Northwest (HHS Region 10)

Addiction Technology Transfer Center Network
inded by Svbstance Abuse ang Mental Heath Sarvices Administratiar

The Northwest & Pacific Southwest ATTCs and the CTN Western States Node present:

Opioid Clinical Decision Support in Primary Care: CTN-0095

Thank you for joining us!

The webinar will begin shortly.

* You are muted with camera off. Attendees are automatically muted with
their cameras off for the webinar. Please type guestions in the chat box!

« Slides and a recording of this presentation will be made available on our

website at: http://attchetwork.org/northwest later this week.

SAMHSA A

Substance Abuse and Mental Health



http://attcnetwork.org/northwest

Questions? Please type them In
the chat box!

é
>



"8 ATTC Survey, Slides, Recording

We greatly appreciate your feedback!
Every survey we receive helps us improve
and continue offering our programs.

A link to the slides and recording will
also be provided in this email.
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Questions? Email:
stanfordcme@stanford.edu

Stanford | stanford center for
MEDICINE | Continuing Medical Education

DISCLOSURE STATEMENT

Stanford Medicine adheres to the Standards for Integrity and Independence in Accredited Continuing
Education.

There are no relevant financial relationships with ACCME-defined ineligible companies for anyone who was in
control of the content of this activity.

ACCREDITATION STATEMENT

In support of improving patient care, this activity has been planned and implemented by Stanford Medicine and the
Northwest Addiction Technology Transfer Center (ATTC). Stanford Medicine is jointly accredited by the
Accreditation Council for Continuing Medical Education (ACCME), the Accreditation Council for Pharmacy Education
(ACPE), and the American Nurses Credentialing Center (ANCC), to provide continuing education for the healthcare
team.

CREDIT DESIGNATION

American Medical Association (AMA)

Stanford Medicine designates this Live Activity for a maximum of 1.5 AMA PRA Category 1 Credits™. Physicians
should claim only the credit commensurate with the extent of their participation in the activity.

American Nurses Credentialing Center (ANCC)
Stanford Medicine designates this live activity for a maximum of 1.5 ANCC contact hours.

American Psychological Association (APA)

Continuing Education (CE) credits for psychologists are provided through the co-sponsorship of the American
Psychological Association (APA) Office of Continuing Education in Psychology (CEP). The APA CEP Office maintains
responsibly for the content of the programs.

Evaluation and claiming CE:
Within five (5) business days after the webinar, participants will receive an email to log in to the Stanford CME portal
(stanford.cloud-cme.com) and click My CE tab to complete the course evaluation.

Within the evaluation, you will be asked to attest to your hours of participation. Upon completion of the evaluation
and attestation, your transcript will be updated with the appropriate CME/CE credit hours.



Continuing Education (CE) Credit offered by
UCLA Integrated Substance Abuse Programs

* Following the web training, LMFTs, LCSWSs, and SUD counselors
will receive an email from Victoria Norith with the links to two
different brief online CE course evaluations.

* Once you submit your CE evaluation form, a CE Certificate will be
emailed to you within 6-8 weeks

* Reach out to Victoria with questions (vnorith@mednet.ucla.edu)



If you requested a “certificate of
attendance” rather than specific
CME/CE, you will receive that
certificate from the Northwest ATTC
automatically via emaill within a week.

= ATTC !
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Barriers to prescribing

= Many are structural
= Some may respond to clinical decision support tools

Il Does not prescribe N=56  [] Prescribes buprenorphine N=22
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Concerns About Lack of
Reimbursement Patient Need

Lack of
Institutional
Support

| |
Lack of Time Lack of Lack of Resistance
Psychosocial Constraints Specialty Confidence from Practice
Support Backup Partners




s there an e-solution?

T T 1230 PY aWTH

Translating guidelines into apps may help, but
« PCCs need to toggle between app and EHR
 The app doesn’t “know” the patient

* Decision tree not automated 3 R
. o B
Why not integrate guidelines into EHR? MAT Apply to
. . . . for Opioids Buz:g‘s‘zr:;; o
« Data collection and assimilation can be automated
« Can be personalized for known risks, o--m TE&
. . #]{e]} v.e ose ramning
previous/current treatments, relative gorirrz g kbomeras
contraindications



Page 5 - BUP

BUPRENORPHINE TX

From From From
age age age

Assess and address:
- Medication adherence

narcoti blockage
Triggers
Comorbid substance use
. Psychosockal counseling needs

- Dase to assure cross tolerance and

UNSURE IF RED

CONNECTOR ENDS IN

AFPROPRIATE BOX

4+ —NO———

Does patient
have parsistent use
despite adjustment in dose and
tounseling and require greates
tructure or consideratios
of methadone?

(Bup(enofphine - OuD )

CONNECTOR?

Discuss use of
buprenorphine in
pregnancy and
resources for pregnant
women In office vs.
OTP-based care

REMONVE THS

Does the patient have
chronic pain that requires
oploid agonists?

Cantnue

Discuss analgesic
properties and use of
buprenorphine in
chronic pain.
Consider different
doses and
administration
strategies

REMOVE THIS

Pursue Treatment Plan

Medication adherence
Confidentiabty
Patient and provider
oxpectations
(controlled substance
agreement/contract)
Psychazodal
counseling (medical
management at
minimum)
Consideration of
referral tomutual help
(eg.. AA, NA)
Urine taxicology
monioring
Pregnancy monitoring
Aszessment of function

= Socal

« Employment/

financal

«Substance use

« Psychiatric

« Medical

“Legat

CONNECTOR?

