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Rob:  Hello everyone.  This is Rob Offrey at CIDER.  Today is August 27, 2019.  Welcome to this special ESP Evidence Brief Cyberseminar preparatory to the SOTA 15 Effective Management of Pain and Addiction Strategies to Improve Opioid Safety which will be held September 11th and 12th, 2019.  This is the first of three sessions today and is entitled Barriers and Facilitators to Use of Medication-Assisted Treatment for Opioid Use Disorder which will be presented by Kate Mackey, Stephanie Veazie, and Kim Peterson.  As it’s just now the top of the hour, without further ado, Kate, can I turn things over to you?

Dr. Kate Mackey:  That sounds great.  Thank you very much.  Well hello, my name is Kate Mackey.  I’m a clinical investigator with ESP and thank you very much for the opportunity to present the findings of our report today.  Also with me here in Portland at ESP is Stephanie Veazie.  She’s a research associate.  And also from ESP we have Kim Peterson, a senior resource associate, whose calling in from Bend.  Just having a little bit of challenge with this slide advancing.

Rob:  Kate, if you click into the slide in the slideshow mode it should activate it and you should be able to, there you go.

Dr. Kate Mackey:  Okay.  Thank you.  Sorry for that.  So in terms of what we’ll be covering in this presentation, we’ll first give some background on ESP and the kind of evidence synthesis products that we provide.  We’ll then give some general background on the opioid SOTA Conference which is coming up next month.  As well as the overview of the topic today which is related to medications for treatment of opioid use disorder.  We’ll discuss the findings from our report, and then there will be time at the end for discussion and questions.

So we also just wanted to acknowledge two of our other co-authors, Johanna Anderson and Donald Bourne, as well as operational partners, Dr. Drexler and Dr. Edens’ who provided input on the scope of this topic and reviewed a draft version of the report.  

So this is our standard disclosure and the most important part to note here is that the findings and conclusions of our report are those are us, of ours, the authors, and we are responsible for the content.  The findings and conclusions do not necessarily represent the views of the Department of Veterans Affairs or the United States Government and so no statement in our report should be construed as an official position of the Department of Veterans Affairs.

So with that, I’ll turn things over to Kim who will describe a little bit more about the ESP program.  

Kim Peterson:  Thank you, Kate.  Good morning.  I’m just going to be walking us through the next four or five slides to provide a little overview on who we are and what kind of products we offer.  So starting out with who are we?  So we’re an Evidence Synthesis Group.  We’re embedded within the VA and we are funded currently by HSR&D.  We were established in 2007.  And you can see our mission statement here on the slide which is to produce high quality evidence synthesis reports to make them available for use by clinicians, managers, and policymakers as they do their important work to improve the health and healthcare of Veterans.  And then that’s a screenshot of our website and our website is listed below for more information about the program and how to nominate a topic.  Next slide please.

So we have four centers across the U.S., so one in Portland, one in LA, Minneapolis, and Durham.  And then we also have a Coordinating Center in Portland.  That is led by Mark Helfand and Nicole Floyd.  And in Portland at the Coordinating Center we manage the national program operations, we ensure methodological consistency and quality of products across the four centers, and we’re also the ones that interface mostly with the stakeholders.  And all of our centers are directed by VA Clinicians like Kate and systematic reviewers, a lot of which have close ties to the Agency for Healthcare Research and Quality EPC Program as well as the Cochran Collaboration.  Next slide please.

And then as part of our ongoing quality improvement efforts, we do survey our operational partners about their review use three months after we complete the final report.  And so here on this slide is just a summary of the top four ways that our reports help VA users; so guidelines and performance measures, effective services and patient outcomes, clinical policies, and to set future research agendas.  Next slide.

