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Christine Kowalski:  So my name is Christine Kowalski and I would like to thank everyone for joining our Implementation Research Group QUERI Cyberseminar today.  The IRG is a learning collaborative.  We have almost 400 members now.  And this group showcases state of the art implementation science topics.  And the session today is part of our monthly catalog of events.  Our seminars generally take place on the first Thursday of every month at noon eastern time.  And of course, this seminar today is open to the community and non-IRG members as well.  And if you do have feedback about this session, please stay on for the survey at the end.  We like to read your comments.  And if you have any suggestions for future seminars that you would like to see as part of this monthly series, please send me an email Christine.Kowalski@va.gov.  I would like to thank our presenter today, Dr. Hildi Hagedorn, for her work in preparing for this session.  Dr. Hagedorn is a CORE Principal Investigator and the Implementation CORE Director for the Center for Care Delivery and Outcomes Research at the Minneapolis VA.  And she is also an Associate Professor in the Department of Psychiatry at the University of Minnesota School of Medicine.  So we hope you enjoy this session today and now, Hildi, I will turn this [unintelligible 1:24] over to you.

Dr. Hildi Hagedorn:  Thank you.  So I’m going to be talking today about my current IIR through HSR&D which is Advancing Pharmacological Treatment for Opioid Use Disorder or ADAPT-OUD.  So I didn’t put a lot of background on the opioid epidemic into my presentation.  I feel like, you know, we are all inundated on a daily basis with information about the opioid use disorder crisis in our country.  So by way of background, I’ll give you the rationale for our current project.  VA has really put a lot of effort over the past 10 years to increasing access for medication treatments for opioid use disorder.  There are three medications for treating opioid use disorder; methadone, buprenorphine, and naltrexone.  Methadone has to be provided within specialized opioid treatment programs.  Buprenorphine is available to be used in any office-based setting.  And methadone and buprenorphine are considered the gold standard first line treatments for opioid use disorder.  Naltrexone is considered second line treatment for patients who, for some reason, are not able to or do not want to be on buprenorphine.  

So VA has, like I said, put a lot of effort in increasing access to these very effective medication treatments.  And the percent of patients, there is the sub-16 measure, which is a scale metric, calculates the percent of patients who have an opioid use disorder who are receiving one of these three medication treatments.  And so the percentage of patients receiving one of those treatments has gone up over the past 10 years due to a lot of efforts across VA operations.  But really the issue that we have now is, as everyone knows, all VA facilities are different.  And this slide shows each of our major VA facilities and their percent on the sub-16 measure.  And you can see on the right side our highest performing facilities are up to 60% of their patients being treated at this point.  The mean is around 40%, close to 40%, now.  But you can also see that tail end there where you have multiple facilities that are only providing this evidence-based treatment to a 20% or less of patients with opioid use disorder.  

So the purpose of our project was to increase access to medication treatment for those facilities that are really the lowest performing facilities on this metric.  So we identified the facilities in the lowest quarter, quartile, sorry, on that metric.  And we stratified those facilities by prescribing rate.  So obviously, they all are low but there’s probably a substantial difference between facilities with prescribing rates in the single digits versus those that are closer to 20%.  And we also stratified by the number of actionable patients.  And what that means is in the denominator of the metric the number of patients with opioid use disorder.  Of those patients the ones that are not currently in the numerators, the ones not receiving medication treatment, those are actionable patients.  Ones that facilities have an opportunity to treat with effective medications and to increase their sub-16 measure.  So some of these low performing facilities have low numbers of actual patients, a few dozen.  And some of the low performing facilities have very high numbers, you know, several 100.  So again, we felt like there would probably be substantial differences in implementation needs and strategies between those sites.  So we randomly selected two sites from each of those strata and we initiated contact with the SUD Specialty Care Clinic and we started the intervention with two sites per quarter over a year.  