Continue

Patient non-adherent, not abstinent and is persistently using

|| Hlicit opioids at a level that interferes with function {persistent
oploid use)

*  Assess and address Issues (sidebar above)

? OR Non-adherent, Not abstinent

Patient adherent to treatment plan, not abstinent and is
occaslonally using illicit opiloids at a level that interferes with
function

*  Assess and address Issues (sidebar above)
A

OR Non-zbstinent

Patient adherent to treatment plan, abstinent or using illicit
oploids at a level that does not intefere with function -
continue treatment with goal towards abstinence

Initiate buprenorphine induction as per TIP #40 with certain
—{ modifications {e.g., consider use of BUP/NTX, unobserved
Induction, target of 16 mg on day 2)

T

Explain rationale for oploid agonist treatment and
psychosocial treatments

Yes

Assun

No
L 4

Reconsider options of naltrexone or
methadone and/or refer for behavioral
treatment and/or mutual help group

practice have adequate
resources to make

buprenorphine in this

patie

e
adegquate resources (e.8.,
nsurance coverage for
mecication, visits, counseling,
urine and blood testing

abity 0 safely store medcation "

daseline bver tests obtained

00 contraincdication to use of BUP

condidentialty

nt feasible?

Discuss evidence-based finding regarding taper vs.

maintenance
Determine Interest in buprenorphine
Discuss practice policies

Congider:
comorbid substance use/dsorders
benzodiarepine use disorder
untreated psychiatric comorbidity

Refer to office-based practice or
oploid treatment program with
appropriate resources

viskt freqguency
history of adherence and of diversion
comorbid chronic pain

NIDA expert
panel produced
a white paper
specifying the
needed content
for clinical
decision support

Could we
translate this
into real-time
CDS?




CV Wizard PCC View

CV Wizard Print Patient Only & Close [ Print Provider Only & Close Print All & Close (double sided printer) [ Print All & Close (single sided printer)

Patient Name Age Lifetime Cardiovascular(CV) Risk™ 10 Year CV Risk™
CVW,TESTONE 64 Calculated for ages 20-59 33.1%
Relevant pro blems: Diabetes
Lipids e Blood Pressure Glucose/A1C Py
2 3
CV Risk Reduction: 2 %~ CV Risk Reduction: 0 %~ CV Risk Reduction: 5 %~
Goal: Consider statin initiation. Goal: BP = 140/90 Goal: A1C ==T7.9
Labs: Labs: Labs:
LOL (mgidl) 130 SMTHE BP (mm Hg) 110/80 823118 Alc (%) 8.8 3MTHE
HOL (mgidl) 35 2M171E Last BP {mm Hg) 150/80 21718 o
TRIG (mgidl) 220 2MTNB TR
TG (mgidl) 250 211718 = Metformin HCI Tab 500 MG
Treatment Considerations: Treatment Considerations:
= Statin initiation or intensification is recommended due to diabetes and CV * If appropriate, consider increasing metformin as tolerated (to 1000 mg bid).
risk. Many experts recommend high intensity statin doses for CV risk = = Consider starting a sulfonylurea (e.g. glimepiride).
7.5%. » Consider starting a DPP4 inhibitor (e.g. linagliptin & mg gd).
I0ther Considerations: Other Considerations:
= Baseline ALT measurement is recommended by many experts prior to * Annual kidney function tests(GFR) are recommended for metformin use.
statin therapy initiation. » Consider monthly visits andfor interim phone calls until A1c goal achieved.

= Urinary albumin excretion test (e.g. UMACR) may be due.
» Consider using diabetes educator, dietitian, or MTM pharmacist support.

BMI : 26.3 L Tobacco Use : YES SR Aspirin or Blood Thinner Use : YES
4 1
CV Risk Reduction: = 1 %" {based on 3 unit drop in BMI) CV Risk Reduction: & %~ CV Risk Reduction: 0 %*
Treatment Considerations: Treatment Considerations: Medications:
* Discuss advantages of reducing weight by 10-20 lbs. Potential actions are |* Tobacco use is identified. Assess readiness and consider varenicline * Aspirin Tab 81 MG
listed on patient interface. (Chantix), bupropion (Zyban), or nicotine patch, gum, lozenge, or inhaler. i .

Type "hp connect” in Epic orders for smoking cessation counseling referral. [Treatment Considerations:
Additional options listed on patient interface. = Clinical indication for ASA: Yes

* Low dose aspirin is recommended for primary prevention of cardiovascular
disease and colorectal cancer if patient places a higher value on these
benefits than the potential harm from bleeding and is willing to undergo
long-term therapy. b




\ ,CV Wizard Patient View

Print Patient Only & Close Print Provider Only & Close Print All & Close (double sided printer) Print All & Close (single sided printer)

Patient Name Age Lifetime Cardiovascular(CV) Risk* 10 Year CV Risk*
CVW,TESTONE 64 Calculated for ages 20-59 33.1%

Can you reduce danger of heart attack and stroke?

Yes, you can! If you want to reduce your chance of a stroke or heart atack, talk to your provider about whart you can do about the things with the most‘ signs. The things with the ‘ are ok.