And then now these last few slides are providing an overview of what kind of evidence products we offer.  So we offer a variety of evidence synthesis products to meet all kinds of different information needs.  And the products range in their balance of speed, rigor in terms of, you know, whether they follow all systematic review steps, and whether they include critical appraisal of evidence and/or external peer review, as well as the scope.  So on the top row, the systematic review, that’s our signature product.  It’s the one that best meets industry gold standard.  And it’s the product that we started the program out with.  It’s the most comprehensive product.  It can cover the broadest scope and dose use the most methodologically rigorous process.  And so thus it provides the most definitive and defensible answers but the tradeoff is, as you can see, is speed.  It does take the longest amount of time, about 9 to 12 months to produce.  And then the rest of the products on the table we’ve developed over the years to meet other kinds of information needs that are either more urgent, like for this SOTA, and/or that don’t require as much rigor or critical appraisal.  So the rest of products are either narrower and/or more abbreviated that we can produce in shorter time frames, two weeks to four months.  And so this products table listed on our website as well if you want to read more about these products.  So let’s go to the next slide.  Thank you.

So the type of product that we produced for the SOTA is this Rapid Evidence Brief.  So it’s one of our abbreviated products that has a shorter time frame of two to four months.  And so it’s among the products that we’ve streamlined either the scope and/or the methods to meet the shorter time frame.  But among the streamlined products it’s the most rigorous so it does, in fact, include the critical appraisal and external peer review.  So it generally does follow accepted systematic review methods and PRISMA reporting guidelines and we’ll be providing an overview of the methods, the specific methods, that we used in this brief in some of the slides to follow.  But just wanted to draw your attention to the fact that this type of product is the Rapid Evidence Brief that was on the shorter timeframe.  So with that, let’s go to the next slide and I think I’m turning it back over to Kate at this point.  Thank you.

Dr. Kate Mackey:  Yeah.  Thank you.  So we have three reports that we’re presenting today and all three were requested in advance of a conference that’s happening in just another few weeks and is hosted by VA HSR&D called the State of the Art Conference on Effective Management of Pain and Addiction: Strategies to Improve Opioid Safety.  So the work of the conference, it will be to accomplish many goals.  

Where ESP has come in is in response to a request to address some specific key questions from three workgroups for the conference and specifically review the stated evidence for a specific key question and to comment on the relevance of that evidence to the VA population.  

So as I mentioned, there are three workgroups for this upcoming conference and we are talking about the key questions proposed by workgroup one which is managing opioid use disorder.  

So stated the most simply, the problem that we examined in this report is that there are more Veterans with opioid use disorder than Veterans with opioid use disorder on medication treatment.  As of the end of the second quarter of 2019, 39% of Veterans with a diagnosis of OUD were on medication which is higher than in years past but is still low compared to the need.  

So I won’t go into a lot of detail on the specifics of the medication we use for this audience whose familiar with these medications.  But the main point that we wanted to make with this slide is that we considered the ways that these medications are regulated differently and, therefore, can be prescribed in different settings.  So of the three; methadone, buprenorphine, and Naltrexone, methadone is the most highly regulated and only may be prescribed in the setting of specialized opioid treatment programs.  Buprenorphine may be prescribed in non-specialized clinics which include primary care clinics and mental health clinics.  But providers who are prescribing buprenorphine are required to complete an eight hour training and apply for a special waiver and an updated DEA registration before they’re allowed to prescribe buprenorphine.  They also may be subject to different requirements of their clinic or hospital system such as re-credentialing before they can start prescribing buprenorphine.  And per federal regulation, providers are subject to prescribing caps.  So in the first year after someone obtains their waiver they’re allowed to prescribe for up to 30 patients and after that, they’re allowed to apply for more capacity.  In contrast, Naltrexone, because it is not an opioid, it’s an opioid antagonist and actually blocks the effects of opioids and it is not subject to any additional regulations and, therefore, may be prescribed in any setting.  

So a lot has happened in the past 20 years to try to increase access to medications to treat opioid use disorder.  This is a timeline that we also have in the text of our report that describes some advances in terms of federal legislation but also advances in terms of VA policies.  Just to highlight a few events along this timeline.  Really the first milestone was in 2000, the Drug Addiction Treatment Act, which was the first to allow buprenorphine to be prescribed in the office space setting, so outside of the highly regulated opioid treatment program setting.  Fast forwarding all the way to 2014 that is when extended release Naltrexone was added to the VA formulary.  The following year VA and DoD published updated guidelines recommending use of buprenorphine in office space settings as well as recommending use of extended release Naltrexone.  In 2016, there was another key piece of federal legislation, the Comprehensive Addiction and Recovery Act which did several things including increasing the prescribing caps for buprenorphine and also expanded prescribing privileges to Nurse Practitioners and Physician Assistants.  And of course, expected to be another milestone is the upcoming SOTA Conference.  