So our implementation intervention, the overarching intervention is an intensive external facilitation process.  We started out with a developmental evaluation which consisted of interviewing 10 stakeholders at each of the participating facilities and I’ll get into more detail on that shortly.  We used the developmental evaluation to then create a site report where we summarize the current status, barriers, facilitators, potential strategies.  We then brought that site report to a 1-1/2 day site visit.  Our site visit at each site consisted of didactic opportunities.  So for many of the sites we provided onsite the X-waiver training.  So in order to prescribe buprenorphine, providers have to go through, if you’re an MD it’s an eight hour training.  If you’re an NP or a PA, it’s a total of 24 hours of training in order to receive your DEA X-waiver which then allows you to prescribe buprenorphine in an office-based setting.  So we provided the first four hours of that training face-to-face as well as other didactic offerings regarding how to integrate buprenorphine treatment into your office-based clinical practice.  We also had at least four hours of the site visit reserved for action planning.  So that would be going through the site report, making sure that we had our information correct, allowing the stakeholders to revise it, address errors, add information that we missed, and then also to really come up with three or four action items that they would be working on over the course of the next year.  So the three or four things they hoped to achieve, who needed to be involved, what steps would need to be taken, what kind of timelines they anticipated.  So we left the site visit with an action plan.  And then over the course of the next year we had monthly facilitation calls with the local implementation team to review that action plan, assess progress, identify barriers, provide resources.  We also provide quarterly feedback reports with metrics regarding number of providers prescribing, number of patients being treated, sub-16 percentage, as well as on demand as needed consultation.  So the consultation could be either for implementation issues or for clinical issues related to prescribing.  So my Co-PI on this project is Dr. Adam Gordon who is probably the national expert in VA on prescribing buprenorphine in office-based settings.  He was available both to do the didactic education pieces and for the as-needed consultation on clinical issues.  And then I was available for implementation consultation.  

So as I said, the overarching strategy was the external facilitation.  So that was complemented by other strategies determined by site needs.  So you know, we helped sites create incentives to get providers waivered.  The ones I have listed here are from Powell’s list of implementation strategies.  Just a sampling of some of the things that we did over the course of the year; developing educational materials, preparing local champions, obtaining formal commitments, promoting adaptability, so that was a really big focus.  We had models that we presented but sites did not have to implement a specific, exact model but really had to create their own strategy for how to fit this treatment into the way their facility is functioning.  

So the first part of my talk is really focused on the barriers and facilitators that we identified during the early implementation phase.  So that would be from our developmental evaluation.  And as I said, we did semi-structured interviews with 10 stakeholders per site.  We started with the Substance Use Disorder Clinic leadership and then expanded using a snowball technique.  So within SUD Specialty Care we talked to providers including prescribers, nurses, pharmacists, and therapists.  We talked to facility level leadership which in some cases included the chief of staff, chief of mental health, chief of primary care, pharmacy leadership, nurse manager leaders.  And we also talked to providers outside of the SUD Clinic who either had an interest in implementing medication treatment in their own clinic or who may be pulled into the efforts to expand access to these medications within the facility, so pain clinic providers, general mental health providers.  We talked to some Homeless PACT providers and to some primary care mental health integration providers.  Really dependent on who in a particular facility might have to be pulled into the effort, or be interested in it. 

We rapidly analyzed our interviews using matrices organized around barriers and facilitators.  And really organized around the Integrated Promoting Action on Research Implementation in Healthcare Systems constructs.  So we were looking at innovation, recipients, and context.  So the innovation really has to do with the medications themselves.  Recipients have to do with the providers and how they react to the idea of using this intervention within their clinic.  And then context, of course, all the organizational clinic level or facility level barriers that might come up trying to implement.  

So one of the very early lessons that we learned, like I said, we approached, our first initial contact was with Substance Use Disorder Specialty Care.  And we really approached through that clinic because we figured the prescribing rates were so low that probably step number one would be to increase implementation within the SUD Specialty Care service itself.  What we learned very quickly was that facilities really were not going to be able to dramatically increase access to medication treatments for opioid use disorder without involving clinics other than SUD Specialty Care so primary care providers, general mental health, and pain clinic providers.  And the reason behind that, there’s really two things going on there.  First of all, some patients, particularly now, patients who have only been using prescribed opioids are really not comfortable attending appointments in SUD Specialty Care.  So kind of the traditional opioid use disorder patient that would show up in SUD Specialty Care would be a heroin user, an injection drug user, someone who’s procuring their substances on the street illicitly.  And then we have this whole new group of patients who have been maintained on prescribed opioids for years, if not decades, who now with the efforts to decrease opioid prescribing entity for patients down from high doses.  There really are some opioid use disorder symptoms coming up with those patients.  And now they’re being told, no, I know I prescribed this to you for all these years.  Now I’m calling you someone with a opioid use disorder and you need to go to this specialty, Substance Use Disorder Clinic.  And you can see how that might not sit well with those particular patients.  So really having other avenues for those patients to access this treatment.  

