Integrated Care Date
Training Program
UW Psychiatry & Behavioral Sciences

Implementing Collaborative
Care for Co-Occurring
Disorders

Elizabeth J. Austin, MPH
Senior Research Scientist
September 13", 2022

E2022 University of Washington A I ntegrated Care Traininlg Pr



Acknowledgements

Funding: This work was supported by the National Institute of Mental Health (NIH/NIMH; grant
U014289744). The statements presented in this work are solely the responsibility of the author(s)
and do not necessarily represent the views of the National Institutes of Health.

Collaborators: Elsa S. Briggs, MS; Lori Ferro, MHA; Paul Barry, LICSW; Ashley Heald, MA; Diane
Powers, MBA, Ma; Geoffrey M. Curran, PhD; Andrew J. Saxon, MD; John Fortney, PhD; Anna D.
Ratzliff, MD, PhD; Emily C. Williams, PhD, MPH

Disclosures: The authors do not have any personal, professional, or financial conflicts of interest to
disclose for this work. The authors did not work with or were otherwise influenced by any external
sponsors for this work. Dr. Saxon has received travel support from Alkermes, Inc., consulting fees
from Indivior, Inc,, and royalties from UpToDate, Inc. Anna Ratzliff, MD, PhD receives royalties from
Wiley for her book on integrated care.

BN Integrated Care Training Program
E2022 University of Washington A I ntegrated Care Training Pr



Learning Objectives

Describe barriers and facilitators to implementing CoCM for co-
occurring opioid use disorder and behavioral conditions

|dentify strategies to support primary care teams in integrating
treatment for OUD into CoCM practice
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The Need to Expand OUD care
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Study Setting
Collaborating to Heal Addiction and

Study Aims Mental Health in Primary Care (CHAMP)
A Evaluate the effectiveness of routine
screening for OUD in primary care

A Evaluate the effectiveness 6oCM
for co-occurring opioid use and
mental health disorders

A Evaluate approaches to sustaining
CoCMor co-occurring disorders

Y Cohort2
Y& Cohort162
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Formative Evaluation Objectives

AUnderstand the experience of CHAMP implementation
from the perspective of clinic staff and administrators

A ldentify and document implementation barriers and
facilitators

A Use data to inform adaptations to CHAMP implementation
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CoCM Team Perspectives on the
Integration of Care for Co -Occurring
Disorders
Mixed Methods Evaluation
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Mixed Methods Formative
Evaluation

QUALITATIVE DATA

Asample Clinical implementation team (PCP champion, behavioral health care manager,
psychiatric consultant, project lead, practice facilitator, support staff), n=10 practice sites

AData collection Participant observation

ATiming Ongoing, monthly site calls for ~ 12 months following intervention launch
AGuiding framework Consolidated Framework for Implementation Research

AAnalysis Rapid Assessment Process, thematic analysis



Mixed Methods Formative
Evaluation

QUANTITATIVE DATA

Asample Primary care clinical staff (Primary care providers (PCPs), behavioral health care
managers, psychiatrists), n=10 practice sites

AData collection Structured surveys

ATiming At intervention launch

AMeasures Organizational Readiness to Change Assessment, Drug Problems Perceptions
Questionnaire, Evidendmsed Practice Attitude Scale

AAnalysis Descriptive statistics



Mixed Methods Formative
Evaluation

ITERATIVE, ONGOING QUALITATIVE ANALYSIS

Influencing
factors of CoCM
@ team adoption
QUANTITATIVE of co-occurring
B disorder care /

OUD care



Outer setting
« Patient needs and resources

» Cosmopolitanism
* Peer pressure
« External policies and incentives

* Planning

* Engaging

« Executing

» Reflecting and
evaluating

Characteristics of individuals

« Knowledge and beliefs * Individual identification with
« Self-efficacy organization
« Individual stages of change * Other personal attributes

f

Intervention characteristics \

« Intervention source

« Evidence strength and

quality

« Relative advantage

» Adaptability

* Trialability

» Complexity

* Design Quality and
Packaging

* Cost
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Perspectives on implementing
screening for OUD



Integrating Routine Screening for Opioid Use Disorder
into Primary Care Settings: Experiences from a National

Cohort of Clinics
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BACKGROUND: The U.S. Preventive Services Task Force
recommends routine population-based screening for
drug use, yet screening for opioid use disorder (OUD) in
primary care occurs rarely, and little is known about bar-
riers primary care teams face.

OBJECTIVE: As part of a multisite randomized trial to
provide OUD and behavioral health treatment using the
Collaborative Care Model, we supported 10 primary care
clinics in implementing routine OUD screening and con-
ducted formative evaluation to characterize early imple-
mentation experiences.