So we looked back to see what research has been done, specifically within the VA, to try to answer the question of why aren’t more Veterans being prescribed medication to treat opioid use disorder?  And Dr. Gordon and colleagues published a qualitative study in 2011 based on interviews from VA providers in the 2006, 2007 era looking at provider identified barriers to prescribing buprenorphine.  And they identified four barriers; the lack of education regarding buprenorphine treatment, negative perceptions of patients with opioid use disorder, a perceived lack of resources, and thought that OUD care was best delivered outside of the VA.

So the aim of this review was to provide an updated synthesis on the evidence of barriers and facilitators to use of medications for opioid use disorder to help inform VA stakeholders engaged in policy development, program planning, and research.  And along those lines we also wanted to highlight any gaps in the evidence.  So I will now turn things over to Stephanie who will be describing a little bit more about our method.

Stephanie Veazie:  Great.  Thank you, Kate.  So I’m going to give an overview of the methods that we used for this report.  This is the website where you can find our full report as well as supplementary materials.  

Okay so we had two main key questions for this report.  What are the patient, provider, and systems-level barriers and facilitators to the use of buprenorphine and extended-release naltrexone for opioid use disorder?  So we specifically excluded methadone.  Our second key question was, do these barriers and facilitators vary by patient characteristics, provider characteristics, or setting?  

Okay. So we used pre-established eligibility criteria for evaluating which articles we included in this report.  So in terms of population, we were only interested in adults that had opioid use disorder and we excluded pregnant women.  In terms of study design, we included any type of study.  So either qualitative or quantitative as long as it had the specific aim of identifying barriers and facilitators or factors associated with opioid use disorder medication use.  In terms of outcome, we were also open ended.  We included any factor that was endorsed by at least one participant in the study that either inhibited them or helped them to adopt medication treatment or would theoretically have helped or inhibited them.  

So as Kim mentioned, we used rapid review methods for this report.  So that involves streamlining the steps of a systematic review.  So in terms of our search, we looked at several medical databases up until March 2019 when we ran our search.  We also consulted with experts to identify any articles we may have missed.  In terms of study selection and data extraction, we used pre-defined eligibility criteria as  I mentioned and did extraction tools to select studies and extract relevant information to include in our report.  In terms of critical appraisal, we used standardized tools to assess both the quality of individual studies as well as our confidence in the findings based at looking across the overall body of literature.  So I’m going to go into a little bit more detail on this in the next slide but this is an overview of used standardized tools.  We also had some steps in place for quality control.  So to help prevent us from introducing bias to the results we had steps to have one reviewer review each article, extract data, and conduct quality assessment.  And we had another reviewer check these assessments.  And then if there were any disagreements, we had a conversation and resolved disagreements through a consensus.   And then finally, we had a peer review process where we had experts outside of the ESP review our report and give comments.  And then all of those comments are publicly available as well as our response to those comments are also available. 

Okay so we took a categorical approach to assess the quality of these studies which means that we, for each study we determined that either yes this study meet a minimum quality criteria  or no they did not.  So we took this approach because it helped us on a rapid timeline to determine which studies were at least fair quality.  The trade-off was that we could not determine which studies were the highest quality.  However we’ll discuss a little bit later, but this likely would not have changed our conclusion because we found similar themes across studies.  So we assessed seven areas of quality or bias which we list here.  And I’ll just note that we have more information about these criteria and how we evaluate each study available in our report and our supplementary materials.