The other issue is that, as I mentioned, providers have to do X-waiver training and get a DEA X-waiver in order to be able to prescribe buprenorphine.  And when you get that DEA waiver you are only allowed to prescribe to 30 individual patients at one time during your first year of having that waiver and then you can move up to a 100 patients at one time after that.  There are also after two years [unintelligible 15:38] the mechanism to go up to 275 but that gets a little more complex.  But you can see that if you have the SUD specialty clinic with, you know, two prescribers, they could become overwhelmed quickly if they are not able to then send patients back to another clinic.  So traditionally, SUD Specialty Care, once you own a patient in that clinic, that patient is sort of with you for life.  But in this case, if they can’t get that prescription from another provider, eventually access to SUD Specialty Care Clinics for these medications, for this medication, would be overwhelmed.  

So other barriers that we encountered, in regards to the innovation or to the medications themselves, probably the primary barrier is that it requires X-waiver trainings.  So you’re talking to primary care providers who are already totally swamped and you’re expecting them to somehow find eight hours to do the training.  And honestly having to go through eight hours of training and get a special DEA X-waiver really increases people’s fear about offering this treatment to their patients.  So you can prescribe any other opioid without an eight-hour training and without a DEA X-waiver but this medication, which is clearly safer, has this eight-hour training and this special license.  And so despite the fact that we tell people it’s clearly safer that, you know, well then why do I have to do all this special stuff to prescribe it if it’s so safe.  Providers also view the office-based medication treatment as too complex to integrate into clinics outside of SUD Specialty Care.  And this is both the providers in other clinics and sometimes the providers within SUD Specialty Care as well.  So for those in other clinics they’re saying, well I can’t, you know when you initiate a patient on this medication, you’re going to need to be in contact with them multiple times in the first couple of weeks.  They’re going to need to, they’re just going to take some time to stabilize them so you might need to see them once a month for a while.  And as we know in primary care settings, that may be above and beyond what someone’s able to do given their panel sizes.  And also, SUD Specialty Care providers feeling like, hey, you know, we have all this special training and all these specialized additional, you know, psychosocial treatments that would really benefit these patients and is it really quality care to have someone in primary care prescribing a medication without all these other wrap around services.  And then also occasionally we heard that medication for treatment for opioid use disorder is not “appropriate” treatment for substance use disorder.  You’re replacing one opioid with another opioid, you know, you’re just changing someone’s drug.  I can say 10 years ago and even five years ago, this would have been a way bigger problem so it was actually nice to see that we only heard it occasionally.  It really is now fairly well accepted that this is the gold standard treatment for opioid use disorder.

In regards to the providers themselves.  Those outside of Substance Use Disorder Specialty Care, they had generally no training in substance use disorders or their treatment when they were in medical school.  A lot of them have misconceptions about patients with opioid use disorder.  So as I said, kind of the traditional patient that would present for SUD Specialty Care, you know; homeless, injecting, using illicit substances, picturing them on the street.  That’s sort of the image that a lot of providers have in their head of what it means to have an opioid use disorder.  So they think that all of these patients will be complex, highly unstable, untrustworthy, all of those stigmatizing sort of images that we have of OUD patients.  There’s also a belief that recovery is rare in opioid use disorder.  And actually with medication treatment, recovery is probably the norm.  I mean obviously there’s a wide range of how people are going to struggle with recovery but it is not rare when treated properly.  And then there’s also the belief, as I kind of touched on already, that medications have to be combined with intensive psychosocial treatment.  That is simply not true.  I mean I believe that all patients would benefit from additional psychosocial treatments and I would encourage every provider to always have those referrals available and be encouraging those referrals.  But really the medication is the treatment.  