Cholesterol Priority Blood Pressure Blood Sugar Priority
2 3
Goal: BPF < 140/90 Goal: AIC <= 7.9

Your BP: (110/80) Your A1C: 8.8

AAdA 4 AA

Recommendations:
A cholesterol lowering drug called a statin may be beneficial for vou.
Talk to your doctor.

Weight L Tobacco S Aspirin or Blood Thinner Use
4 1
Your Weight : 183 Tobacco user
Recommendations: Recommendations:
For support with weight management contact: HP Nutrition Services For help stopping tobacco use, consider calling HealthPartners at
(952-967-5120), or visit www.healthpartners.com/public/health, or call| 1-800-311-1052, or the smoking hotline at 1-800-784-8669 (1-800-
vour clinic. QUIT NOW). Or visit www.quitplan.com.

* The estimated liklihood of having a heart attack or stroke in the next 10 vears or 30 years (lifetime risk)

Talk to vour provider about anything with one or more 6 symbols. Take notes here about what vou can do to improve your heart health: ”




HealthPartners, Essentia & Park Nicollet Clinic Print Rates

High print rates, improves CV health

July-5ept no print
1009 ——k 2 B rates sent at HP -PM
provider-lewvel

90% +——  printreports
B20% -
May: Eegan dinic- A
VR / ol T \/2(
B60%:

April-&ug: / /
H:l% HP I""|j_|:|jr

Training / HF Interdention
40%

W —fp—HP Mon-lntervention
30%
=i Park Intervention
N ‘\_*—\k m -
== Park Mon-lnterventon

— HP non-intervention sites - Bi-annual print rates feedback during study. Monthly feedback began Oct "18 .

PM non-intervention: Mo access to Wizard until 9.19.2018. September training,, monthily feedback began Cct "18. —— oAl

m T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T
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CV Wizard provides CDS for both patients and PCCs, targeting higher -risk patients
Used since 2006, part of usual care at HealthPartners

CV Wizard improves BP and A1C and decreases 10-year CV risk.

Print rate around target of 80% has been sustained




BN TN A A
Pilot Study

* One year breaking the white paper into components and
restructuring them into 60+ decision support algorithms

* 6-month feasibility/usability pilot of 55 PCCs June-Dec 2018

« 8 Waivered MDs - intervention group
* 24 non-waivered MDs = randomized to intervention or control
* 23 non-waivered NPs/PAs - randomized to intervention or control

= Successfully implemented and tested the CDS; PCCs gave
useful feedback to improve the tool, including:
« Modular
« “Easy” buttons
* Notebuilder

o



Multi-Site Cluster-Randomized Trial

—

Setting: 92 primary care clinics at 3 sites
HealthPartners (MN, WI), Geisinger (PA), Essentia (outstate MN)

56 Patient Inclusion Criteria
— 2 | Aged 18-75; high risk for OUD or opioid overdose (Epic), OUD dx, on MOUD, or
recent overdose

Primary Outcome Measures
@% * OUD diagnosis within 30 days of index visit for patients at high risk of OUD

* Naloxone prescription within 30 days of index for patients with/at high risk
for OUD

« MOUD orders or referral to OUD treatment within 30 days of index for
patients with/at high risk for OUD

* Total days covered by an MOUD rx in 90 days after index visit for patients
with/at high risk for OUD

~7




JltI-Site Cluster-Randomized Trial

Secondary Outcomes:

 OUD dx, naloxone rx, MOUD orders or referral within 90 days

e ED visits during observation period

e Hospitalizations during observation period

* Total costs of care during observation period

e All-cause mortality during observation period

* Fatal and non-fatal opioid overdoses during observation period

e Rates of tool use in intervention clinics

* PCC confidence in treating OUD at baseline and 9 months

* Intervention PCC ratings of satisfaction and acceptability of the tool at 9 months

Mixed Methods Aim
e Use quantitative & qualitative methods to identify, describe and quantify barriers
& facilitators to implementation to adapt it to maximize its use & effectiveness

<>




Clinician Handout

* Includes lab values, treatment
considerations, and safety
alerts

* Can be given to patients with
high literacy and numeracy

3 Relevant Conditions:
2 10-year Cardiovascular Risk - 2.6% (Risk of stroke or heart attack over the next 10 years)

Medications

#1 OPIOID SCREENING
Treatment Considerations ALPRAZOLAM ER 1 MG OR

» Previous heroin use detected. TB24

« Previous positive screen for opicid use disorder (OUD) detected.
» Patient met criteria for severe opioid use disorder in the past year.
s Consider.

*Adding OUD to the problem list

*Prescribing naloxone

*Prescribing a OUD medication like suboxone

B Rescue Kit & Referral

B SHOWALL

Quick actions to consider :

#2 TOBACCO Results
Treatment Considerations Smoking Current 372322
. Mo relevant medicafions
» Assess interestin quitting, consider a referral for tobacco cessation Status/Review
services and/or use of medications such as varenicline (Chantix), Date
bupropion (Zyban), or nicofine pafch, gum, lozenge, or inhaler. Smokeless NEVER 3/23/22
Tobacco

Quick actions to consider : & Vareniciine & Bupropion Enicotine Replacement & Referral B SHOW ALL

#3 BMI (WEIGHT) Results
Treatment Considerations Weight(lbs) 2074 1111022 . I ¢ medicat
) . ) ) ) o relevant medicafions
» Discuss advantages of reducing weight by 10-20 Ibs. Consider referring fo B 306 111022

a weight loss program.