And this, so we had established criteria for evaluating the strength of body of evidence.  So again, looking across studies, we used a tool to assess how confident we are in the findings.  So we used methodological limitations or quality assessment, so looking at areas of bias in individual studies.  And then we also included other factors related to how precise the evidence was, how consistent findings were across studies, and how directly applicable the evidence was to our population of interest.  And those factors go into an assessment about how confident we are in the findings.  So it would range from high, that we were very confident in the findings to insufficient where we could not reach a conclusion.  So this is the tool that we used to evaluate strength of evidence in our report.  Okay?  And I’m going to turn things back over to Kate whose going to talk about the results of our report.

Dr. Kate Mackey:  Great.  Thank you.  So this is our standard study selection flow chart as it describes how many studies we identified with our initial searching and how many final articles met our inclusion criteria.  And so you can see that from the outside we identified a large number of studies, more than 2,000, and were able to exclude many of the studies for various reasons.  But the key point that we wanted to highlight here is that because of the large volumes of studies that we identified, as well as the need to accommodate our rapid timeline, but also in light of that timeline thinking about major events that have happened related to increasing access to medications for opioid use disorder in the past five years, we decided to limit our review to studies published after 2014.  So with all of those limitations, we had 26 articles that did meet our inclusion criteria.  

And then we went through a secondary process of among those 26 studies identifying the ones that were the most relevant to the VA.  And so this helps us focus on really the studies that are going to be the most informative and the highest yield to our audience.  So we always prioritize studies that are connected in VA settings.  So those are our first priority and definitely a focus of our evidence synthesis.  Secondary to that, we highlight non-VA studies that had sufficiently described populations, settings, and interventions so that we could evaluate whether or not they would be applicable to the VA.  So those are our second priority.  And then we have all other studies that we still abstracted data on and include in our report but we didn’t focus on them as much in our evidence synthesis. 

So after going through that prioritization, we focused on 16 studies.  Of those, 11 met all of our minimum quality criteria that Steph was describing which is to say we still included the results of all 16 studies but we accounted for the fact that a subset of them did not meet our quality criteria when we were evaluating the overall body of evidence.  Unfortunately we did not identify any studies that were conducted in a VA setting that were published after 2014.  We also did not identify any systematic reviews or controlled studies which is not too surprising given the focus of this report looking at barriers and facilitators identified by patients and providers.  So the studies that we were left with were observational studies based on chart review or database review and qualitative studies which really was the bulk of the studies that we found based on surveys and interviews.  And importantly, most studies discussed buprenorphine exclusively.  Only one study discussed buprenorphine and extended release Naltrexone.  And we didn’t identify any studies that exclusively focused on extended release Naltrexone.  

So going back to our key question.  So the first key question, what are the patient, provider, and systems-level barriers and facilitators to use of buprenorphine and extended-release naltrexone for opioid use disorder?  So we had a process of trying to evaluate the barriers that were discussed in each study.  So what we did is we read through each of the studies and along the way we started making a note of all of the barriers that were identified by each study.  And as we reviewed subsequent studies if we noticed that there was a pattern in terms of the type of barrier that was being reported, then we started to create a category for that barrier.  So we didn’t start out with any assumptions or plan to look for barriers of any specific type but, rather, we let our reading of the studies inform how we eventually grouped the barriers.  

And so with the 16 prioritized studies we identified four main categories of barriers that apply to patients and to providers and those four are; stigma, logistics, treatment experiences, beliefs, and knowledge gaps.  

So we’ll first talk a little bit more about the patient identified barriers.  So we included, in our prioritized studies, we included five studies capturing barriers from the patient perspective.  And these were mostly based, they were based on surveys and interviews.  And the patients reflected in these studies, geographically it’s a pretty wide range.  So there are two studies connected in New York City, one in Delaware, one in Alaska, and then the last study was from a national sample.  And the other finding I wanted to point out is that three of the studies included information about the patient’s history of opioid use disorder and in two of those studies the patients had exclusively or vast majority of history of heroin use.  The exception was a study by Monico which is at the bottom of the table.  In that study, most of the patients in that study had a history of prescription opioid use. 