So when we talk about the organizational context, first of all, medications for opioid use disorder treatment are not on non-SUD providers’ radar generally speaking yet.  So they don’t even know how to talk about options with patients.  So just getting the education out there so that they would be able to name the medications, explain the medications, and have a conversation with patients.  Also despite a lot of efforts to change this and some definite movement towards changing it, VA still has very siloed care.  So a lot of primary care providers while they make referrals to SUD clinics on a regular basis, they don’t know their colleagues in those clinics.  There’s no mechanism for a warm handoff.  So you tell a patient to go there and either the patient goes or doesn’t go and there’s no interaction between the clinics.  Also at several of these sites there were a lack of fully functional interdisciplinary teams.  So the PACT model is amazing and has been integrated really successfully at many facilities but is still not fully implemented at some facilities.  And so the provider really feels sort of on their own if they’re going to take on a new practice such as this.  Whereas, an interdisciplinary team with a nurse care manager, a pharmacist, a social worker having those wrap-around services to kind of help manage these patients is essential.  And then administrative hurdles, we found that at some facilities only certain types of providers were allowed to prescribe these medications.  So some facilities had rules in place that you had to be an SUD Specialty Care provider to write a prescription.  And then there was also re-credentialing and privileging issues.  So at some facilities you get your X-waiver, you show it to the pharmacy, they say okay your good to go and you can prescribe.  And at other facilities they require you to be completely re-credentialed and possibly also to get a special privilege.  So you can imagine, you’ve done your eight hours of X-waiver training, you’ve gotten your X-waiver from the DEA, and now you’re facing re-credentialing.  Also as always, there are other highly pressing facility level issues that take precedence, the access issue.  One of our sites is in the VISN that is starting first with the new CERNER implementation so they’re completely tied up with that process.  Many of our facilities are, you know, they have multiple positions open in primary care.  They’re not fully staffed in different clinics and having difficulty recruiting people.  So just lots of other things, other competing demands.  

I did want to throw in at least one slide about the patient perspective.  I hadn’t mentioned up to this point but we did do interviews with patients at each site as well to get their perspective on what it’s like to have this disorder and to try to get treatment for it.  And you can see from these quotes.  The one patient said, “It took so long.  I asked to get into,” suboxone is the commercial name for buprenorphine, “I asked to get in to the suboxone program but it took more than one try.  I attempted to go to primary care but there were so many hurdles.  It’s not easy to get into this program.”  So just not easy to get that prescription.  And the second quote really focusing on the same thing about the obstacles towards getting this medication.  “You can’t just go to your primary care and say I want to get on this medication.  You’ve got to go through mental health.”  And then this patient says, “I think at the front line this is a bad thing.  This is a bad disease.  You ought to be able to walk in and say, hey, I need help and get it instead of waiting.”  So when the patient is ready to be treated they should be able to access a prescription very quickly.  Not have to be referred to another clinic, go through, you know, two or three intake appointments, wait, you know, weeks, or whatever.  I mean this is an urgent situation that needs to be dealt with quickly.  

Of course I want to talk about facilitators.  There were those as well as barriers.  In regards to the medications themselves, as I said, it’s generally well recognized at this point that medication is the evidence-based treatment.  So that has been a big change over the past five to 10 years and a really welcome change.  We found it incredibly helpful for facilities that had at least one highly experienced provider on site.  Some of the facilities we were working with had this individual and we were able to work with them and help spread their knowledge and experience.  Some of them were actually able to hire someone during the year of the implementation effort and that made a huge difference to have the local champion whose experienced.  Facility level leadership was really critical.  Both to help secure resources and to maintain focus.  And also, you know, in a broader context, the national and the VHA level intensive focus on addressing this crisis was really helpful.  I have never had such an easy time recruiting facilities into an implementation project.  They were really actively looking for this sort of help at the current time.  