B Referral

B SHOW ALL

Quick actions to consider :

Results
Goal: Statin treatment not indicated by most guidelines LDL {mg/dl) 121 111422
Treat tc iderati Mo relevant medications
reatment Lonsiderations HDL (mg/dl) 44 11122

» There is limited evidence available fo support benefits of statins for
primary prevention in individuals younger than 40. However, the pafient
has at least one major cardiovascular rizk factor. Clinical judgment should TC (mg/dl) 204 111022
guide discussion of statin use.

Other Alerts

« Clinical conditions that increase CV risk are:
* Triglycerides greater than or equal to 175

TRIG (mg/dl) 194 1111422

ALT (mg/dl) 26 1122



e I
P at I e n t H an d O u t TALK TO YOUR DOCTOR ABOUT HOW YOU CAN IMPROVE YOUR HEALTH
Start the conversation! Use the prierities below as a guide to take action to better your health.

o o o Most potential to o o More potential o Potential to Meeds Attention o Doing well

improve your health to improve your health improve your health

A Medications can be costly. We encourage you to talk with your care team about the cost of your medications.

* Designed for lower literacy

E o o o If you are concerned about opicid use, treatments are available to help you
a n d n u m e ra Cy Recommended and keep you and your friends and family safe from overdose. Talk to your
QPIOID SCREENING clinician.

o For help stopping tobacco use, consider calling HealthPartners at 1-800-

Current Tobacco User 311-1052, or the smoking hotline at 1-800-724-8669 (1-200-QUIT NOW).

e Uses symbols to relay risk

TOBACCO Or visit www.quitpartnermn.com.
and what would be of most
. . . Weight loss is recommended. For suppert with weight management
b e n Efl t tO h e a It h If a Ct I O n S @ Your ‘.ﬁght: 320 contact: HP Nuirition Services (952-967-7616), or visit

WEIGHT www. healthpartners.commealihyliving, or call your clinic.

taken

Experts recommend BP goals ranging from less than 130/20 to less

than 140/90
ig o Talk to your provider about how to lower your blood pressure and schedule
- Your Blood Pressure -(140/90) & BF recheck in 2-4 weeks.

BLOOD PRESSURE
[T your blood pressure reading changes from what is shown here, you can
ask your care team to print an updated version of this report.

@ g Good Work!

BLOOD SUGAR

e o Good Work!

CHOLESTEROL




CDS
Tool
N

Epic

Nizard Tools ®

¢* Update Wizard Ef SmartSets Labs, Vitals, Current Meds MTM/Phammacy Qutreach Notes  Opioid Risk Score Information

Clinical Priorities Mayo Statin Tool 1. Opioid Wizard

M Reason(s) for displaying: High OUD Risk.

** Relevant Conditions: Patient's PHQS was recently elevated, suggesting active depression.

Quick Actions & view PDMP Recent Urine Drug Screening

Relevant Medications Nons
Order Rescue Kit
MNone
Suboxone: Refer to Primary Care
Suboxone: Refer to Specialty Care
- Select OUD
Diagnose Suboxone Other Care

Medication

Screening: TAPS Opioid & Heroin Use ‘@

Click "yes" if your patient has experienced these in the last 3 months.

O ves O No Have they used heroin?

O ves O No Did they use a prescripfion opioid pain reliever (for example, Percocet, Vicodin) not as prescribed or that was not prescribed for them?

Skip | Calculate Score & Continue

CJ} Diagnosis: DSM Criteria ‘@ DSM not completed =f=




CDS
Tool
N

Epic

Select OUD
Medication

Diagnose Suboxone

Other Care

Screening: TAPS Opioid & Heroin Use 2

Click "yes" If your patient has experienced these in the last 3 months.

O ves O Mo Have they used heroin?

O ves O No Did they use a prescripfion opioid pain reliever (for example, Percocet, Vicodin) not as prescribed or that was not prescribed for them?

() Diagnosis: DSM Criteria ‘®

Does your patient:

O ves O No  Use maore opioids than they meant to?

O ves O No  Find they're unable to cut back on opioids?

O ves O No Spend a lot of time gefting/using/recovering from opioids?

Oves O No  Crave opioids?

O ves O No  Miss obligations at workfschoolfhome due fo opioids?

O ves O No  Miss important activities (socialiwork/family) due o opioids?

O ves O No  Have arguments about their opioid use?

O ves O No  Use even when it's dangerous (like driving or going to work while high)?
O ves O No Use even when it causes problems with their body or mind?

O ves O No  Meed o use more opioids to get the same effect?

O ves O No  Have withdrawal when they decrease or stop their use?

Skip | Calculate Score & Continue

DSM not completed =

Submit & Continue




Diagnose

© Order a rescue kit

Flease review treaiment options below.

Do any of these clinical conditions apply to your patient?
Severe liver disease?
) ves @ g
Severe respiratory disease?
) ves @ g
Acfive alcohol use disorder? (Use the (£ TAPS to screen)
) ves @ g
Eenzodiazepine or Z-drug (Zolpidem, Zopiclone,
Esznpiu:.lnrje. Zaleplon) use?

2 ves @ g

Chronic pa_in?

2 ves @ g

Isi the patignl at risk for suicide?
() ves ® No

@ Print OUD medication overview for your patient fo consider.

I ® ves O No Is your patient ready for treatment?