So as I was mentioning, as we went through all of these studies, we cataloged the types of barriers that each study identified and found that all five of these studies discussed stigma as a barrier, secondarily in terms of frequency, treatment experiences and beliefs, logistics, and then knowledge.  So this table captures the frequency of how often each type of barrier was identified.  So you can see the main category is along the left hand side of the screen.  And then we provide some more detail about subcategories within each of those barriers so actually what the studies found how they described the barrier for each one.  So starting out at the top, I mentioned that stigma was the most commonly identified barrier among these studies of patients.  So stigma was described in a variety of ways.  So the most common way that stigma was described is in terms of social stigma, so manifesting as not wanting to be associated with having a diagnosis of opioid use disorder or needing treatment or being seen at a treatment center.  One study also discussed the concept of self or internalized stigma.  So that would manifest as feelings of shame about having an addiction or needing treatment.  And then interestingly, a stigma specific to buprenorphine use.  So this is, again, from the patient perspective.  And the way that stigma was described in these cases was that patients would view buprenorphine as a crutch or substituting one addiction for another or if they were receiving treatment with buprenorphine that they wouldn’t really consider themselves to be sober.  So on the flip side of stigma we identified the most important facilitator in terms of increasing the likelihood that patients would seek medication treatment for opioid use disorder with positive social support from peers and family.  So going down to the second most commonly identified barrier, logistics.  So out of pocket cost including the prevalence of cash only providers was identified as a barrier in four out of the five patient studies.  The exception was a study of patients in New York City who the majority of whom are on Medicaid and in New York, buprenorphine is a Medicaid benefit so that may have been why out-of-pocket costs were not identified as a barrier in that study.  Another commonly noted barrier was challenge of finding a provider and having to wait a long time for a provider.  Interestingly something that I at least wasn’t expecting to find was the discussions of use of illicit buprenorphine as either a barrier or a facilitator to seeking prescribed buprenorphine.  So starting on the facilitator side, three out of five of the patient studies identified use of illicit buprenorphine as a facilitator to receiving prescribed buprenorphine.  And quote we cite a study in the full text of the report finding that most patients said that they were using illicit buprenorphine for the same reasons that buprenorphine is actually prescribed.  So to help manage cravings, prevent withdrawal symptoms, and to help maintain accidents from other opioids.  Only in one study was use of illicit buprenorphine described as a barrier.  And in that case there were a subset of patients who said that they had a negative experience using it.  And the authors of that study speculated that they may have been combining illicit buprenorphine with other, probably illicit opioids and, therefore, use of buprenorphine may have precipitated withdrawal.  And the authors of that study sort of underscored this finding to say that we increases the need for our patients to have access to prescribed buprenorphine so they can know how to use it properly.

Okay so switching to studies of provider identified barriers.  So we focused on seven studies of providers and these, again, were based on surveys and interviews.  And again, captured a wide geographic spectrum from New York City again to rurally located physician.  And I believe two of these studies focused on national samples.  And the physicians in these studies and, I should say, they’re all studies of physicians, so we didn’t find any studies that discussed nurse practitioners or physician assistants.  But the physicians in these studies were from a range of different specialties; addiction medicine, family medicine, and internal medicine, psychiatry and had a range of different experiences prescribing buprenorphine.  From the majority of the population prescribed buprenorphine to a minority of the physicians who are surveyed prescribed buprenorphine.  And you can see, jumping over to the right hand side of the screen that logistics were the most commonly identified barrier among these provider studies.  