So some of the lessons that we learned early on.  This face-to-face time of the site visit is essential.  And I think probably the more the better.  I would love to be able to do two or three visits over the course of the year.  But obviously that’s just not feasible under budget and time constraints of these projects.  I have done implementation projects where it was all virtual or where we brought people, all of the sites together for a meeting in one location.  And I am really, really sold now that going to a site, seeing the site, seeing the people, touring the site is just to me absolutely essential for understanding the local context.  Also I think it was really, really important that we educated about potential models but allowed sites to adapt to fit their own resources and structure.  So for example, one of the models that we were promoting was the nurse care manager model.  Where really the nurse care manager is really taking care of just about everything other than writing the prescription.  So putting a much lower burden on the provider.  And what we found within VA is that a lot of places are short on nurse manager staff but the clinical pharmacy specialists are, in most sites, they’re available, they’re interested, they’re excited to do this and we had multiple sites where the pharmacist was really the key clinical champion that made this happen at their site.  So just incredible thank you to the pharmacists out there.  And also the internal champions really have to be someone who has the time and the interest to do the work on the ground and also is in a position with enough power to direct resources and maintain focus.  In a lot of cases this has to be two separate people.  So you know, if you have a chief of staff that’s really excited about this and is willing to direct resources and say this is what we’re going to focus on that’s fantastic but you can’t expect the chief of staff to be the one doing the daily, on-the-ground work of putting this together in practice in the clinic.  And conversely, you may have a pharmacist or nurse care manager or a physician who’s super excited, has time and interest to do the on-the-ground work, but if they don’t have the support from someone higher up that can realign resources and make sure that it is clear that this needs to be a focus in this clinic or in this facility, they’re going to be butting their heads against the wall.  So it’s really important to have both of those key elements.  

So I’d like to spend the remainder of my time talking about our interim progress on quantitative outcomes.  

So we currently have six months of data for seven out of our eight sites.  So I’ll be presenting the six-month data.  So each one of our intervention sites we match to two to four other low prescribing sites that fit into their same strata.  So if you remember high and low prescribing rates and high and low number of actionable patients and you can see the numbers on the screen there, of what those cut points were for those strata.  So our quantitative outcome measures were the number of buprenorphine waiver prescribers.  So the number of prescribers that were actually in a position where they could write a prescription for buprenorphine in that VA facility.  The second one, the number of patients with opioid use disorder diagnosis prescribed buprenorphine.  And then the percent of patients with opioid use disorder receiving medication for opioid use disorder so that, again, is that sub-16 percentage.  We assess those measures at each fiscal year quarter.  So for the six-month update, we’re comparing their numbers at the fiscal year quarter prior to starting the intervention, so prior to starting our interviews.  And then at the fiscal year quarter that ended at least six months after they started the intervention.  

So in regards to waiver providers, you can see here that at each site they added waiver providers, some more dramatically than others.  This was a statistically significant increase in the number of providers per site with a mean increase of five additional waivered prescribers.  

For the number of patients receiving a buprenorphine prescription, again, you can see that for every site the number of patients did increase, again, some more dramatic than others.  And you can see on these graphs the difference, how I mentioned the number of actionable patients and the baseline prescribing rate.  You know you can see the sites that started out with virtually nothing compared to the sites that had active programs already but were hoping to build on them.  So this, again, was a statistically significant increase in the number of patients receiving buprenorphine with a mean change of 21 patients per site, obviously with a lot of variability there.  

And then our final measure, that sub-16 fail metric of percent of patients receiving medication treatment.  Again, all seven sites improved on that metric.  Again, variable across sites.  And this was a statistically significant increase in their sub-16 measure with a mean change of almost 7%.  

So then the question is how does that compare to the control sites?  So the matched control sites also showed significant increases on all three of those variables on average.  So then we looked at the difference in difference.  So did our sites improve statistically significantly more than our control sites?  So the intervention sites had a significantly greater increase in the number of waiver providers compared to matched control sites.  However, there was no significant difference between intervention and matched controls on the patient-level variables.  So the increase in the number of patients receiving a prescription and the increase in the sub-16 measure.  

Then we broke it down further to look at each site compared to their own matched control.  And here you can see the sites listed on the left and then going across the rows, the number of control sites that they outperformed for each of the measures.  So for waivered providers, most sites outperformed most of their control sites.  And similarly, for the number of patients receiving buprenorphine, most sites outperformed most of their control sites.  For the percent of patients on medication, not so clear, you know, outperformed some but, you know, not most.  