Select OUD
Medication

Suboxone Other Care

Patient Education Materials
@ OUD Medication Overview
i Suboxone

{5 Methadone

i Naltrexone

{5 Maloxone

{h Safer Use of IV Drugs

JEL
| E Treatment Selection —

Suboxone: Prescribe Select and Continue

Suboxone: Refer to Primary Care Refer and Continue

Suboxone: Refer to Specialty Care Refer and Continoe

IM Naltrexone: Referral to Specialty Care Refer and Continoe

Methadone: Print list of Community Clinics

Print and Continue

Ners”




Diagnose

© Order a rescue kit

document and exit the wizard

Do any of these clinical conditions apply to your patient?
Severe liver disease?
) ves @ g
Severe respiratory disease?
) ves @ g
Acfive alcohol use disorder? (Use the (£ TAPS to screen)
) ves @ g
Eenzodiazepine or Z-drug (Zolpidem, Zopiclone,
Esznpiu:.lnrje. Zaleplon) use?

2 ves @ g

Chronic pa_in?

2 ves @ g

Isi the patignl at risk for suicide?
() ves ® No

Eé,‘h Print 2D medication overview for your patient to consider.

Select OUD
Medication

Suboxone Other Care

Patient Education Materials
@ QUD Medication Overview

i Suboxone
I (_) Yes @ No Is your patient ready for treatment? {5 Methadone

i Naltrexone
Consider prescribing a 0 rescue kit and asking patient to return to clinic soon to reassess readiness for treatment. Click here to %M

%Safer Use of IV Drugs

JEL
| E Treatment Selection —

Suboxone: Prescribe Select and Continue

Suboxone: Refer to Primary Care Refer and Continue

Suboxone: Refer to Specialty Care Refer and Continoe

IM Naltrexone: Referral to Specialty Care Refer and Continoe

Methadone: Print list of Community Clinics

Print and Continue

Ners”




Diagnose

@ Print QUD medication overview for your patient to consider

© Crder a rescue kit

I ® ves () Mo Is your patient ready for treatment?

Flease review treatment options below

JE
E Treatment Selection —

Do any of these clinical conditions apply to vour patient?
Severe liver disease?
® ves O no

Severe respiratory disease?

) Yes @ g

Active alcohol use disorder? (Use the & TAPS to screen)

O ves @ o
Benzodiazepine or Z-drug (Zolpidem, Zopiclone,
Eszopiclone, Zaleplon) use?

) Yes @ g

Chronic pain?

O ves @ g

Iz the patient at risk for suicide?
) ves @ No

Select OUD

Medication Suboxone Other Care

Patient Education Materials
%‘ﬁ OUD Medication Overview
{5 Subgxone

{21 Methadone

(= Maltrexone

(= Maloxone

th Safer Use of IV Drugs

IMPORTANT TREATMENT CONSIDERATIONS

« Specialty care or methadone clinic recommended for patients with severe liver disease due fo risk of futher hepalic compromise.

4 e Select and Continue ]

« Specialty or Methadone Clinic recommended

’ Suboxone: Refer to Primary Care Refer and Continue ]

» Specialty or Methadone Clinic recommended

Suboxone: Refer to Specialty Care

GO

' IM Naltrexone: Referral to Specialty Care Refer and Continue ]

» Contraindicated. Suboxone in Specialty Care or Methadone Clinic recommended.

Refer and Continue

G 0 Methadone: Print list of Community Clinics

Print and Continue

HealthPartners:



Diagnose

Select OUD
Medication

Relevant diagnoses:
Severe liver dizease.

Relevant lab=s:
MNone

Relevant current medications:
MHone

Clinical Opiate Withdrawal Scale:
SCore: none

Date:
Mot administered within the last 12 hours

Educational Materials for Patients:

Suboxone Initiation

Other Care

Suboxone Maintenance

IMPORTANT TREATMENT CONSIDERATION S

+ Specialty care or methadone clinic recommended for patients with severe liver disease due to risk of further hepatic compromise.

Do you want to perform an in-clinic induction or an at-nome induction?
® At-home O In-clinic

Place Orders
ﬂ Order Suboxone 2mg if patient has a low tolerance for opioids: @ Print induction instructions (2maq)
ﬂ Order Suboxone 4mg if patient has a moderate tolerance for opioids: @ Print induction instructions (4maq)
ﬂ Order Suboxone Smg if patient has a high tolerance for opioids: @ Print induction instructions (8ma)
€@ Order Rescue kit
@ Order LFTs
ﬂ Consider Clonidine for breakthrough withdrawal symptoms for patients without hypotension
o Consider Zofran for breakthrough withdrawal symptoms
o Refer patient for additional substance use disorder resources

Optional
@ Frint Subjective Opiate Withdrawal Scale (SOWS) for patients to use at home {0 assess withdrawal

CONTINUE TC OTHER CARE

“’ HealthPartners:



B —————
Buprenorphine (Suboxone): Beginning treatment at 4 mg/da

Day 1: Patient Buprenorphine

Before taking any buprenorphine (Suboxone) you need to make sure you are in withdrawal. You should . h
feel very lousy. It should be at least 12 hours from your last heroin or pain pill use and at least 24 hours I nStrUCt|On S eet (3
from your last methadone use. If you take it too early it will put you into SEVERE withdrawal. .