So this is similar to the patient table.  This table provides more detail on what these specific barriers were in each category.  And as I mentioned, logistics were the most commonly identified barrier.  And within that general category of logistics, time constraints was number one identified in seven out of seven studies which is not surprising given what we know about workload demands of frontline providers and burnout potential.  Secondly, low insurance reimbursement or a need for prior authorizations was another commonly cited barrier which may not have as many implications for the VA directly but because the VA contracts with community providers may be affecting those community providers and so it’s still relevant.  In terms of stigma, that was also a commonly identified barrier among providers.  And the similarities were, it was pretty consistent in terms of how stigma may manifest for providers as how stigma may manifest for patients.  So providers identified the same idea of social stigma, so not wanting to be associated with treating patients with opioid use disorder, not wanting to have the high prevalence of patient’s in the waiting room who are there for opioid use disorder treatment.  That’s related to ill perceptions of patients with opioid use disorder.  And providers also identified with same stigma related specifically to buprenorphine, this idea that it‘s substituting one addiction for another.  And so we wondered, looking at this, whether some of these barriers could be related to each other.  For example, if providers have ill perceptions of patients with opioid use disorder then they may perceive that the time that it would take to take care of this patient to be more significant than maybe it actually is and so that could compound concerns about time constraint.  And then we also just wanted to highlight another logistics barrier.  So concerns that providers have about diversion.  This circles back to how patients perceived use of illicit buprenorphine and that actually most are using it in the same way that they would use prescribed buprenorphine.  And we wondered if providers were aware of how patients were using buprenorphine illicitly that that might reduce their concerns related to diversion from a harm reduction standpoint.  And from the facilitators, we didn’t identify one facilitator that stood out among others in these provider studies.  Facilitators were not mentioned as frequently as barriers but we did notice a theme of a sense of community.  Although paralleling how patients identified having social support as their main facilitator, some of the facilitators that providers identified get at that same idea.  So the benefits of mentoring, the benefits of having peer and institutional support, as well as linkages to specialty care. 

And we were also looking for system level barriers and facilitators and a limitation is that we didn’t identify any studies in the VA setting so we weren’t able to comment on VA specific system level barriers.  As you can imagine, many of the barriers that we’ve discussed for providers and for patients do relate to system levels but we didn’t find a study that had a lot of VA relevance that specifically looked at system level barriers.  

So moving on to our second key question, do these barriers and facilitators vary by patient characteristics, provider characteristics, or setting?  So we didn’t identify any studies that directly examined this question.  So what we would have been looking for, for example, would have been a study that analyzed patients who identified barriers to using buprenorphine.  Were the barriers different among patients who had prescription opioid use history versus a history of injection drug use.  So we would have been looking for some kind of subgroup analysis to know how barriers and facilitators might be different among different groups.  So that was just one example.  And we really didn’t find that with most studies.  

What we found instead was indirect evidence that suggests barriers specifically looking at patient characteristics that are associated with either a higher likelihood or lower likelihood of receiving a buprenorphine prescription.  So these three studies are based, one is based on a survey and two are based on chart or database review.  And they looked at patient characteristics and the likelihood of those patients receiving buprenorphine.  And the main finding we wanted to highlight here is that these three studies are all consistent in finding that adults in the age range of 30 to 50-years-old, white patients, those who self-pay, or are employed were more likely to be prescribed buprenorphine than those who are the extremes of age, so younger or older, and non-white. 

And in terms of provider characteristics, so same concept, we weren’t able to identify, we didn’t identify any studies that directly looked at any differences among providers in terms of what barriers or facilitators providers identified.  But we did find some indirect evidence of provider characteristics that are associated with prescribing buprenorphine.  So these three studies are based on two surveys and one interview using a questionnaire.  And there are three main findings from this subset of studies.  The first one is not totally surprising, so prescribing behavior reflects barriers and facilitators.  So as an example, if providers identified a lack of institutional support as a barrier, then that was associated with a lower likelihood of prescribing buprenorphine.  We also found that barriers and facilitators may vary by region which has implications for our national VA system in terms of interventions that may work better in one place or the other or may need to be targeted to the specific barriers in that location.  And the final finding was that when providers engage in training related to opioid use disorder or are using other best practices such as co-prescribing Naloxone, they are more likely to prescribe buprenorphine.  Which circles back to this idea of the strength of the community of practice and if providers are receiving training and communicating with each other and using many of the best practices related to opioid use disorder than that may increase the likelihood that they will take on buprenorphine prescribing.

So as a summary, we identified four main barriers that affect patients and providers; stigma, logistics, treatment experiences and beliefs, and knowledge gaps.  We found common facilitators for both patients and providers, again circle back to this idea of community to overcome some of these perceived barriers.  And although most of the studies met our minimum quality criteria, 11 out of the 16, and the findings were consistent across studies, we overall have low confidence in these results and their applicability to VA as there were no studies directly in VA settings and, again, some of the studies had some methodologic limitation.