So that led us to think a little bit about well why are the intervention sites less likely to outperform on the percent of patients rather than on those counts of providers and patients?  So first of all the numerator in that sub-16 measure includes patients prescribed buprenorphine, methadone, and naltrexone.  So it could be that other sites are increasing the number of patients receiving one of those other medications.  Also the impact of prescribing to a few new patients really depends on the denominator.  So for our tiny little sites, if they prescribed to 10 more patients, they could have a 10% increase.  Whereas in our giant sites, prescribing to 10 more patients, you know, would have barely even moved the metric.  And then we noticed that some sites had reduced their denominator by reassessing, we do know that some of our sites had reduced their denominator by reassessing the opioid use disorder diagnoses.  So we had five control sites where the number of patients receiving buprenorphine dropped but the percent of patients prescribed medications increased.  So there are a number of reasons why this may happen.  Sites have done chart reviews of their actual patients and there clearly are some issues with the denominator.  So there’s this certain percentage of patients in the denominator that’s received an opioid use disorder diagnosis inappropriately.  So for example, if you have a chronic pain patient on high dose opioids and start working with them on a taper.  And the patient becomes upset and is contacting the clinic too often, or contacting more often and, you know, demanding to have their prescription increased again, the provider might put an opioid use disorder diagnosis on the chart without having actually assessed the patient for that diagnosis.  We’ve also heard of like patients receiving this diagnosis when they attend a group to learn about naloxone, which is the opioid overdose reversal medication.  So you tend to group for education purposes and get this diagnosis.  So there are issues with the denominator.  And so what we really talk to sites about is that, yes, there may be patients in the denominator that are inappropriate but you need to focus.  Clearly there are a lot of patients that are meeting this diagnosis for very valid reasons and we need to focus on those patients.  

So in conclusion I think, given that we’re only six months in, that there’s a really strong signal for an early impact that suggests possibly an additional impact moving forward on those patient-level variables as we get further into the intervention period.  And our sites did outperform many but not all of the control sites.  And just with all of the efforts going on, both within VHA and at the state level, all of the efforts going on to target these exact same outcomes, it’s going to be really challenging to sort out the impact of this specific project versus other initiatives that our sites may be involved in.  We are trying to track which VA sites are involved in which initiatives that are, you know, there’s Academic Detailing, there’s the SCOUTT initiative, there’s the Conduit Project.  I mean there are just many other things going on and so we are keeping track of what additional things our sites are doing and, hopefully, we’ll be able to tease that out to a certain extent.  Of course I would love to have a study that showed this dramatic, incredible results that, you know, that’s just very obviously attributed to the project.  But really the more important thing is that with all these efforts access to these medications is clearly increasing nationally and so have to keep in mind that that really is the most important outcome of this work.

So in summary, educating providers is essential.  But it’s not sufficient to increase prescribing.  So getting people to get their waivers and if they have to get re-credentialed, get re-credentialed, and be able to prescribe is step one.  And then from there, you really need to work out all the organizational issues regarding how to integrate this into your clinic practice.  As I said, having a mentor/experienced provider on site is a major facilitator.  Also that implementation takes time.  So you know, we have seen an increase in providers that are able to prescribe and, hopefully, that will translate into those patient outcomes over time.  They have to get the education and the X-waiver first and they also have to figure out how to integrate treatment into their facility and their clinic and how to overcome the multiple barriers standing in their way.  And in the face of other pressing issues, maintaining focus is essential.  So we have started to do some post-implementation interviews with our very early sites and we are hearing that just knowing that I have to talk to Hildi and Adam on the phone next week, is really a facilitator for getting them to scramble and figure out how to make some progress on these issues.  

I really want to thank Dr. Adam Gordon who is my Co-PI and just an incredible clinical expert in this area.  And I have my Co-Investigators listed there, here in Minneapolis, Palo Alto, study staff, phenomenal.  And also our implementation teams at our eight sites who, you know, they don’t have any protected time to do this so this is really because people are invested and interested and excited about this.  So just really, really grateful to our implementation teams at our sites.

And at that point, I think I can open up to see if there were questions.  

Molly:  Fantastic.  We do have a few questions out here.  Just before we get started I just want to let the audience know we do not have the slides posted yet.  I’m working on getting that done today.  But the archive link when that is sent out in the next day or two, you will be able to get to the handouts from that link.  So just know that those are coming.  Okay so I’m just going to start at the top of the questions and we’ll work our way through.  How are you defining recovery?  Are they opioid-free or being maintained for life on maintenance meds?