= starting doses)

You should have at least 3 of the following symptoms:

* Restless, can't sit still If you have at least 3 of
*  Yawning these symptoms, you
# Large pupils (the black part in the center of youreye) can start

*  Runny nose, teary eyes
* Stomach cramps, nausea, vomiting, ordiarrhea

buprenorphine

Buprenorphine should be taken under the tongue. If you swallow it, it will not work.
1} Take 4mg. This is either a ¥z of an 8mg tab or film, two 2mg tabs or films or one 4mgfilm.
2) How do you feel 1-3 hours after your first dose?

a. If you feel lousy, take another 4 mg under your tongue

b. If you feel fine, don’t take any more buprenorphine right now
3) How do you feel 6-12 hours after your first dose?

a. If you feel lousy, take another 4 mg under your tongue

b. If you feel fine, don’t take any more buprenorphine right now

Day 2:

1} If you took a total of 4 mg on Day 1:
a. If you feel fine this morning, take 4 mg and stay there
b. If you feel lousy this morning, take 8 mg
i. How do you feel 1-3 hours after your first dose?
1. If you feel ok, don’t take any more buprenorphine right now
2. Ifyou feel lousy, take another 4 mg (for a total today of 12 mg)
2) If you took a total of 8 mg on Day 1 “) HealthPartners'




Diagnose

Select OUD

Suboxone
Medication

Suboxone Initiation

Relevant diagnoses:
Severe liver disease.

Clinical Opiate Withdrawal Scale:
SCOore: none

Date:
Mot administered within the last 12 hours

Educational Materials for Patients:
@ Suboxone

IMPORTANT TREATMENT CONSIDERATION S

Other Care

» Specialty care or methadone clinic recommended for palients with severe liver disease due to risk of further hepatic compromise.

Suboxone Maintenance

Does the patient have active symptoms of withdrawal or severe cravings?

O yes O no

Iz the patient using more Suboxone than prescribed?

O yes O no

Is the patient under-using their Suboxone to use opicids or heroin?

O yes U no

Recommendations
« Maintain current dose
« Schedule follow-up based on clinical nesd

CONTINUE TO OTHER CARE

“’ HealthPartners:



. Select OUD
Diagnose - Suboxone
Medication

I (O ves (O No Does your patient use IV drugs?

E Related Information E Infectious Disease Care E Mental Health and Other Substance Use Care

- . - Consider these screenings and vaccinations. Rule out active & Screen for ofher substance use disorders

elevant vaccinatons: _ . . _ . . - - -

None infection before ordering any vaccination. & Screen for depression using the PHQS
= . . i

Relevant current medications: © Hepatitis A vaccination & Screen for anhl?t'j using the GADT

Mone © Refer for behavioral health consult

& Hepatitis B vaccination

& Hepatitis C screening

© TDAF vaccination

& Tuberculosis screening

& Chlamydia and gonorrhea screening
& Syphilis scresning




Patient Handout re:

Safer IV Drug Use

Safety when using IV Drugs

Infection Prevention:

Never share needles, syringes or other equipment, such as cookers, cottons, or spoons

Never share water. Use sterile water (available at drug stores) or water freshly boiled for 10
minutes to dissolve drugs

Never reuse needles or syringes

Never reuse cotton or other filters or try to cook drugs out of old cotton

Any method of cleaning needles or other equipment is not adequate to prevent infections like
HIV or hepatitis C

Do not buy needles or other equipment on the street; they may be repackaged and sold as new
Carry alcohol wipes with you and clean your skin with alcohol before injection.

Wash your hands with soap and water prior to injecting

Get tested for HIV and Hepatitis

Overdose Prevention:

Never use alone
Have Narcan (naloxone) available whenever and wherever you use. There should be 2-3 doses

available per person using

“) HealthPartners:



Mixed Methods Results



PCC Perceptions of OUD Care

« N=8 PCCs; 2 waivered and 4 non-waivered MDs: 2 non-waivered PAs: 5 female; in
practice 3 to 25 years

 Prior to study go-live

e Themes:

Primary care is the right place to address OUD

Clinician-patient and clinician-clinician relationships affect how and whether PCCs address
OUD at a visit

Main challenges are limited time and competing priorities for these complex patients

CDS for OUD could be very helpful but must meet different needs for different clinicians and
clinical situations and be simple to use

CDS needs to be complemented by supportive organizational policies and systems for optimal
benefit

Solberg, L. I., Hooker, S. A., Rossom, R. C., Bergdall, A., & Crabtree, B. (2021). Clinician perceptions about a decision
support system to identify and manage opioid use disorder. Journal of the American Board of Family Medicine, 34,
1096-1102. https://doi.org/10.3122/jabfm.2021.06.210126 L O3



PCC and Leader Perceptions of the Tool

 N=13 (6 PCCs, 7 health system leaders); 6 female; 7 MDs, 5 APs and NPs
* 9-12 months after study go-live

 Themes:
» PCCs prefer to minimize conversations about OUD risk and treatment;

« PCCs are enthusiastic about a CDS tool that addresses a topic of interest but lack interest in
treating OUD

» Contextual barriers in primary care limit PCCs’ ability to use CDS to manage OUD
» CDS needs to be simple and visible, save time, and add value to care
« CDS has value in identifying and screening patients and facilitating referrals

Hooker, S. A., Solberg, L. 1., Miley, K. M., Borgert-Spaniol, C. M., & Rossom, R. C. (in press). Barriers and facilitators to
using a clinical decision support tool for opioid use disorder in primary care: Insights from clinicians and clinic leaders.
Journal of the American Board of Family Medicine. (»