So in terms of the evidence gaps that we identified and thoughts on future research, we thought one evidence gap was knowing VA specific rates of medication use for opioid use disorder and how this use may vary by patient and provider characteristics and setting.  So drilling down into VA specific data about where buprenorphine and other medications for OUD are being prescribed and the characteristics of those prescribing settings.  Also another limitation of this review is that we were able to capture the frequency of barriers and facilitators in terms of how often they were cited by patients and providers but we weren’t able to capture the relative importance of these barriers and facilitators.  So we can’t say, for example, that stigma was the number one reason why more providers weren’t prescribing buprenorphine, first is concerns about time.  So the studies weren’t designed to answer that question.  So that is still an evidence gap.  And importantly, there was only one study that mentioned extended release Naltrexone so that is definitely a gap and potential area for future research.

And again, covering some of our limitations, so the studies were not ideally designed to answer our study questions and there were not studies in Veterans.  Several of the survey studies had low response rates and provided limited information about the patients and settings being assessed so that was a factor in not meeting our minimum quality criteria.  And then because we used, this is a rapid review and we used streamline methods, we may have missed eligible studies.  Although as Steph was mentioning, even though we decided to limit our review to studies published after 2014, we feel that it is unlikely that we missed any major category as a barrier or a facilitator given that the results in the studies we found were so consistent.  

So here are our main conclusions.  Again those four categories of barrier, stigma, logistics, treatment experience and beliefs, and knowledge of OUD medications were identified by patients and providers to barriers.  Support from peers, family, other providers was the facilitator for patients and may also be a facilitator for providers.  No studies directly evaluated these subgroups within patients or providers to know which barriers or facilitators are most important for certain groups.  And more research is needed in several areas including related to Naltrexone which is only discussed in one study.  So with that, I will see if there are any questions and I believe Dr. Drexler is also on the line and may want to provide some comments. 

Rob:  There are no questions at this time.  If Dr. Drexler has some commentary now would be appropriate. 

Dr. Karen Drexler:  Sure.  Okay can you hear me know?  This is Karen Drexler.

Rob:  We sure can.  

Dr. Karen Drexler:  Okay.  Terrific.  I want to thank you, Kate, for a terrific presentation and for the work that you all did in creating this systematic review.  It is amazing the work that you did in such a short amount of time and the quality of the review is really wonderful and will be an important foundation for our upcoming State Of The Art Conference.  

Dr. Kate Mackey:  Thank you.

Dr. Karen Drexler:   It struck me that, you’re welcome.  It struck me that, I really appreciate how you listed the barriers and facilitators and sort of grouped them into broad categories.  I think that’s a very helpful way to think about both the barriers and facilitators.  I am struck by how pervasive stigma is as a barrier both for providers and patients and it’s something that the recent review by the National Academies of Science, Engineering, and Medicine, their report called Opiate Use Disorder Medications save lives, they also highlighted stigma as an important barrier.  I think it helps to drive some of the other barriers.  Like why there are insurance barriers?  Or why there’s not more education in medical school and, really, in professional school for other allied health professions like nursing, like social work, like psychology?  So I think that is a really tough nut to crack but I appreciate that your review has also identified some steps and ways forward.  So education, education, education is really important and you highlighted developing communities of practice.  I feel very fortunate to be in VA where we have had a community of practice, as you pointed out in the timeline, since 2007.  We started the buprenorphine in VA initiative with very modest resources, just leveraging the power of our internal VA communication systems, the Outlook email, and creating an email group for providers that are interested.  It’s just voluntary.  You just email me or Adam Gordon and you can be added to this list and it really does seem to be a very safe place.  Providers will post questions to their colleagues and other folks will respond and it’s a very lively community of practice.  So I think that’s helpful.  We have monthly webinars and, at this point, we really have several different monthly webinars that providers can participate in.  But obtaining institutional support for the time to attend those webinars or even for the time to attend the necessary eight to 24 hours of training just to obtain the X-waiver to your DEA license is sometimes challenging.  And I think a lot of the institutional barriers like outside VA prior authorizations or insufficient reimbursement, and within VA, things like our requirements for credentialing that requires buprenorphine prescribing to be a special privilege at many institutions, not every institution.  Those I think, if we dug down to the roots of it, really has to do with stigma driving a lack of understanding.  So I think the efforts that we’ve made so far at improving education have been helpful but clearly we have more work to do.  And I also appreciate something from the report about how providers would appreciate consultation and the ability to refer to a specialist.  So one of the initiatives that we started with HSR&D support through QUERI last year is called Stepped Care for Opioid Use Disorder Train the Trainer Initiative.  And the idea behind that model was really to pair an SUD Specialty Care Program, where most of the buprenorphine prescribing is happening now in VA, and Naltrexone prescribing, with a level one clinic; either primary care, general mental health, or pain management clinic.  And have multi-disciplinary teams from each of those clinics learn about best practices and then develop a continuum of care where they actually work together to allow patients to be treated at the lowest level which is effective for them, and, which is their preferred level.  So that’s in progress.  We don’t have outcome data published at this point.  But it’s very encouraging from this review that perhaps we’re on the right track trying to address those barriers as well.  And with that, I will pause to see if my comments raise any more questions or if the presentation has raised any questions.

