RiverView Health, Crookston, MN
Hospital website: riverviewhealth.org
Curtis Hamre, LADC, Director, RiverView Recovery Center

Weeks Medical Center, Lancaster NH
Hospital website: weeksmedical.org
Shawna Delworth, LCMHC, MLADC, Behavioral Therapists

Arizona Office of Rural Health/Arizona Center for Rural Health

Program website: crh.arizona.edu/programs/sorh

Joyce A. Hospodar, MBA, MPA, Senior Advisor, Rural Programs

Jill B. Bullock, Associate Director, Arizona Rural Hospital Flexibility Program
Jennifer Peters, Manager, State Office of Rural Health Program
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APPENDIX B: Substance Use Resources for CAHs and State Flex Programs

Source

Resource Description
General Substance Use Resources

Links

Rural Health Information
Hub (RHIhub)

Substance Abuse in Rural Areas: This RHIhub web
page provides links to information, responses to
frequently asked questions, toolkits, and studies on
rural SU.

ruralhealthinfo.org/top-
ics/substance-abuse

United Nations Office on
Drugs and Crime

Prevention of Drug Use and Treatment of Drug Use
Disorders in Rural Settings offers an in-depth look at
rural drug use issues and assessment, prevention,
treatment, and recovery tools.

unodc.org/docu-
ments/17-01904 Rural

treatment_ebook.pdf

Substance Use and Mental
Health Services
Administration (SAMHSA)

Publications and Digital Products: This web page
publication website provides resources and toolkits
on a range of substance use and mental health
prevention, treatment, and recovery topics.

store.samhsa.gov/treat-
ment-prevention-recovery

Rural Communities Opioid
Response Program (RCORP)

FOUNDATIONAL STRATEGIES FOR ADDRESSING SUBSTANCE USE

The RCORP’s Technical Assistance website provides
articles and publications; templates, samples, and
forms; and training materials for grantees of the
RCORP program as well as opioid treatment provid-
ers. RCORP funding opportunities are available on
the Health Resources and Services Administration’s
website.

Community Assessment

rcorp-ta.org/index.php/
resources

hrsa.gov/rural-health/
rcorp

Office of the Assistant
Secretary for Planning and
Evaluation

Needs Assessment Methodologies in Determining
Treatment Capacity for Substance Use Disorders:
Final Report: This September 2019 report offers a
primer on getting the most out of a
community-wide SUD needs assessment.

aspe.hhs.gov/basic-re-
port/needs-assess-
ment-methodologies-de-
termining-treatment-ca-
pacity-substance-use-dis-
orders-final-report

American Hospital
Association

How a CHNA Influenced a Hospital's Strategic Plan:
This video presentation shares an example of one
hospital’s use of its CHNA to meet local SU needs.

aha.org/how-chna-influ-
enced-hospitals-strate-

gic-plan

Centers for Disease Control
and Prevention

Community Health Assessments & Health
Improvement Plans: This website provides
resources on how to conduct CHNAs and develop
health improvement plans.

cdc.gov/publichealthgate-
way/cha/plan.html

Community Engagement

Project Lazarus

Project Lazarus: This website offers resources to
support community engagement, education, and
program development to reverse opioid overdose
deaths.

projectlazarus.org/

Drug-Free Community
Coalitions

Drug Free Community Coalitions: This website pro-
vides resources to support SUD prevention in rural
communities and change parent/youth
perceptions about SU.

preventionsolutions.edc.
org/services/resources/
drug-free-community-co-
alitions
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Source

Resource Description

Community Engagement

Links

Communities That Care

Communities That Care PLUS: This web page
provides resources to guide communities through a
change process to encourage healthy youth
development and reduce problem behaviors.

communitiesthatcare.net/

Center for Rural Health,
University of North Dakota

Community Engagement Toolkit: This 2015
document assists groups in engaging their
communities to make a difference through a
collaborative process.