Patient Perceptions of OUD Care

« N=20 patients interviewed; mean age 53.5 years; 65% male

* Themes:

« Patient relationships with opioids (long-term opioid use, acute opioid use, OUD in
treatment, OUD no treatment) require different approaches in discussing opioid risks

» Patients develop a sense of a PCC’s wiliness to prescribe opioids

» Patients are open to talking about opioid risk but have diverse preferences for how,
with whom and with what terminology

» Most think primary care is appropriate setting to discuss opioid risk
« Patients have limited awareness of overdose rescue medications

» Handouts are more welcome if perceived to come from the PCC’s assessment
Instead of a computer algorithm

Hooker, S. A., Essien, I. J., Borgert-Spaniol, C. M., Rossom, R. C., Olson, A. W., Romagnoli, K. M., & Solberg, L. I. (2022).
Patient perspectives on opioid risk discussions in primary care. Journal of Patient Centered Research & Reviews, 9, 253- (»
262.



Patient Perceptions of OUD Care

« N=127 patients surveyed; mean age 48.5 years; 52% female; 36% had OUD, and
of those, 75% were receiving treatment

« 44% (N=55) of patients recalled having a conversation about opioids at a
recent visit with their primary care clinician

 \Who Initiated the conversation?

H Patient

m PCC




Who should have conversations with patients
about opioids?

54%

19% 16%
9%

H EH - -

Primary Care Prescribing Addiction Specialist Pain Mgmt Other
Clinician Clinician (not PCC) Specialist




How did the conversation about opioids make
you feel? (N:55) *participants could select more than one option

Cared About
Relieved
Interested
Ashamed
Other



Patient Testimonials: Conversation about
opioids with primary care clinician

“[My clinician] cares about me!!!” “Concerned. | did not plan to become an
_ _ _ addict to opioids.”
‘It keeps_ an open running dlalogue_ V\_/lth
my phy_5|§:|arl about the risk of addiction “When you have to beg for some sort of
with opioids. P o,
relief, it is very demeaning.

“...[clinician] cared that | wouldn’t abuse _ L _
the meds and that she cared about my “| was furious because [the clinician] didn't

health.” listen to my situation.”

“Just the fact that | was being cared for.”

“| had back surgery and was on [opioids]
for a while. | didn’t want to take [opioids]
anymore and my doctor and | made a plan
to get off of them.”

<>



The Patient Handout

25% (N=32) Recalled receiving the handout

56% Received the handout from the PCC

389% Received the handout from the nurse or medical assistant

22% Received the handout when talking with the PCC

56% Received the handout at the end of the visit when getting ready to leave

63% Said they had enough time to review the handout before speaking with the PCC

22% Did not review the handout

Q3% Agreed that the handout made them feel more comfortable talking about opioids
0 with their PCC

<>



How did the handout make you feel? (N=32)

*participants could select more than one option

Cared About 26%

Other 19%

Indifferent \

“...it felt redundant”

Ashamed “It didn’t bother me, | can’t change my
past”
Interested
“...glad this information is available...”
Annoyed
“Informed”
Relieved

o



Patient Testimonials: The Handout

« “...realizing how lucky | am that | * “It's always the same annoying
chose to get the help and iInformation. People hear about
treatment needed before | became this all the time on multiple
a statistic.” formats.”

 “| appreciate the information and it « “| just felt like the physician
let's me know that my doctor automatically put a label on me as
understands my pain and has someone who would potentially
empathy.” abuse narcotic medications. | was

treated like | was a drug addict.”

o



Study Status

* Enrollment ended 12/31/2022; 10k+ patients enrolled
« Observation ended 12/31/2023

* Preliminary study results being finalized in partnership with
Emmes

* Papers
7 published
e 3 under review
7 In process, including main results

<>



CTN-0095-A-2:

Reducing Stigma Toward People with Opioid
Use Disorder Among Primary Care
Clinicians

Stephanie A. Hooker PhD MPH, Lauren Crain PhD, Amy LaFrance MPH, Sheryl Kane, J.
Konadu Fokuo PhD, Gavin Bart MD PhD, & Rebecca Rossom MD MS

HEAL Supplement grant to CTN-0095 (COMPUTE 2.0)




Final paper published in Addiction Science &
Clinical Practice

Hooker, S. A, Crain, A. L, LaFrance, A. B, Kane, S., Fokuo, J. K., Bart, G., & Rossom, R. C. (2023). A
randomized controlled trial of an intervention to reduce stigma toward people with opioid
use disorder among primary care clinicians. Addiction Science & Clinical Practice, 18:10.
https://doi.org/10.1186/s13722-023-00366-1




Stigma is a barrier to care

Primary care clinicians (PCCS) carry e.g., patients with OUD are responsible for
many of the same stigmatizing their illness, undesirable, angry, and
beliefs as the general public dangerous

Best approaches: Direct contact, positive narratives

EE
V Few interventions have directly tried to reduce PCC stigma

6/26/2024 ‘Q’ HealthPartners:
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Purpose

* The overall goal of this project was to determine whether stigma
reduction training

 reduces PCC stigma

* Increases intention to get waivered to prescribe
buprenorphine or likelihood to prescribe it if a waiver were
no longer required