Rob:  I do have one question pending at this time.  Let me take the opportunity to let people know that if you do have a question you can use the questions section of the GoToWebinar dashboard.  Many of you are experienced with this.  Nevertheless, it’s one of those white sections in the white GoToWebinar dashboard that pops up on the right hand side of your screen.  And with that, I’ll just launch into the question.  This person says, well done!  Any thoughts about how to structure the needed research on ER Naltrexone?  This is a major gap.

Dr. Kate Mackey:  So I think that one of our findings from this report is the, underscored the importance of capturing patient characteristics and the studying in which any intervention is delivered so that we can know how to interpret the results and whether or not they’re applicable to a given setting.  So I think as a general principal of any research study, knowing a lot about a patient in terms of their specific history of opioid use disorder, what factors led them to decide to use, or seek to use extended release Naltrexone as their medication of choice, where that would be prescribed, who would be managing it.  Those would all be important data points to capture so that others looking at the study results would be able to know how to take those findings and maybe implement them into their own practice setting.  I don’t know if anyone else from the ESP has specific thoughts on research methods that would evaluate extended release Naltrexone.  I do think that that is one of the goals of the conference coming up in a few weeks would be, with the presence of several researchers and experts in this area, to try to think of how studies would be designed to answer some of the persistent research questions.  Are there any other questions?

Rob:  That is the only question that we had so far.  

Dr. Kate Mackey:  Okay.

Rob:  Maybe give people a few more moments to see if we have more questions.  If you have closing comments or if anybody else wants to make comments, now is a good opportunity. 

Dr. Kate Mackey:  So I will add something that we didn’t cover in our slides but we do discuss in our report and that it relates to the barrier identified by providers of feeling either that they lacked knowledge of opiate use disorder medications or lacked connections to addiction medicine specialist, so as Dr. Drexler was mentioning the Stepped Care model.  But we also think a knowledge gap is related to the evidence of the added benefit of psychosocial interventions in addition to medication.  And that might be another intervention point increasing awareness that medications can be used with standard follow up and good results and patients don’t necessarily need the psychosocial intervention component as an addition.  And that was also a finding highlighted by the National Academy’s report that Dr. Drexler mentioned. 

Rob:  Well thank you Kate.  Thank you, Stephanie.  And thank you, Kim, and Dr. Drexler.  There are no further questions at this time so I think it’s probably appropriate to go ahead and close the session.  Remember that at 12:30 we’ll have the second session of these ESP briefs entitled Managing Acute Pain in Patients with Opioid Use Disorder which will be presented by Stephanie Veazie, with help from Kate and Kim Peterson.  And Kate, if there’s nothing else, I’ll just go ahead and close the session.  Is that okay with you?

Dr. Kate Mackey:  Okay.  Thank you very much.

Rob:  Thank you all.  See you later.

Stephanie Veazie:  Thank you everyone.

Kim Peterson:  Thank you.

Dr. Karen Drexler:  Thank you.  Bye.
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