Dr. Hildi Hagedorn:  So in my opinion, recovery means that you are functioning well in your life and you are not a slave to the substance that you are taking.  So if you’re maintained on buprenorphine and you are able to hold a job, socialize, interact with your family, you know, do your recreational activities in my opinion that is recovery.  As far as how long a patient would be maintained on buprenorphine, that is really totally dependent on the patient.  There is good evidence that a minimum of a year is probably the absolute minimum.  But I would never force and I certainly would not, in most circumstances, also not encourage a patient to come off of this medication.  If patient is, this is what they really want to do, if they stabilize their life, they’ve been on this medication for a year, all of their other psychosocial issues are under control and they want to try, then they obviously should be able to try because patient-centered care.  But always with the understanding that if you start running into trouble and this is not comfortable and you start craving, you can always go back up to your regular dose.  

Molly:  Fantastic.  Thank you.  The next one here.  I think.  Yep.  

Dr. Hildi Hagedorn:  Oh I was just going to say, obviously I’m a psychologist.  I’m not a prescriber so those are my opinions.  

Molly:  Got it.  The next one here.  I think this is more of a comment.  Want to mention that a facilitator for providers can be the patient’s response to the medication and the significant improvement in functioning that can occur.  Many new providers are surprised and pleased by the change from patients and often don’t see a dramatic change in other disorders.

Dr. Hildi Hagedorn:  Oh absolutely.  I mean we can create new champions very easily.  You get someone to prescribe this medication once or twice and they will be sold.  Because in the vast majority of cases, I mean we have patients saying things like I’ve got my life back.  I’m doing things I haven’t done in 20 years.  I don’t have to spend every minute of my day thinking about when is my next dose coming?  How am I going to get my next dose?  Am I going to run out of my pills?  Am I going to go into withdrawal?  Yeah, yes providers who do take this on, it only takes a few experiences for them to be huge champions.

Molly:  Great.  Thank you.  The next one here.  Please comment on getting person like RN or pharmacist to run collaborative care clinic for MAT by protocol with behind the scenes prescriber of buprenorphine.

Dr. Hildi Hagedorn:  So I guess I’m not sure exactly what the person’s looking for here but we have pharmacists who, you know, they do the initial evaluation with the patient.  They’re the one monitoring the patient during initiation of the medication.  They’re the one doing the follow-up calls and the follow-up appointments and they’re really just in close communication with the prescriber who is signing off on the prescription.  So in the case of pharmacists, they really can do virtually everything other than make the diagnosis and sign the prescription.  I don’t have as close of experience with the nurse care manager model but I believe that similarly, you know, an experienced nurse care manager can really do the vast majority of the work of the follow-up contact with the patient.  

Molly:  The person sent in a follow-up.  

Dr. Hildi Hagedorn:  Okay.

Molly:  A large barrier to prescribing by PCP is all of the extra work.  Much easier if an RN or pharmacist-led the MAT.

Dr. Hildi Hagedorn:  Yes.  Absolutely.  I mean that was one of the very first things, you know, that we learned from talking to PC providers was like there’s no way I can do this alone.  So finding that other collaborative care person, whether it’s a pharmacist or nurse care manager.

Molly:  And they sent in another follow-up.  

Dr. Hildi Hagedorn:  Okay.

Molly:  One of the two approved VA models is the Boston Mass model with RNCC model.  

Dr. Hildi Hagedorn:  Yes.  Yes.  So that would be a nurse care manager model, yes.  And like I said, that’s one of the models that we promoted in our training.  It’s also one of the models that’s promoted through the SCOUTT initiative.  Many of our sites have easier access to pharmacists than to nurse care managers.  So my impression is that the pharmacy model is taking off more in VA than the nurse care manager model but it certainly is out there as well.

Molly:  Great.  Thank you.  Okay.  The next question here.  Did you measure facilitation and/or reach of your intervention?

Dr. Hildi Hagedorn:  So measuring facilitation?  We keep track of every meeting and phone call that we do and who is at every one of those meetings and phone calls, how much time it lasted, what their professional role is so we would be able to calculate some cost associated with the facilitation.  We also, Dr. Gordon and I also keep logs of sort of these ad hoc consultations that we do.  Honestly we have not done a lot of ad hoc consultation.  Most of the interaction is taking place during those regularly scheduled monthly calls.  But we are absolutely tracking the amount of time and we have notes from all those meetings to see exactly what strategies we’re employing.  And then it was facilitation and, I’m sorry, what was the other one?  Are you tracking facilitation and? 