* Increases the likelihood that PCCs use the OUD CDS

 |n a second aim, examine whether stigma Is related to:
« PCC Intentions to get waivered
» Use of the OUD CDS

6/26/2024 HCSRN Conference 2023 (»



Study Design: RCT

15 OUDCDS Randomize

PCCs

Primary
Care Clinics




S-S o
Intervention

* Both
 Delivered via online learning platform at health system
« Evidence-based education about OUD and MOUDs
« Guides through 4 patient scenarios to use the OUD CDS

 Stigma Intervention Only
» See videos of patients telling their stories, integrated with
CDS training
« Based on real patients (worked with Amy Sullivan, local
medical historian)

 Hired actors and videographer to create videos

6/26/2024 ‘Q’ HealthPartners:






Debra




Measures

« Stigma: Difference, Disdain, and Blame Scale (8-items)

* How responsible do you think people with opioid use disorder are
for their illness? (Blame)

* Range 1-9, with higher scores corresponding to greater stigma

* Intentions (2 single-item measures)
* To get walivered in the next year

 To prescribe buprenorphine the next year if a waiver were no
longer required

* Range 1-5, higher scores correspond to greater intentions

6/26/2024 <°



Secondary Measures

« Willingness to work with OUD (3 items)

* | would enjoy my job more if | could stop working with patients with
opioid use disorder. (Reversed)

« Range 1-5, higher scores correspond to greater willingness to work
with OUD

* Treatment Futility (2 single item measures)

» Believe OUD treatments are effective (range 1-4, higher scores more
effective)

 Believe patients will comply with treatment (range 1-4, higher scores
more compliant)

6/26/2024 <°



CONSORT
CHART

PCCs screened for

eligibility
N =424

PCCs eligible and
randomized

Randomized to
Stigma Intervention
Training
n=281

Completed Stigma
Intervention Training
n=48

Completed Immediate
Post Training Survey
n=46

N =162

Randomized to
Attention Control
Training
n=280

Completed Attention
Control Training
n=40

Completed Immediate
Post Training Survey
n=239

Reasons for ineligibility
Fewer than 5 eligible patient encounters
between September 2020 and February
2021 (n =50) _
Practicing in a non-intervention clinic (n =
199)
Retired (n =2)
Not primary care clinician (n = 3)
No longer employee (n =6)
Resident (n = 2)

1 PCC retired before
receiving training
invitation

1 PCC left the
organization before
completing the
training




Sam D e IIIﬂ_
] . Gender
Characteristics Male 31 36.9%
Female 49  58.3%
Not listed ] 1.2%
Prefer not to answer 3 3.6%
Ethnicity 83
Not Hispanic or Latinx 80 96.4%
Hispanic or Latinx 8 3.6%
Race 85
Asian 9 10.6%
Mage =474 Black or African American 6 7.1%
(SD = 1.5, range 29-70) White 58  68.2%
Other 1 1.2%
Prefer not to answer 11 12.9%
Days in Clinic 84
1-2 Days 3 3.6%
3-5 Days 81 96.4%
Waivered (Self-Report) 86 8 9.5%
Frequency of Treating People with OUD 86
A few times a year or less 64 721%

At least monthly 22 %;}.5%

6/26/2024



No differences between intervention and
control groups on any outcome
measures

Stigma |Attention-

Reduction| Control

41 (1.3) 43(12) -048 063 -0.1

Intentions to Get Waivered 2.3 (0.7) 2.1(0.8) 1M 027 0.26
Intentions to Prescribe Buprenorphine 32(1.0) 30(09) 090 0.37 0.21
Willingness to Work with OUD 3.0 (0.7) 31(09) -083 04 -0.18
:;;i‘::z::;zb freatment 26(0.8) 27(07) -074 046 -016
Perceived OUD Treatment Adherence 25(06) 24(06) 015 0.88 0.03

“ HealthPartners:



Associations between Stigma and Other Measures

 PCCs who reported more stigma towards people with OUD reported
* lower intentions to get waivered (r =-0.25, p =.03)
* lower intentions to prescribe buprenorphine if a waiver were no longer
required (r =-0.25, p = .03)
* less willingness to work with patients with OUD (r = -0.40, p = .0002)
 OUD treatment is less effective (r =-0.32, p = .003)

« patients with OUD will be less likely to comply with treatment (r = -0.39,
p =.0002)

« Stigma was not significantly related to likelihood of using the CDS tool in
the 6 months following the training, OR = 1.75 (95% CI = 0.86, 3.57)

6/26/2024 <°
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Discussion

« Stigma intervention did not reduce stigma or increase CDS tool
use

* Too brief? Online delivery?

» Stigma likely plays a role in access to care for patients with
OuD

 Effective interventions to combat stigma among healthcare
providers are needed

 This work Is challenging

6/26/2024 ‘Q’ HealthPartners:



Strengths & Limitations

 Strengths
 Randomized design
« PCCs blinded to intervention assignment
 Targeted practicing PCCs

« Narratives written with input from medical anthropologist with
expertise in OUD

 Limitations
* No measure of training engagement or treatment fidelity
 Self-report measure of stigma

6/26/2024 ‘Q’ HealthPartners:



Future Directions

 Clear need to find effective approaches to reduce stigma
towards OUD among healthcare professionals

* Interventions should include:
* More educational and skills-based components
 Reflection on own biases and challenging them
« Repeated intervention exposure

6/26/2024 ‘Q’ HealthPartners:
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