ruralhealth.und.edu/as-
sets/375-1008/communi-
ty-engagement-toolkit.pdf

SU Screening

SAMHSA

SBIRT: Screening, Brief Intervention, and Referral to
Treatment: This web page offers resources on SBIRT
and how to get started.

integration.samhsa.gov/
clinical-practice/sbirt

STRATEGIES FOR IMPLEMENTING SUBSTANCE USE PROGRAMMING

Prevention

Rural Prevention and Treatment of Substance Use
Disorders Toolkit: This web page provides models,

ruralhealthinfo.org/tool-

RHIhub . . .
best practices, and resources for prevention and kits/substance-abuse
treatment.
samhsa.gov/sites/default/
, - files/programs_cam-
Prevention Resources for Building Healthy Commu- . [orog -
nities: This document provides relevant, practical paigns/nation_preven-
SAMHSA ’ P P ! tion_week/npw-cata-

evidence-based approaches for preventing
substance misuse.

logue-prevention-resourc-
es-healthy-communities.

pdf

Community Anti-Drug
Coalitions of America

Community Anti-Drug Coalitions of America’s
(CADCA'’s) Resources Section: This web page
provides a range of prevention resources and tools.

cadca.org/resource-types/
toolkits

Treatment

National Institute on Drug
Abuse (NIDA)

Principles of Drug Addiction Treatment: A
Research-Based Guide (Third Edition): This NIDA
September 2018 document offers guidelines,
interventions, and practical steps to develop
inpatient or outpatient SUD treatment.

drugabuse.gov/node/
pdf/675/principles-of-
drug-addiction-treatment-
a-research-based-guide-
third-edition

Surgeon General’s Report on
Alcohol, Drugs, and Health

Chapter 4. Early Intervention, Treatment, and
Management of Substance Use Disorders of the
Surgeon General’s Report on Alcohol, Drugs, and
Health: This document lays out a continuum of
treatment options, including behavioral therapies
and medications as well as inpatient, residential,
and outpatient services.

addiction.surgeongeneral.
gov/sites/default/files/
chapter-4-treatment.pdf

Center of Excellence for
Integrated Health Solutions

Center of Excellence for Integrated Health Solutions:
This website, jointly funded by the Health
Resources and Services and SAMHSA, provides
web-based resources, trainings, and tools to
support providers in developing integrated SU,
mental health, and primary care services.

thenationalcouncil.org/
integrated-health-coe/
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Source

Resource Description

Treatment

Links

Telebehavioral Health and Opioid Use Disorder:
This web page provides resources to support rural

ruralhealthinfo.org/tool-
kits/telehealth/2/specif-

RHIhub provider in using telehealth to expand access to SU | ic-populations/behavior-
treatment. al-health/opioids
Recovery
What Are Peer Recovery Support Services: This
SAMHSA paper reviews peer recovery and coaching pro- store.samhsa.gov/system/

grams to fill the needs of people in or seeking
recovery.

files/sma09-4454.pdf

Recovery-Oriented System
of Care

Recovery-Oriented System of Care (ROSC) Resource
Guide: This September 2010 publication provides
resources to transform BH service systems to
deliver person-centered services and support
pathways to recovery.

samhsa.gov/sites/default/
files/rosc_resource

guide_book.pdf

US Department of Veterans
Affairs

Self-Help Toolkit: This web page provides resources
to assist with developing 12 step/self-help
programs.

mentalhealth.va.gov/
providers/sud/selfhelp/

meetings_12step.asp

NAADAC, the Association for
Addiction Professionals

Recovery Resources: This NAADAC web page
provides links to a range of recovery research,
resources, and tools.

naadac.org/recovery-re-
sources

The Fletcher Group Rural
Center of Excellence (RCOE)

The Fletcher Group RCOE is a multi-state RCORP
funded resource focused on building safe, sustain-
able recovery housing and recovery ecosystems.
Their website describes their evidence-based model
and provides resources related to recovery housing.

https://www.fletcher-
group.org/resources/
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