Molly:  Good question.  Because I, reach of your intervention.

Hildi Hagedorn:  Reach.  So as far as reach goes, I would say, you know, we’re looking at the number of providers who are actually getting their waiver and then we’re looking at the number of providers who then actually go on to prescribe.  So we haven’t looked yet at like the percentage of providers in a facility but we certainly would be able to do that.  And then in regards to patients, I think that the reach, you know, the sub-16 really captures the reach as far as the percentage of patients who would be eligible who are receiving the treatment.  So I guess those would be kind of the two.  And then of course where the treatment’s offered.  So many, well a couple of the sites we were working with didn’t even offer this in SUD Specialty Care when we started.  Most of them did.  But then, where are the other access points?  And how many have been added on?  We would be able to, you know, we will know that as well.  
Molly:  Great.  Thank you.  The next question here.  Does the SUPPORT Act extend the first, the 30-patient limit to 100 within the first year of receiving the waiver?  

Dr. Hildi Hagedorn:  I believe it did, didn’t it?  So I am not 100% sure on that but I believe it did.  So when we started the project it was 30 in the first year, and I think that’s right.  I would have to check on that or maybe there’s someone on the call that knows that definitively that could type that into the chat.  

Molly:  Well let’s see if anyone types in and we will look at the next question and see if anyone knows on that.  Okay the next question here.  You mentioned that you didn’t hear the argument from staff that you’re replacing one drug with another as often as you had before.  What do you attribute this change to, turnover of staff or cultural change or other factors?  

Dr. Hildi Hagedorn:  Well it’s probably a little bit of both.  I would really say it’s more of a cultural shift.  I just think, you know, even five or 10 years ago you would hear that so often and people would be so adamant about it.  And I think just with the amount of attention that the crisis has received over the past five years and just the number of people that are out there publishing and talking about this issue and the attention it’s getting in the public, the general media.  I do think there is a cultural shift.  And it’s not to say that those attitudes aren’t still out there.  And honestly, you know, I don’t do any work outside of the VA but my understanding is that SUD treatment outside of the VA, that those attitudes may be hanging on.  But at least within VA, I think it’s a cultural shift for the most part.

Molly:  Great.  Thank you.  The next question here.  Were services at study sites solely at VAMC’s or were OUD treatments extended to CBOCs?  

Dr. Hildi Hagedorn:  So this particular project really focused in on the main facilities as the primary target.  However, we definitely had sites that were really interested in making sure that patients who receive care at their CBOCs had access to this care as well.  So we had a couple of very rural sites.  One in particular I can think of, you know, they said it’s a three hour drive from a CBOC and in the winter it may be an impossible drive.  So we definitely had sites that either were trying to ensure that they trained up prescribers at the CBOCs or also using TeleHealth to get that service out to their CBOCs.  So it’s been such an exciting project because every facility is very different and has different resources and different needs and has chosen to approach this problem in different ways.  So I’m really excited to be able to kind of publish case studies in the future of different ways that facilities tackle this problem. 

Molly:  Fantastic.  Thank you.  And that is all of the questions that we’ve received and no one wrote in with any information about the waiver so I’m guessing there’s not a lot of information out there about it.  

Dr. Hildi Hagedorn:  I can check into that, and I, but if I could let, I don’t know who I might share that information with that it could get out to the group. 

Molly:  If you want to just get that back to me.  If you’re able to get it in the next day, day and a half, I can include that in the archive notice when it goes out.

Dr. Hildi Hagedorn:  Okay.  Great.

Molly:  And that looks like all we have today.  No other questions have come in.  Hildi, did you have any final remarks you’d like to make before we close things out today?

Dr. Hildi Hagedorn:  No.  Just thank you to everyone for calling in.  That was a lot of fun presenting to the group.  Thank you.

Molly:  Fantastic.  Christine, did you have any remarks you’d like to make before we close out today?

[bookmark: _GoBack]Christine:  No I do not.  But I’d just like to thank Hildi, again, for presenting and thank everyone for joining today.     [ END OF AUDIO ]