DESIGN: Qualitative formative evaluation.

APPROACH: Formative evaluation included taking de-
tailed observation notes at implementation meetings with
individual clinics and debriefings with external facilita-
tors. Observation notes were analyzed weekly using a
Rapid Assessment Process guided by the Consolidated
Framework for Implementation Research, with iterative
feedback from the study team. After clinics launched
OUD screening, we conducted structured fidelity assess-
ments via group interviews with each site to evaluate
clinic experiences with routine OUD screening. Data from
observation and structured fidelity assessments were
combined into a matrix to compare across clinics and
identify cross-cutting barriers and promising implemen-
tation strategies.

KEY RESULTS: While all clinics had the goal of imple-
menting population-based OUD screening, barriers were
experienced across intervention, individual, and clinic
setting domains, with compounding effects for telehealth
visits. Seven themes emerged characterizing barriers, in-
cluding (1) challenges identifying who to screen, (2) com-
plexity of the screening tool. (3) staff discomfort and/or
hesitancies, (4) workflow barriers that decreased screen-
ing follow-up, (5) staffing shortages and turnover, (6)

discouragement from low screening yield, and (7) stigma.
Promising implementation strategies included utilizing a
more universal screening approach, health information
technology (HIT), audit and feedback, and repeated staff
trainings.

CONCLUSIONS: Integrating population-based OUD
screening in primary care is challenging but may be made
feasible via implementation strategies and tailored prac-
tice facilitation that standardize workflows via HIT, de-
crease stigma, and increase staff confidence regarding
OuD.

KEY WORDS: opioid use disorder; screening; primary care.
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BACKGROUND

With rising incidence of, associated mortality resulting from,
and effective treatment for opioid use disorder (OUD), urgen-
cy exists to identify and link patients with OUD to evidence-
based treatment.' In 2020, there were over 93,000 overdose-
related deaths in the USA and a continued steady rise in new
OUD diagnoses.” Effective medications to treat OUD
(MOUD) reduce opioid-related mortality and improve quality
of life."* Yet access to MOUD has been limited by prior
federal policies requiring provider licensing (for buprenor-
phine) and/or supervised disbursement of medication (for
methadone). As a result, only 21% of patients with diagnosed
OUD nationally receive MOUD, with lower treatment access



Table 1. Clinic Characteristics and Screening Practices

Number of clinics represented 10
Number of health systems represented 9
Geographic setting of clinics*

Urban 2

Suburban 6

Rural 2
Clinic setting characteristics

FQHC 2

Trainee site (residents, interns) 3

Academic medical center affiliated 2
Existing SUD screening in place?

Yes 3

No 7
Screening frequency

Universak every visit 2

Universalg annually 8
Screening visit formats

In person visits only 8

Both in person & telehealth 2
Primary approach to OUD screening capture

Patient completes on paper 8

Patient completes electronically (e.g., patient portal or thpatty app) 2

Patients completes via verbal administration with clinic staff 0

*Based on clinic seldlescription




Table 2 Summary of Barriers and Promising Strategies for OUD Screening Implementation in Primary Care Settings

CFIR domain Promising strategies

Intervention * Identifying who, when, and how often to screen for « Utilize a more universal OUD screening approach (e.g., every
characteristics OUD was complicated patient, every visit) to reduce workflow complexity
* The NIDA-Modified ASSIST (NMA) felt overly «U . a1 =
complex and challenging to administer enh al YS| y 2 _L _ 1. A y R _ 2/-'F }\1 [g 2
* e know how to explain it in full detail like if a
A L a % -« « _ _
Individual « Staff expressed discomfort, hesitancy. and uncertainty .l LI G ASYyd Fala I 02d:
characteristics with OUD screening administration and follow-up all roles 1o reauce aiscomrorn ana nesmnancy around UuUL

discussions with patients
« Providing forums for staff to voice concerns about OUD screening

and provision of OUD care
. Pro\,{rla rlininal ctafF vnth ancace ta MTTN avnarte and/ars mantore

toa . . o o \
Inner setting * Clinics struggled to optimize workflow and ensure o Ir aa! a I N <2dzau Re MAg feel |
screening provided opportunity for follow-up of positive  effe 2 = A A
screening provided opportunity pof p 57 5 3Z C[E }A EA}EI U GIu[E

* The low yield from OUD screening felt discouraging ~ pro  more thing to their plate for them to dowhat
« Screening felt burdensome to already-busy clinics T does a positive screen meav% 7 & [. ] v ] g (}

Outer setting + Stigma may deter patients from seeking OUD care in ~ *'v them= g KI 0 R2Sa Al YSI
primary care seftings rela, J
red
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actually come out differentljif people « Identify and reduce stigma within clinic policies and practices
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